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ABSTRACT

This qualitative study explored the experience of psychodynamic clisiian
private practice who have used art-making as a complementary modalégtaient
within the context of verbal treatment of adult patients.

The study aimed to understand why traditionally trained clinicians made an
intervention of art-making in their verbal treatment with their patient, whéme
treatment process clinicians decided to make use of an art-making interverthiein
treatment, and how the use of art-making within the context of verbal treamnpamated
the clinicians’ understanding of their adult patients.

The findings of this study indicate that these clinicians turn to art-making, i
conjunction with their verbal treatment, because they have felt that the spoken word
limited the scope of expression and self-disclosure of their patients’ intigr.rea
Clinicians decided to make use of art-making, (a) when seeking to providadbkir
patients with a way to disclose traumatic events, feelings, emotions, aedadkery of
memories in relation to the trauma experienced, (b) when observing thenmpat
struggling to bring out their inner experience via words, (c) when the eaataemed to
be stagnant, and (d) when they were in need of further information obtained viakiee int
process.

Clinicians’ observations of their patients’ creative process and its sballe

increased their empathic understanding of their patients’ inner struggles.
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CHAPTER |

INTRODUCTION

In 1988 | graduated from the School of the Art Institute of Chicago with a
master’s degree in art therapy. At that time very little was known dgbeuise of art
therapy in the psychotherapy treatment of adults here in Chicago. | reméralgays
when | hosted special meetings with psychiatrists and social workenscag@'s
Ravenswood Hospital to introduce them to the benefits of utilizing art-makingakth t
therapy. That have changed since then and talk therapy clinicians, many of them
traditionally trained, have begun to incorporate complementary modalitie=satment,
either singularly or in various modality combinations.

| became curious about what moved traditionally trained clinicians to open
themselves to complementary nonverbal modalities of treatment suckaekary. This
research study is about those clinicians, their motivations, their decision®tpdrate
art-making into their traditional verbal approach, and the positive and neggiretaof
utilizing such modality of treatment.

The primary concern of analysts and psychotherapists has always been to
understand their patients. The therapeutic interaction is filtered biiritogatr’s own
“inner reflections of the patient” as much as by what the patient is séBagch, 1980)
From the first interview with the patient the clinician looks for clues reggndhat the

patient wants, in what manner they are verbalizing and why that manner was ahds



how they appear and present themselves to the clinician. (Basch, 1980) Verbal
communication has been accepted as the primary modality toward therapeuti
engagement of a patient. It has been given a certain level of authority asinhama
sometimes the only modality to depend upon when doing psychotherapeutic work.

While the literature on insight-oriented psychotherapy is filled withreefees to
the verbal mode of communication and its importance and development within the frame
of a session, there are some practitioners who have begun to integrate othitieshodal
order to more fully access the inner worlds of their patients.

In reference to this, Edna O’Shaughnessy writes:

It is now generally accepted that the interchange between the amalysitaent

is wider than verbal; as well as words there are other transmissiongdstipres:

feelings like anxiety, sexual excitement, hatred; mental imagegtgerssof

drowsiness of rigidity; and so on. (1988, p. 138)

O’Shaughnessy reminds us that the interchange between the analyst and the
patient is wider than verbal (1988), and that words are limited in their capaeitphain
what is happening at the non-conscious level in our patients. This leads to thénbelief t
nonverbal communication via imagesn work as the communicative bridge between the
conscious and unconscious worlds of our patients.

Out of this primary concern to understand the patient, and in order to help patients
gain a clearer sense of themselves, nonverbal modalities of treatmeotngpiémentary
therapeutic modalities” have begun to make their appearance in the consultingmgom. T
wave of complementary modalities appears to come at a time when thdiseiemtd is

beginning to look at the mind-body connection; that is, the impact that the mind has upon

the body and vice versa. (Moyers, 1993)



In 1989, French psychoanalyst Joyce McDougall gained widely acclaimed
recognition for her psychoanalytic investigations of psychosomatic illnes athoevs
how the body acts out the mind’s distress, “tracing the drama’s originshiy hig
emotional preverbal trauma.” (1989) This has influenced the way we viewdnadlit
modalities of treatment such as verbal psychotherapy.

It is clear that most clinicians gather information about their patiemtsagly
visually and through the spoken word. The way that patients relate their sidhes
clinician, the pressure of speech, the tone of voice and the words used depict a partial
view of the patients’ sense of their own histories. They are expressing raalimeage
in the form of a verbalized thought that represents their perceptions, memoras and/
fantasies. (Lusebrink, 1990) These internal images carry with them aaVistensity
that evokes in the patient and the therapist both emotional reactions and psycho-
physiological changes. Emotions and images together create the mefanorgls,
offering detailed information about past situations and/or preverbal memories.
(Lusebrink, p. 9)

The spoken word as a tool, its “ability to generate an unlimited number of
meaningful novel messages that are not bound to the here and now, combined with the
cognitive capacity to exploit these properties, allows human communication to be
extraordinarily effective and versatile.” (Krauss, 2002) and is avajlabth few
exceptions, to every human being.

Despite its obvious contributions, verbal communication also has limitations.
Kodakos & Polemikos state that “verbal communication also has innate diffichlites t

can be marked at the level of transmission as well as the level of message



comprehension.” These researchers reflect on the way people make use of the spoke
word to “... cover their thoughts and feelings at some degree, either to protesetheir
image or to be agreeable to social conventions.” Another difficulty with the spoken word,
according to Kodakos and Polemikos, is its limitation to verbally expressexges and
feelings in a precise manner as there is always “the possibility often@eting the

words of an individual ...” since even the same word may have different meantmagpfor
individuals. (Kodakos & Polemikos, p. 131)

Books on in-depth psychotherapy are filled with references to the verbal mode of
communication, its importance and its development within the frame of a session, but
these writings place little importance on communication through visual iraagest
another modality for obtaining pertinent data about the patient.

Even though communication between the patient and the clinician has been a
prolific topic of study within the field of psychotherapy (Leahy, 2004), the focus has
mainly been limited to verbal interaction. Analyzing verbal communication betwee
patient and clinician provides valuable information toward learning how the thecapeut
encounter is constructed, developing awareness of the impact that the spoken word has
upon the patient, and considering how the use of verbal communication shapes and
influences the therapeutic interaction. (Leahy, 2004)

Some researchers consider verbal language to be one of the most important
components of the therapeutic relationship characterizing it as “the main pdtnwze
mind to express itself.” (Favero & Ross, 2003) They state that it is through verbal
language “that the therapist and patient touch each other’'s mind. For the, patieait

language brings conscious and unconscious material to life.... For the therapat, ver



language provides form for the patient’s material, creates a space tol béFsero &
Ross, 2003)

However, words have a tendency to become abstract and are not always effective
in uncovering the patient’s difficulties or repressed material and def¢B8seskh &

Jordan, 1983) Krauss (2002) provides an interesting discussion on the way information is
conveyed via the spoken word with what he calls “four communication paradigms.”

(2002, p. 5) These communication paradigms are: encoding and decoding,
communication intentions, perspective-taking, and dialogism. Each of these peradig
represents a different dimension of language use. According to Krauss these four
paradigms characterize how “language functions as a medium of communication.” (2002,
p. 5)

For Singer (1978) external information, processed through ongoing thought,
generates the formation of an internal schema. A schema, “consists of ikeage-|
representations, along with a verbal label of an event, object or person. Schemas...
provide selection criteria for regulating attention and lend a focus to the encoding
storage, and retrieval of information in a domain.” (Singer & Kolligian, 1987)

Among others analyzing the verbal modality of treatment, L’Abate (199€)swri
on the usefulness of verbal communication that complemeapgnpachethat utilize
dance, music, or art-making have much to offer to the psychotherapeuticetieatm
terms of cost effectiveness and behavioral change.

Additionally, it is already known by many clinicians that memories from
childhood are often inaccessible to the adult via verbal communication but that such

information can become accessible through remembered images. Horowitz (18¥d) poi



to this fact by stating “the images that emerge through drawings amafarambiguous

than verbal descriptions and are thus far less likely to be censored, suppressed, or
intellectualized.” (Horowitz, 1971) Naumburg (1966) pushes the emphasis further when
she states that “the single and most important function of art production is asle faehic
enriched communication.”

What words communicate does not necessarily explain what is occurring beyond
words at the non-conscious level. Complementaogalities of treatment such as art-
making can become the bridge to communication between the conscious and the non-
conscious world of the patient. (Naumburg, 1966) In a recent research study on the use
of drawings in organizations, Kearney & Hyle (2003) quoted Vince (1995) who points to
the use of drawings as a “more specific and direct route to the emotions and WuONSCI
responses underlying behaviors during change.” Furthermore, “imageryicge thie
gap between the apparently individual, private, subjective, and the apparentinalle
social, political.” (Samuels, 1993, p. 63)

Within the history of psychoanalysis there have been analysts willing to
incorporate art-making into psychoanalytic treatment to obtain furthematern about
their patients. For instance, it is known that Carl Jung utilized drawings anchgsuiint
his treatment as a way to access the non-conscious minds of his patients andsbat he a
drew almost everyday. (Jung, 1964 & 1973)

For the purpose of obtaining useful therapeutic information about his young
patients Donald Winnicott (1971) developed “The Squiggle Game,” a drawing game in

which the child and therapist would engage in a series of back and forth drawings. The



“Draw-a-Story Game” by Gabel (1984) which is broadly used within the agpidield,
is an adaptation of the Winnicott technique.

The increased knowledge of the mind-body connection and the above-mentioned
limitations of verbal communication have helped clinicians to become more open to
utilizing other methods of approaching and gaining access to the patientmather t
relying solely on the traditional spoken word. This awareness has motivatechitiarcli
to pay closer attention to the patient’s nonverbal manner of communicatingssuch a
gesture, facial expression, body posture, and tone of voice.

Clinician and expert on learning disabilities, Joe Palombo (2006) writes
extensively about the importance of nonverbal communication in relation to verbal
communication and as “essential to successful social discourse.” (2006) d4e stat

Social communication deals with the medium, verbal and nonverbal language,

through which relationships are conducted, whereas reciprocal social interact

deals with the way in which people relate to one another. Through language,

whether verbal or nonverbal, we engage in what | call a form of “mindsharing”. . .

the ability to ‘be with’ another through verbal and nonverbal communication.

Recent research conducted at the University in Beer Sheva, Israel, zepltes
importance of utilizing complementanyodalities toward the creation of meaning as a
way to provide a framework for understanding in the therapeutic context. (Marlo &

Kline, 1998) This research indicates also that nonverbal modalities withirape¢héc

context contribute to the patient’s compliance in treatment. (Melamed & Szor, 1999)



Problem Formulation

This qualitative research focuses on the use ofahgplementary treatment
modality of art-making within the context of traditional talk psychotheteggtment, in
an attempt to learn why and when psychodynamic psychotherapists choose to make use
of thecomplementary modality of art-making in addition to the verbal modality of
treatment and exactly how the use of art-making within the context of verhahent
impacts their understanding of their patient.

Modalities such as art, music, drama, sand-play, and dance are used in
conjunction with verbal approaches as ways to access the non-conscious mind of the
patient. The products of these complementaoglality interventions are woven into the
dyadic relationship of therapist/patient and become the marking points of meaningful
revelations into the inner reality of the patient.

In recent years a new trend of thought and approach has been taking place in the
outpatient psychotherapeutic treatment of adults. Clinicians are moregwvidlutilize
complementary modalities of treatment such as art-making, within the cohteeir
traditional verbal modality. This trend resonated with my experiencepeitat the
interest led me in the reverse direction: from the partially nonverbal, at therapy, to
the verbal approach.

Currently the most requested partial nonverbal modality by cliniciant is ar
making particularly drawing and coloring. Clinicians are becoming awatreofast
information that can be gathered from a drawing, and they seem to want to take
advantage of such a modality. Malchiodi, in the introduction to the work of Oster and

Montgomery (1996), points to the importance of every clinician becoming



knowledgeable about the use of drawings within treatment. She even goes as far as
stating “it should be part of every clinician’s repertoire.”

Several writers have emphasized the contribution that art-making affers t
traditional verbal psychotherapy through a “relief to excessive talkMgN(ff, 1988, p.
20) and an avenue to regain access to early memories that otherwise mapbe los

unreachable.

Significance of the Study for Clinical Social Work

Modalities such as art-making are used in conjunction with verbal approaches as
ways to access the inner world of the patient. The products of these complgmentar
modality interventions become the marking points of meaningful revelatianghimt
inner reality of the patient.

In the study of psychotherapy, we have learned that patients need different
approaches for different problems and at different times in their lives. A good
psychotherapist must remain curious and flexible enough to draw from a broadirepert
of approaches to engage the diverse patient population that comes to thehaby. for

Complementary therapies offer exciting ways into our patients’ mgateimnner
worlds that can expand the understanding found in more traditional verbal therapy. Art
making may be able to provide our patients with the possibility of both experiemcing a
expressing feelings that are less verbally accessible and to providmittian with an

increased insight into their patients’ inner world.
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CHAPTER Il

LITERATURE REVIEW

This research study focuses on the creative process as experienced in the
consulting room by the patient and the clinician in using art-making as theevigmithe
expression of the adult patient’s internal process when words are not enougilorése
why psychotherapists decide to make use of art-making in their work with saerggat
when do they determine that an art-making intervention would facilitate the thécapeut
process; and how the use of art-making increases the clinicians’ empathstamdieg
of their adult patients. The study assumes that verbal modes of communication provide
limited access to some type of psychodynamic material and complementary ehode
communication, such as art-making, can assist the patient in revealing thasgayto
the clinician.

Psychodynamic psychotherapy is creative work: as clinicians we assist our
patients in “the process of decoding, deconstructing, and reconstructing datay gurdin
patients by promoting self-awareness, making novel connections, and finditigrs;!
we can help bring into existence a new state of being.” (Alfonso & Wellington, 2002)
his work on dreams, Freud (1900) identified the interpretation of dreams and theair vis
images as the bridge to the unconscious which could be accessed birigueof free
association.

The power of the imagination then becomes an essential part of the creative

process that is amplified through the talk therapeutic treatment. Atixgraims to
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facilitate the process of developmental growth, self-integration, afldiSetentiation
by allowing the patient to be in contact with dark parts of the self.

Kavaler-Adler (2000) proposes that the creative process can be used “to repair
defects within the self and its inner world of object relations.” This is thepeetive of
object relations theory which is concerned with the exploration of “the relationship
between real, external people and internal images and residues of relatothem and
the significance of these residues for psychic functioning.” (Fonagy &T,8003)
However, Kavaler-Adler wonders, if this could also be a “closed system of caimgul
repetition” that can provide cathartic emotional relief but also “deferyswatds off
interpersonal life.”

Melanie Klein (1929) was one of the first object relations theorists to adtieess
creative process. For her, the creative process was not simple sublina&i@ooolnplex
process that encompasses reparation. This is the strongest element oftthetc@ns
and creative urges. In analyzing children, Klein observed their distréss aggression
that seems to be manifested in their creative playing. (Hinshelwood, 1991) Foréer the
were different forms of reparation:

1. Manic reparation: based on the reversal of the child-parent relation;

2. Obsessional reparation which is a compulsive repetition of actions without
much creative element;

3. Reparation grounded in love and respect for the object, a manifestation of
true creative achievements.

Through creative expression the patient can create an illusion. For Klein (1929)

adult symbolic language emerges from the need individuals have to safeguasl object
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important to them. (Ambers & Burke, 2000) This function of symbols for a child,
according to Klein, is to ease anxiety and guilt originating from the @onstruggle with
aggressive fantasies toward internal parental object. (p. 20)

Segal (1952) conceptualizes the creative process as a developmental mourning
where the parental objects, having been damaged by the patient’'s own aggression, ar
recreated within the context of the art-making process and, in this wayerepai
(Kavaler-Adler, 2000) From this perspective, the art-making process isesgaic
mourning which aims toward self-integration. (Loewald, 1962, in Kavaler-A2G£0)

Marion Milner (1969, 1981) is one of the few psychoanalysts who utilized the
artwork that her patients painted as well as her own paintings and drawinggto thi
insightfully about the content and function of those images. She encouraged her reade
to think of the artwork as a map to the inner life of its creator. Pierides (19983 \ithe
painter of the picture is externalizing onto the painting a major part of his owndndglivi
and unique sense of self . . . recreating internal reality in a reparatise.’s

Art therapy is the therapeutic use of art-making within a professionabredhip,
by people who experience iliness, trauma, or challenges in living, and by people who
seek personal development. The use of a variety of media, such as wateragles, ac
color pencils, markers, clay, collage to create artwork to give expmessnverbally to
material that is difficult to access verbally, and by reflecting on theredtucts and
processing it with the clinician, people can increase awareness of sethang| cope
with symptoms, stress, and traumatic experiences.

What art therapy offers particularly visual imagery and the artimygkiocess is

described as “distinctive” (McNiff, 1988) and because of this, many professiorthle
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field of psychotherapy view art therapy as a nonverbal therapy. It idhatigtthis
approach words are not always necessary. It may be more useful to beliereetbfthe
main contributions of art therapy to the field of psychotherapy is that it pro\adesef
from excessive talking.” (McNniff, 1988, p. 20)

The art process itself and the final art product are viewed and used arnong ar
therapists as a way for the patient to communicate and manifest his/her anlgerTie
drawing process itself is not viewed as the sole therapeutic agentiff M&88; Dalley,
1984) The final product and the art-making process are verbally discussed waith the
therapist, and it is generally during this processing time that “the pa#iergain insight
both intellectually and emotionally by connecting the meaning of the picture/bhisher
own internal/external life experience.” (Ledesma, 1996) The use of athasapeutic
modality encourages a method of symbolic communication between patient amisther
(Naumburg, 1966)

The task of the clinician is not only to acknowledge that the creative work is a
reflection of the creative process and the internal representation worldpatitet but it
is also to determine whether “the developmental mourning process sucgessfull
consolidates and finds resolution within the creative work” or is a manifestation of a
obsessive-compulsive recreation of destruction of internal objects withouttrepdara
(Kaveler-Adler, 2000)

Winnicott (1971) was also one of the few psychoanalysts who utilized art- making
to engage difficult children in the therapeutic process. As a result, he developed the
famous “Squiggle Game” where therapists engage the child in a drawing mase pass

back and forth with the purpose of developing a therapeutic alliance with thg youn
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patient and, in doing so, to obtain therapeutic data. He was interested in learning about
their inner life and the way that their internal life impacted theiricgiahips with others
in the external world.

For Winnicott, (1971) the primary and most important relationship is that which
develops between the infant and the mother. This relationship is internalized in the baby
and it will be used as the original matrix from which the baby begins to understand the
world outside and his/her relationship with it. Within this realm of the “mother-baby
unit” Winnicott devised his theoretical principles such as: true and fafsgcetl-
enough mother, playing and creativity, the importance of the development of illusion and
disillusionment, potential space, and the transitional object. The notion of trarsitiona
object and potential space explains a “developmental progression from the eartysfeel
of symbiosis to later perceptions of autonomy.” The infant realizes that a tangidt
exists beyond his/her control; coming to this realization in turn can bedtiguand “to
ease the transition toward acceptance of the independence of inner and outeregxistenc
the growing infant imbues certain items with qualities of both internal faatas
external reality . . . in the creation of the transitional object.” (Ar8bBurke, 2000)
Winnicott (1971) reminds us that the need for transitional objects does not end in
childhood since the adult life constantly demands a balancing of inner and outer

experience.
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Transitional Objects and Transitional Space

Winnicott’s theory asserts that there is a transitional space betweeehilidis
developmental movements from absolute dependency on the mother to relative
independence. In his schema, the child initially experiences himself and the awgher
whole entity. While to the outside world they appear as two separate beings, the infa
sees no separation between the mother and himself; it is the mother-child or athiéa-m
configuration that is the entire world. It is the mother who brings the world tdnilde c
gradually and, ideally, non-forcefully.

Winnicott’s concept of transitional space seems best suited to conceptualize the
interactions between the clinician and the patient during periods when the patient
becomes engaged in the art-making activity. The transitional space bexcmative
arena of nonverbal communication through which patients can express feelings and
thoughts, and recover events that they cannot easily access verbally.

As the child begins to explore the world outside, or rather just beyond the mother-
child unit, the child grows attached to objects such as a teddy bear, a blanket, or a doll.
These objects are experienced as “transitional objects” on the way togheaewtorld
and thus are external manifestations of the child-mother unit. The child can maite use
their transitional object to fill the mother’s absence; it represents thet abjine child’s
first relationship (Winnicott, 1971), putting the child on the path to becoming more
independent, decreasing the absolute dependency on the mother-child experience.
Transitional objects and the transitional space where the infant expetiieaceallow

the child to navigate the “space” between internal and external realities
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In the movie “Hook” (Spielberg, 1991), which is based on the play “Peter Pan”
(Barrie, 1904), the viewer is exposed to the life of an adult workaholic (Robin Williams
who returns to a place in his childhood as a way to re-capture what he has loshds rem
the viewer of the innate need for an experience of illusion through play in order to obtain
healthy development.

Peter’s adoptive grandmother asks him to remember infancy. She says to him:
“Somehow you must go back; you have to remember Peter! Do you know who you are?”

With the help of a fairy character “Tink” (Julia Roberts), Peter is able to
remember his childhood and embarks upon a journey to the land of “Neverland.” In
“Neverland,” he faces a society of children who scream at him, “Play!"Pla

Winnicott (1971) states: “It is in playing and only in playing that the individual
child or adult is able to be creative and to use the whole personality, and it is only in
being creative that the individual discovers the self.” He emphasizaesnilgah playing
is communication possible. (p. 54) For Winnicott, (1971) playing has a place and a time
that is not inside nor is it outside. It is a space between the mother and thbatilel t
calls “potential space.” (p. 41) Itis in from which this space that play ecétlen Peter
is able to acknowledge that specific space within his universe, he becomes abjetto pla
make use of his imagination, to fly.

Winnicott (1971) reminds us that playing is natural, that “...play is universal, and
belongs to health: playing facilitates growth and therefore health; gléaaals into
group relationships; playing can be a form of communication in psychotherapy” (p. 41).

Peter is encouraged to fly. In congruity with his adult perspective, Pspemmes,

“I can’t fly.”
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“Yes Peter, you can do it!”

And by having “happy thoughts” Peter is promised to be able to play and then to
fly. The children are happy and in excitement they all scream, “Yodaang it!”

“Doing what?”

“Using your imagination, Peter. You are playing, Peter!”

He finally comes upon his teddy bear, and it is in finding this teddy bear, Peter’s
transitional object, that he is able to remember his infancy and to remember lines. mot

In his 1953 paper, Winnicott introduced the concepts of transitional object and
transitional space as important factors in the infant’s development. Hedlitfes=
terms as “the intermediate area of experience, between the thumb and tHeetaddy
between the oral erotism and true object-relationship, between primaiyeeivity
and projection of what has already been introjected.” (p. 255).

Upon his return from “Neverland,” Peter becomes disillusioned when realizing
that Tink will no longer be with him. The viewer sees Peter lying on the coldysnow
ground at the foot of a Peter Pan sculpture.

He looks up and cries, “Tink, Tink.”

He sees Tink who in turn replies to him, “Say it Peter! Say it!”

And Peter responds: “I believe in fairies.”

Tink replies, “You know that place between asleep and awake, that place where
we still are dreaming? That’s where I'll always love you. That's wi#rbe waiting.”

Tink is able to soothe Peter and remind him that there is a place between fantasy

and reality (asleep and awake) where he can continue their experience.
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This space “between asleep and awake” is what Winnicott (1971) called the
intermediate space, the third space. (p. 11) Peter was able to re+ecgane reclaim
parts of his childhood through friendship, imagination, magical thinking, and play.
Peter’s experience in Neverland enriched his capacity for self-geateative living,
and self-discovery. (Galligan, 2000)

Winnicott (1971) emphasized the importance of the child’s first possession—or
transitional object. This first possession (a teddy bear, a blanket), is imkhadaternal
gualities and, “stands for the breast, or the object of the first relation§hi®.)

He also focused on the concept of transitional phenomena as that space between reality
and fantasy. Both the transitional object and the transitional phenomena “are made
possible by the mother’s special capacity for making adaptation to the nebdsnféant,

thus allowing the infant the illusion that what the infant creates reallysexist14)

All through life this infant’s experience is kept alive in the adult, “in the itens
experiencing that belongs to the arts and to religion and to imaginative living, and to
creative scientific work.” (p. 14)

Grolnick (1990) emphasizes the importance that Winnicott placed upon the early
development of a person and how this early development “serves the therapidterell w
deciding how to help our developmentally disabled patients.” (p. 28)

According to Winnicott, (1971) for optimal development to occur, the caretaker
must have the qualities of a “good enough provider,” to be attuned to the needs of the
baby, providing “steadiness, love, empathy, enough frustration, and impact with real
and aggression.” (Grolnick, 1930, p. 28) The interaction with the caregiver becomes

“gradually and increasingly internalized.” (Grolnick, 1930) in the child, and evéntual
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becomes a part of the internal world of that individual. This interaction betweeraimher
outer worlds develops the concept of “transitional process” (Rose, 1978), a continuous
interaction between inner and outer worlds, between perception and fantasy. (Grolnick,
1930)

In the therapeutic arena, the clinician provides the setting for new deweiofom
occur; the clinician becomes an “interpreter of insight” (Grolnick, 1930, p. 2&8)dor
patient. In this way, the analytic process is not dissimilar from the eeeatie, both
sharing a similar relationship to time and to inner and outer realities.

The creative process is one of self revelation. (Segal, 1991) Segal slibatve
“there is often a feeling, both in the artist and in the recipient, that teerastiso much
creates but reveals a realitpart of the aesthetic experience has to do with a feeling of
revelation of some half-perceived, apprehended truth, which is discovered not irivented
(Segal, 1991, pp. 94-95).

In the analytic process there is uncertainty as to how much relates tesbatp
and how much relates to the past; it is in the experiencing of this ambiguitigehat t
therapeutic interaction recreates a situation similar to the tran$plbeaomena
experienced in childhood. (Adler, 1989) Adler writes, “Some of the most creative
aspects of psychoanalysis (and some psychotherapies) may derive fronctikiatiea
of transitional phenomena experiences which are tied to a child’s or an adueitstga
for creative use of illusion and play.” (p. 81) In this way Adler makes refer® the
idea that Winnicott’s concepts of transitional object and transitional phenomegdappl

both creativity and adult issues. (p. 81)
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Freud wrote extensively about the psyche (1949) and its agencies, the id, the ego
and the superego. Within these agencies of the mind there is always a tenseam lieév
impulse to live and to create and the impulse to die, and to destroy. (Freud, 1949, Part 1)
In the analytic process and within the patient’s relationship with the elmtbese
impulses become interwoven; there is a desire to create something nesolibeal
simultaneous desire to destroy it. This interwoven process may be expdrieraugh
play or, similarly, through art making. This “play” process, in a sense, mimamsal
and external life events related to one’s primitive instincts: liféfigea
reparation/destruction, love/hate in a constantly back-and-forth, pulling and pushing

dialogue with oneself.

Art Therapy

According to the American Art Therapy Association (AATA) art therapithe
therapeutic use of art making, within a professional relationship, by people who
experience illness, trauma, or challenges in living, and by people who seek persona
development. Through creating art and reflecting on the art products and processes
people can increase awareness of self and others, cope with symptoms,rgtress, a
traumatic experiences; enhance cognitive abilities; and enjoy trafifi@ing pleasures
of making art.”

Since the beginning of human existence, people have drawn images to describe
their feelings, emotions, and activities. It is in large part through theeewe drawings,

such as those of the Cave of Lascaux, the cave of Chauvet-Pont-d’Arc, and the Cave of
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Altamira, that the world today has any understanding of the history of ancient
civilization. (Clottes & Bahn, 2003; Burnham, 2003)

One of the earliest examples of the specific use of art in healing can be found in
the Bible when David tries to cure King Saul’s depression by playing thedanmm t
(Samuel 16:14-23) Other examples include Navaho sand paintings and African
sculptures which reveals the use of art in healing rituals. (Reichard, 1977, (2e9#)

Around the time of WWII, artists were taken to hospitals to assist and amtertai
the wounded and sick. Studies from that time began to demonstrate that patients exposed
to some form of art and art making process developed a much more rapid and positive
outcome than those who did not receive such exposure. (Dalley, 1984)

Art therapy encompasses with art, creativity, and psychotherapyfeltsdifom a
traditional therapeutic use of verbal imagery by its direct use of arartedxpress
internal images, feelings, thoughts, and sensations and to obtain feedback from the
product. Lusebrink (1990) states, “the visual expressions produce a tangible, permanent
record of the images that does not undergo changes and/or distractions through late
recall from memory.” (p. 10) It also differs from verbal imageryheyhysical
manipulation of art materials, the conscious thought process involved, and the level of
control. The medium used becomes a symbolic agent within the patient’s dialogue
between internal and external reality. Finally, art therapy differa frerbal imagery in
therapy by appealing to the creative side of the patient to create ordéchabs and
give “an image or feeling a form. (pp.10-11)

The prolific works of educator, psychotherapist and mother of art therapy

Margaret Naumburg (1890-1983) and others since the 1940s, including Edith Kramer
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(1950’s), laid the foundation for art therapy as a profession in the United Statese3 heor
from psychoanalysis and art education became the foundation of two approaches in the
field. The one stemming from Naumburg’s position maintains that verballgssing a

work of art with the clinician as a path to uncover one’s inner reality is inhertn i
therapeutic process—*“art psychotherapy’—while Kramer’s approactsés exclusively

on the specific act of creation as the sole force for healing and chartges(therapy”).

The framework of this study is based on Margaret Naumburg’s approach.

Art therapy as a profession evolved out of the theory and techniques of
psychoanalysis. (Borowsky Junge & Pateracki Asawa, 1994) Concepts such as the
unconscious and the symbolic language of dreams (Freud, 1963) provided an important
theoretical base for the field.

It was Freud who pointed out the complexity of providing a verbal account of the
imagery of dreams. He stated:

We experiencéa dream)predominantly in visual images; feelings may be

present too, and thoughts interwoven in it as well; the other senses may also

experience something, but nonetheless it is predominantly a question of images.

Part of the difficulty of giving an account of dreams is due to our having to

translate these images into words. “I could draw it,” a dreamer often says to

“but I don’t know how to say it.” (1963)

As early as 1895 Freud, was exploring the intra-psychic function of imagery i
Studies on HysterigBreuer and Freud, 1895) Hysterical patients experienced vivid
memory images that Freud and Breuer believed to be images that corresponded to
traumatic childhood experiences that had not been assimilated properly intoahe intr

psychic system. By the verbal description and exploration of the image, “its viwidnes

would fade, as if the patient were “getting rid of it by turning it into wor@&uler,
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1989). For Freud the dissipation of the image indicated alleviation of the symptom.
(Suler, 1989)

Freud’s transition from the hypnotic technique used with hysterics to the method
of free association seems to correlate with an “implicit shift in focus fremal/to verbal
processes.” (Suler, 1989) The development of behaviorism in the early part of 1900s
regarded the study of images as “unproductive, impractical and unempiitalt,” 1964
in Suler, 1989) Words and language came to be viewed as the most important tools in
treatment as they were seen as suitable for “objective scientificigatest.... Verbal
linguistic processes connoted sensible rationality and thinking, whereas meges
suggested unrealistic, quixotic imaginings.” (Suler, 1989)

In Europe after World War Il, psychology became very interested in the sgtudy
mental imagery and a series of images theories and techniques begansio. ffour
example of this is in the work of Swiss psychoanalyst Carl Jung.

Carl Jung (1875-1961) was very interested in the psychological meanings of
symbolic imagery, the mandala symbol in particular, as a way to access tbaswogs
(Jung, 1973). A mandala is an ancient symbol represented by the circle. IntSanskri
mandala means circle and center. Jung (1973) stated that mandala drawings appea
mostly in connection with chaotic psychic states of disorientation or panic; bedukli
that the purpose of the mandala drawings was to seek order from the inner confusion and
chaos. He drew and painted, and he encouraged his patients to do the same. Earlier on,
he said “to paint what we see before us is a different art from painting whaewe s

within.” (Jung, 1954, p. 253)
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The contribution of visual imagery and the art-making process in art therapy is
described as “distinctive” (McNiff, 1988), a therapy that is set apart bther
therapeutic modalities because the image and imaging process are the osaof foc
treatment. Because of this many professionals in the field of psychotheeapsirvi
therapy as a non-verbal therapy. It is true that in this approach words aieays
necessary. It may be more useful to think that one way art therapy contrib tnie $iédot
of psychotherapy is as “a relief to excessive talking.” (McNniff, 1988, p. P6¢ art-
making process and the final artwork are viewed and used as the patigntt wa
communicating and manifesting her inner world. In Kramer’s position (datice
process itself is therapeutic), the art therapist nurtures and suppantsdtiee process.
(1971) The drawing process itself is not viewed among art therapists as the sole
therapeutic agent. (McNiff, 1988; Dalley, 1984) The final product is verbally disdus
with the art therapist, and it is generally during this processing tim&hiegpatient can
gain insight both intellectually and emotionally by connecting the meanirg @ic¢ture
to her/his own internal/external life experience. ” (Ledesma, 1996) The udeasfaa
therapeutic agent encourages symbolic communication between patient aptsther
(Naumburg, 1966)

Winnicott (1971) understood the usefulness of art to engage difficult children in
the therapeutic process [see “Squiggle Game,” p. 13]. Similar ideas have belepei
and formatted into board games with the purpose of engaging the resistantarhild. F
instance “The Talking, Feeling and Doing Game” by Richard Gardner (187
“Draw-A-Story,” interactive games in which the therapist and patientdrest lines on

paper in an alternating fashion, then the patient is directed to develop the lingk towa
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creating a picture. In an attempt to lower the patient’s resistancatmém, the final
drawing is the focus of further discussion through questions introduced by thegherapi
(Gabel, 1984)

Because art-making has been mainly known to be a tool in the treatment of
children, it is possible to believe that this modality can’t be utilized witladogt
population. There are numerous examples exemplifying the merits of antt-amakang
with adolescents and adults within a therapeutic context such as theckrntva
Program in Boston which helps female victims of abuse, the art therapymratytiae
Kovler Center in Chicago serving victims of war and torture, or the AlternBgvavior
Treatment Centers (ABTC) serving adolescent males who have sexuadaothers.

In working with an immigrant population, art therapy has proven to be a positive
communication bridge to engagement in treatment. The immigrant patientgocassex
their inner conflicts and their perceptions of identity, especially in regdhe toew
country, through visual images more easily than through words. (Ledesma, 1996) The
expression of their feelings and perceptions pictorially promotes in@giEtnegative
and positive experiences from their country of origin and in the United Statesd(Ci
1983 in Ledesma, 1996)

The use of imagery in clinical treatment touches upon the recently “rzedal
idea of how the human brain interacts during mental processes and on the “sgnergisti
purpose” of the two hemispheres of the human brain. (Siegel, 2001) The left side of the
human brain is the one connected to language in contrast to the right side which,
according to Siegel (1999), “is considered to work as a pattern recognition cente

assessing the gestalt and context” through a “holistic framework. ” Sa894)(



26

indicates that developmentally, visual “antecedes and is superordinate tg’verbal
Levenson (2003) further points to current neuroscience thinking “that therapygin-a ri
brain to right-brain process, having to do with the transmission of images.”

Imagery appears to provide clinicians with a “special language” tosattees
unconscious of their patients. “By working with images therapists claimectthsy
skirt defenses and gain more direct access to unconscious affective amhadeati
processes than by working strictly with verbal communications.” (Suter, 1989)

This qualitative research study focuses on the use of artnwiitlei context of
traditional verbal psychotherapy treatment in an attempt to learn:

1. Why traditionally trained psychotherapists choose to make use dltaieative
modality of art-making in addition to the verbal modality of treatment

2. When (in the treatment process) clinicians decided to make usemf-aerbal
intervention such as art-making in their treatment, and

3. How the use of art-making within the context of verbal treatnmaptacted the
clinicians’ understanding of their adult patients.

The results of this qualitative research study will be discussed within the
theoretical framework of object relations, and in particular the work of \dbitin1955,
1967, 1971) An outline of relevant concepts from the theory such as internal objects,
transitional object, and transitional space will be presented in conjunction witptenc

related to art therapy.
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CHAPTER Il

RESEARCH STRATEGY

Hypotheses to Be Tested or Questions to Be Explored
This was an exploratory study which focused on the experience of
psychodynamic clinicians in private practice who have used an intervention of art
making within their verbal treatment of their patients.

This study explores why psychotherapists decide to make use of art-nraking i
their work with some patients; when they determine that an art-making imierve
would facilitate the therapeutic process; and how the use of art-making entlieas
clinicians’ empathic understanding of their adult patients.

The study assumes that verbal modes of communication provide limited access to
some type of psychodynamic material and that a complementary mode of
communication, such as art-making can assist the patient in revealing yhasaa$ to
the clinician and oneself.

The focal group of the study was psychodynamic clinicians who utilize
complementary modalities of treatment such as art-making along vttinéspy in the
treatment of adults. These clinicians have each worked at least for thieg&sten
years in a private practice that primarily serves high functioning adilésmethod of

inquiry was exploratory. The researcher searched for generalizagamhsd to detailed
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understanding of the group under study within the data collected during face to fac
interviews with these psychodynamic psychotherapists in their offices.

The main question of this study was why psychodynamic psychotherapists choose
to make use of art-making in addition to the primarily verbal modality. Additotieere
were two guiding goals for this study. The study aimed to understand (a) when in t
treatment process clinicians decided to make use of a non-verbal intervention axeh as
making in their treatment, and (b) how the use of art-making within the contexbat ver

treatment impacted the clinicians’ understanding of their adult patients.

Theoretical and Operational Definitions of Major Concepts

This qualitative research study explored why psychotherapists decidéeaisea
of art-making in their treatment with some patients; when they deternmatdrt art-
making intervention would facilitate the therapeutic process; and how the use of a
making increases the clinicians’ empathic understanding of their aduhtgatie

The study assumed that verbal modes of communication provide limited access to
some types of psychodynamic material and that complementary modes of
communication, such as art-making, can assist the patient in revealing thasaayto
the clinician.

The study relied primarily on object relations theory. Objects relatimwy
focuses on the internal representation that people forms of others, themswiuvbg, a
interaction between both. These representations provide information about thegatient’

internal world and their unresolved conflicts. Since all patients tend to dktertineir
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inner worlds, the activity of art-making will reflect that world and anpeissed
unresolved conflicts.

This study explored how art is used by the patient as a transitional objece$s ac
material that otherwise would be difficult to bring forward verbally, wine t
intervention is incorporated and why such an intervention of art-making is undertake
As a therapeutic team the patient and clinician can access unprocessauesiethe
patient participating in the creative process and the clinician pwptme observation and
understanding of the patient’s intra-psychic object world.

The concepts explored were: art therapy and its contributions to the verbal
psychotherapy treatment of adult patients; transitional objects anditnaalsit

phenomena.

Statement of Assumptions

Art-making allows the patient to tap into that illusory place that Winnicott
conceptualizes as the space where the boundaries between reality and fanmasy a
completely established (1971). This intermediate area is an importap¢cagse it
launches the patient into a relationship with the world outside of the self. (Winnicott
1971)

Art-making gives the patient permission to express that illusory world by
representing through imagery what is most personally important. In thigiveagrt
product (drawing, painting, sculpture, photography, collage) functions as a transitional
object as explained by Winnicott. (1971) Itis also assumed that art-makiradiovil

the clinician to increase empathic understanding of her patient.
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Additionally it is assumed that:

¢ Most psychotherapists depend on a verbal modality to obtain data from adult
patients

e Those psychotherapists who have chosen to make use of art-making may have
done so to improve communication with their adult patients and/or increase
understanding of the patient’s inner process

e Art-making becomes a useful modality to propel psychotherapy forwand whe
a stalemate, rupture or impasse occurs in the treatment

e Art-making allows for increased understanding of the therapeutic relaifoons

Type of Study and Design
The purpose of this researstudy was to learn why psychodynamically trained
psychotherapists choose to make use of art-making in addition to the verbatyraidali
treatment with their adult patients; when do they determine that-ama&ing intervention
would facilitate the therapeutic process; and how the use of art-makingsesrie
clinicians’ empathic understanding of the patient. The answers wenedet@arough data
collection and its interpretation. This research was an exploratory gualgaidy.
The definition of qualitative approach was provided by Cresswell (2008d2):
Quialitative approach is one in which the inquirer often makes knowledge claims
based primarily on constructivist perspectives (i.e., the multiple meaning of
individual experiences, meanings socially and historically constructddawi
intent of developing a theory or pattern) or advocacy/participatory persgsect
(i.e., political, issue oriented, collaborative, or change oriented) or botho It als
uses strategies of inquiry such as narratives, phenomenologies, ethnographies,

ground theory studies, or case studies. The researcher collects open-ended
emerging data with the primary intent of developing themes from the data. (pp.18)
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According to the American Heritage Dictionary of the English Langub®@0],to
exploreis to study, to examine, to analyze and/or to investigate something

According to Stebbins (2001), exploration in the social sciences “is a anguhg,
purposive, systematic, prearranged undertaking designed to maximize theisaf
generalizations leading to description and understanding of an area of spsiatimlogical
life.”(p.3) Sometimes exploration is needed because the world has chadgée afd ways
of doing things no longer fit sufficiently, or the phenomenon under consideration ig poorl
understood.

This study focuses on recent change in clinical practice as clinicieks$osketter
understand their adult patients. | believe that the contribution-afaking to clinical
practice with adult patients is poorly understood.

Exploratory research is beneficial for finding patterns and exploring nevegtsnc
that have not been looked at before or have received no systematic empiricay.scruti
(Stebbins, 2001) The descriptive element of this research was essent@ilyinigsvhat
have been seen or heard from clinicians and makes some attempt to explain what has
been found in the interviews conducted.

Sixteen participants were selected using a purposive sampling. Cresatesl| s
“The idea behind qualitative research is to purposefully select participasiteothat
will best help the researcher understand the problem and the research question.” (2003,
p.185) Selected participants were psychodynamically trained licensedlctocial
workers, licensed clinical professional counselors, and psychologists in priaetiegr
working with adolescents and/or adults for at least 5 years in practice angd bagd
art-making as a non-verbal intervention at least once within a traditioredqabynamic

modality of treatment.
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The participants’ ages ranged from 35 to 63 with an average age of 45, with the
majority being females (only five of the participants selected welesmna he study was
conducted in English.

Gathering of data was done through semi-structured tape recorded interviews. The
length of each interview was 60 to 90 minutes. The interview was conducted in the
clinicians’ offices or by phone. Four out-of-state participants respondegluésted the
dissertation committee chair, Dr. DiLeonardi, permission to interview tresieipants
via phone as there were not funds available to sustain long distance traveling.

Semi-structured interviews were chosen because they are more focused on
obtaining information, and they allow me to be guided by an interview protocol
constructed by the contents of published documents written on the topic of study. It also
provided the participant clinicians the freedom to express themselves wiwenglime
the means to prevent the interview from losing sight of its goals. (Stebbins, 2001)

In the first section of the interview participants were asked to provide a verbal
journey of their professional development and their experience with art amalrtg.

In the second section of the interview participants were asked to detail hoslethegd

to incorporate art-making into the verbal treatment of their adult patientg widre
encouraged to provide case samples to support their statements. In cases where art
materials were provided, such as drawings and/or paintings, participdrabthmed
previously signed consent from the patients to make use of their art work in wayetha
clinician felt appropriate.

This study aimed to understand why psychotherapists in private practice,

practicing traditional verbal psychotherapy with adult patients, choose tousald the
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alternative modality of art- making as an addition to the traditional verbal ryoofli
treatment. The additional goals of this study were to explore (a) when psyenady
psychotherapists decide to make use of non-verbal interventions, such as art-making
the treatment of their adult patients, and (b) how the use of art-making ghtomtext

of verbal treatment impacts their understanding of the patient.

Scope of Study
The focal group of this study consisted of psychodynamic-oriented licensed
clinical social workers, licensed clinical professional counselors, and psygistslwith
at least five years of private practice experience working primarityadolescents and
adults. The study was conducted in English. The clinicians chosen for this stedy hav
made an intervention of art-making in their treatment at least once with oneeoomor
their patients. Gathering of data was accomplished through semi-stditape recorded
interviews.
The interview focused on four areas:
1. Personal participant information such as demographics, degree, years of
practice;
2. Theoretical orientation;
3. The participant’s relationship to art and art-making;
4. The participant’s use of art-making in treatment

An interview protocol for recording information during the interview was used.
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Data Collection Methods and Instruments

Selected participants were psychodynamically oriented clinicians irtgriva
practice working with adolescents and adults for at least 5 years ticeraicd having
used art-making as a non-verbal intervention at least once within a traditiona
psychodynamic modality of treatment.

The purposive sample was gathered through direct postings of fliers (see
Appendix D) and via direct mailing of the flyer to social work, psychology, and
counseling programs of local universities such as University of lllindhecago,
University of Chicago, Loyola University; Northwestern UniversidgPaul University;
School of Professional Psychology, Roosevelt University, Institute for Psyallysks,
and to local psychologists and counselors.

Recruitment also was made via organizations’ listserv sites such ascamer
Association for Psychoanalysis in Clinical Social Work (AAPCSW), Art daper
Dialogue Group, Community Social Work Research, lllinois Counseling Asgnti
National Association of Social Workers (Ohio, New York and California chapter
National Association of Social Workers in Private Practice, New Yoxaf#ipractice
Networking Group, Professional Social Workers in USA, Private PracticecndlSVork
List, Chicago Therapists Networking, National Institute for Mental Healational
Organization of Social Workers, Clinical Social Work Federation; the IHinental
Health Association, The lllinois Counseling Association, the American Cliogse

Association, and referrals by word of mouth.
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Ads were posted in relevant journals suclPsgchotherapy NetworkeBocial
Work TodayandSocial Work PracticeThere was no response from any of the journals
used for the purpose of advertisement.

Universities were addressed in writing by introducing the study and its
requirements for participation. The letter (see appendiwd written on ICSW'’s
letterhead. It was expected that the universities would allow the resetodubmit
written information to potential subjects and/or post fliers of research stqdgsts on
their campuses. Most of the universities allowed the posting of the flier rgtrearal
posting bulletin board.

Two interested candidates responded, one seeing the posting at the university and
the other one from a general mailing, neither of these potential candiddtdse
requirements required for this research.

Once patrticipants were identified, a letter of introduction was sent exygams
research study, requesting their participation, and indicating that they woctataeted
at a later date to set up an interview appointment. (See Appendix C) At the timee of t
interview, the researcher provided each subject with a consent form to sign. (See
Appendix A)

A minimum of 20 participants was originally expected for this study. However
by the 16th participant the data was saturated. The committee chair andiltagtp
the gathering of participants.

Because the study was open to participants nationally, some partichEintete
out of state were interviewed by phone. In those instances participation wamednfir

via phone and/or email, a letter explaining the study in conjunction with a consent form
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was mailed to participants with a self stamped envelope for the partgipaneturn the
consent. Once the signed consent was received, a date and time for the intewEst.
Each interview was recorder with an Olympus WS-300M phone recorder device.
The interviews conducted in the participants’ offices were structured aw$oll
e Explain the purpose and procedure of the study
e Explain the meaning of informed consent and confidentiality
e Explain the right to terminate participation at any time
e Conduct one 60 to 90 minute semi-structured interview

Data collection consisted of one in person semi-structured interview which was
tape recorded. The interview focused on four areas: (a) subject’s persomahtidor
such as demographics, degree, years of practice; (b) clinical onen{adi the subject’s
relationship to art and art-making; (d) the subject’s use of art-making im&ea An
interview protocol for recording information during the interview was use. (See
Appendix F)

Twelve interviews were conducted in the psychotherapist’s office and four were
done by phone. The interviews on site added to further observation which, in some
instances, increased understanding of how the clinician worked. In those baseshe
participants were interviewed by phone, a detailed verbal description obttherand
its accommodation to the process of art-making was requested.

A difference between the interviews conducted on site from those done by phone
was noted. The face to face interviews provided visual material to expanddinesta

as the interview was unfolding.
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With those interviews conducted by phone, discussion was rich but limited to
what the participant was verbally reporting and describing without thehemeint of
being in the clinician’s environment. This implied to craft questions retattdte
participant’s environment that could stimulate detailed description of tHee®to help
me to form a mental image of their therapy space.

For instance, one of the participants, an analyst based in Canada, expldined tha
she had her office wall space divided in two sections—one general section for thg hangin
of personal adornments and one section for the display of her patients’ artwork. She
described her office as having a partition wall which divides her officeaisfmace for
treatment and another one “closed to the window and more reclusive” for the haihging
her patients’ artwork. This decision making on the part of the clinician openbkdrfurt
exploration regarding her rationale to have her office arranged in such a way.

In another instance, a participant who also was a trained art therapist and
ceramicist decided to move her rented office to her home because she did not have easy
access to a sink and water in her rented one, and this limited what art msheriedsld
use.

The study showed that most of the participants utilized markers, coloredspencil
oil pastels and paper (8" x 11” or 24" x 30”). There were two participants who worked
with photographs brought in by the patient. Two participants were professional
ceramicists and utilized clay in conjunction with two dimensional materibésy @id
make special arrangements to accommodate their patients when wortkirgdgwi For
instance, when the patients worked with clay, the clinicians covered the flodreand t

table where the patient worked with plastic.
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The in-depth interviews were directed toward learning about the actualguajces
choosing art-making interventions within ongoing treatment of an adult patient.
| was interested in learning about the decision making process that took place by the
psychotherapist, whether the art-making intervention was planned, how tlos sessi
organized when an art-making intervention took place, and if the patient was abnsulte
advance. | also wanted to know the psychotherapist’s background, his/her connection to
art and art-making, a description of the practice, the practitioner’s tread@tientation,
and to obtain information about the participants’ views, life experiences, and how those
views and experiences were integrated into the overall treatment.

Ethnicity, sexual orientation, gender, and religion were not considered for this
research. The interview data collection was advantageous in that it proviled wit
historical information about the participant while allowing “to have some a@oonrthe
line of questioning.” (Creswell, 2003, p.186)

The information gathered was based on observation without interpretation. The
direct observation provided the researcher with a firsthand experience of e sl
her/his environment. While | made every effort to note and record each dethil of a
relevant components within the interviews, that is, the details of the inteptreavs
surrounding environment, subject’s behavior, non verbal cues, etc., it was possible that
my observational skills were too limited to attend to every relevant comporrestvgl,
2003, p. 187)

A protocol for recording observational data was used (See Appendix E), as
recommended by Creswell:

An observational protocol structure...single page with a dividing line down the
middle to separate descriptive notes (portraits of the participants, rectinstru
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of the dialogue, a description of the physical setting, accounts of parteelats

or activities) from reflective notes (researcher’s personal thoughtsasuch

speculations, feelings, problems, ideas, hunches, impressions, and prejudices)

(Boydan & Biklen, 1992 in Creswell, 2003, p. 189)

Even though it was possible for participants to share samples of their gatient’
artwork, only one participant made use of this opportunity. Because the artworktwas no
going to be published and he was sharing within the boundaries of clinical research, he
felt that the consent previously signed by the patient covered the sharimgyvibrd avith
me. This information was valuable as it provided with a deeper way of observing how the
participant clinician addressed his patient’s artwork and in what way the intagased
his understanding of the patient’s internal dynamics.

Field notes on first impressions were recorded shortly after the faaect@if
phone interviews and kept on file for future reference. Taylor & Bogdan (19843 she

importance of keeping detailed field notes after each meeting with partisi

“everything that occurs in the field is a potentially important source of dgteb3)

Plan of Data Analysis
Data analysis involves “making sense out of text and image data. It involves
preparing the data for analysis, conducting different analyses, movingrdawpdeeper
into understanding the data, representing the data and making an interpretation of the
larger meaning of the data.” (Creswell, 2003, p. 190)
Data analysis was organized in the following manner:
1. Organizing and preparing for data analysis by transcribing interviews,

optically scanning material, and sorting and arranging the data.
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2. Reading all data collected with the purpose of obtaining a general sense of
the collected information and its meaning.

3. Preliminary description and discussion of the themes by conveying
findings through a narrative that will discuss these different emerging
themes and their interconnections.

In analyzing the data, the following themes unfolded.

1. There is a dichotomy between verbal and non-verbal approach in
psychotherapy treatment. Participant clinicians felt that artymgaki
expanded their adult patients’ communication in a way that words did not
in that it provided them with a more direct and accessible way to
experience and express their feelings.

2. The use of art as catharsis/transitional object. Participant clinicaeked
at their adult patients’ artwork, whether a drawing, a scrap book, a clay
piece or a painting, as a transitional object and as the avenue by which
their patients expressed internal emotional and psychological tension.

3. The use of art to increase self-esteem/self-validation. Participant
clinicians stated being able to assess the level of self-esteem in their
patients through the art-making activity as well as through the final
product more easily than if the treatment was relying only on the spoken
word. They believed that art-making increased their adult patientgyabil
to tap into new areas of psychic functioning to find new solutions to old

problems.
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4. The use of art to increase insight. Participant clinicians observed that art-
making helped some of their adult patients to change their level of
awareness and to have a better grasp of their own mental dynamics.

5. The use of art to integrate unconscious/conscious material. Participant
clinicians reported art-making to be a useful tool for accessing what was
behind their patients’ words, inhibitions, denial, avoidance, or rejection
especially in working with trauma survivors.

6. The use of art to increase understanding of the patient. Participant
clinicians set time aside to process the art-making experienceheith t
patient. It was during these times that most of them reported having a
feeling of increased recognition about the patient. They felt that their
understanding of the patient through the artwork let to a natural increase of
empathy.

7. The use of art as record keeper and/or marker of the therapeutic process.
Participant clinicians found that the visual record of the treatment
enhanced the therapeutic process from the beginning to the end as well as
being a “visual, direct, concrete” document that directly shows the
progress the patient has made during treatment and they treated the visual
document (artwork) as any other clinical record.

The themes were discussed within a theoretical framework obiegt relations
theory toward further understanding of the findings. Cresswell states:
The meaning will be derived from a comparison of the findings with information

gleaned from the literature .... In this way tlesearcher suggests that the
findings confirm past information or diverge from it. It can also suggest new
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guestions that need to be asked—questions raised by the data and analysis that the

researchenhad not foreseen earlier in the study. (p.195)

The field notes and data gathered were coded both digitally into a computer file
and in hard copy format. Audiotapes of each in-depth interview were transcribed
verbatim. Transcripts were formatted with a Word program using margilesemough
for note taking. Pages were numbered. Demographic data was also coddy nhditah
a computer file and on a hard copy.

In proposing the study to the committee | thought of making use of
ATLAS.ti software, which is known for its utility in qualitative analysisttigalarly of
larger bodies of textual, graphical, audio, and video data. This software isassaful
research tool because of its capability to use graphic and audio files inyprimar
documents. This feature was going to be a valuable instrument if graphic hvedsria
part of the data collected. With the exception of one participant, none of tiogopait
clinicians shared their patients’ artwork, therefore ATLAS was not used.

EndNote 6.0 (published by ISI Research Soft) is a reference and image elatabas
an online search tool and a bibliography, and manuscript maker. It was used to provide
easy access to online bibliographic databases. It helped to search fogrelareanage
bibliographic references in the researcher’s private referenegyiand it helped to

format citations.

Limitations of the Research Plan
The purposive sample was compiled exclusively of psychologists, licensed

clinical social workers, and licensed clinical professional counselors whetueditional
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verbal psychodynamic modality of treatment, were working primarily withdult
population in private practice, and who have incorporated art-making in thegrgatim
their adult patients at least once.

The exclusive focus of this research study was on the contribution of argnaki
to a traditional verbal psychodynamic modality of treatment. | ameawfasther
complementary modalities such as music, dance, and drama therapies, whidizage uti
in psychotherapeutic treatments. A comparative analysis across theseroentpry
modalities certainly would add to this research study. However, the scope of such an

undertaking extends beyond the purpose of this study at this time.
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CHAPTER IV

FINDINGS
This chapter provides a description of the participants, their motivation for

participating in this study and the results of data analysis.

Description of the Participants and Methods Used in Art-Making

There were 16 participants in this study. The number of participants was
determined when a saturation point was achieved, when new data was repetitive
redundant. The participants ranged in age from 35 to 63, five of whom were males and 11
were females. All participants were Caucasian. They each took part inmone se
structured interview of 60 minutes in length. All participants were in privatéigeaand
had a wide range of experiences in the field in inpatient as well as outpasntdnts.

Participants were recruited utilizing flyers and direct mail, throughoaps such
as Chicago Therapists and the American Association for Psychoanal@éisical
Social Work (AAPCSW) Letters were also sent to Chicago large universities such as
Loyola University, Northwestern University, University of lllinoisGlicago, and the
University of Chicago. One direct contact was made with the director oftttreeeapy
certificate program at Northwestern University, Dr. Harriet Véade

The 16 participants included five licensed clinical social workers, three
psychologists, five licensed clinical professional counselor, one licensgdlrhealth

counselor, and two psychoanalysts. The group was further divided into categories:
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1. Seven clinicians reported not having any experience in the arts and feom thi

group one clinician was taking art therapy courses on a continuous basis.

2. Five clinicians had experience in the field of drama, dance, photography, and

ceramics; three of them reported taking art therapy courses to enheince t
knowledge of the use of art-making in treatment.

3. Four clinicians had acquired an art therapy degree in addition to their

counseling and/or doctoral degrees.

The clinicians that did not have experience with art became interested in
incorporating art-making into their practices as they were searfinimgw ways to
access the patients’ inner worlds. Those clinicians that had experiehcatantaking
had a direct and personal experience with the creative process of art-makinghasd i
way, they could account for the soothing qualities of art-making. Within this groap wer
those who wanted to have more understanding of how to utilize art and art-making
therapeutically so they enrolled in a certificate or masters prograomplete courses in
art therapy.

A subcategory of 13 clinicians was identified who introduced art-making into
treatment and the 3 who were introduced to art-making by their patients.

Participants who began utilizing art-making in their treatment reporiad be
ambivalent about how to present the modality to their patients. Some reported being
concerned that their patients might stop treatment and others reported sceheabout
not knowing how to work with adult resistances, such as “I'm not an artist,” “I can’t
draw.” In spite of this they found ways to prove to their patients that the introduction of

art-making was not about making a beautiful picture but about the process and the
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emotions accessed through the creative process that was important anditicarathes
treatment. One clinician put it:

| try to talk with the adult about the process, that this is not about the product, that

this is not about creating a masterpiece, this is about learning from thegpodce

the art-making and what we can learn about where we are emotionally, in our
feelings and all of that through the creation of the art.

Those clinicians that were introduced to art-making by their patients répmte
understanding at first how to read their patients’ behavior of sharing harlasith
them; they felt inadequate and even anxious. One clinician reported working albng wi
her patient out of not knowing what to do with herself while the patient was working on
her plasticine piece.

In general there was a clear understanding in those participants who wete not a
therapists that they made use of art-making to help their patients in the thierape
process but “they did not make interpretations about drawings or analyZeathémey
thought that to be the task of an art therapist. This view was also true among the fiv
clinicians that also identified themselves as artists.

All the participants were in private practice and had a wide variety of adults
adolescents, and children as patients. The disorders ranged from mood and anxiety
disorders, schizophrenia, personality disorders, eating disorders, sex oftemdiers
trauma survivors (sexual abuse and survivors of torture). All of the participarksdv
individually, seeing couples and conducting groups, and many of them also worked in
not-for-profit mental health organizations or a practice groups.

This group of clinicians has chosen to go beyond their traditional background in

psychotherapy by including complementary modalities of treatment; theirfatas was

on their patients and how to serve their patients better.
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Complementary modalities used by these clinicians ranged from art,, music
poetry, journal writing, photography, psychodrama, dance, to EMDR (Eye Movement
Desensitization and Reprocessing) and DNMS (Developmental Needs Meeting
Strategies).

The art materials they reported using included crayons, watercolorsstalspa
and chalk on paper. The majority relied on an 8” x 10” sheet of paper as it finénto
patient’s chart. Occasionally a larger piece of paper was used. In theseasstthe
patient took their artwork with them and sometimes the clinician took a pictureoof it f
the charting record. Two participants reported utilizing clay—one wasiei@h
intervention and the other one was solicited by the patient. Two participants made use of
photography, journaling, and writing, creating scrap books or collage work, and one
participant encouraged patients to make 3D work to work through issues of gtheing
death of a loved one.

All the clinicians supported the value of art-making as a record keeper ormarke
of the treatment. They agreed that art-making provided the vehicle for thes&pref
internal images, feelings, thoughts, and sensations in a concrete form; theestngc
“a tangible, permanent record of the images that does not undergo changes and/or
distractions through later recall from memory.” (Lusebrink, 1990) Only one ipartic
who works with victims of torture mentioned making use of the art produced in session
as a record to be used in court.

Although images have the capacity to contribute to the meaning of words by

providing detailed information of past occurrences and preverbal memories {bhksebr
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1990), most of the participants did not use the art as a diagnostic tool and they seldom
reported making an interpretation from it. One clinician stated:
| know that there is a lot of symbolism like if people do this it means that but...|
think what Freud said “sometimes a cigar is just a cigar” with a client tdike
think about what issues they are working through, if | see it represented in the
artwork, then I'll say something about it. But usually | say, “what do you think

this means? What do you see in this? What was going on with you when you
were doing this? You know, something like that.

Motivation to Participate in this Study

Participation in this study was voluntary. The participants who volunteered to
participate in this research study said that they were doing so becausetbeager to
communicate their discoveries in utilizing art-making in their treatméhtathers. This
research study gave them the avenue to express their ideas, shargéreEnees and
treatment issues. Upon signing the consent form all of them indicated a wish & have
copy of the findings sent to theifhey saw this study as part of a process that could help
support new trends in clinical treatment. One participant clinicidedsta

After doing this work for over 30 years . . . one of the things that | think | learned

is not to think so rigidly about how therapy works. . . . If | want to be able to have

a number of different kinds of people coming to see me, maybe | need to have a
number of different kinds of approaches that | use.

Data Collection
This was exploratory research project. Only in the recent years tuaessbeen
conducted related to the impact of creativity in different areas of human fungtidiie
Dana Foundation (www.dana.org) is a leading source for studies relateddpithef t

creativity, the arts and their impact on human development and brain functioning. Art-
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making and its usefulness in psychotherapeutic treatment is becoming a topecesiti
in the last few years within the traditionally talk treatment. Becatif@s interest,
exploratory methodology was most suitable for the research of thistdigserStebbins
states,

Researchers explore when they have little or no scientific knowledge about t
group, process, activity, or situation they want to examine but neverthelesgaswe to
believe it contains elements worth discovering. (2001, p. 6)

The interviews were conducted face to face at the clinicians’ officeshen the
participant was out of the state, the interview was conducted by telephormegeAiaws
were tape recorded.

When the interview was conducted at the participant’s office, it allowed me to
have firsthand experience of the space where art-making took place.tBocést was
noticed the decoration on the walls and noticed that in a few cases the wallfetnad
framed drawings done by patients. When clinicians were questioned about the process o
choosing what art work went on the wall, they indicated that the patient hasateuin
treatment and has given them a piece of art work as a present. This was atdrptée
clinician as the patient’s desire to always be present in the consulting room.

Most of the office spaces were suitable for talk psychotherapy witmkansthe
office to clean brushes, with carpeted floors, with no drafting table to drawnoted
how participants became creative when utilizing art-making in the session.

For example, the majority of the participants reported using small &g, pa
usually 8” x 10", as it was more suitable for storing the artwork in the patitlet’

Another participant transformed their coffee table into a working spaacewght from
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home wooden TV dinner tables from home that were easy to store when the art activity
was completed.

When no tables were available one participant reported taking down the
decorative photos from the wall in order to tape large pieces of paper on it $eethat t
patient could work standing up. Another clinician reported using a large clipbo#ndt
the patients could do their artwork on their lap. Another participant, who frequendly use
collage, reported laying the materials on the floor by clearing ancéieer office and
sitting besides the patients to observe their creative process.

One clinician with a home office reported using large pieces of paper whieh wer
stored beneath the office rug when the session was over as she did not have any other
place to keep large drawings. Only one participant reported utilizing a laptagko w
with photo montage

When the participants were interviewed by phone, it was requested a brief
description of the office space and if there was something special that thieylwae to
know. One of the analysts described his office walls as “plastered” layttherk done
during the session, especially if the artwork was done by children. Withpadigints he
had a whiteboard where the patient could draw with a marker. After the drawing was
made and processed, a Polaroid photo was taken for record keeping. Another analyst
reported having a designated wall to hang his patients’ paintings, changpajrttiegs
often.

The use of interviews made the exploration more focused as opposed to
exploration by observation only. This was because an interview protocol wa® used

keep the interview on track.
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The disadvantage of the interview process was that clinicians were not equally
articulate when explaining their reasoning behind the introduction of art-makaong i
their verbal treatment with their patients. General statements such ssd‘@ealing
force” or “the art process is how you approach life” or “artwork is our réality
“through artwork we heal ourselves and the world,” forced to further question such
statements in order to obtain clarity. It seemed that these stateneeatnade with the
unspoken assumption that | fully understood the meaning of the statement and that |
agreed with their views of art-making. Because of the need for moity,alaisome
instances participants appeared to become defensive.

All interviews began with a request that participants give a general ptestiof
their professional lives and of themselves including educational backgroundgslegr
clinical background, personal interests, and their connection to art, art-makinigeand t
creative process. Only one clinician presented herself as having twcscénaeof a
social worker and a photographer.

Broad and open-ended questions brought flexibility to the interviews and allowed
for a friendly and pleasant flow of the interview.

There were more focused questions around the topic of the use of art and art-
making in treatment such as, “what motivated you to introduce art-making in the
treatment?;” “do the patients know that you work with art-making in treattyi¢hbw
do you introduce art-making into the treatment?” These questions helped thehresear
to increase understanding of the data received. The main goal of the dateocollecti

process was to get as accurate and in-depth range of information as possible.
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Participants were not encouraged to share their patients’ art work buthvayen t
did, it came out of their own volition and need to further explain the therapeutic process
by looking at their patients’ artwork. It was the participant’s opportunityrexcty share
their “reality” (Cresswell, 2003) with me. There was no collection of susiliaVidata by
this researcher. There were only two participants that offered to sharerkarof their
patients during the interview. They did so to support what they were reporting iorrelat
to the therapeutic treatment.

Two of the 16 participants, who are also art therapists, reported makingswhat i
called response art. Response aarigork done by the clinician as a response/reflection
of the experience of working with a particular patient. These two partisijpanit
different approaches to response art. One has used her art primarily vagtiéme that
does not make artwork:

| will make art work when thinking about that person. | will take something about

that experience, the most significant aspect of that experience . . . artcbgicie

to him. It was a portrait. |1 show him the art work the next time he returesd

was quite pleased. First of all someone thought about him and second that |

captured what was going on with him. He felt seen, you know, like somebody

noticed him.

The other clinician emphasized how meaningful response art has been with her
patients and how she has used it to foster the therapeutic relationship “I've given the

something tangible ... concrete... that they can look at it, they can think about itathey c

experience it, and brings the therapy into their week.”
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Analysis of the Data

As the world around us changes rapidly, those in the helping professions are
forced to reevaluate their methods, goals and objectives, in order to interact vath mor
diverse patient populations. New conceptualizations, paradigms, definitiatsgiss,
and techniques are challenging our views and ways of being in the world. And for
psychotherapists these changes challenge us to expand our knowledge of therapeutic
approaches. (Coleman-Farris-Dufrene, 1996)

The common denominator in the group of clinicians that participated in this
research was their willingness and desire to go beyond their traditionastamdigng of
psychotherapy as a way to reach their patients. Their focus was on thexitgatid how
to serve them better. One participant stated, “I've seen with the ugehofracertain
things in her life had had such a severe emotional impact.” Another said, “Witleout t
incorporation of art in the session | won’t be able to have a good understanding of the
patient.”

By observing their patients’ creative process the clinicians weeet@alpéflect on
their patient’s internal world representation.

In analyzing the data the following themes unfolded:

1. Dichotomy between verbal and non-verbal approaches in psychotherapy treatment
2. Art as catharsis and as a transitional object

3. Artto increase self-esteem/self-validation

4. Art to increase insight

5. Art to integrate unconscious and conscious material
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6. Art for empathic understanding of the patient

7.

Art as record keeper and/or marker of the therapeutic process

The data shows that participants considered art-making as an important

contribution to their verbal treatment because:

1.

2.

It allowed patients, who demonstrated difficulties in verbally expreskaig t

feelings and verbally describing their emotions a safe way to do so without words.
The participant clinicians agreed that the art-making process offexeda

window into the inner world of their patients. Through their imagery and its
discussion with the patients, clinicians were able to discover their patients’
deepest dreams and fears. This process of discussion validated the more
subjective side of the treatment instead of the intellectual side and helped thei
patients to verbally account for their inner experience.

As a byproduct of such discussion process, participant clinicians reported
increase understanding of their patients’ inner struggles with their lndes a
coping with issues of daily living. This in turn brought with it an improvement in
the therapeutic relationship, especially in those instances where theetneavas
at an impasse.

The participant clinicians also observed that the art-making process
allowed their patients to have access to a more intuitive mode of knowing
(Gardner, 1993), thinking, communicating, and problem solving.

As the patient embarked in the art-making process, clinicians saw themntpat
entering into what seemed a much calmer and meditative space than before they

began to work, with a much higher level of concentration and focus. It was their
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observation that the act of art-making became the means by which the patient
could express from a place free from self-criticism and self-judgntemésl this
quality of feeling within the creative process that all the cliniciangyaaints

could relate to, especially those participant clinicians who worked witlveusv

of physical and sexual abuse. The nature of the creative process invited their
patients to play, to compose, and to create order out of chaos. For participant
clinicians it was this process of sorting out, from playing to composition and order
which brought patients in touch with issues of self-esteem and self-validation that
were easier to identify and to talk about.

3. The participant clinicians made an intervention of art-making when observing
their patients struggling to bring out their inner experience with words) tiee
treatment seemed stagnant or when they were in need of gathering more
information about the suitability of the therapeutic team of cliniciarepatr to

further information obtained via the intake process.

Verbal/ Non-Verba
“We are just a thinking society.”

Western psychotherapy is based on the premise that emotional conflicts can be
resolved through rational analysis. (Coleman-Farris-Dufrene, 1996) Eiectual
discourse that takes place in the consulting room has placed the art-makirsg prace
subordinate position as if words are the only way for psychic healing and change. In the
therapeutic process we aim to help our patients to recover the non-recogriingd fee

and abilities; we want them to achieve the creation and integration of new attitddes a



56

relationships as the result of increased insight. In the consulting room we makeuse
ability “to be with another” by paying attention to verbal and nonverbal ways of
communicating with and by the patient. In this way we attempt to enter intotibetisa
world through language and to develop an empathic understanding of the patient.
(Palombo, 2006)

However, as we tend to think in images prior to conceptualizing the world with
words, by allowing patients to draw their “problems, feelings, or worlds,reve a
expanding their capacity to communicate and further understand their own egggrie
(Oster-Montgomery, 1996)

One participant clinician has found that utilizing art-making with her adult
patients with eating disorders allowed them to get in touch with “unconsciousgarts
the self that are filled with unprocessed feelings and emotions in relatibeit
disorders. As she put it:

We think our way out of listening to our gut wisdom but when you don't think,

you got access the other part of you who aren’t as verbal. | believe thabaee

of us has a voice of wisdom deep inside and it is easily out shut it by those
thinking parts, those very verbal parts.
“Art opens communication in a way that words don't...”

It is not unusual in the clinical practice to have one, two or more patients that
have difficulties using words to describe to the clinician their interndtwath words.
The patient can supplement art-making with thoughts, emotions, and free amssciati
giving the clinician a window for tapping into the internal world of the patreat i
multifaceted manner. The patients who found words to be a barrier to expressing the

internal life finds in art-making a way to visually communicate their ineality.
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The majority of the clinicians involved in this research worked with adult
survivors of abuse, sexual, physical, and/or emotional, dissociative disorders, and they
found that the act of drawing could be the only way for these patients to convey their
painful emotions, unspoken family secrets, and repressed memories. (Oster-Magigom
1996)

They try to be sensitive to the needs of these patients. One of them stated “I try to
be open to the kind of process that best will work for my clients... Whatever process is
best for our clients is what we need to be open to do...” This stand requires the therapist
to be opened to self-reflection and growth, constructive criticism, new forms of
knowledge, and supervision when needed. (McNiff, 1989)

The question for these clinicians has been when to introduce an alternative
modality such as art-making into their verbal treatment to deepen thpdahtcavork.

One participant who works with victims of torture has found that art gives words to wha
can’'t be spoken due to traumatic events. He states,

Some of these clients come wanting to talk. . . . Other times they do art while

they are talking and other times | say “make a representation cfeyour

Whether | use art as a therapeutic technique, or when the client talks about an

experience or when the client decides to depict something that happened to him

through art, the primary focus still is in talk therapy.
Catharsis/Transitional Object
“The artwork brings the therapy into their week”

It can be said that the general population is aware of an infant’ s use of a Teddy

bear and/or a blanket in the absence of the mother; these transitional objectsdahen bec

the link between the child and the mother in her absence and represent a path to

independency from the baby-mother unit.
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As adults we continue negotiating between our inner and outer worlds. Winnicott
believed that adults were in need of transitional objects out of the need to balance inn
and outer world’s demands and that, in that context, art provided a temporary relief.
(Amber & Burke, 2000)

Statements such as “she uses art as an outlet for expression and connection with
the outside world,” as a “catharsis,” a “servant to transmit informationeleetinner and
outer self,” suggest that participant clinicians look at the artwork, whetisex drawing,

a scrap book, a clay piece, or a painting, as a transitional object. The idea #natonie
is a constant reminder of the therapeutic process, something “very carwtetery
visceral” to hold to while the patient navigates his therapeutic treatfente clinician
stated: “the artwork becomes something concrete to look at it.”

The artwork then becomes the transitional object that allows the patient toibded of
the “wonderful insights in the session that they somehow may lose because the

therapeutic process is such an emotional floating experience.”

“Art helps the patient to organize their sensory input.”
Participants talked about art-making as “relaxing and calming”; as étwdegal
with a lot of emotions”; as a helping “the patient to organize their sensory input.”
The process of art-making serves as a self-regulator of the paéiepggence. The art
object whether painting, drawing, sculpting, collage, or photograph, can betandes
a kind of transitional object, “a link between inner and outer worlds, belonging wholly to

neither, yet clearly pertaining to both.” (Storr, 1972, p. 244)
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One participant whose main practice focus was on grieving and mourning,
commented on the impact of art-making for families following the loss of gyfam
member as “...sort of documenting the life and process of the grieving family...”
seems then that “...as the transitional object soothes the child in the absence of the
mother, so the creation of a symbolic image enable the patient both to grieve the loss and
to remain connected to the deceased...”(Brody, 2001, p. 385)
According to Adler (2000) self-expression is an attempt by the creatqraw tieat what
was damaged or lost. She bases her understanding of creativity as Mé&amadwed
it “as an urge to repair the internal parental object.” (p. 52) therefore ingiagteimpting

to repair the self.

Self-Esteem/Self-Validation
“Art is a way to being valued”
Self-esteem is pride in oneself or how one feels about oneself. People with high
levels of self-esteem feel a sense of value and worth, they have confidénemselves
and they act accordingly. Generally in the consulting room we are used itogtyesdple
who are doubtful about themselves, doubtful about their own worth; they often feel
anxious and/or depressed with little or no faith in themselves or the world around them.
This state of being has left them feeling outcast, experiencing adjustiffienttas, and

not being able to contribute to the world in an effective manner.
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“Artwork helps me to have a picture of what about that
experience was most important to her”

The data suggests that research participants were able to assesd thfeskdf-
esteem in their patients through the art-making activity as well @asghrthe final
product.

For example, the use of drawings can generate diagnostic impressionagllowi
the clinician a unique avenue into the inner life experience of the patient as well a
offering clues for treatment planning. (Oster & Montgomery, 1996)

One clinician who holds a doctorate in psychology and is also a registered art
therapist, explained her choice of doing a drawing with the patient in order $s asse
where the patient was emotionally, if they will be able to work together, kirhof
relationship pattern the patient holds, and levels of self-esteem and saleooaf

Another clinician who works with victims of torture reflected on how art-making
increased one patient’s sense of worth and being valued by experiencing thencini
acceptance of his (patient) final artwork which became internalized estacce of him;
furthermore, the patient’s sense of being valued was manifested by his dé&sep the
drawing to show it to his children and grandchildren “one day.”

Through the creative process that art-making provides the patient can tagwnto n
areas of psychic functioning and find new solutions to old problems. (Bozzuto, 1990 in
Lijtmaer, 2002) Marion Milner (1900-1998), London born author and psychoanalyst,
(she is better known by her pseudonym, Joanna Field), and who was a pioneer of

introspective journaling, made use of doodling and painting in therapy.
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She describes the lengthy treatment of a psychotic patient and the insighasmsiaeby
making considerable use of painting and doodling in the treatment (1988), and wrote

extensively about her observations on the benefits of painting. (1957)

Increases Insight
“Art is a path to their internal life”

Insight is defined as the power to see into a situation, the capacity to discern the
true nature of a situation. (American Heritage Dictionary of the Engsiguage) In the
consulting room we may refer to insight as introspection or the knowledge acaboet
oneself. It includes both “to looking within and to what is learned by that search.”
(Poland, 1988)

A patient may struggle with finding insightful meaning to his/her speech and this
process into his/her inner world were done verbally may be lengthy. Artgrean
provide a more direct approach to insightful self knowledge.

One participant reported introducing art-making to one his patients as a way t
access the wounded part of her self. He described this patient as “guardeféasidale
with difficulties in accepting the trauma she has experienced and ingtalkout this life
experience. It was through the process of art-making that this patienbleds a
recognize her difficulties in accepting the trauma in her life and it wasdghrthe
discussion on her artwork that the patient began to talk about the traumatic event.

This participant clinician also shared one incident where the patiemnt Hega

session by saying: “I'm going to draw, to do something happy today. | feel sa’happy
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This clinician stated that his patient began to draw a happy sun but then she drew tree
and grass and the trees were black. Upon completing her drawing, this clinician
encouraged his patient to look at the picture she created, to give it a title mnellthe

story about the picture with the title and then tell the story again but includiredfhiers

it. It was at this point that she got stuck and became self conscious about howdser wor
were differing from the experience of her internal world. “She looked as if ahe w

saying “ah! | can’t fool the world!” This seemed to have been a breakthroughqguoint

this patient who had experienced tremendous losses and neglect in her life. The
participant clinician recalled:

As she began to tell the story she became more and more emotional, she kind of

realized that was about loss and she herself began to embrace, identify, and

integrate the traumatic emotional memory that was buried.

Art-making helped this patient to “change her level of awarenesslowen the
patient to grasp a defensively ignored and misrepresented aspect of her own menta
dynamics, begin the work toward accepting the damaged parts of her self as leing
open to experience intense emotions and feelings in response to her “stored” trauma.

The experience toward insight could be described in two steps. The first involved
a feeling of sudden discovery, a kind of “Eureka!” moment. The second step in the
process toward insight is slower, more gradual where the patient, andllyather
clinician too, experience a sensation of the obvious “Yes, that it is!” It @nbes clear

for the patient and the clinician. (Wilson, 1998; Poland, 1988)

It seems that the simple question “What do you see?” becomes an invitation to
self- awareness:

It is not me just sitting there observing the patient at work ... itis like a
psychodynamic model where you sit and listen and may be do few comments and
that’s is basically what all cliniciargo, | think
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Integrator of Unconscious-Conscious Material

“The artwork is the unconscious wanting to manifest in the world”

The term “unconscious” was popularized by Freud’s theory of the mind. (Freud,
1915) He used the concept to refer to two different kinds of psychic experiences: thos
thought processes that have easy access to consciousness and those that demonstrate
difficulties entering into consciousness. (De Masi, 2000)

The unconscious includes our instincts, “un-confessable wishes,” and fantasies
that are difficult to acknowledge or to own, such as traumatic memories andmsnoti
associated with trauma.

One of the most important skills for a psychodynamic clinician is the ability to
listen to what is behind the various themes the patient talks about during the session
and being able to offer them back to the patient in the form of associations and
interpretations.

Participant clinicians had numerous stories to attest to the usefulness of art-
making to increase insight in their patients. One clinician who works mostly with
survivors of torture related the following story about his Guatemalan patient:

| said “make a representation of yourself.” He made a picture of a tre¢reeh

was dying but it had a little bit of growth that if it is tended to it would be able to

grow. And he began to make associations with himself, that he was the tree that

was damaged.

And then, this same clinician reflected on the importance of the image drawn as a
manifestation of his patient’s deepest thoughts about himself, and the use he made of the

image to assess this patient’s internal process and progress in treatment:

| don’t know if it was more powerful or very different than for me to talk about it,
he just saw it there. He saw the tree as himself. At another time | broeghte
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again. “This is such a powerful image and maybe we can go back and look at it

and what comes to you now or what other images come now by looking at the

tree.”
“Art aims the therapy process as a movement toward wholeness”

The participant clinicians reported art-making to be a useful modalitiid¢on to
access what was behind their patients’ words, inhibitions, denial, avoidance, aomeject
especially in working with trauma survivors. “I feel like art is a good waydrk with
trauma as a way for catharsis, to express things, get them out as an iicierfeenhe
recovery of unwanted memories,” one participant stated.

The clinicians know that it is common for the self to dissociate during trauma
“bearing an intolerable memory to the unconscious ... To attach words to feelings does
not come easy for trauma victims as the linking affect to cognition maydead t
experience the traumatic event through flashbacks, dreams or nightmaoeegargH
1990)

In a safe environment, the process of art-making can offer much needed soothing
energy as one clinician stated: “the paper page creates a boundary and therefore
container for the image and, symbolically, the experience.” As traumaesl stor
imagery, art-making provides a way for the patient to process, to resolve, aedtéo c
new responses to the pain caused by the traumatic event. (Appleton, 2001)

All the participants agreed that art-making allows their patientsdone in
contact with unwanted or undesirable parts of themselves. The clinicians stated not
interpreting their patients’ artwork but they agreed that the imagehgiartwork was

used to illuminate their therapeutic conversation over memories of trauma.
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Lijtmaer (2002) explores the process of creativity via art-making toeht#male
patient who used art-making to work on issues related to her trauma. In her final
discussion of this patient Lijmaer concludes: “By entering into her innddwf
imagination and a symbolic universe, by remembering the past and working through it,
she encountered the pathway to reality, to express the unspeakable and to soothe herself
through her art.” (2000)

One clinician discussed the use of photographs with survivors of childhood sexual
abuse (males and females) to elicit forgotten memories and further agedaem work
on journaling and/or scrap books to tell their stories. She reported that introduicing ar
making into their verbal treatment allowed for the disclosure of the trauexgterience
of sexual abuse in a less confrontational manner, facilitating the expresssnes of
fear, sadness, shame, of loss of control, the loss of innocence, the loss of happiness and
their carefree spirit:

| find it really helpful to have them bring pictures in; pictures of themselses

they were at that age. Photographs are amazing because there is somauch n

verbal that it seems many of them would say to me, “Oh look how I look before

the abuse happened, look how I look during the time it happened, look how | look
after

Art-making allowed her patients to regain control over their anxieteesdrthe
issues of sexual abuse, in this way the art-making was contributingéasedrfeelings
of dignity, empowerment, and emotional independence. The clinician stated:

It helped them to get in touch . . . to get them out of their adult heads and into

themselves as a child so they can really be able to see where the responsibili
lies, where the shame lies, where is the innocence that they had at that time.
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“Art is the unconscious struggling for consciousness”

Clinicians reported on the struggles they saw their patients to go through when
trying to express themselves verbally and how that struggle could potenistyg er
stalemate in the process of the treatment. One clinician offered argrakinobilize the
therapeutic process and in turn she enabled difficulties to be expressed \aith the
materials:

| encourage them to draw what is going on in their minds without thinkinglo

it when the client or therapy has gotten stuck. | am looking flifferent channel

from where to work...I do it because | feel like the client is at the verge of a

breakthrough and | believe that the art-making process will hefipciiitate the

bridge between the unconscious and consciousness...
“Artwork is the same as a dream”

In working with a group of adult survivors of cancer one participant utilized art-
making to recall images from the patients’ dreams and described how tbekaregame
the avenue of permission to express stored anger about their illness.

His experience with this population echoes the findings that the medical field has
been making on the use of art-making with cancer patients. In 2006 Northwestern
Memorial Hospital conducted a study showing that cancer patients engagethanagy
demonstrated a significant reduction of anxiety and physical pain. (NMH, 2008xSimi
results of improved depressive mood and reduced fatigue were reported from a study
conducted at Rambam Medical Center in Israel. (2007)

One participant, a painter, musician, and clinician as well, who has battled

Parkinson’s disease and cancer for years, reported on the impact that drawipgrhad

recovering of her fine motor skills.
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She stated discovering “the power of the mind and the focus of attention and what that
can achieved” and focused herself to use the newfound knowledge with her patients.
She recalled keeping art materials in her office as well as havirgymeartwork on the
walls and her electric keyboard in the waiting room and had her patients dreanaair
scene of the dream because she believed that they needed to find some othgs pathwa

get in touch with their unconscious material.

Art as Empathic Understanding of the Patient
“The artwork did providene with a lot of information about the patient”

A clinician whose work was mainly in the area of loss and grief describad ar
“an integrator of memories.” Besides working with individuals she worked watfilies
who had lost a family member. With this group she primarily worked in a two hour
session on an art-making project.

She shared her experience of a few projects. One of them was called “tlye empt
chair,” where each participants was given a wooden chair, symbolizing thyg a@mapt
that is left by the deceased, which they had to decorate and paint in memonysf the |
one; or “the cracked pot” where the family was asked to break a terracottdopoieces
with a hammer and glue it together symbolizing what happened to their famity whe
experiencing the death of a loved one. In this way, patients were allowedasplanme
to mourn the loss of their loved ones, to come to terms with it and to reflect on new
approaches to their lives without the deceased member. The participammlini
observed: “I think that in a visual way they think about the deceased member as part of

the family still. The artwork did provide me with a lot of information about the itatie
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The participant clinicians set time aside to process the art-makingenqeewith
the patient. It is during these times that most of them reported recogtheinfeelings
about the patient. They felt that their understanding of the patient through tbekartw
allowed for a natural increase of empathy. The artwork seems to be “the Wwhan
assists the clinician in reaching an empathic understanding of the pafigereira,

1991)

Empathy is the capacity to recognise or understand another person’s statd of mi
or emotion. It is the ability to “put oneself into another's shoes” and “to =awrare of
what the other is feeling.” (Pereira, 1991) According to Kohut empathy is ‘@icari
introspection,” an active process of search and enterprise to deeply expand our
knowledge. (Kohut, 1958)

One clinician talked about how she utilized the artwork that her patients, who
were artists, brought into the consulting room to build the therapeutic relapiarshi
“to make the relationship as strong as it can be ... | am aiming at a sensembace
and a sense of hearing at all levels no matter what way they bring outladroselves.”

Another clinician liked to do artwork with her patients at the point of intake; it
gave her “a visual base line.” She reported telling her patients trgfront, let's draw a
picture together and see how we work together.” Drawing together gaveherdessary
information regarding how they were going to interact;

Is this going to work? ... are they trying to continue my lines?re tleey trying

to obliterate what | put down? ... do they honor the other?... are thiaygwio

meet? ... do they huddle in the corner? ... do they stay far away? .walt ko
work with this person?... and does this person really want to work with me?
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The process of “tuning into” the patient can be enhanced by observing and
engaging in the art-making process with the patient. One clinician repovied ha40
year old female patient with a very long and disturbing history of childhood séus#.a
The woman was obese and always in a state of medical crisis, unable to reldxravg
sessions. One day the patient informed the clinician that she needed some clay to

manipulate while in session:

So | did bring plasticine ... | said to her “I'm going to work tdw&écause it felt
like she might have felt that | was watching what she wasgdainit was
relaxing and calming to her ... [ certainly felt | was beingrenaccepting of her

because | was working with it too

The art-making process allowed the clinician to recognize her patient’s
vulnerability “and how fragile she was.”

Another clinician explained how her knowledge of her anxious and depressed
patient increased when looking at the art work made during session, “It gave ez a bet
sense of the patient. It helped me to have a picture of what about that experience was

most significant to her in why she chooses a symbol to represent it *

It was a common thread among the participant clinicians interviewedthat a
increases their empathic understanding of the patient,

You can ask 50 questions and get the information you need and thearnyaskc
them to draw a picture “tell me about where you live”... “tell mieo you live
with”... “draw a picture about that”... and you can get so much information in the
drawing that the patient may not have given you with words

Or,

Sometimes they write poems... or write music ... or sing a songy sense is
that whatever process works best for the patient is what wetodss open to
do... if that is the way to tap into what is going on inside them leam about
them ... without having them start with the words which sometintessa
difficult for them to say, | am happy to do that
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The data also suggested that sometimes is the therapist’s anxiety to move the
treatment forward that can interfere with empathic understanding of thetp&tre
participant clinician, who is also a photographer, explained how her eagernesk tmwor
issues of loss and grieving with a teenager after the suicide of her best foagtthihe
treatment to a very premature termination. The clinician felt so strabgiyt working
those issues through the art-making process that she forgot where henygagient
emotionally; “I really learned from that experience is that is so impoiddet them to

lead you.”

Record Keeper—Marker of the Therapeutic Process

In our field we are required to document the treatment progress of our patients.
Clinicians are familiar with writing progress notes and treatmemtspiclinicians have
their own system for compliance. The participant clinicians in this resbesaght a
fresh perspective to the process of treatment documentation. They found thatdhe vis
record of the treatment enhanced the therapeutic process from the beginnirenth dse
well as being a “visual, direct, concrete” document that directly can shquvdgeess the
patient has made during treatment. These clinicians treated the visuakdb¢artwork)
like any other clinical record as “confidential material, locked and payand kept for

7 years.”
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“Powerful way for the patient to gauge their own progress”

The artwork provides a visual record of the patients’ treatment; it becmead
for reflection on how the treatment is developing and where they are goirell as &
reflection of the process during the termination phase.

It gives a visual record of what the patient has achieved in therapy ...when I'm

going through the termination with the patient | always pull out the artitbgt t

have made and | found it to be such a powerful way for the patient to gauge their

own progress.

In some instances the patients have asked the clinician to keep their artwerk whi
working therapeutically because “they were afraid that someone 3 igosee them at
home... some ask me to keep the artwork while we’re working together.”

Clinicians reported innovative ways to keep their patients’ visual recQrds.
participant, who had her office at home, told the story of one patient who happened to be
painter, let her keep the artwork during the entire treatment. Becaudmittiarcdid not
have a place for the large drawings, she kept his visual file under the offitsrug
whatever he wanted to draw, he went under the rug.”

Another clinician who treated some professional painters, reportedigstaiph

section of a wall in her office to display the artwork “I have a piece of waliglvaer

my desk where all the material that isn’t immediately psychologimes.”

“Concrete documentation to write an affidavit to present in court”
Some patients choose to take the artwork with them while others decide to leave it
with the clinician. For one clinician who works with survivors of torture, theak is a
vital part of the treatment, in particular when he needs to write an affidavit snggdus

patients’ political status in this country. He requested that all his paliaves their
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artwork with him so that he would have direct access to the visual document when called
to present the case in court.

Other clinicians like to keep photographic records of the artwork if thernsiti
decide to take the artwork with them. The photo then is placed in the patient’s fdlder wi

a short note documenting the art-making session.
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CHAPTER V

DISCUSSION AND IMPLICATIONS

This exploratory qualitative research study examined the use obkitigrand its
contribution to traditional verbal psychodynamic psychotherapy treatmesttided to
focus the study on the experience of clinicians incorporating art-making into ba ver
treatment with their patients. This decision to focus exclusively on the exgeoné
clinicians utilizing art-making in their practices was informed by miebthat much has
been already written about the patients and their experience within the thierapeut
process but very often our field falls short of focusing on the clinician’s exeri
Sixteen clinicians in private practice who had utilized art-making st teece in their
treatment with a patient were identified and interviewed.

The salient themes that emerged from the participants reinforced thhatlea t
verbal communication is limited when trying to access the patient’'s unwaateolatic
memories.

The participants concluded that in order to work with issues of trauma, argnaki
provided a much more direct path than words to repressed memories as the vigesl ima
tend to escape the mind’s censor more readily than words (Wright, 1996); the artwork
allowed the patient to have a concrete and direct path toward understanding of their inner
experience, and since trauma destroys the inner sense of self, art-oaakiegstablish
that sense of connection. (Laub & Podell, 1995) It seemed to these clinicians tha

encouraging and allowing their patients to just talk freely during theosess a way to
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reveal their line of thought (Bollas, 2002) and unveil repressed material was enhanced b
the production of artwork. These clinicians decided to make use of an intervention of art-
making when they noticed their patient struggling to express their fegimjthoughts
in words.The art-making process can provide a vehicle for working with and integrating
traumatic memories. (Schnetz, 2005) By discussing the art-making proceks éndlt
product, the patient can put words to the traumatic event and become more open to
experience the overwhelming emotions attached to it. (Bloom, 1997 in Schnetz, 2005)

Art-making allows for distance and control in manipulating the media, and thus
provides a sense of containment for the patient. (Lusebrink, 2005) By asking the patient
to think in images instead of words, through two dimensional or three dimensional
artwork, the patient and the clinician become “attentive, dispassionate obs@atias,
2002) of that part of the patient’s inner reality for which the patient mayasdy ¢ind
words. Kuchler & Melion (1991) argue that images are an important part of the ynemor
process and that images carry an important role in our understanding of tthe worl
(Schnetz, 2005) By verbally processing the art-making experience, the art prodlitst a
imagery, clinicians reported an increased understanding of their patiem@sraality.

The participant clinicians realized that the art-making process waarttain that
it provided the patient with a “purgative” movement for the discharge of emotional
tension and anxiety. They believe that the art-making process allowed tiezitto
evoke, and in some instances, to relive, the traumatic events. The artwork wasaeen a
reminder of the therapeutic process, functioning as a transitional objeact, mti®duced

by Winnicott (1955), an in between subjective (internal fantasy) and objectieen@ixt
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reality) where the artwork blends elements of both experiential worlds. (lapé&nc
Pontalis, 1973)

Ambers and Burke (2000) state that an extensive focus on the objective qualities
of experience can result in an impoverished inner life but too much involvement in
private fantasy can result in an autistic view of one’s self and the wordadiverbal
part of the art-making process and the verbal processing of the final anitiotke
clinician provide avenues for balancing inner and outer world experiences.

Even though the transitional object and the work of art serve as a bridge between
inner and outer worlds, one can agree with Kramer (1992) who argues that tieere is
direct development from the transitional object to the artwork; for her éinersvo
essential elements missing: the element of form and the element of saatibnliThe
transitional object is a found thing, with no attempt from the infant to alter the appear
of the object to better evoke her mother. Furthermore, the transitional object does not
carry the multiple meanings that characterize symbols; “it remaacigsively linked to
one important person, though innumerable moods may be unloaded onto it.” (p.130)

The study also has shown that the participant clinicians utilized thea&ntgn
process and the final product to assess their patients’ self-esteemfamhieénce.

They observed that the discussion of the artwork increased their patientstycpaci
introspection and allowed for disclosure of unbearable or unwanted fantasies, memories
and emotions associated with trauma.

The patient’s self-esteem and self-confidence seemed to become enhanced b
creating artwork in the presence of an audience (the clinician), who supported and

admired the art-making process while being attentive to the patient byiogser
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analyzing, and discussing the artwork. In this interaction the patienhsegaense of
being liked and approved of. Clinicians acquired new knowledge about their patients
through the art-making process and the discussion of the final product and in turn, the
patients became more attuned to their emotional needs and longings.

Long gone are the days where Freud’s recommendation to maintain “the same
evenly suspended attention ... in the face of all that one hears” (1913) aiming to help the
clinician to rely on memory. This technique allows for the recollection of the dtitana
with the patient which then “exists in the minds of clinicians and patients and can be
retrieved as needed, therefore a written history is not required for godtbfisgrapeutic
care... (APA, 1997) Documenting the content of the session through progress notes has
become a standard practice. Visual documentation of the patients’ treatotsspand
progress allows for a more direct understanding of the treatment.

The purpose of today’s documentation is two fold. One, clinicians document a
case (progress notes) to ensure that another clinician can learn ofubetthe
treatment and continue with it in the event that the treating clinician is ajrsgiet; and
then two, where the clinician documents every encounter in detail so to support the cost
of care. (APA, 1997)

The clinicians participating in this study had to find ways to record and store the
artwork produced during treatment. The artwork (visual document) proved to be a
concrete way to record the therapeutic process for the purpose of discussing the
therapeutic progress with the patient or when presented in court as arcempie a

written affidavit as well as for the clinicians in need of reviewing thetment progress.
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Clinical and Theoretical Implications

All the participant clinicians reflected positively on the contributions of art-
making during the interview. This position can easily foster what KavalexrA2000)
calls “the creative mystique™—a belief that the pursuit of creatifeegpression is
endowed with all kind of healing powers. (p. 5)

Kubie (1958) views the culturally promoted idealization of the creative prosess a
a product of neurosis. He argues that such idealization which can easily pehmeate t
therapeutic room “can cause the patient to hide from their own pathology, and thus
perpetuate destructive patterns of living and working.” (in Kavaler-Adler, 20@), It
can also blur the therapist’s conceptualization of the treatment by the pandépti the
patient could gain insight exclusively through creative self-expression.

Some reflections from a few participants that indicated that art-makulg
actually be over-stimulating for the patient in ways that could impinge ohehapieutic
healing process, resonates with the ideas of Kubie (1958) and Kavaler-Adler. (2000)
Some comments from participant clinicians were “I found out that too much sensory
stimulation would have the opposite effect (from a healing effect);” “ardoover-
stimulate the patient and they could lose some of their abilities to controleivesiand
get a little wild.”

The art-making process involves the use of the imagination. This process can aid
on repairing parts of the self and inner world of the patient. The comments aboveose
indicate that the process of art-making can in itself bring about psychiaunbah
some patients and may not necessarily be an avenue of psychic restéiatading to

Kavaler-Adler (2000) the act of creativity via art-making can be dominated by a
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pathological compulsion, allowing for cathartic relief and symbolic forrmaftenal
expression instead of be governed by a healthy movement toward individuation, self-
development, and insight.

The questions to be answered are: if some patients benefit from art-makyng, wh
in others does the art-making process not seem to bring about a releasexiedyneand
anguish, a sense of well-being and inner balance? These questions could be the
springboard for future exploration and expansion on the focus of this study.

There are also further considerations that this study did not addresd tel#te
form and symbolic meaning of the final product, such as art materials and celdis us
the art-making process, as well as a more in-depth examination of the cotmpone
elements such as organization of the picture, perception vs. reality, proportion and
perspective, and the role of the clinician during the creative process.

The majority of the participants in this study did not speak as much about these
elements of the art-making process, in distinctive contrast with thosapzartic
clinicians who were practicing artists, who had taken art therapy coardes] become
art therapists themselves. As art psychotherapists, these cliniciadghiaachallenge of
“effectively assessing their patients’ visual communications so that tagylavelop an
empathic alliance as well as a directive course of therapy.” (Gerhgods, 1980)

Followers of Rudolph Steiner (antrophosophists) believe that our spiritual body
(soul) becomes manifested in the world through color and that color can be readms a m
that gives us understanding and direction about the human psyche. (Howard, 1998;
Steiner, 1992) Furthermore, they see each color of the spectrum as havingd define

vibratory energy that can be used for health and healing. (Mayer, 1960)



79

In the consulting room art therapists told us that colors chosen by the patient can
be used diagnostically. Colors carry within them the psychic emotion that moves the
patient at a particular time. For instance, saturation and intensity of celoniddiness,
the meaning attached to it (conventional/collective; Western/Easterd; worl
individual/personal) can provide the clinician with immediate information about the
nature and strength of the emotions the patient is experiencing.

In current practice we need to increase our sensitivity, awareness, and
understanding of issues of race and culture as well as the socio-econdtioatsthtus
of our patients. For instance the use of color in relation to race, identity, emotiait, Soc
economic-political stand, and experience as revealed in the imagesddogahe patient
and can provide a constructive and stimulating therapeutic dialogue which could shed
light on the patient’s present difficulties. The participant clinicians didnooirporate
thoughts related to this topic in their presentation of the art-making protesstidy
did not address the relationship between the colors, depicted images, and langjuage of
patient and their racial and socio-political-cultural histories. It cap@chio the themes
that Campbell, et al (1999) asks about:

1. How does race and culture of both clinician and patient impact on the art-
making process, artwork and therapeutic relationship?

2. How can we harness the therapeutic possibilities generated by images,
color and language, which reflect people’s racial and cultural histories?

3. What are the content and meaning of the dynamics that arise in inter-

cultural psychotherapy and the process of art-making?(p.15)
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4. The materials used, chosen by the patient or by the clinician as a response
to patient’s symptomatology, are also to consider when weaving art-

making into a verbal treatment.

Art therapists use art materials in the art-making process with a pugpose
indicate states of mind, feelings, thoughts, and ideas. (Case & Dalley, 1992) diddy w
also tell us that the choice of materials, when left to the patient, is guided uncshsci

For instance, a patient who is cut off from her emotional life and in need of
control may tend to avoid color and choose graphite pencil, pen, or drawing ink. The
choice of these materials post a question: is the patient addressing thisoissae f
rational view or is she willing to immerse totally himself in furthgpleration and
discussion of the theme depicted visually?

With color pencil drawings the expression of feelings can be somewhat detached
and hard but cannot be erased as with graphite pencil. Because of this lack gf fluidit
may not be suitable for the expression of strong emotions or feelings. Water based
materials such as watercolors, colored ink, acrylics, or finger paints faltdass
controlled expression of psychic states.

Finger paints are most commonly used with children. However, they are akcelle
materials to use with adults allowing for repressed and aggressive néedsasily
expressed. By painting with the fingers, the patient is forced to press, Scaeatsh,
and smear the paints onto a surface. The adult can easily regress t@ thbdima the
trauma occurred, the clinician can get a direct view of the process anchyediate
access to the patient’s undisclosed areas that the patient may have swosediby

using other materials or verbally.
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The majority of the participants did not have offices suitable for providingge ran
of art materials from which the patient could choose. They offered their gati@mifluid
materials such as graphite pencil, markers, and colored pencils thatcresasier to
store. In doing so, they maintained the patient's emotions and feelings contained and
controlled.

It may also be observed that the patient will make use of differentiaisiter
according to where they are in the therapeutic process and/or wheezdhayotionally
in one given session.

For instant clay allows for the creation of three dimensional pieces Veares
can be moved, new parts can be added or taken away, color can be added, it can be
hollowed out, or can sustain an internal structure, it can be kept wet from one session to
another or can be easily destroyed and reused. (Case & Dalley, 1992)

The use of this material may allow the patient to experience a senseeifanxi
relief while the use of watercolors on wet paper may tend to increase anitietiiage
patients in need of increasing control of themselves and/or the world around them.

For the most part the participant clinicians used non-fluid materials i.etedol
pencils, charcoal, markers, graphite, magazines for collage, and photogtagses. T
choices were made because the artwork could be easily stored and did not imged dry
time that watercolor, acrylics, and/or clay need. It is not surprising mhathnse
participants that took art therapy courses and/or became art thefzgnsselves were
able to talk about materials in relation to the patient’s diagnosis and presenting

symptomatology.
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The majority of the participant clinicians did not address how the artwork
contributed to their understanding and knowledge of their patients’ developmental
process. Generally, the main focus was on how the image triggered the tiecotiéa
repressed traumatic image and focused on the intensity of the emotion through verbal
processing of the drawing. The artwork can be useful into gaining ingight a
patient’s perception of reality, the maturity of their intellect, and éitighs in their
growth. (Lowenfeld & Brittain, 1987)

Understanding the level of development portrayed in the patient’s drawings can
help the clinician to be more effective in assisting the patient in recoiustiaurtd/or
resolution of the conflict. (Gerber & Lyons, 1980) Psychological testsasitiie Draw-
a-Man test (Harris, 1963), the House-Tree-Person test (Buck, 1948), and the
Psychological Evaluation of Children’s Human Figure Drawings (Koppitz, 1968 use
developmental approach as the basis for the interpretation and understandingta.the d
“When applied to an adult patient, this type of approach adds validity to the assessment
procedure.” (Gerber & Lyons, 1980, p.106)

One of the clinician participants who is also an art therapist, talked &t lsipoit
her use of simple line drawings during the assessment sessions. This pikutied her
to assess the developmental level of the patient and the issues the patient brought t
treatment. During one of these sessions, she proposed to the patient togatheri this
allowed the clinician to assess the potential of their work together.

The developmental approach to the patient’s drawing helps the clinician to éncreas
empathic understanding of the patient and also adds validity and clarigytredbment

process and progress when communicating with other mental health profisssiona
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One topic that | did not see reflected in the participants’ report of theiriexper
in the use of art-making was that of potential space defined by Winnicott (1971) as the
space of playing, the space between reality and the imagination.

It seems that the participants felt more comfortable with the fioalyast and
viewing it as a transitional object rather than with a direct observation afttheaking
process as a potential space.

They seemed to miss observing the behavior displayed by the patient when
interacting with the art materials, body posture, facial, and verbal expredse sense of
freedom by breaking barriers and/or inhibitions, their ability to fantasizes Kiidl of
observation could add very useful information about the patient and the development of
treatment.

It was unclear to me how much of this absence of observation and/or exploration
of the potential space concept by the participants was due to a lack cfl dimeeviedge

about it or the absence of art therapy training.

Implications for Social Work
The central value of this study for social work is the contribution of art-making to
expand and to deepen primarily talk psychotherapy treatment as wellpsfiglity
that clinicians, well trained in talk treatment, can utilize and incorpdrateisual as
another modality to deepen the clinical work.
The participant clinicians attested to the fact that involving their patiears ant-
making activity soothed them by the simple act of manipulating different tetiaia

and focusing their energies through the process of being creators.
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Ultimately the artwork allows for an undeniable reflection of the patientts pas
and present, and its impact on the present; this in turn leads to further therapeutic
discovery and understanding of the patient’s present psychic structure anctEonfli
In our multi-ethnic society art-making also can provide the clinician witnary into

the nuances of the immigrant patient as the internal map of the patient beeveadsd

through the creative process

Social work programs would add a valuable resource to their curriculum by
offering introductory courses in art therapy, geared to introduce theinssuaewell as
seasoned mental health practitioners to the field of art therapy. Rez@styghiatrist
tried to discourage my patient for continuing treatment with me believing that this
patient’s treatment was “crafts and arts.” In his understanding, aapthesas the
making of crafts. The comment of this fairly recent graduate madeftaetron the
importance of training of complementary therapies in mental health relatgdprs.

Education in the field of art therapy will increase awareness and unatingtdor
students and seasoned mental health practitioners to distinguish the diffetneen
psychodynamic art therapy from studio art and psychodynamic art psyamtiaed
arts & crafts.

Literature related to art therapy indicates that psychodynamic atiqisgrapy
can provide a “bridge for symbolic communication which offers an opportunity for
patients to understand themselves and feel understood by others.” (Michaels, 2007)

The therapist’s internal experience of and attunement to the patient is funalament
to recovery and emotional growth in treatment. The participant clinicians isttiaig

have shown an extraordinary ability to be open to integrating into their practice ne
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modalities of treatment beyond the verbal in order to serve their patiemts bats
capacity for flexibility within the boundaries of therapeutic treatmeritimatease the
success of the clinical work.

In spite of such flexibility and willingness to incorporate other forms of
communication to understand the patient, it became clear that those clinicians with a
background in art therapy were able to plan the art-making activities withzontext of
the goals and objectives of the therapeutic treatment more effe¢haelyhose
clinicians with no art therapy background and they had the necessary undegstandi
study the artwork from different perspectives, that is, emotional, symbidic, a
developmental.

In an art therapy session, the art-making process is divided in two stagésstThe
involved a period of creative activity where the patient was engaged ant thetivity;
this was followed by a period of discussion which focused on the production of the
artwork, how it made the patient feel, how the artwork reflected their fechongsthe
process of creating an image related to the patient’s situation. (Dalley, T@84e
clinicians with art therapy background were able to plan the art-makisigis@s these
two stages; they were able to assess how to use themselves in the prooadsyiyart
during the first phase, with a sense of confidence in being a silent observant of the
patient’s creative process. Because they utilized art-making oftenjwozlkawas
viewed as part of the treatment process instead of an isolated interventioeta targ
particular issue in the patient’s life.

The skill and effectiveness of an art therapist seems not to lie only in the tbility

intervene or aid in the interpretation of the artwork. It involves conscious arfdlcare
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planning of sessions, choice of materials, the surrounding environment, the atiugpelre
in therapy, and the main presenting problem. Most importantly, the relationsivgebet
the therapist and the patient is of central importance as through the ate/atinician

is able to access deeper understanding of the patients’ inner reality.

The images from the artwork may evoke strong feelings in the patient and also i
the clinician. The exploration of these images by a dialogue between theaoliana the
patient can be ground for the development of clinician- patient dyad, and in that the
artwork provides with an avenue through which the therapeutic relationshipveople
and deepen.

The distinctions in the use of art-making and its process in treatment between
those few participant clinicians with art therapy background and those without it,
indicated the importance of further training in the use of art-making as yhartpe
consulting room. For instance, understanding composition (where the objectsana pla
the paper), or better knowledge regarding the meaning and use of color crosshgultur
can increase clinicians’ empathic understanding of the patient as wekpandthe
process discussion after art-making to increase the patients’ insigktogctheir
intra-psychic issues.

Training in art therapy within mental health programs will enlarge tleeeavess
of treatment modalities and possibilities and provide clinicians with an in-depth
understanding regarding the use of the creative process within a psyghytneasment,

as a treatment modality, and/or treatment intervention.
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It will give clinicians an in-depth understanding of art materials, their us
according to symptomatology present in the patient, and how to prepare the session f

the intervention of art-making.

Limitations of the Study and Implications for Further Research

This research was limited to the contributions of art-making to talk therapy.
Modalities such as music, dance, sand play, and poetry therapy were omitied in t
study. A crossed examination of the contributions of each of these modalities could
enrich theoretical and practical knowledge of the clinical practieallibroad the way
clinical treatment is understood, and it will expand the focus of the treatmemicoiye
verbal communication providing with different ways to access the inner reattg of
patients.

A sample of art therapists who exclusively use art-making as the modality of
treatment as well as therapists that are also artists could enhanagpehefsiindings in
similar research. It could further the understanding of the underlying tér@stics of an
art therapist (or psychodynamically art therapist) vs. a psychodyngnireahed
clinician.

Also in order to assess the usefulness of art-making from the perspedhegoatient, a
sample of patients in long term outpatient treatment could expand and ground the study.

The art therapy field has become increasingly interested in reseaschdtadies
as a way to validate their fiel@fhe Journal of the American Art Therapy Associatton

the voice of the field with a quarterly publication featuring articles abothenapy
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based treatments in inpatient, outpatient, and community based settings.clée arti
published in this journal are useful contributions to the mental health field asklini
material for clinicians to articulate theory and case studies arounahérgstthat
incorporate art-making.

Further discussion and research concerning how art-making differs among
patients with different diagnoses, differences in cognitive styles, and modes of
representation between anxious, depressed, and psychotic patients could enhance and
expand this study.

The study was limited as it mainly focused on the healing aspect oakitign
and questions regarding any negative impact on treatment were not addretbeed by
clinician participants. Generally participants felt comfortable witltaleing the positive
impact of art-making in their verbal treatment with almost no thoughts about its
overpowering qualities and also limitations.

It seemed very obvious for the participant clinicians to view the final product as a
transitional object but there were no comments regarding observations about the proces
of playing, breaking down of inhibitions, and regression that may or may not have
occurred.

The study also does not address the different environments in which art therapy is
practiced or can be practiced. Besides the setting of private practideenhpad
outpatient settings, vocational and educational environments, there is the
neuropsychological environment, although art therapy programs in neuropsycablogi

settings make up only a small part of the field. (McGraw, 1989) Neuropsychological
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assessment evaluates the motor, visual and spatial skills through the use o dravi

construction tasks of those with some form of brain injury. (Lezak, 1983 in Garner, 1996)
According to Garner (1996), once these art-based tests have been used to establish

the location and nature of brain injury, they are generally not used again. He aagufes th

art-based activities are used to diagnose brain damage, “it should follow thalsthey

can be important in rehabilitation.” In this case, art therapy can be usefetraning or

maintaining skills in individuals with a traumatic brain injury. (McGraw, 1989;

Hendrixson, 1986; Poldinger & Krambeck, 1987) It also provides these patients with a

medium for the integration of distressing emotional experiences. (Michaels, 2007)
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CHAPTER VI

CONCLUSION

In the era of globalization and a fast changing world those of us in the helping
professions, such as psychodynamic psychotherapists, are challenged to constantly
reevaluate our treatment goals and objectives in order to better servdlaidery
dynamic, and diverse population. It becomes imperative to clinicians in meaital tve
have access to different modalities to weave into the treatment when thenehderbal
modality falls short in providing a deeper and more rapid understanding of the intra-
psychic world of our patients.

Complementary therapies, also called alternative therapies, such asaanse,
poetry, sand-play, and art, offer an exciting pathway into our patients’ innleisvtioat
can expand the understanding found in more traditional verbal psychotherapy. Patients
may be able to both experience and express feelings through music, dance hatd art t
are less accessible verbally.

This study focused exclusively on the impact and contribution of art-making on a
primarily verbal approach to treatment of an adult population. It aimed tostzue:

1. Why traditionally trained clinicians made an intervention of art-making in

their verbal treatment with their patients;
2. Wt what point in the treatment process clinicians decided to make use of a

non-verbal intervention such as art-making in their treatments, and
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3. How the use of art-making within the context of verbal treatment impacted the

clinicians’ understanding of their adult patients.

As a trained registered art therapist, the challenge of this reséadghnas to
maintain an objective stance as well as an open mind throughout the interview process.
The freshness of language and vision of the participant clinicians while shaing t
experiences with art and art-making resonated well with me and | naakea
conscious effort not to give myself over to the excitement of their discogeritesavoid
influencing the interview process.

| also needed to exercise discretion while listening to interventions thatttie
perspective of a trained art therapist, were inadequate or not totally apjgropria
Another challenge came while analyzing the data as | could not help but néteing
subtle differences between those clinicians with and/or without some apythieiaing.

Although it is true that clinicians without art therapy training can alsoayxess
to their patients’ inner world through their artwork, to be trained in the field of aape
will give them a in-depth understanding on how to utilize art-making to expand their
psychological knowledge of their patients and assumptions on the treatmelhtyatinv
their eye to view the entire creative process from art-making to &te@ain greater
understanding of the patient’s issues including the physical, the emotiongbjratuls
Our experience of the visible world is not only a matter of registering gsioies or
responding to external stimuli, it involves the feelings, memories, imagnati
constructions of many kinds, and many of them may not enter into our conscious

awareness effortlessly. (Maclagan, 2001)
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This study seems to show that incorporating art-making into talk psychmghera
with adults provided the clinician and the patient with a more direct and clear path to
objectively observe the patient’s internal dynamics by observation of howttaetpa
related to the artwork, the imagery display and the verbal dialogue thatvioekart
elicits.

By processing the artwork produced the therapeutic relationship was enhanced
and in turn participant clinicians observed that it contributed to increasing taptjsati
self-esteem; the art-making and artwork becomes a path to the expresselimgtfand
emotions in ways that words could not easily access.

The participant clinicians observe the internal psychological map of ttents
revealed through the art-making process; their patients’ artwork gavetiberacessary
incentive to make use of art-making in treatment often and in those instancethe/he
patient was unable to describe verbally what they were experiencingaltytern

The participant clinicians reported that because the art-making process all
patients to have an internal experience of calmness, their capability tesekpe
internal experience through words, while discussing their artwork, becdmaced.

A competent psychotherapist must remain curious and flexible enough to draw on
a broad repertoire of strategies to engage the diverse clientele whdordran
One of the main results of this study was the demonstrated capacity oktiveeimed
clinicians to think “outside the box,” within therapeutic boundaries, to help their patients
to heal their wounded selves with the understanding that there is always something to
what they are unaware. It was that stand that leads them to introduce amtrmékitheir

verbal treatments. They demonstrated a sense of pride and satisfaction irbleetog a
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adapt to the needs and demands of their patients and to help them gain access to part of
their inner life through non-verbal means.

It seems that these participant clinicians understood that art is not a mere
entertainment but a way to disclose about one’s internal life, and to increase @ioonne
between the internal and external realities.

The act of living and carving a meaningful, coherent life is a creativiéVacas
humans have an innate drive to create as well as a drive to communicate and symbolize
These drives are at the core of what psychotherapy is about. A work of art cantieuc
depth of soul, evoke imagination, and engage emotions and serene thought” (Knill, 1995)

enhancing and enriching the verbal approach to treatment.
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INSTITUTE FOR CLINICAL SOCIAL WORK
Individual Consent for Participation in Research

l, , acting for myself, agree to take part in the

research entitled: The Contributions of Art Making to a Traditional Psychodgnam
Modality of Treatment.

This work will be carried out by Beatriz E Ledesma under the supervision of of
Dr. Joan DiLeonardi, PhD., faculty for the Institute for Clinical Social Work. Tiue e
sponsored by the Institute for Clinical Social Work, 200 N Michigan Ave; Suite #407,
Chicago, IL 60601-7202, 312/ 726-8480.

PURPOSE

The purpose of the study is to understand why psychodynamic psychotherapists in
private practice choose to make use of the alternative modality of art-makuhdjtiora
to traditional verbal modality of treatment. Each of the steps that comprisertipteted
study will be subject to scrutiny of the Institutional Review Board. Thetsestithis
study will be submitted and defended as a dissertation for the completion of the PhD
program.

PROCEDURESUSED IN THE STUDY AND THE DURATION

Participation in this study is strictly voluntary. Names of the particgard
confidential. They will participate in one face to face semi-structuredvieiv that will
last 60 to 90 minutes. The interview will be tape-recorded. The interview kellpiace
in participants’ offices. The participants or researcher are free togtapt¢rview at any
time with no negative consequences. There will be no payment for participatos in t

study.
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BENEFITS

It is possible that participants will benefit from participation in thisysart
from the opportunity to share their experiences with the researcher.

COSTS

There are no costs associated with participation in this study research.

POSSIBLE RISKS/SIDE BENEFITS

There are no risks, inconveniences or negative emotional responses asa result
participation in this research study.

PRIVACY / CONFIDENTIALITY

Identifiable information will not be revealed. Data obtained for this studyowil
kept in a locked cabinet in the researcher’s home office. Content of all interwiévoe
treated as confidential material

SUBJECT ASSURANCES

By signing this consent form, | agree to take part in this study. | haveveot gp
any of my rights or released this institution from responsibility for easeless.

| may cancel my consent and refuse to continue in this study at any tinoitwvit
penalty or loss of benefits. My relationship with the staff of the ICSW wilbeot
affected in any way, now or in the future, if | refuse to take part, or if | begistulg
and then withdraw.

If I have any questions about the research methods, | can contact Beatriz E
Ledesma LCPC at 773/ 561-0825 or Dr. DelLeonardi at 312/ 726-8480. If | have any

guestions about my rights as a research subject, | may call Daniel RoskhfAl,
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Chair of Institutional Review Board, ICSW, 200 N Michigan Ave, Suite #400, Chicago,
IL, 60601, (312) 726-8480
| HAVE READ THIS CONSENT FORM AND | AGREE TO TAKE PART IN

THIS STUDY AS IT IS EXPLAINED IN THIS CONSENT FORM

Signature of Participant Date
| CERTIFY THAT | HAVE EXPLAINED THE RESEARCH TO

AND BELIEVE THAT THEY UNDERSTAND AND

THAT THEY HAVE AGREED TO PARTICIPATE FREELY. | AGREE TO ANSWHE
ANY ADDITIONAL QUESTIONS WHEN THEY ARISE DURING THE RESEARE

OR AFTERWARD.

Signature of Researcher Date

| WOULD LIKE TO RECEIVE A SUMMARY OF THE FINDINGS.

Signature of Participant Date
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Beatriz E. Ledesma LCPC
[phone number]
[e-mail address]

| am Beatriz Ledesma ATR, LCPC, a candidate for a doctoral degtes at t
Institute for Clinical Social Work. | am writing to you in the hope that ydualiow the
posting of fliers in your school to assist me in gathering participants foesearch
study.

My study focuses on the contribution that art making offers to a traditional
psychodynamic modality of treatment. | am interested in interviewinghpslynamic
oriented psychotherapists in private practice, whose primary population is ad@escent
and/or adults and who are using or have used an intervention of art making within the
context of a verbal psychodynamic treatment.

I'll be happy to meet with you, if desired, to give you further details oftonyy.

I'll be calling you in few days to confirm your receipt of this letter anabtain
your verbal response to my request.

| am grateful for the time you took in reading this request and look forward to
your assistance with my research study.

Sincerely,

Beatriz E Ledesma, LCPC
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Beatriz E. Ledesma LCPC
[phone number]
[e-mail address]

Date ..................

| am Beatriz Ledesma LCPC, a candidate for a doctoral degreelastihgte for
Clinical Social Work. | am writing to you in the hope that you will consider @péiion
in my research study “Art making and traditional psychodynamic texatof adults.”

The purpose of this study is to better understand the contribution of art making to
a traditional verbal psychodynamic psychotherapy treatment of adult patiengsivate
practice setting. This study will be conducted by the researcherjBeatredesma
LCPC (phone number) under the supervision of Dr. Joan DiLeonardi (phone number).
Both researcher and supervisor can be reached via U.S.mail at the followinga@d@s
N Michigan Ave. #407, Chicago IL 60605 .

If you agree to participate in the study you will be interviewed by thenedssa
Beatriz E. Ledesma LCPC, for between one hour and ninety minutes concerning your
experience in choosing art-making as a suitable intervention in the treathyeur
adult patients.

This interview will be tape recorded. You will be encouraged to share
photographic documentation or actual artwork done by your patients assuming provision

of proper consent from the patients.
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| will be contacting you by phone in the next couple of weeks to learn if you
would be interested in participating in this study

Thank you for your time

Beatriz E Ledesma, LCPC
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DOCTORAL STUDENT AT THE INSTITUTE FOR CLINICAL SOCIAL WORK
1S SEEKING PSYCHODYNAMIC LICENSED CLINICAL SOCIAL WORKERS,
PSYCHOLOGISTS, AND LICENSED CLINICAL PROFESSIONAL COUNSELORS
IN PRIVATE PRACTICE WHO ARE USING OR HAVE USED ART- MAKING AS
AN  ALTERNATIVE TO TRADITIONAL PSYCHOTHERAPY TO BE

PARTICIPANTS IN A RESEARCH STUDY.

IF INTERESTED OR FOR MORE INFORMATION PLEASE CALL:
BEATRILZ LEDESMA
[phone number]/ OR

[secondary phone number/



105

APPENDIX E

OBSERVATIONAL PROTOCOL
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Observational Protocol
Descriptive Notes:
Office location
Office Layout: Art section
Location of art materials
Sink
Natural or artificial light
Location of windows
Colors
Reflective Notes:
Researcher’'s Immediate Emotional Response to the Office Environment
Researcher’s Thoughts about the Subject’s Presentation
Researcher’s Ideas & Conjectures
Researcher’s Prejudices
Unexpected Problems
Demographics:
Date
Time
Place of Observation

Location
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INTERVIEW PROTOCOL
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Interview Protocol

e Professional history: education, experience in the field, personal motivations and
goals

e Theoretical orientation, population served, prominent diagnosis

e Personal and professional relation to art and art-making process

e Decision making process to include art-making in the treatment

e Use of artwork and patient’s creativity as a transitional object and toaaditi
phenomena

e Understanding of the patient through the art-making process

Clinician—Personal History
e Degree
e Yearsin practice
e Years in private practice
e Population served
e Demographic of population served
e How referrals are made

e Theoretical orientation
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Clinician—Personal History with Art and Art Making:
What was the attraction toward art?
When was the first time art-making was used in treatment?
e Brief explanation of treatment
e Diagnosis
e How the decision was made

e Why the decision was made
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Statement on Protecting the Rights of Human Subjects

The researcher protected the participants from any physical and menta
discomfort, harm, and danger that could have arisen from research procedigies off
such consequence existed, the researcher was prepared to inform theapéstaf that
fact. Any of the research procedures caused any serious or lasting harm tticlpapts
of this study. Fully informed and voluntary consent was obtained from each participant.
The participants were informed of the procedures for contacting this rfeseatithin a
reasonable time period following participation should stress, potential haretated

guestions or concerns arise after the interview.
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