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PREFACE

This book seeks to create a closer connection between nursing care and
the creative arts therapies in order to promote professional collaboration

and to expand the concept of holistic care. Most of its twenty chapters
explore the theoretical and practical implications of the creative arts thera-
pies as illustrated in single and multiple-case studies. The chapters’ authors
are creative art therapists, nurses, social workers, therapeutic recreation spe-
cialists, and occupational therapists. They describe creative therapeutic
approaches involving art, music, creative writing, dance/movement, and
drama in various health care settings. 

Creating Connections Between Nursing Care and the Creative Arts Therapies is
designed for a wide range of health care professionals, including nursing; the
creative arts therapies; psychology; social work; medicine; occupational,
recreational, and physical therapies; and others who are interested in learn-
ing more about creative treatment approaches and their application to var-
ied care settings. Its primary aim is educational advancement for health care
professionals on the topic of how the creative arts therapies can assist
patients or clients to achieve specific goals or outcomes. Some of the ways it
will assist health care professionals include the following: to gain an under-
standing of the principles of creative art approaches in order to enhance the
level of creativity in their evidence-based caring practices, to increase aware-
ness of the ways creative expressive approaches can be applied in health care
settings, to assess clients’ or patients’ responses to these approaches, to assist
in making referrals to various creative arts practitioners, and for advocating
for access to such therapies for clients and their families.
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Chapter 1

CREATIVITY, COLLABORATION,
AND CARING

CAROLE-LYNNE LE NAVENEC AND LAUREL BRIDGES

INTRODUCTION

This book demonstrates three interrelated concepts: creativity, collabora-
tion, and caring. In the following nineteen chapters, the authors have

described creative art approaches in working with a wide variety of clients in
different health or illness contexts. As these health care professionals seek
innovative ways to care for their clients, they have illustrated how both cre-
ativity and collaboration are key parameters. In terms of the collaborative
nature of the book, the reader will note that there is a sharing of knowledge
regarding the diverse and innovative ways between the disciplines of assess-
ing a client, of planning their interventions (including a strength and needs
list), of implementing the particular type of intervention, and for evaluating
outcomes of the treatment. These concepts of creativity, collaboration, and
caring will be addressed more fully later in this introductory chapter.

How does this book differ from the many others on this topic? Certainly,
there are books on the use of the creative arts in health care (e.g., Kaye &
Bleck, 1998; Samuels & Rockwood Lane, 1998), holistic nursing (e.g.,
Dossey, Keegan & Guzetta, 2005), and the creative arts therapies in this
domain (e.g., Goodill, 2003; McNiff, 1992; Malchodi, 1999; Nathan &
Mirviss, 1998; Warren, 2000). However, there are several unique features of
our book: (1) its exploration of the theoretical and practical implications of
the creative arts therapies as illustrated in single and multiple-case studies; (2)
the presentation of approaches from a range of practitioners in the creative
arts therapies and from health care practitioners who use creative therapeu-
tic approaches; and (3) the creation of a closer connection between nursing
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care and the creative arts therapies in order to promote professional collab-
oration and to expand the concept of holistic care. As our title reflects, this
process of creating connections is perhaps the most significant contribution
of our book. 

Creating Connections Between Nursing Care and the Creative Arts Therapies is
designed for a wide range of health care professionals, including nursing, the
creative arts therapies, psychology, social work, medicine, occupational,
recreational, and physical therapies, and others who are interested in learn-
ing more about creative treatment approaches. Health professionals and
artists who are interested in Arts in Medicine will be inspired and challenged
to discover the ways that creative expression could further enhance the care
of patients or clients. 

Several benefits are available to the creative arts therapist who seeks to
contribute to a particular nursing care setting: (1) awareness of the ways our
approaches can be applied in a diverse range of nursing care settings; (2) a
deeper acquaintance with the similarities of the various steps in the care
process. For example, in nursing, we may use Parse’s model (Mitchell, 1990)
to guide our approach with the client in order to “synchronize rhythms
through dwelling with” (p. 173) in a way similar to the one used by dance
movement therapists who are guided by “Chace’s dictum, which has been
colloquialized as ‘start where the patients are at’ (Sandel, 1993, pp. 98–99)
and join their rhythm; and (3) creating new ways to communicate between
the disciplines through our use of shared language and concepts.

Some examples of how this book will help nurses and other health care
professionals include enhanced understanding of: (1) the principles of cre-
ative art approaches in order to expand the level of creativity in their evi-
dence-based, holistic, caring practices; (2) modes of assessing physical, social,
psychological, and spiritual responses of clients who are participating in var-
ious creative arts treatment programs; and (3) possible reasons for making
referrals to various creative arts practitioners and for advocating for access to
such therapies for clients and their families.

Having discussed the benefits this book may afford its readers, it is also
important to emphasize that for which it is not intended; it is not intended to
equip nurses or other health care professionals to practice art therapy,
dance/movement therapy, drama therapy, music therapy, or related
approaches. Instead, the primary aim is educational advancement for health
care professionals on the topic of how the creative arts therapies can assist
patients or clients to achieve specific goals or outcomes. 

Each chapter contains information about the therapeutic use of its art
form(s) and in most cases, at least one illustration of its use in case study for-
mat. Pseudonyms are used for all case study subjects. The chapters are
grouped by primary art form used. Therefore, there are five sections: one
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each for art, music, creative writing, dance/movement, and drama. The
chapters are arranged in each section by the life stage of the individuals
described in the case studies; i.e., pregnancy, childhood, adolescence, adults
(young and middle-age), older adults, and end of life.

The contributing authors are from Canada, the United States, England,
and Ireland. As evident in Table 1, the professions represented (and the num-
bers involved) are as follows: nurses (5), art therapists (3), dance/movement
therapists (3), music therapists (2), social workers (2), therapeutic recreation
specialists (2), occupational therapist (1), musicologist (1), musician (1), and
actor/educator (1). In addition, one of the social workers is also a drama ther-
apist. All the authors are registered in and/or credentialed by their respec-
tive professional associations.

Creativity, Collaboration, and Caring 5

Table 1.1
SUMMARY OF CHAPTERS’ CONTENT

Chapter # & Art Form Population of Life Stage Authors’
Author Case Study Profession

2 Visual Art Childhood Childhood Social Work
Soderling Cancer

3 Visual Art School Anger Adolescence Art Therapy
Morrison Management

4 Visual Art Abuse & Self Late Art Therapy
Briks Harm Adolesence

5 Visual Art Depression Young Occupational
Bent & Taylor Mental Health Adulthood Recreation

6 Crafts Traumatic Middle Therapeutic
Carr Brain Injury Adulthood Recreation

7 Visual Art Physical Older Aults Art Therapy
Heath Illness

8 Music Childbirth Pregnancy Nursing
Fowler

9 Music Theory Education & Music Therapy
Edwards Therapy Process

10 Music Vairous-3 Case Childhood to Music Therapy
Buchanan Studies Older Adults

11 Parr- Music University Adulthood Music/Psychology
Vinjinski, Pirner Students & Nursing
& Le Navenec

Continued



Populations across the life span from childbirth to end of life are
addressed, as can be seen in Table 1. The next nineteen chapters cover a
range of topics pertaining to the role of the creative arts for health promotion
and quality of life enhancement in a wide range of health care settings.

CREATIVITY

Although creativity is discussed extensively in the nursing literature, it is
usually conceptualized as a thinking process. Grandusky’s (1994) article
“Cultivating Creativity,” in the first issue of the Creative Nursing Journal,
defined it this way: “creativity means generating new ideas, switching per-
spectives, and finding unique solutions to problems. It is an essential compo-
nent of the critical thinking process” (p. 21). This definition of creativity as a
thinking process is also endorsed by other authors in the social sciences. In
the psychology literature, Nakamura and Csikszentmihalyi (2003) define it as
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Table 1.1—Continued

Chapter # & Art Form Population of Life Stage Authors’
Author Case Study Profession

12 Music Environmental All Life Stages Musicology
Epstein

13 Creative Physical Rehab Adulthood Therapeutic
Murray Writing & Students Recreation

14 Writing & Students Adulthood Nursing
Wagner Art

15 Creative Palliative End of Life Nursing
Fuchs Writing

16 Dance & Psychiatric Young Dance/Movement
Zimbelmann Movement Adulthood Therapy

17 Dance & Chronic Illness Middle Dance/Movement
Kierr Movement & Pain Adulthood Therapy

18 Dance & Dementia Older Dance/Movement
Bridges Movement Adulthood Therapy

19 Drama Neurology Late Childhood Drama Therapy
Osoff Bultz & Adolescence & Social Work

20 Drama Caregiver Adulthood Acting &
Christofferson Burnout Education



“a process by which new ideas, objects or processes are introduced into the
evolution of culture” (p. 258). However, in the caring literature, creativity and
intuitive practice are emphasized. (See the section below on caring.)
Ruggeriero (1996), in A Guide to Sociological Thinking, cautions that creativity
is not limited to the arts; instead, “any challenge can be approached more or
less creatively” (p. 10). He also notes that all individuals can “learn to be imag-
inative, ingenious and insightful” (p. 10). In addition, Cropley (1990) stresses
both the universality of creativity and its role in contributing to the mainte-
nance of mental health. He explains that the characteristics of creativity, such
as “openness, autonomy, playfulness humor, willingness to take risks and per-
severance” (p. 168), are also characteristics that are associated with normal
personality development. Cropley concludes that “the possibility of promot-
ing mental health arises by fostering creativity in day to day life” (p. 167).

Although this inclusive way of thinking about creativity is encouraging, it
is also crucial to stress the importance of artistic, creative expression as an
essential component of creativity and its ability to foster improved mental
and physical health. The current book’s authors certainly approach their
clients by applying innovative flexible creative thinking approaches.
Furthermore, they also take “creativity” a step further into creative art expres-
sion. This creative expression involves the clinician and the client or patient
in participation in an art form: hands on to work with a visual art material,
ears open to listen to and create music, and bodies moving in dance and dra-
matic expression to express feelings. The creative art therapies have docu-
mented the restorative effect that a creative and expressive act has on the
emotional and cognitive and often also the physical functioning of individu-
als and groups (Aldridge, 1993; Goodill, 2003; Malchiodi, 1999; Ritter &
Graff Low, 1996). The emerging field of Arts in Medicine studies the con-
nection between health and the arts rooted in the strong conviction of the
transformative qualities of arts for individuals and institutions (Lippin, 1991).
Two of Arts in Medicine’s leading proponents, Samuels and Rockwood Lane
(1999), describe the effect of artistic expression on patients:

Art and music crack the sterile space of fear the patients live in and they open
it to the joys of the human spirit. The spirit freed then helps the body heal. Art
frees the immune system so it can function at its best, relieve pain, heal depres-
sion, and raise the spirit. . . . When we make art to heal, the creative spirit with-
in us is awakened . . . we are taken to the place of healing and healed. Art
brings out our inner healer, which changes our whole physiology and our spir-
it mind and body heal. (pp. xiii–xiv)

As you read the chapters of this book you will see ample illustrations of the
ways in which creativity and creative expression enhance health and well-
being. 
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COLLABORATION

Collaboration has been defined by the American Nursing Association
Congress on Nursing Practice as “a collegial working relationship with
another health care provider in the provision of . . . patient care” (Kozier, Erb
& Blaus, 1997, p. 68). This working together is seen to contribute to the goal
of achieving a high quality of care. Elements that have been identified as
essential in effective collaboration include mutual respect, sharing responsi-
bility for the care provided, negotiation, and open communication (Kozier,
Erb & Blaus, 1997). Similarly, Best (2000), a dance movement therapist, has
found the following attitudes most helpful when collaborating with other
mental health professionals: “respectful curiosity, mutual influence, self
reflexivity, owning one’s position and acknowledgement of context” (p. 198).
Several authors who discuss the benefits of collaboration between varying
disciplines emphasize the importance of acknowledging both similarities and
differences in each profession’s approaches (Best, 2000; Landy, 1995;
Mariano, 1989). Best points out that awareness of diversity is a necessary part
of collaboration. She believes that we learn more about our own beliefs when
we see them in contrast to another profession’s beliefs, using the analogy of
needing to “bump up against objects, people, and concepts” (p. 197) in order
to fully realize who we are. 

Although nursing and the creative arts therapies acknowledge the impor-
tance of collaboration, the connections between the arts and nursing need to
be further developed. In her analysis of art therapy, arts medicine, and arts
in healthcare at the beginning of the new millennium, Malchoidi (1999)
expresses her surprise that “there has not been more direct collaboration
among art therapy, arts medicine and arts in healthcare” (p. 2). She believes
that by starting with a basic belief in the creative art process as “healing and
life enhancing” (p. 3), Malchoidi maintains that collaboration between the
professions needs to increase in order to strengthen and expand that belief
and further its application in health care settings. 

The creation of this book is an example of collaboration at many levels. It
was created by drawing together authors from North America and Great
Britain who are involved in the arts in health care to write a chapter on the
ways they utilize the arts in a health care setting. In one case, an occupational
therapist and a writer and creativity and learning specialist combined their
efforts in writing the chapter (Bent & Taylor). Many of the authors first came
together in a research group for the Creative Arts Therapies at a Canadian
University (Creative Arts and Integrative Therapies Research Group avail-
able at www.ucalgary.ca/cait). This research group is comprised of nurses,
other health care professionals involved in the arts, creative art therapists,
artists, dancers, writers, musicians, and actors interested in the healing
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aspects of their art form. Over the last five years, this group has developed
undergraduate courses in the arts therapies and nursing and engaged in sev-
eral evidence-based outcome research projects. The members of this
research group that contributed to Creating Connections Between Nursing and the
Creative Arts Therapies contacted their colleagues to find others in related
fields who use creative expressive means in a variety of nursing care settings. 

The entire book has been edited through an ongoing collaboration
between a nurse educator and sociologist and a dance/movement therapist
and counselor who have also co-written this introduction. In the process of
discussing the chapters written by authors of diverse professional back-
grounds, we have learned much about each other’s professions (nursing and
the creative arts therapies) and have also learned more about our own disci-
plines through describing them to each other. Open communication, curios-
ity, and mutual respect have enabled us to attempt to emphasize the most
important concepts in each author’s chapter and to clarify those concepts
that were not clear. We have sought to use language in this book that facili-
tates understanding and connection between the professions by reducing the
use of jargon and by including brief definitions when needed. 

In his discussion of the theme of collaboration between the creative arts
therapies, Landy (1995) describes a fluctuation between the need for “isola-
tion” (p. 84) or definition of each profession’s unique skills set, emphasis, and
treatment approaches and collaboration or sharing of similar language and
goals. He conceptualizes this by using the metaphor of borders and walls
between the professions and gives the following advice:

We need community with those of our colleagues who have taken a similar
journey. Yet in our quest for a unified field of creative arts therapy, let us not
abandon our borders and walls. Just let them be neither too high nor too thick
. . . let us search for ways to break through even as we retain. (p. 86)

Similar advice can apply to collaboration attempts between the creative
arts therapies and the nursing profession. Each one of us has developed spe-
cific areas of expertise. Creative arts therapists, occupational and recreation-
al therapists, and artists who work in health care settings cannot perform
medical nursing procedures, and nurses are not trained to perform in-depth
creative arts interventions. There are boundaries between our areas of
expertise, but it is important that we do not allow those boundaries or walls
to be so high that we cannot see the similarities between our goals and find
ways to break through them by learning more about each other’s disciplines
and finding ways to work together in the common goal of providing a high
level of care for our clients and patients. 
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CARING AND HOLISTIC CARE

The concept of caring, which Montgomery (1993) described as “a natural
condition of being human” and “a readiness to help or connect with others”
(p. 13), is viewed here as the essence of the art and science of nursing.
Although there is a voluminous body of literature on caring, the debate con-
tinues about how it should be conceptualized in nursing practice and nurs-
ing education (see overviews by Beck, 2001; Benner & Wrubel, 1989;
Kapborg & Bertero, 2003; Peplau, 1988; Scotto, 2003). Some perspectives of
caring such as the one reflected in the “sickness-cure” mode (Quinn, 2005,
p. 49) emphasize the objective components of caring; that is, activities per-
formed by an “expert” that involved “doing to or for” (p. 49) another person
who is in need of particular types of health care interventions. This perspec-
tive of caring often makes use of various types of (a theoretical) classification
systems developed by nurses to summarize data about: (1) the patterns, chal-
lenges, or needs of the patient or client such as the system developed by the
North American Nurses Diagnosis Association—NANDA (2003–2004); (2)
the independent and collaborative treatments provided by nurses such as the
Nursing Interventions Classification—NIC (McCloskey, Dochterman &
Bulechek, 2004); and (3) specific patient or client outcomes that are viewed
as being influenced by the nursing intervention(s) such as the Nursing
Outcomes Classification—NOC ( Johnson, Maas & Moorhead, 2000).

By contrast, other perspectives of caring in health care contexts emphasize
its subjective component, and hence portray it as a relationship, as a way of
“being with” another person in a way that facilitates “healing” (i.e., “whole-
ness or harmony of body, mind and spirit”; Quinn, 2005, p. 43). Viewed this
way, “caring is expressed through meaningful participation in an experience
with a client, rather than trying to control the outcome” made in advance by
an “expert” (Mongtomery, 1993, p. 76). The nursing care process is depicted
as including what are variously referred to as (1) carative behaviors such as
facilitating trust, mobilizing social support and related approaches to creat-
ing authentic “presence” (Watson, 1994; see also Scotto, 2003, p. 289); (2)
caring qualities (Montgomery, 1993) such as transcending judgment, having a
hopeful orientation, and related “predispositional” qualities; empowering
others through the mobilization of resources, advocacy, creating positive
meaning and hope, and related “behavioral” qualities, and demonstrating
“relational” qualities by taking steps to enhance self-awareness (including
beliefs about treatment approaches) and capacity to identify the aesthetic
qualities of caring (such as the capacity “to be sensitive to another person’s
rhythm” (p. 72); and (3) caring dimensions (such as those outlined in the
“Caring Dimensions Inventory—CDI” (Watson, Deary & Lea, 1999, p. 1081).
Thus, from this perspective, “the process” of caring is in the foreground, and
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its “outcomes” constitute the background. 
Of particular relevance to our book is that aspect of the debate about the

nature of caring in regard to how nurse educators should go about designing
curriculum threads about the art aspect of the art and science of nursing
(Cook & Cullen, 2003; LeVasseur, 1999; Scotto, C.J., 2003; Watson, 1994).
In this context, Darbyshire (1994) contended that in recent years “nurses
have become increasingly concerned that the scientific and technological
aspects of nursing [caring] are in danger of overshadowing the humanistic
and artistic elements, which should be an integral part of both nursing edu-
cation and nursing practice” (p. 856). Hence, he has developed a course that
incorporates the arts and literature (or what might be coined “the Nursing
Humanities”). According to Le Vasseur (1999), the art of nursing (or nursing
art), which is inseparable from nursing science, includes “practical know-
how,” or knowing how to respond in variable situations” . . . to “help resolve,
move, or restructure the [patient’s] experience” (p. 60). She cites an account
of the everyday version of nursing art: I see “this art every time I walk into
an environment where nurses are busy “creating” the day for another per-
son. They are busy using light, space, sound, words, movement and touch to
deliver the message of care” (pp. 60–61). Le Vasseur (1999) concludes by
indicating that the art of nursing is “an essential [our emphasis] activity
grounded by practice and manifest in helping patients create coherence and
meaning in lives threatened by transitions of many kinds” (p. 62). 

It is perhaps in the field of holistic care nursing (Dossey et al., 2005) that one
senses the importance of caring approaches involving both “nursing art” and
the creative arts. According to Kinney and Erickson (1998), “holistic” care is
“directed at deficits within one subsystem without much consideration for the
interaction between or among multiple subsystems” (p. 94). By contrast, a
“wholistic” caring perspective recognizes that the latter are “in continuous
interaction and that mind-body relationships do exist” (p. 94; see also Dossey,
cited in LeNavenec & Slaughter, 2001, p. 42; Eliopoulos, 1999). Unlike cur-
ing, caring might best be reconceptualized in the concise, clear manner
expressed by Scotto (2003), as an “offering of self” in a holistic manner:

offering the intellectual, psychological, spiritual, and physical aspects one pos-
sesses as a human being to attain a goal. In nursing, this goal is to facilitate and
enhance [the] patients’ ability to do and decide for themselves . . . [That is,] to
promote self-agency. (p. 290)

These holistic approaches, which are sometimes referred to as complemen-
tary and healing practices in nursing (Snyder, Kreizer, & Loen, 2001), help
strengthen the whole person as will be seen in all case studies of this book.
The value of these approaches, as well as the creative arts therapies, for
“whole person caring” is also reflected by Killick and Allan (2000, p. 16),
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who are with the University of Stirling in Scotland. Although their comments
in their three part series (beginning in 1999 and ending in May/June 2000)
were directed toward the value of the arts for people with dementia, many
of these benefits would apply to creating health and well-being in a range of
health and illness contexts, and as a means of promoting self-care among
nurses and other health care practitioners: (1) “The process and product (if
applicable) may be a form of self-expression, an end in itself—an act of com-
munication with the self” (p. 16); (2) “a form of communication between indi-
viduals” (p. 16); (3) “participation in the activity for its own sake”/ practical
value (p. 17); (4) the aesthetic value, or the creation of a work of art “to bring
something beautiful into being which enhances one’s own and others’ lives”
(p. 16); and (5) the range of psychological benefits such as serving as a diver-
sion, a source of satisfaction, provision of emotional relief, or as a formal
therapy (p. 16). 

Many of these benefits are also illustrated in this book’s case studies. For
example, Brik’s late adolescent client reconnects with herself and her histo-
ry through art. Furthermore, the non-verbal approaches suggested by
Bridges allow her client with end-stage dementia to communicate with her
therapist and other staff. 

As nurses and other professionals who use the creative arts begin to col-
laborate with the creative arts therapists, let us strive toward identifying how
it helps both our clients and ourselves as “carers” or “caregivers”: “to clarify
our visions, find our passions, work better in teams” and to access one’s cre-
ativity (Lindeman, 2000, p. 5); “to let music speak when words cannot” (see
Chapter 10) or to project ourselves in the image so that we can see the big-
ger picture (Lindeman, 2002, p. 5) as one of the authors in this book
(Christofferson) did in her study of performance creation and self-care
among mental health counsellors. 

May all the readers find their “beat,” “brush,” “stroke,” “sound,” “role,”
“phrase,” or “rhythm” as we begin our dance together to enhance holistic or
integrative healing practices and authentic connections with others (Kreitzer
& Disch, 2003). May we also not engage in “the ageism of knowledge” by
passing judgments for the references used in this book that are over five
years old. Like older people, these older references are still very relevant,
and although “a best before date may apply to food purchases . . . it has no
place in scholarship” (Gottlieb, 2003, p. 6).
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Section 1

ARTS AND CRAFTS





Chapter 2

THE PSYCHOSOCIAL ISSUES AND
THE USE OF ART WITH CLIENTS

WITH CHILDHOOD CANCER

ELIZABETH JOYCE SODERLING

SUMMARY

This following chapter presents the use of art as a therapeutic means in
working with children who have cancer. The case described is taken

from the author’s previous work (Soderling, 2002). The case study is a story
of an adolescent girl who was diagnosed with cancer and the way in which
an art intervention was used to help address the psychosocial issues that chil-
dren with cancer may face. The chapter will begin by identifying the psy-
chosocial issues facing these children, then the case will be used to exempli-
fy how art was used and why.

INTRODUCTION

It is not fair and it is not just that children are diagnosed with cancer. As
no one knows the cause, it cannot be prevented. Medical treatment advances
have progressed significantly for this often tragic childhood disease.
However, cancer no longer has to be a terminal illness for all children. The
prognosis for children today is much more optimistic than some years ago.
According to Canadian Cancer Statistics (2000), deaths of children from can-
cer have declined by more than 50 percent since the 1950s. For the period
from 1996 to 2000, almost 1,300 Canadian children were diagnosed with a
form of childhood cancer each year and “231 died each year from the dis-
ease” (Canadian Cancer Statistics retrieved June 5, 2004 from www.cancer.
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ca/rgn/images/portal/cit_86751114/14133/195986411niw_stats2004-en.pdf.
p. 64).

When children are diagnosed with cancer, their lives, as well as their fam-
ily’s lives, are significantly affected. Not only are there medical treatments
and stressors, but there are also many psychosocial issues to handle. At one
time, research was focused on dealing with death and medical issues.
However, given the advances in medicine and greater survival rates, the
focus has shifted to addressing the psychosocial needs of families. This case
study focuses on the psychosocial aspects of childhood cancer. The case is a
description of Beth (pseudonym), a thirteen-year-old girl, and her family
whose lives were affected as a result of her diagnosis of cancer. In my role as
her social worker, I had the honor and privilege of working with this amaz-
ing girl and her family along part of their journey.

The issues that will be described in this case are factual, but the names of
the family members have been changed to protect their identity. The artwork
utilized was done so with consent. A review of the literature, research, and
theory, in relation to pediatric oncology, will be addressed and will speak to
the emerging need for health care professionals to address the psychosocial
aspects and the effects that cancer has on children and adolescents. One
salient question for health professionals is what can we do to assist these chil-
dren and their families through their journey to deal with the psychosocial
issues that present themselves?

CASE DESCRIPTION

Identifying Information

This case study centers on thirteen-year-old Beth and her family. Beth is
the eldest of three siblings born to Phil and Pauline. Phil and Pauline were
married fourteen years, and they separated one year ago. Beth has two sib-
lings, Kayla, aged nine, and Justin, aged eight. The family resides in a rural
community in western Canada. I first met the family in October 2001, when
Beth was referred to a specialist because of chronic leg pain.

Presenting Problem

In October 2001, Beth was seen in the hospital for treatment of chronic leg
pain, which had been worsening in the last six months. What was initially
seen as growing pains turned out to be a mass in the left femur. After a num-
ber of diagnostic tests, x-rays, bone scan, CT scan, and biopsy, the mass was
diagnosed as osteogenic sarcoma (also known as osteosarcoma), a malignant
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tumor of the bone. Varni, Christ, Lane, and Marcove (1995) cite this as the
second most common cancer to affect adolescents.

Survival rates have improved from 15-20 percent in the 1960s to 60–80
percent today. The initial focus of Beth’s care was pain management and
assisting Beth and her family during medical procedures and through the cri-
sis stage. Once the diagnosis was confirmed, Beth quickly moved into the
treatment phase that included chemotherapy and subsequent abstraction of
the tumor by way of a surgical procedure known as rotation plasty. The sur-
gery involves removing the affected limb area, which was the femur in Beth’s
case. The rotation plasty, or limb salvage, involves reattaching the lower
limb to the upper limb and rotating it so that the ankle becomes the knee
joint. The foot then faces backwards in order to act as a lever for the pros-
thetic. My role as the social worker on the team was to conduct a psychoso-
cial assessment of the family in order to assist them in adjusting to and cop-
ing with the illness.

RELEVANCE TO SOCIAL WORK

The unique aspect of social work is its broad focus. Whereas sociology
focuses on the effects of the environment and psychology of the person,
social work addresses the person in the environment. In the case of child-
hood cancer, the medical staff’s main focus is on the illness, treatment, and
cure. Social work with its person-in-environment perspective looks at the
child with the disease in relation to the environment in which (s)he resides.
As Fillios and Stovall (2001) state:

the diagnosis of cancer in childhood quickly involves the child or adolescent,
parents and all family members in the complex world of present day cancer
treatment. This world acknowledges the importance of treating the child with
a disease, not just the disease itself. (p. 143)

Social work in oncology is a relatively new specialty. It first gained recogni-
tion in the early 1970s and subsequently focused on the area of childhood
cancer as the number of children surviving increased (Lauria, Clark,
Hamann & Stearns, 2001). The first Social Work Oncology Group (SWOG)
was formed by Marion Stonberg (Lauria et al., 2001) in the mid-1970s.

With the emerging research in psychosocial issues in childhood cancer,
social work plays a significant role in working with the children and their
families. On a multidisciplinary team, the social worker not only assists the
children in coping and adjusting, but also works with the parents, siblings,
and extended family. In addition, social work focuses on the impact of the
illness on school, family life, and friends. The social worker’s role includes
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crisis intervention, adjustment counselling, accessing resources, advocating,
problem-solving, pain management techniques, and support.

Psychosocial Issues

At one time, hematologists and oncologists focused on ways to control the
cancer and prolong life. Today, doctors are aware of the need to look beyond
the disease itself, and many hospitals now have psychosocial staff that
includes social workers. What has brought about this shift in focus and why
is it seen as so important? One reason is that medical advances have had a
profound impact on childhood cancer both in terms of medical advancement
and psychosocial advancement.

As medical advances are made and more children survive, there is more
demand on examining the needs of survivors and what this means for those
going through treatment. Today, the focus is not only on medical aspects but
also the emotional and social well-being of the child. Spinetta (1981), who
conducted a three-year study on the adjustment and adaptation of children
with cancer, states that

As medical progress in recent years has had increased the life span of children
with cancer, concern has shifted from what in the 1950s and 1960s had been a
preparation for an inevitable death, to helping the child and family in the
1980s prepare for what is becoming an increased change of long-term survival.
(p. 5)

Varmia, Katz, Colegrave, and Dolgin (1996) concur with Spinetta (1981)
that “this trend in survivability has led to a shift in psychological emphasis
from crisis intervention confronting imminent death to facilitating coping
and adjustment to a serious-life-threatening chronic disease” (p. 321). With
the increased survival rates, the focus of research has shifted from issues of
death to quality of life. Studies are now beginning to address the psychoso-
cial aspects of illness (Sheilds, Schundel, Barhart, Fitzpatrick, Sidell, Adams,
Fertig, & Gomez, 1995). The topics being studied include adjustment and
adaptation to illness (Sanger, Copeland, & Davidson, 1991; Spinetta, 1981;
Sawyer, Antoniou, Toogood, & Rice, 1997; Varni, Katz, Colegrove, &
Dolgin, 1996); communication (Claflin & Barbarin, 1991; Foley, 1993;
Spinetta & Maloney, 1978); cognitive functioning (Stenbers et al., 1994); wor-
ries and fears (Weiger, Chesler, Zeback & Goldman, 1998); school issues
(Deasy-Spinetta, 1993); self concept and image (Anholt, Fritz, & Keener,
1993); role of family (Kupst, Richardson, Schulman, Lavigne, & Das, 1995);
survivorship issues (Gray, Doan, Shermer et al., 1986; Speechley & Hoh,
1992); and parents’ adjustment and coping (Dahlguist, Czyewski, Copeland,
Jones, Taub, & Voughan, 1993; Grootenburs & Last, 1997; Nelson, Miles,
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Reed, Davis, & Cooper, 1991).
Several key issues have been identified in the research on the psychoso-

cial aspects of childhood cancer that have implications for practice. Key
issues are identified that children and families will face and provides infor-
mation on how families can be assisted to adapt in a positive way. With the
research focus being on survival and the implications of such, the need for
psychosocial supports is being recognized. Much of the research has been
devoted to the psychological experience of childhood cancer. The purpose
of this section is to highlight the psychosocial aspects, which will guide us in
how we intervene with the families.

From the time the family notes concerns with their child through to diag-
nosis, treatment, remission, and possible relapse and death, the family is
faced with different challenges along the way. As part of the treatment team,
the social worker helps to assist the family throughout their journey. The goal
is to assist the family to cope with and adjust to the illness. In order to fulfill
this goal, it is important to understand and be aware of the challenges the
family may face.

Common Themes and Issues 

Although each child and family are unique, the studies and research in the
area of childhood cancer have identified common psychosocial issues fami-
lies will face from diagnosis through treatment and into survivorship or
bereavement. Lauria (2001) identifies the following issues that families may
face. Families will have a need for knowledge and information in order to deal with
the area of cancer. Families need to be informed participants, and this includes
the children themselves. Information needs to be provided at an age-appro-
priate level and needs to be tailored to meet the family’s needs. At the initial
stage of diagnosis it is helpful to provide information in a written or visual
form, as the high level of stress and anxiety makes it difficult to process ver-
bal information. The physical impact on the child diagnosed and the emotional
reactions of all family members are common issues. The physical impact and
changes from treatments and possible surgeries lead to side effects such as
nausea, fever, immobility, infections, hair loss, disruptions to normal life, and
sometimes permanent disfiguration due to surgeries. These physical impacts
and side effects lead to emotional issues for all family members involved.
Lauria (2001) goes on to identify the common emotional responses and feel-
ings of shock, disbelief/denial, fear/anxiety, guilt, sadness/depression, and
anger. Just like grief, which will be discussed later, the child and family can
experience these feelings at any time and may re-evolve as new crises occur.
Another common issue, and an important one, is the development of the
child/adolescent. Lauria (2001) phrases the issue well: “young people are
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‘works in progress’ and it is essential for oncology social workers and other
team members to assist parents in promoting and supporting normal devel-
opmental activities and behaviors” (p. 124). This is a challenging task given
that a diagnosis of cancer, with its treatment, can set a child back and that
parents tend to become more protective. The issue of development will be
discussed further in relation to adolescence, as that is the stage that Beth is
at. 

The next two issues identified by Lauria (2001) relate to the person-in-
environment perspective previously mentioned. The impact of cancer on fam-
ily life, each family member, and the interaction the family has with the health care
system are also important factors to take into consideration. The cancer expe-
rience is not just about a child with cancer; it is also a family issue, one that
extends beyond the family to friends, community members, peers, and med-
ical staff. The family themselves and those associated with the family are
greatly affected by the diagnosis. 

Further to this is the fact they are thrown into a medical world with its own
policies and practices with which the family is not familiar, leading to uncer-
tainty regarding treatment response and survival. In my work with families, they
have identified one of the hardest challenges as dealing with the fear of the
unknown and the uncertainty. 

The above-mentioned fear relates to this last issue that Lauria (2001) iden-
tifies: the search for meaning. Finding meaning will be different for each fami-
ly and each individual as “they try to interpret the diagnosis or the suffering
and trauma of their child in light of whatever beliefs and cultural attitudes
they have about the nature and meaning of illness, life and death” (Lauria,
2001, p. 129). The search for meaning is an area where, as therapists, we need
to be culturally sensitive and aware. The meanings and hope that families
find never cease to amaze me.

Stages of Illness

The above issues and concerns, which can occur and reoccur throughout
the cancer trajectory, often need attention at different times. By conceptual-
izing the cancer experience in stages, we may better assess where the family
is at, what issues they are addressing and what interventions need to be
developed with them. Lauria (2001) has shown how “cancer moves from the
crisis stage of diagnosis through subsequent stages of chronicity and current
crises” (p. 118). Similarly, Cincotta (1993) discusses the need to understand
the stages of illness from the context of crisis or stage theory. He also identi-
fies a pre-diagnosis phase. The nine stages that he identifies include: pre-
diagnosis, diagnoses, induction, remission, relapse, coming off treatment,
survivorship, dying, and bereavement. Lauria (2001) also identifies similar
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stages; however, he omits the pre-diagnosis phase. Each stage has common
issues and tasks. A stage framework allows social workers to assess where a
family is at, what issues may be relevant, and how best to intervene. As it is
beyond the scope of this paper to discuss each stage and its tasks in detail, a
discussion of the stage related to this family will be presented in the chapter.
The key point to keep in mind is that families can move in and out of the
stages in a circular fashion. The stages also relate to the feelings mentioned
in the previous section, which are connected to the theory on grief and cri-
sis, a topic that is discussed next.

Grief and Loss

In regard to grief and loss, the literature concurs with my experience
working with these families, in that no one person grieves the same way nor
for the same reasons. Grief and loss are not only a response to imminent
death but to a number of other losses. For some, it may be the loss of a loved
one, for others it could be a loss of a material physical object, a loss of con-
trol, or a loss of social or economic standing.

Wolfelt (1992) defines grief as “the composite of thought and feelings
about a loss that you experience within yourself” (p. 8). The stages of grief
have been well documented, one of the earliest being Kubler-Ross’s five-
stage model for the terminally ill: denial, anger, bargaining, depression, and
acceptance (Bear, 2002). The stages proposed by Kubler-Ross were in rela-
tion to the stages a terminally ill person may progress through, but over time,
the stages have been adapted to fit for any loss or traumatic event (TLC
Group, 2002). Although these stages were originally interpreted to occur in
a linear fashion, it is now understood that the stages are circular and that no
one person grieves in the same way (Wolfelt, 1992). Having knowledge of
these stages is important in working with children with cancer as they and
their families may go through the same stages in relation to being diagnosed
with the accompanying losses.

The reason I identify the area of grief is to highlight that it is important for
health care professionals to note that children and their families do experi-
ence many losses. There is the loss of normal life, as they know it. Children
are hospitalized for long periods, leaving them isolated from family, friends,
and school. Children lose control of their health and well-being. There is a
loss in appearance, some temporary and some permanent, such as the loss of
a leg in Beth’s case. Wolfelt (1992) discusses the term “reconciliation” versus
“resolution” in relation to grieving. As resolution often refers to returning to
normal stage, Wolfelt prefers to use reconciliation in which the person works
to integrate the new reality of moving forward in her or his life. Although
Wolfelt relates this aspect to the loss of a loved one, I think it fits well for chil-
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dren who are experiencing the losses mentioned above. In her book, Armfuls
of Time, Sourkes (1995) has a chapter dedicated to anticipatory grief, and she
discusses the losses above. She maintains that “loss, the core of anticipatory
grief, can be conceptualized along three intersecting axes: loss of control, loss
of identity, and loss of relationships” (p. 137). One of the goals of an oncolo-
gy social worker is to assist the child to cope with and integrate this new real-
ity into his or her life; knowledge about the phases of grief is necessary for
healthcare professionals to intervene effectively.

Crisis Theory

Kathleen Ell (1996), in discussing crisis theory states, “stressful life events
can perpetuate a state of ‘crisis,’ wherein people experience temporary feel-
ings of severe acute distress and of being overwhelmed or unable to cope in
ways that reduce the discomfort or the hazardous circumstances” (p. 168).
Much of the beginning work with these families and children is crisis work.
Having a child diagnosed with cancer throws the family into disequilibrium
and perpetuates a crisis through which they must work. When a diagnosis is
made, both the family, as a unit, and each individual are thrown into this
unstable state, which constitutes a crisis (Lauria, 2001). Cox & Stovall (2001)
identify this crisis state as characteristic of the diagnosis stage of illness and
go on to say that “the social worker can help family members to understand
how to manage feelings, how familiar coping mechanisms can be valuable in
this new situation, and how to learn news ways of coping” (p. 153). When in
crisis, it is common for people to experience feelings of confusion, anxiety,
depression, and anger with an elevated psychological vulnerability, reduced
defensiveness, and a regression in coping and problem-solving abilities. The
idea is to assist families and children in mastering developmental and coping
skills, to reduce the intensity of the psychological upset, and to get back to a
state of equilibrium (Ell, 1996). Although there is the initial crisis at the time
of diagnosis, it is important to remember that a crisis can reoccur at any time
and that the same goal is key: to help the family through the crisis.

Developmental Theory

The recognition of psychosocial issues has brought with it the under-
standing of child development. Knowing where a child is at developmental-
ly will influence how one intervenes and what issues the child is likely going
to be facing. In addition, the need for open and honest communication has
become apparent but cannot be done without an understanding of child
development. Erikson and Piaget are the most noted when it comes to dis-
cussing child development. Both Erikson and Piaget have proposed stages

24 Creating Connections Between Nursing Care and Creative Arts Therapies



that children progress through from birth to adulthood. For the purpose of
this chapter, just the stage that relates to Beth’s age, thirteen, will be identi-
fied. In Erikson’s developmental stage, Beth is at the stage he termed identi-
ty versus role confusion and Piaget’s cognitive stage of formal operations (Beck,
1997).

For youth with a diagnosis of cancer, the developmental issues become
pronounced and bring with it special challenges. For adolescents, this is a
time where they are becoming independent from family, establishing their
own identities, and testing limits. Adolescence is a time where family is less
important and peers take on a significant role. For youth trying to find them-
selves and their own identity, self-image plays an important role. When a
youth is diagnosed with cancer, these developmental tasks are challenged. As
Cincotta (1993) cites, “ a diagnosis of cancer at this time forces adolescents
to become more dependent on family than they may want to be. The assault
to self-esteem may be overpowering” (p. 3253). Cincotta (1993) goes on to
discuss the role peers play during this stage and therefore the importance of
ensuring that peers are encouraged to be apart of the treatment process for
the diagnosed youth. Self-image, body image, sexuality, and self-esteem are key
issues to be mindful of when working with adolescent cancer patients given
the physical effects of treatment and possible disfiguring surgeries. In addi-
tion, socialization, peers, school, independence, and the promotion of a sense of con-
trol are important (Lauria, 2001; Sutton, Keller, Levine, 2001). Having an
understanding of adolescent development allows for effective assessment
and intervention. At this stage, youth have an understanding and apprecia-
tion for disease and death and may want complete information but may not
always ask (Lauria, 2001). 

ASSESSMENT AND PROBLEM IDENTIFICATION

The literature discusses the need for completing a screening and an assess-
ment in order to determine whether families or children are in need of psy-
chosocial support (Blum, Clark, Marcusen, 2001). The social worker com-
pletes a psychosocial assessment to determine needs, strengths, weaknesses,
and any areas requiring further intervention or counseling. Faller (2000)
speaks to the need of conducting the assessment from a person-in-environ-
ment perspective and discusses the importance of working with children
from an ecological perspective: “social workers engaged in direct practice
with children must be ever mindful of the ecology or larger context in which
children live” (p. 264). Faller (2000) characterizes these contexts as the polit-
ical, economic, environmental, cultural, and familial. As Webb (1996) states,
“it is essential to look up, down, and all around while trying to analyze the
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totality of the problem situation” (p. 57). Webb (1996) also discusses the
importance of an ecological assessment and adds the biological aspect, call-
ing for a biopsychosocial assessment. Webb (1996) identifies a “tripartite
assessment” in order to conduct such an assessment which incorporates the
individual factors, the situational factors, and the support factors (pp. 63–64).
Such an approach fits well with a person-in-environment context which
social work adheres to. 

Beth’s assessment was completed in a similar fashion to that described by
Faller (2000) and espoused by Webb (1996). The assessment looked at Beth
in relation to her environment/situation, as well as her individual and sup-
port factors. Webb (1996) also identifies the use of tools such as genograms
and ecomaps to help ensure a broad assessment. 

Individual Factors 

Beth turned thirteen shortly after being diagnosed. For her age she pre-
sented as mature and articulate, appeared very strong-willed and deter-
mined, which was a strength that helped her to adapt so well. Beth appeared
to be developmentally on task, and Pauline advised that Beth reached all
milestones as expected and had no delays as a young child. There were no
issues identified in relation to past medical issues or in relation to abuse. Beth
attends grade seven, does well at school, is well-liked, and is physically active
in sports.

Beth’s age places her in Piaget’s formal operations stage in relation to cog-
nitive development (Berk, 1997). Given that at this stage youth are capable
of abstract thinking, deductive reasoning, problem solving, and hypothesis-
ing (Berk, 1997), communicating directly with Beth in relation to her cancer
was important. Beth was capable of understanding the seriousness of the
diagnosis and had a concept of death and dying. For young children, the
main concern is usually with being separated from parents while adolescents
worry about the side effects, pain, and procedures as they can reason what
effects they will have. Beth was involved in meetings and discussions, and the
team communicated directly with Beth as well as her parents. The team rec-
ommends that information not be kept from the youth as it disempowers
them and can reduce trust.

Power and control are important at age thirteen. Beth was in what Erikson
defines as the identity versus confusion stage (Berk, 1997). At this stage,
youths are trying to set their own identity, separate from their parents, and
have some control over their own destiny. This is very important to under-
stand in working with Beth as her diagnosis impedes this challenge. By no
choice of her own, Beth has become more dependent on her parents and
medical staff and has no control over the tumor in her leg that decides her
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destiny. Providing Beth with any choices and input to help encourage a sense
of control is vital to this stage of development. Sutton, Keller, and Levine
(2001) speak to the importance of choices: “small decisions about food, cloth-
ing, room decorations, and how to spend free time can leave a great impact
on reclaiming some control and sense of autonomy” (p. 235).

Beth presented as quiet, shy, and somewhat withdrawn when it came to
expressing her emotions and fears. Beth was verbal and inquisitive in rela-
tion to her treatment and medical information but not as much when it came
to her expression of emotion. One common reason children tend to be with-
drawn is in order to protect their parents. Glazer and Landreth (1993) state,
“often, the greatest problems for dying children are the pain and guilt they
feel for causing their parents pain; so they try to protect the parents from
themselves” (p. 66). Glazer and Landreth (1993) identify the importance of
providing children with a safe environment that is warm and accepting
where they are free to express their fears and worries. In working individu-
ally with Beth, I hoped that this would allow for an environment, away from
parents, where she could express her feelings without having to protect them. 

Environmental/Situational Factors 

Beth was from a small town outside of Edmonton, so she was isolated from
her peers while in hospital and often unable to attend school due to side
effects and risk of infection. The school issue has been well documented and
seen as an important aspect for children with cancer (Cincotta, 1993; Lauria,
Clark, Hermann, & Stearns, 2001; Deasy-Spinetta, 1993). As Beth’s treat-
ment involved frequent and lengthy hospital admissions, consultation with
her school was important, and involving the on-site teacher to implement an
educational plan helped to minimize the disruption to Beth’s education.
Although school performance is important, it also has to be balanced with
Beth’s health and energy levels. Having a school program for each child
allows for self-directed learning and fits with the child’s illness and can be
accomplished at her or his pace. During times when Beth was not hospital-
ized, she was encouraged to attend school as long as she felt up to it and her
health allowed her to attend. For Beth, attending school was not only impor-
tant academically but also socially, as at this stage peers play such a pre-
dominate role. Having friends and peers attend the hospital was also encour-
aged and seen as important for Beth’s well-being. School was one area where
intervention was important, as Pauline had advised that even when Beth was
well she was reluctant to attend school. Pauline had attempted to talk to Beth
about this, but she was not open to express her feelings. Pauline hoped that
someone working individually with Beth would help her to express feelings
in relation to this issue.
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Although Beth was away from home, either one or both parents were
always present with her at the hospital as well as aunts, uncles, and grand-
parents. Beth has two younger siblings who were not often at the hospital, as
they had to attend school, so there was some isolation from them. The fam-
ily provided a strong support for Beth, one another, and they appeared very
close. Beth’s parents had separated about one year ago, but for the most part,
the parents were able to put this aside in order to support Beth. Some mari-
tal issues did arise, and they were dealt with between the parents and the psy-
chologist. The family’s patterns of communication were open, and the par-
ents encouraged Beth to be involved in her treatment and were open and
truthful with Beth in terms of medical information. This open communica-
tion has been seen as positive in studies in terms of coping and adjustment
(Claflin & Barbarin, 1991; Foley, 1993; Koocher & O’Malley, 1981) and was
certainly seen as a strength for Beth and her family. Folley (1993) discusses
the importance of open communication with the children in order to achieve
physical and psychological health and further states that “effective commu-
nication that facilitates the child’s or adolescent’s participation in the process
may enhance development, support self-esteem, increase cooperation, and
possibly mitigate non adherence to treatment” (p. 3285). Koocher and
O’Malley (1981) also contend that the more open and honest the communi-
cation, the better the adjustment. 

The issue of loss was predominant for Beth. The treatment for cancer alters
the physical image of the patient and has side effects such as nausea, weight
loss, and hair loss. In addition to this, Beth’s cancer has to be treated with sur-
gery during which the tumor is surgically removed from her leg. The proce-
dure, known as limb salvage, leaves Beth with a permanent physical disfigu-
ration. Beth is at the vulnerable teenage stage where self-image and self-con-
cept are being developed, making this aspect very important in working with
Beth. Although Beth has no control over the changes from the cancer and the
surgery choices and options are provided in order to make this adjustment
easier. Providing a sense of power and control can help Beth’s adjustment and
adaptability. Cincotta (1993) states that “regardless of medical advances, the
look of the child with cancer has not changed,” so providing children with
choices and options becomes important in ensuring a positive self-image.
Beth seemed to cope well with her initial image change in relation to hair loss
and was confident in herself despite the physical change. Beth was provided
with options and resources for wigs, as upon admission she had long, dark,
thick hair. However, Beth chose not to wear the wig and instead wore a ban-
dana or nothing to cover her head. This was deemed as a strength as Beth dis-
played a strong self-concept and self-esteem that extended beyond her phys-
ical appearance. It was hoped that this positive image would continue after
the surgery. These situational factors described by Webb (1996) includes the
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nature of the problem (presence of loss, trauma, life threat, element of stig-
ma), psychosocial/environmental problems, onset of problem, and involve-
ment of others. This area seemed to be the most predominant in terms of
stresses for Beth in relation to the nature of the problem. 

Support Factors 

The support factors for Beth and her family were very positive. Based on
my observations and conversations with her parents, Beth was a strong and
determined young girl with effective coping abilities. In addition, her family
was a cohesive unit that provided consistent support for each of its members.
They had dealt with death and with cancer previously. The family responded
as expected when in the initial stage of diagnosis and crisis in that they
searched for answers, explanations, meanings, and alternate treatments. Beth
and her parents asked questions of the health care professionals and wanted
as much information as possible. The family had a strong sense of hopeful-
ness, and was determined to make the best of a terrible situation. One of both
of her parents were always present during Beth’s hospital stay. A strong bond
was evident between Beth and her mother. Beth also had extended family that
came to the hospital to provide support. In addition, she had a best friend
who came to the hospital a few times to visit. However, as mentioned previ-
ously, the maintenance of relationships with peers and siblings was a chal-
lenge, as the family lived a considerable distance from the hospital. 

Challenging Factors

In contrast to the above-mentioned strengths, Beth demonstrated a ten-
dency to “bottle up” or not express her emotions. For example, when Beth
was asked how she was doing or feeling in relation to her illness and her
treatment, her answers were vague. She usually stated she was “fine” and that
everything was “fine.” As anyone who has worked with adolescents knows,
it is difficult to get a teenager to talk, especially to an adult, and Beth was no
exception. Although Beth was reluctant to express any of her concerns ver-
bally, we know from the literature on childhood cancer that given her age
and diagnosis, she was likely facing some of the issues described earlier in
this chapter. 

Beth’s treatment and in-patient stays isolated her from her school, friends,
and siblings. Peer relationships are of most importance during adolescence.
In addition, having control and independence is important at this stage, and
the illness and treatment interfered with this sense of control. Self-image and
self-concept are also of extreme importance in adolescence. Given that
Beth’s image is likely dramatically changed due to chemotherapy and the
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disfiguring surgery, these challenges will have to be addressed by her treat-
ment team.

Following the initial assessment, it was determined that I would work indi-
vidually with Beth while the psychologist worked with the parents, and the
child life specialist with the siblings. Her mother, Pauline, indicated that Beth
had felt a connection with me from the time we first met, and therefore she
believed that Beth may open up to me during individual counseling sessions. 

The role of the social worker is to help children cope and adjust to the ill-
ness. In order to achieve this goal, it is important for the children to be able
to express their fears and emotions. Because she was not comfortable
expressing her feelings verbally, my challenge was to find a way for Beth to
do this task in another way. At that time, one of my colleagues was develop-
ing a project called “Tile Tales.” This project required that children paint a
tile expressing what it was like to have cancer. Once completed, these tiles
were to be displayed in a public waiting area of the clinic. I took the oppor-
tunity to use the tile-making intervention with Beth as described below. 

PLAY AND EXPRESSIVE ART INTERVENTIONS

It is important to remember that each individual and family is unique and
therefore requires different interventions. As noted by Blum, Clark, and
Marcusen (2001), “a comprehensive program encompassing counseling serv-
ices, resource utilization, and education will be most effective in meeting the
changing needs” (p. 54). The importance of screening and assessment is
highlighted in order to determine the best means of intervening for each
individual. Blum et al. concisely summarize the purpose of interventions:

Oncology social work services are designed to help patients and their families
feel more in control of a situation that predictably makes them feel helpless
and out of control. Interventions should be focused on helping people cope
with the medical, emotional, and social problems they encounter at different
points in the cancer experience. (pp. 53–54)

As each individual is unique, it is important, as a practitioner, to have a
wide variety of tools and techniques to utilize with families who are experi-
encing illness. My practice framework encompasses an eclectic approach to
ensure that the technique fits the client instead of trying to fit the client into
the approach. In pediatric oncology care, it is beneficial to have knowledge
of crisis intervention, problem solving, solution-focused approaches, behav-
ior modification, and group and individual psychotherapy approaches. As
Sourkes (1995) states, when working with children with cancer, “each thera-
pist must find a pathway to the child that is congruent with his or her own
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training, experience, feelings, and attitudes” (p. 10).
My role as the social worker involved assessment, accessing resources,

assisting with pain management techniques, crisis intervention, and adjust-
ment counselling. Although I had a number of roles and utilized a number
of interventions, for the purpose of this chapter, I will focus on adjustment
counselling. Part of adjustment and coping involves expressing one’s feelings
and emotions, which Beth, at times, had difficulty doing. The goal was to
help Beth identify and address these emotions in order to enhance her cop-
ing ability. It was determined that a less direct approach than talking would
be more effective in assisting her self-expression. For this reason, the art proj-
ect described below was selected as Beth’s treatment.

Childhood is a time of play. Anyone who has worked with children with
cancer knows these children quickly mature beyond their years. Whatever
the age, the child is thrown out of a life where they are invincible and care-
free into the reality of a world where they have cancer. Play is what children
do, so what better way to help them cope and adjust and be what they are,
kids? Sourkes (1995) emphasizes the importance of play with children who
have lost a sense of childhood. Play allows them to “re-enter” childhood and
encourages “respite from the harshness of the immediate environment” (p.
5). Play is not age-limited, but needs to be developmentally appropriate. A
playful and interactive use of art expression can readily engage adolescents.
Riley (1999) states that “art used in therapy can meet the adolescents’ needs
for control, narcissistic expression, creativity, exaggerated logic, and experi-
mentation directed toward appropriate individuation” (p. 65). 

In the following section, I will discuss the art activity I used with Beth.
Although I am not an art or play therapist and have little experience using
those interventions, I will describe the ways in which art making was an
effective self-expression tool for Beth.

Rationale for the Tile-Making Intervention 

As stated previously, my goal was to assist Beth in expressing her feelings
through art-making. Beth was experiencing trauma and crisis in relation to
her diagnosis. Using an art technique was appropriate because it allowed
Beth to put her thoughts and feelings on paper, thereby assisting her to
express her feelings. 

Art as communication is an effective way to work with teens as it is non-
threatening and allows for communication without words. Riley (1999) said
it well when he stated that “once the fingers begin to knead and play with the
clay, the mouth seems to magically start to move” (p. 60). Beth’s case proved
this statement to be true. Once she began to draw, the verbal dialogue fol-
lowed. Beth was asked to depict on her tile “What is it like to live with can-
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cer in your life?” Her graphic response expressed six feelings that she has
experienced.

Beth’s Tile Tale

As stated earlier, the intent of my “Tile Tale” intervention was to facilitate
expression and identification of feelings. Beth was asked “what is it like to
live with cancer in your life?” At first, Beth had difficulty deciding what to
draw and asked me for direction. I encouraged her to make her own choice
and informed her that there was no right or wrong response.

The picture she drew and titled “Me” (see Figure 2.1 and front cover) in
response to this question was a six-petal flower. Each petal contained a spe-
cific feeling and was colored a different shade. Whereas a shining sun was
posited in the upper left-hand corner of the tile picture, the right side of it
contained a cloud with raindrops falling to the earth. Beth described her tile
in the following manner:

The flower represents me and my feelings. The middle of the flower is ME
[colored purple] and the petals are my different feelings. The different colors
represent differing feelings. The sun represents good days when I’m feeling
happy and doing something with my family. The cloud represents rainy and
cloudy days when I’m feeling sad, confused, or worried. Sometimes, I feel bet-
ter when I talk to someone about my sad feelings.

The feelings Beth indicated on her petals are the following: [from top left
clockwise] worried, confused, mad, sad, happy, and tired. Those feelings are
similar to those identified by Sourkes (1991) in her description of feelings
about children’s shock, fear, sadness, anger, loneliness, and hopefulness. At
the start of the session, Beth was her usual shy self, quiet and reserved. Once
she got into drawing her tile, she was more responsive to questions about the
feelings she was drawing. She was able to provide examples of when and
how she felt each of the feelings. Other issues were identified such as Beth’s
fear about surgery and the isolation she felt from her peers who she felt did
not understand what she was going through. It would have been interesting
to have looked at which order Beth identified the feelings; however, this was
not noted at the time.

Utilizing the drawing proved beneficial for subsequent sessions as we
were able to address the other issues Beth identified. Referring back to the
drawing was helpful as I was able to say to Beth, “remember when you did
your tile, you spoke about being afraid of the surgery, let’s look at this.” The
same was done in relation to the peer issue she identified. After completing
the tile, Beth was more open to addressing these other issues again using
other play/art techniques, which will be addressed in the next section. 
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DISCUSSION

The tile intervention was also an assessment tool. Separating assessment
from intervention is difficult as each can lead to the other. As Webb (1996)
states, “assessment and intervention typically occur simultaneously” and that
“assessment is an ongoing process, and therefore subject to elaboration and
revision throughout the contact with the clients” (p. 58). 

This intervention was successful in facilitating Beth’s expression of emo-
tions. However, other issues were identified in my ongoing assessment which
required further intervention, such as fear about her surgery, and issues with
peers related to isolation from them and their lack of understanding of her
illness. Other expressive art techniques were used to address these issues.
Beth drew over her legs the night before surgery to ensure the operation
went well and to say good-bye to her leg. Beth labeled each leg for the doc-
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tor saying “cut here” and wrote “do not cut this leg” on her good leg. In addi-
tion see drew faces on each of her toes. Beth and her mother did the artwork
together and also drew scenic images that both enjoyed. Beth said doing this
art on her legs helped her deal with some of her fear and was a way she could
say good-bye to her leg. 

To address the isolation from her friends, Beth was assisted in making a
video of herself at the hospital that she could share with her friends. The
issue involving peer acceptance is an important one for adolescents, as Redd
(1994) has noted. This issue has also been emphasized by Riley (1999), who
indicated that “Rejection by peers is the greatest threat. If therapists do not
understand that these values are primary in the minds of their clients, they
will be ignoring basic facts of adolescence.” Beth’s concern about social
rejection was intensified because of surgical treatment that would make her
appear different.

In a bad situation, everyone tries to find meaning, and it is no different for
children with cancer. The use of the tile tale provided Beth with some mean-
ing. One of the ways in which meaning was created was by identifying and
processing her feelings. Another way was the creation of work as art that
would be displayed for others to see. Beth agreed to display it as she thought
it might help other children. 

It was a privilege to work with Beth and her family. The strength and
courage displayed by Beth was amazing. Throughout my involvement, I was
able to see Beth start to come out of her shell and become more interactive
and assertive in terms of her feelings and fears. Utilizing the art techniques
described here, I believe, assisted in penetrating Beth’s shell. The use of art
is beneficial in working with young children and certainly was effective in
working with Beth. Beth was able to identify and deal with her feelings and
emotions using art as a medium. The powers of art were made clear to me
from my involvement with Beth, and I thank her and her family for allow-
ing me to grow and learn from their experience. 
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Chapter 3

IMAGES OF ANGER FROM ADOLESCENTS
IN ART THERAPY GROUPS

KIM MORRISON

INTRODUCTION

In this chapter, the author describes the effect that art therapy, combined
with a school system’s anger management course, can have on high school

students aged fifteen to seventeen years. Prior to starting each art project, the
youth were asked questions that helped them think about their anger in a
creative manner. Questions they responded to included the following: “how
would I represent anger?”; “what does it look like for me”?; and “what does
positive anger look like?” Their art projects reflected these themes. In addi-
tion to the art making, the students recorded their responses to those ques-
tions. Furthermore, they completed the Buss Durkee Hostility Inventory
(Felsten, 1996) and the Locus of Control Inventory (Rotter, 1996) as part of
the anger management course which followed the art session. In this chap-
ter, information on anger and art therapy is provided and applied to the art-
work of this group of youth. This author believes that art is a window to an
individual’s symbolic world and that anger is not to be suppressed but to be
understood as a mode of communication.

The art therapist learned about each of the youth solely through his or her
art. That is, she was not given any background information about them in
advance. She observed the development of these individuals’ expressive
process through the symbols and colors they used in their art and the way
they described them in their writing. In this way, the art was truly the com-
municator for the clients. 
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LITERATURE

Anger

Anger is considered by many theorists to be one of the five basic or pri-
mary emotions of everyday affect (Weiner, 1986). However, anger is often
viewed negatively sense. One primary reason for this view is the perception
that anger can reach such a level of intensity as to be potentially dangerous.
Furthermore, anger, unlike some other emotions, is subjected to social and
internal controls from its inception (Averill, 1982; Ben-Zur & Breznitz, 1991;
Miller & Sperry, 1987; Tice & Baumeister, 1993; Underwood, Coie, &
Herbsman, 1992). 

Several researchers have studied anger separately from the other emotions
due to its alleged relationship to hostility and aggression. Societal and cul-
tural norms shape our expression of anger (Averill, 1982; Diamond, 1996;
Furlong & Smith, 1994; Underwood et al., 1992). Finally, research has shown
that there is a correlation between aggressive and angry individuals and sub-
sequent health problems, both mental and physiological (Averill, 1982;
Compas, 1987; Felsten, 1996; Furlong & Smith, 1994; Hogan, 1998; Tice &
Baumeister, 1993). 

As with all emotions, anger has cognitive, affective, and behavioral com-
ponents (Furlong & Smith, 1994). Averill (1982) defined anger as:

a conflictive emotion that is related on a biological level to aggressive systems
and to the capacities for cooperative social living, symbolization, and reflective
self-awareness; that, on a psychological level, is aimed at the correction of some
appraised wrong; and, that, on the socio-cultural level, functions to uphold
accepted standards of conduct. (p. 317)

However, anger must be differentiated from aggression and hostility.
Whereas aggression, as defined by Berkowitz (1993), is a behavior that delib-
erately attempts to achieve a particular goal (as in “instrumental anger”), hos-
tility is defined as a complex set of attitudes about an object that can moti-
vate destructive behaviors (Berkowitz, 1993; Diamond, 1996; Felsten, 1996).
In this view, aggression is seen as normal, natural, and at times necessary, but
that violence is an extreme (Diamond, 1996). 

Despite all of this research into the expression of anger, it remains a poor-
ly understood emotion. Anger can be positive and negative, motivational or
destructive. Anger can serve to solve interpersonal conflicts as it acts as a
warning flag to the angered person that something does not agree with the
angered person’s sense of how the anger-causing event transpired. This can
be used positively to solve interpersonal differences prior to the anger grow-
ing out of proportion (Compas, 1987; Kaplan, 1996; Furlong & Smith, 1994;
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Modrcin-McCarthy, Pullen, Barnes, & Albert, 1998). 
Many factors influence the expression of anger. For example, Kitayama

and Markus (cited in Cox, Stabb, & Bruckner, 1999) indicate that the collec-
tive reality of a culture, such as the norms, customs, and languages of that
culture, is one contributing factor. Those authors emphasize that how a cul-
ture experiences anger is related to the importance that the culture places
upon an individual, as opposed to the importance placed upon the collective
approach. Additional factors that influence the expression of anger include:
the individuals’ core beliefs based on their experience of home, work, and
family life; their level of perceived control (or causal attribution); their cog-
nitive and emotional developmental level; and their habitual emotional
expressive style. All of these elements will affect the reaction one would have
to a certain situation. Therefore, anger, whether felt internally or expressed
externally, is shaped individually by the culture, the individual, family and
work experiences, and the current situations resulting in a different expres-
sion for each individual. All of these elements must be examined when try-
ing to understand an emotional outburst from an adolescent. 

Regardless of what theory one adheres to, anger should be seen as a mode
of communication. Anger is often a reaction to a perceived injustice that is
regulated by numerous factors: social, physical, cognitive, developmental,
and cultural variables. An adolescent’s expression of anger is conceptualized
by Modricin-McCarthy et al. (1998) as a sign that the possibly immature cog-
nitive and emotional development of an adolescent is not able to handle the
stress that has been perceived. It may be the adolescent’s way of communi-
cating his or her feelings of being overwhelmed. This approach to anger
seemed most applicable to the high school students described in this chapter. 

Art Therapy and Adolescents

There is another way of looking at anger that is related to art therapy.
According to Diamond (1996), anger arises from a place of passion. It is a
fundamental part of human existence, and it can be creative or destructive.
Diamond further notes that creativity is “a constructive utilization of the dia-
monic” (p. 256). According to him, this creativity can be used as a way of
coping and understanding the passion of anger. Kafka (cited in Diamond,
1996) believed that art can be the “axe for the frozen sea inside us.” Moon’s
(1998) description of the role of art therapy with adolescents is conceptual-
ized as follows:

Art transforms the world which appears to the eye, into a world that takes on
the reality in the human mind. It recreates the outside world in a metaphor of
colored forms, whose symbolic character can at the same time make visible the
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real response of the artist. (p. 76)

Although this explanation of the role of art is an excellent one, there is
another element that makes working with adolescents an even greater chal-
lenge. This next quote, from Kramer (1971), well describes the polarities that
the therapist must confront and solve with the adolescent population:

Adolescence is not only a time when sustained insincerity becomes possible
but also a period when a more conscious recognition of the difference between
inner truth and pretense can be reached. The same individual’s art can oscil-
late between the trite and the sincere, the banal and the original. If we accept
these oscillations and put our weight on the side of truth, we can do our share
in helping the adolescent become an adult who can stand on his own and who
can tolerate conflict and ambiguities without resorting to rigid defense mecha-
nisms. (p. 157)

It seems only fair that art would be an excellent medium for adolescents
whose very existence is a conflict of adapting to the ever-changing demands of
their bodies, their cultures, their emotions, and their minds. This author con-
curs with Kafka (cited in Diamond, 1996) that art can be “the axe” to release
the adolescents’ passions. However, anger is often used by the adolescent in
less constructive activities. Art therapy allows the adolescent to reshape cre-
atively, adjust, rehearse, and accept one’s new realities (Riley, 1993). 

Art therapy has been found to be an effective treatment modality for
maintaining an adolescent’s autonomy and sense of control while facilitating
growth and change in a non-threatening manner (Emunah, 1990; Kramer,
1971; Moon, 1998; Tibbetts & Stone, 1990). Many adolescents developed a
genuine attachment to the arts during this time of multiple developmental
changes. Emunah (1990) and Diamond (1996) have shown that any creative
medium is an effective manner of working out difficulties that adolescence
presents. Most adolescents seem to have the urge to create. Engaging in indi-
vidual, artistic acts may not be the sign of a “sick mind” or of adolescent “tur-
moil and storm,” as has been thought in the past. Indeed, Emunah,
Diamond, and Moon view artistic expression as a sign of a healthy mind that
uses creativity as a tool to self-actualize. In this way, adolescents have
increased control not only of their art, but also of their turmoil, thereby giv-
ing them an increased sense of accomplishment.

On the other hand, some might argue that art therapy is similar to the psy-
choanalytic concept of catharsis. Cathartic release is a way of relieving inter-
nal stress or aggression, thereby alleviating the adolescent’s need to release
the stress that has been heretofore contained in an internal and unbearable
emotional reservoir. Both Kaplan (1994) and Emunah (1990) note that
catharsis is beneficial only if it facilitates insights, thereby promoting the indi-
vidual’s self-esteem and personal growth. The author believes that art thera-
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py is ideally suited to facilitate both carthasis and insight. In art therapy, the
client releases the conflicts into the art while gaining mastery over the mate-
rials. The struggles released into the art are processed through discussion of
the art with the therapist and through journalling. This process is self-actual-
ization through art (Diamond, 1996). 

Art therapy and conflict resolution have been combined in work with col-
lege-aged students (Kaplan, 1994, 1996, 1998). The rationale for this
approach is that art therapy can contribute to the positive resolution of anger
by creating new imagery surrounding an anger-inducing event. The art-mak-
ing is believed to help the individual work through the verbal component
that seems to lag behind the imagery component, thereby enhancing a posi-
tive conflict resolution (Kaplan, 1994; Thompson, 1996). In this way, the art
making is a rehearsal of the new approach to solving the conflict.

Kaplan (1998) has observed that as one progresses through childhood, ado-
lescence, and early adulthood, the individual’s imagery of anger also changes
with increasing maturity, through a sequence of concrete images (portrait) to
metaphorical or abstract images (chaos). The combination of art expression
of anger and anger management/conflict resolution utilized in the art therapy
project described in this chapter is informed by these assumptions. 

DESCRIPTION OF THE PROJECT

The Participants

The group of adolescents, aged fifteen to seventeen years, attended a cur-
riculum-based anger management program within an “alternative school”
setting. The sample includes Caucasian and Asian adolescents, nine females
and three males. In this chapter, case studies of three of these individuals will
be presented. 

The Anger Management Course

The anger management course was a cognitive behavioral program creat-
ed in the western United States. It was administered by a group of health pro-
fessionals. The art therapist was not given extensive details about its compo-
nents and origin. It was designed to teach the youth about the physical and
emotional aspects of the anger experience. They were taught how to become
more aware of their own body’s physical warning signs that anger is
approaching and how to stave off its advance through the use of a variety of
techniques. The adolescents were given information about the ways that
anger affects their lives and strategies to direct their anger to a more positive
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outcome. Several personality inventories were also included in this course.
The two inventories used by the art therapist to track changes were the Buss-
Durkee Hostility Inventory (Felsten, 1996) and the Locus of Control
Inventory (Rotter, 1966). The anger management course was conducted for
twelve weeks, one session per week. This instruction in anger management
was preceded by the art therapy sessions for forty-five minutes each day. 

Art Materials

The art materials provided daily for the students to choose from included
the following: water-based liquid tempera paint, oil pastels, crayons, chalk
pastels, markers, non-firing clay, an assortment of brushes, paint trays, paint
cloths, and a variety of sizes of white paper (8.5″ × 11″ and 12″ × 18″). The
paint colors available were black, white, brown, orange, yellow, red, indigo
blue, purple, magenta, and green.

The Format of the Art Therapy Sessions

The format of the art therapy sessions was very unstructured. Each day, a
different statement about anger was written on a white board above the buf-
fet of art materials. The statements included: what does anger look like? and
what does positive anger look like? These two questions were taken from
Kaplan’s (1996) research on the art of anger. The balance of the questions
asked was created by the art therapist. These questions were designed to give
the students a focus for their expression in order to maximize the limited
amount of time in each session. 

The students were free to choose whatever art material seemed to attract
them on a particular day. They were also free to respond to the anger ques-
tion however they wished. Art making took place during a thirty to forty
minute time period. Subsequently, each student then wrote in their journal
about his or her art piece for five minutes. At the end of each session, the stu-
dents gave the art therapist their art and their journals. The content of their
art and their comments in their journals were brief and quite abstract. There
often was not a direct connection between their journalling and their art
making. During the presentation of their case studies in this chapter, illustra-
tive examples of their art and quotes from their journal will be presented.

The sessions presented in the case studies are the second, tenth, and the
last session. These three sessions were also representative of the changes the
art therapist saw through the series. The questions that guided the three ses-
sions chosen for presentation here were the following: “if anger were some-
thing that you could see, what would it look like?” (used in sessions 2 and 10)
and “what would positive anger look like ?” (used in the last session).
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The case studies of three of the high school students will now be present-
ed. Their art work was viewed by the art therapist as “windows into their
symbolic world.” Comments made about the adolescents are based on the
art therapist’s observation of their process of art making throughout the
series of sessions. As mentioned previously, the therapist learned about the
adolescents through their writing and their art making process, as opposed
to reviewing their clinical files. 

THE CASE STUDIES

Jake (pseudonym)

Jake is one of three males in the group. He had taken the anger man-
agement course without an art component in the past. His parents are
divorced, and he lives with his mother. He and his mother seem to have
an acrimonious relationship for he had described several fights with her
over the course of the eleven weeks. 

Jake’s depiction of anger in session two was an “iron cross” painted in
black and which occupied most of the page (Figure 3.1). His journal stat-
ed, “today I drew an iron cross. When I hear Black Sabbath and I see an
iron cross, it makes me mad.” Figure 3.2, done by Jake in session ten, in
response to the same question (what does anger look like?) was a small
drawing of a crooked line beside an L shape. He wrote, “I got hit by a car
and my brand new bike got cracked.” The art therapist asked for further
clarification of that drawing, including if the crooked line was what anger
looked like to Jake. He responded by drawing the mess of chaotic lines at
the bottom of the page and added the descriptives “anger looks like this”
and “crack in brand new bike frame.” Jake’s art work for session eleven,
in regard to what “POSITIVE” anger looks like, was a centered black
painting of a bike frame surrounded by force-field-like orange, pink, and
yellow bands that seemed to emanate from the bike frame. He wrote that
“BMX is the best way to make anger positive. When you are mad you ride
way better.”

Jake was a bit of an enigma to the art therapist at the beginning of the
sessions. That is, he described things as he understood them, but the art
therapist needed to ask for clarification from Jake on more than one occa-
sion in order to understand fully his responses. When she asked for clari-
fication regarding the iron cross, he stated that as well as being a depiction
of anger, it represented the devil. Although Jake’s third piece of art
answered the question of what positive anger looked like, his response in
a painting of the BMX bike was difficult to understand.
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The art therapist subsequently reviewed the scores of the Hostility
Inventory (Felsten, 1997) and the Locus of Control Inventory (Rotter,
1966) given during the anger management program in order to determine
whether there was an association between the artwork and the inventories.
Jake scored in the average range on the Hostility Inventory and in the “sit-
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uation specific” range of the Locus of Control Inventory. These scores
indicate that he believes he has control over the outcome depending on
the situation. His artwork suggests that he is capable of managing his anger
in a socially acceptable manner. In his second art piece, he drew anger as
chaos, which Kaplan (1998) interprets as an emotionally mature depiction
of anger. Jake was also very well aware of the cause of his anger (i.e., the
cracked bike frame). His art, when aligned with his scores, assisted me to
rate his ability to manage his anger as above average. Jake appears to har-
ness his anger expression and direct it to an area where he succeeds, such
as bike riding, as seen in his third drawing.

As the program progressed, Jake appeared to be relatively well-
equipped to cope with his anger. However, given that Jake’s imagery was
concentrated around bikes, the art therapist wondered if his focus on bicy-
cles when expressing anger was a defense mechanism.

In art therapy, you can only take a person where he or she is willing to
go. According to a psychodynamic perspective of art therapy, if an issue
needs to be addressed, the subconscious will express in the art, in the form
of a symbol. One of Jake’s symbols that I wished to explore further was
the “iron cross,” by asking questions such as “Where does it comes from?”
and “What does he associate with it?” However, such insights may devel-
op slowly as the art therapist built a trusting relationship that would bring
out that information. 

Elizabeth (pseudonym)

Elizabeth, one of the younger group members, scored highest on the
Hostility Inventory. This rating increased twelve points from pre- to post-
test. She did not complete the second Locus of Control Inventory at the
end of treatment. She was a highly guarded individual. Elizabeth was
ready to strike out verbally at the slightest provocation. Therefore, the
approach used by the art therapist was to provide Elizabeth with adequate
space and freedom, while observing her closely. 

Elizabeth’s session two artwork was comprised of every color on her
paint palette dropped on a small page and folded over to mix and blend
all the colors together. It is roughly heart shaped with a fold in the middle
covering 80 percent of the letter-sized page. It was not a representational
piece of art; instead, it was entirely an expressive process piece. Initially,
she resisted making this art piece; however, she did it at the end of the ses-
sion in a very short period of time. Elizabeth handed it over without writ-
ing a journal entry and with resistance being expressed in her body lan-
guage. When asked to describe her work, she stated in a challenging man-
ner, “this is my emotions all mixed up.” Her strong enunciation of this
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phrase indicated that I “should not even try to make sense of this piece.”
In contrast, her session ten art piece was very representational (Figure

3.3). It was a drawing of two houses with names and a stick figure between.
Her mother is depicted as the house on the right with flames and devil-like
horns. Elizabeth (“me”) is the stick person in the middle with another
house on the other side labeled “Dad.” In her journal, she wrote, “my par-
ents are separated.” Although not verified with Elizabeth, I would suggest
that this artwork communicates her feelings in the first art piece. As is
often the case in art therapy, observing Elizabeth’s subsequent artwork
facilitated my understanding of her first art piece. 

Her session eleven piece is indicative of her coping skills, her level of
maturity and her current situation (Figure 3.4). It depicts dollar signs, a

Images of Anger from Adolescents 47

Figure 3.3.

Figure 3.4.



stick person, and the statement “Daddy said I could.” Her journal stated,
“when I get angry, Daddy lets me do anything.” 

Elizabeth’s art and test scores graphically describe the very chaotic
world in which she had little or no control over the outcome. Based on her
depiction of her mother, the art therapist wanted to investigate their rela-
tionship. She seemed to be mixed up and stuck in the middle, yet sepa-
rated from both parents. Her depiction of her mother suggests that the
nature of this relationship needs to be further investigated. Perhaps she
was not getting along with or was blaming her mother for the parents’ sep-
aration. 

Her art also showed a less advanced level of emotional development.
Her first abstract piece of art was probably not an actual expression of
anger so much as it was an expression of how she felt that day. Her sec-
ond anger piece was representational, and hence a depiction of the cause
of her anger and not an understanding of the experience of anger. 

This is an excellent example of ways in which a person’s art may reveal
the cause of one’s behavior via the art. Elizabeth maintained her protec-
tive exterior throughout the sessions, but she still managed to “display”
her world to the art therapist. Elizabeth had issues of anger regarding the
events of her life, which came to the surface in her art expression. She had
started to identify her feelings through art by the end of the eleven weeks
as evidenced by an advancement from the “mess” of feelings to identify-
ing one of the causes of the feelings. Given the representation of her moth-
er with horns and fire in the piece from session ten, I would postulate that
Elizabeth would need to address issues concerning her mother. 

Tigerlily (pseudonym)

Tigerlily’s artwork was the most demonstrably aggressive in the group.
Her artwork also demonstrated the most change over time. She lived with
her parents, a situation that was far from stress free. She was regularly “get-
ting kicked out of the house” for not living her life according to her cul-
tural tradition. She also has a police record.

Early in treatment, her artwork expressed fantasies about killing
whomever had wronged her. The artwork completed in session two (no
figure as it is a striking likeness to person involved) depicts her murderous
rage toward a carefully drawn figure who was shot and stabbed several
times. The individual’s name was at the top of the page dripping in blood
as are all the wounds. Her journal says, “I lost my temper at a guy who
called me a fat b----. This is him dead. I don’t care, he deserves it.”

Her session ten art piece reflects a dramatic change. This art expression
was a response to the same question as in session two, which occurred two
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months earlier (Figure 3.5). It is a large, red, torn or cracked, bleeding
heart. Her description was “love brings hatred and pain. This is my bro-
ken heart bleeding anger in the form of blood.”

Tigerlily’s session eleven (positive anger) art piece was a depiction of
a bloody knife with three equal (=) signs, two black music notes, a box
with lines and a pencil representing writing on a white background. In her
journal she wrote, “when I am angry, I use writing poetry and music to
make me feel better.” 

Tigerlily demonstrates the need for the art therapist to understand the
whole story before attempting to assess a client accurately. Initially, she
drew an alarmingly murderous art piece that was followed eight weeks
later with a bleeding heart. The developmental level expressed in her art-
work went from concrete and highly controlled to a metaphorical piece
showing considerable change in her style of expressing anger (Kaplan,
1998). Her positive anger depicted her change in coping style from a com-
bative state to one that included calming activities that helped her to
process her world. 
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Her inventory tests’ results are interesting as well. In the Locus of
Control Inventory, her pre-test scores indicated her belief that she had lit-
tle or no control over the outcome of a perceived anger-provoking situa-
tion. In the post-test, her Locus of Control scores were significantly lower
than her pre-test scores. This outcome illustrates that she increased self-
control over the course of the eleven weeks. In the post-test, her Hostility
Inventory scores were still above normal. This hostility was also expressed
in her final piece of artwork, a depiction of a bloody knife with music and
poetry. However, the depiction of coping activities involving music and
poetry occupied more of the page than the knife. This phenomenon may
mean she attributes more power to the poetry and music than to the knife.
On the other hand, the visible connections from the anger (as represented
by the knife) to the music and poetry are somewhat tenuous, suggesting
that the relationship between anger and creativity is something that she is
still working out.

I was only able to get a glimpse into some of what made up Tigerlily’s
inner world during our eleven weeks together. However, Tigerlily
appeared to need the art expression and was very appreciative of the art
therapist offering that opportunity. Art making helped her to discover how
to manage her stressful world and to gain some confidence in herself. 

CONCLUSION

Upon reflection following the completion of the group treatment sessions,
it became even more apparent to me the importance of Moon’s (1998) per-
spectives about art making for adolescents. As previously mentioned, Moon
emphasized that making art is a way of making the symbolic mind a reality
by communicating what they could not, or would not, express in words. At
the same time, the adolescents learn another way of looking at, being with
and coping with anger, themselves, and their respective worlds through their
art making (Kaplan, 1998; Moon, 1998). Moon added that “Art is not a frill
or a filler, it is a necessary” for adolescents (p. 6). In other words, the ado-
lescent needs to learn that “one can battle one’s demons” in a balanced and
direct way using the art and yet still maintain control over one’s world.

A fundamental question, however, pertains to deciding who would bene-
fit from art therapy. Factors to consider include: (1) Has the individual voiced
an interest in art?, and is it a language that one is comfortable using?; (2) for
the person who has excellent verbal defense mechanisms, can the art be a
way of learning about one’s self indirectly and in a less threatening manner?;
(3) if the person is not very talkative, would she or he be able to tell you a
story in art work?; (4) does the individual need to resolve conflict with some-
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one (e.g., authority figures) who has control over him or her? For example,
if one brings together all members of a family and engages them as a group
using art materials, the comfort that the adolescent feels using the materials
may become a sense of control and power in a previously uncomfortable sit-
uation; and (5) has the adolescent spent a lot of time in therapy and “knows
the drill”? If so, switching treatment media from “talk” to art may be just the
break needed to assist the adolescent in self-expression. The art therapist’s
goal in this context is to channel and contain that angry energy of the ado-
lescent into the art rather than allowing it to manifest itself in a verbal or
physical manner. Once the built-up pressure is released through art making,
the adolescent may feel safe enough to discuss the anger in a more socially
acceptable way. At this stage, other methods of anger management can also
be taught to the adolescents to equip them to deal with a similar situation in
the future. They also may be able to rehearse new models of behavior
through the art making. However, art therapy is not for everyone; some
client motivation of the relationship building and peer support (in group set-
tings) are necessary for therepy to move forward. Given these elements, even
the most resistant can learn something about themselves, something that will
help them to become productive adults.
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Chapter 4

ART PSYCHOTHERAPY
TRANSFORMATIONS WITH

A SELF-HARMING LATE
ADOLESCENT FEMALE

ALAN BRIKS

SUMMARY

Art psychotherapy has been found to be particularly helpful for those
patients who have difficulty expressing or identifying feelings, those

uncomfortable with verbal communication, or conversely, those adept at
using words to hide their thoughts and feelings. The use of art in therapy pro-
vides an alternate, less threatening means of expression that enriches thera-
peutic communication. The purpose of this chapter is to illustrate how art
psychotherapy delivered by the author helped an adolescent female who was
experiencing self-harming behavior. An introduction to art therapy is pre-
sented first, followed by research and practice-based findings about its effec-
tiveness for adolescents who are experiencing mental health problems. Next,
the case study is presented to indicate Sue’s (pseudonym) responses, as
reflected in her artworks, through the opening and middle phases of an art
psychotherapy process. 

ART THERAPY PRACTICE: AN INTRODUCTION

Art therapy is a creative arts treatment modality involving the therapeutic
use of visual art expression within a professional relationship, used by peo-
ple who experience illness, trauma, challenges in living, and seeking person-
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al development (modified from American Art Therapy Association, 2002).
Art therapy practice is rooted in the psychoanalytic tradition, and many
practitioners have a psychodynamic orientation. However, they are often
eclectic in the sense that they may use aspects of Freudian, Jungian, or
humanistic/existentialist psychology, cognitive, family systems, as well as
other developmental and psychological theories in applied models of assess-
ment and treatment. Art therapy is a viable treatment for a wide spectrum of
populations including persons affected by psychological, developmental,
medical, learning, or social impairments. People of all ages and ethnic back-
grounds are served by art therapists in individual, couple, family, and group
art therapy (American Art Therapy Association, 1997). 

The treatment framework is dependent on patient/client need and budg-
etary restrictions and may involve brief, short- or open-ended, long-term art
therapy. Art therapy process commences with a phase of assessment.
Assessment protocols may be comprised of various art therapy assessment
techniques or standardized formats and projective art tasks. In the early
stages of therapy, the treatment goals will be jointly established between the
therapist and patient/client, with input (when indicated) from the referring
agent(s), parents, or guardians. The therapeutic process is periodically
reviewed and goals may be revised or changed. The patient/client and the
therapist review the art that has been created on an ongoing basis, as well as
at the time of closure, thereby contributing to the integration of the process.
Termination of treatment will optimally coincide with an adequate resolution
of the presenting concerns and achievement of treatment goals. The closing
phase will involve a review of the therapy, addressing the end of the thera-
peutic relationship, identification of what has been achieved, and what may
require further attention in the future.

A hallmark of art therapy practice involves the use of spontaneous art pro-
duction. Typically, the patient/client will be asked to create “whatever comes
to mind.” Spontaneous art permits the expression of a wide range of emo-
tions, fantasies, conflicts, wishes, fears, etc. The therapist may on occasion
suggest an open-ended directive art task with a specific rationale in mind.
Directive art tasks are often utilized in a brief or short-term art therapy
framework to enhance concentration on specific treatment issues.

OVERVIEW OF THE EFFECTIVENESS OF
ART PSYCHOTHERAPY FOR ADOLESCENTS

Art psychotherapy is widely recognized as a treatment of choice for ado-
lescents affected by mental health concerns. Several theorists agree that the
importance of fantasy and creativity is a way for troubled youth to commu-
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nicate personal experience (Blos, 1962; Esman, 1983; Malmquist, 1978;
Winnicott, 1971). For many adolescents, art production serves as a valuable
means of self-expression, while for some, it may provide their only vehicle
for social participation. Creativity and fantasy life are necessary for contin-
ued ego strength throughout the adolescent years. Creative processes con-
tribute to emotional maturation and can act as a healing force for develop-
ment that has been delayed or disturbed (Blos, 1962; Malmquist, 1978). 

An inherent problem in discerning an appropriate psychotherapeutic
treatment for the adolescent population has been to find an effective channel
through which a therapeutic relationship can be developed (Ekstein &
Friedman, cited in Esman, 1983). Having outgrown the therapeutic play
techniques used in early childhood, adolescents have not yet developed the
cognitive and self-observing capacities needed for traditional psychoanalytic
therapies. Inclined more toward action as a means of lessening tension and
warding off anxiety, adolescents are often reluctant therapy candidates who
do not readily engage in verbally-centered therapies (Esman, 1983, p. 141;
Linesch, 1988).

Art therapy addresses adolescent treatment needs through an activity-ori-
ented approach that encourages personal expression by way of art and the
creative process. Psychoanalytic theorists recognize that fantasy and creativ-
ity serve the preconditions essential to adolescent character formation. These
aspects provide adolescents a vital means to maintain ego strength and to
work through the intra-psychic struggles of this turbulent developmental pas-
sage. Fantasy and creativity contribute to the accomplishment of develop-
mental tasks of adolescence involving the process of separation-individua-
tion, psychosexual adjustment, and the quest for personal identity (Blos,
1962; Malmquist, 1978). Linesch (1988) maintains that although many clini-
cians recognize the potency of creativity to support adolescent development,
it is primarily the art therapists who have adapted this understanding to their
methods of treatment. Art therapy is a natural fit for adolescents because it
involves a developmentally appropriate, activity-oriented approach to psy-
chotherapy. The spontaneity and flexibility of the art therapy milieu are well-
suited to the treatment needs and temperament of teens. Artistic skills or
abilities are by no means a requisite for a productive engagement in art. In
fact, it is the art making that is emphasized as opposed to the esthetic merits
of the product. In the art therapy process, the adolescent’s struggles may be
expressed, identified, and worked through on the level of visual imagery.
Adolescent art therapy is utilized with individuals and groups or in the con-
text of family or dyadic art therapy. 

Adolescents present complex challenges to clinicians. Resistance to treat-
ment is likely to emerge. This resistance tends to be reduced in art therapy
because the focus is on creative activity rather than an exclusive emphasis on
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the client-therapist encounter. In art therapy, communication becomes
enriched through the production of visual imagery. Although adolescents are
reluctant to reveal their problems verbally, they are usually comfortable with
art. The opportunity to create visual imagery offers them an immediate, safe,
and often enjoyable forum for self-expression, and the process of making art
engages all the senses. Adolescents appreciate that in art making they are not
pressured to explain themselves (Riley, 1998). 

Art therapy is an effective treatment modality for the wide spectrum of
adolescent treatment issues and mental health disorders (Riley, 1998). It can
be particularly helpful in reaching withdrawn, almost totally non-verbal or
highly guarded youths; youth who feel uncomfortable relating with adults;
those presenting challenges to authority or oppositional/defiant behavior.
The use of art in therapy can serve as a bridge to enriched understanding
with adolescents across the cultures. Patients/clients who present with
intense emotions, as may be apparent with borderline personality disorder,
for instance, benefit from the symbolic expression of their feelings and dan-
gerous impulses in their art product. The art-making process provides youth
experiencing emotional breakdown or psychotic phenomena with a vehicle
to express their turmoil safely, connect with their inner world and emotions,
and rebuild their world. Art therapy has also been found to be highly effec-
tive with adolescents who are emotionally traumatized. For this group, cre-
ative visual expression affords an opportunity for them to put their verbally
inexpressible experience into tangible forms, thereby facilitating their poten-
tial for insight and mastery over the trauma. 

Although some adolescents may show an initial reluctance to engage in
visual expression, an art therapist can use supportive art techniques to assist
these youth in their adjustment to the art therapy milieu. The wide range of
art media, as well as various possibilities in how these may be used, provides
flexibility to suit individual personalities, preferences, variable moods, and
attention levels of this population. Adaptations to the equipment and accom-
modation of suitable art materials and techniques also make art therapy a
viable treatment approach for physically handicapped teenagers as well as
those affected by developmental disabilities.

Verbal communication is by no means diminished through a focus on
therapeutic art production; indeed, it may be substantially enhanced. For
example, Riley (1998) has commented on adolescents in art therapy: “when
they are not pressed to talk, paradoxically they will” (p. 21). Usually teens
want to talk about their imagery. The art production serves as a catalyst for
discussion, furthering communication of the individual’s concerns and issues,
while contributing to the development of the therapeutic relationship. When
trust is established within the treatment relationship, the depth of content in
art expression and level of rapport will be enhanced (McNiff, 1992).
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Symbolic visual expression and verbal discussion complement each other by
facilitating the enrichment of therapeutic communication. 

In addition, the adolescents’ sensitivity and perceptiveness are realized
through interaction with their visual imagery. The artwork created is often
significant and meaningful to the individual and can be emotionally charged.
Observation and dialogue with the completed image can raise awareness and
promote connection to their emotions (McNiff, 1992). These on-going
processes of integration and working through issues contribute to the poten-
tial for new directions and change. Creative expression plays a central role
toward enabling therapeutic transformations, while the art product will
simultaneously reflect those changes. 

In summary, based on my knowledge of the research literature and my
many years of clinical art therapy practice, the use of art psychotherapy with
an adolescent population is advocated for the following reasons: 

• It is applicable to adolescents at all developmental levels for the full spec-
trum of mental health issues and rehabilitation. 

• Art creates a positive association to therapy through an avenue of person-
al expression that is often enjoyable for adolescents, and less threatening
than verbal communication. Art offers a safe, transitional space for teens.
A focus on art may also help alleviate some of the common obstacles in
developing a therapeutic relationship with youth who are distrustful,
oppositional/defiant, often “non-verbal” or withdrawn. 

• Art in therapy can serve in bridging the nuances of cultural diversity and
may enable teens with physical handicaps and illnesses to enhance their
capacities for expressiveness. 

• Creative visual expression enriches therapeutic communication. Through
art, the adolescent may express a broad range of feelings, fantasies, and
inner conflicts. Similarly, the imagery that this expression evokes can
serve as a springboard for the development of meaningful rapport. 

• Artistic expression permits release or externalization of conflicted, dis-
turbed, or complex emotions; anxiety; and inner conflict. It can function
to order internal chaos, thereby providing a safe way to contain all emo-
tions.

• The art process can play a central role in securing or restoring identity,
thereby contributing to the integration of the personality, and in activating
an inner healing process. This aspect includes, for example, the promotion
of ego strength and self-esteem.

• Through creation and apprehension of their art, adolescents may connect
to their sensitivity or utilize their perceptiveness. That is, by reflecting on
their imagery, teens can become more closely connected with their feel-
ings, gain insight, and further their personal understanding. 
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• Art therapy is an activity therapy. The adolescent is encouraged to take an
active role in working toward his/her personal development. This aspect
can serve to reduce therapeutic resistances while promoting autonomy. 

• In the production of symbolic visual expression, ego defenses are main-
tained. The imagery content can be processed on the level of the symbol-
ic metaphor, thereby allowing the inner experience to be objectified and
issues to be addressed in a tolerable manner because defenses remain pre-
served. 

• Symbolic visual expression provides a “timeless” perspective, bridging
aspects of the youth’s past and present, as well as being predictive of future
directions. Art processes can permit safe regression and expression of for-
merly repressed emotions, conflicts and traumatic experience. The art
therapy process can be highly advantageous for working through issues
pertaining to unresolved emotional needs, loss and reparation, abuse, and
trauma. 

• The artwork or art series that the patient/client creates in art therapy is a
tangible, lasting product that can serve as a permanent record for review
of and reflection on the therapeutic process. 

CASE STUDY

The concepts of adolescent art therapy will now be illustrated through
a case presentation and a series of images selected from the early-through-
middle phase of a long-term therapeutic process. Treatment occurred at an
adolescent out-patient psychiatric unit. The patient, a seventeen-year old
female, who will be identified as “Sue” (pseudonym), presented with a his-
tory of abuse, family conflict issues and self-harming behavior. The thera-
peutic process with this highly motivated young woman was memorable
and provided a rich learning experience for me early in my career as an
art therapist. The visual imagery that she created throughout the course of
treatment was often vivid, illuminating the connection between process
and content. A presentation of selected images that Sue created, as well as
a discussion of aspects of the therapeutic process, will serve to illustrate
her therapeutic transformations.

A child protection worker from social services referred Sue to the ado-
lescent unit. Social services had originally been assigned to Sue’s fifteen-
year-old brother, who reportedly was having difficulties coping and was
severely depressed. On admission to the adolescent unit, Sue was report-
ed to be deeply depressed, suicidal, socially withdrawn, and suffering from
very low self-esteem. She had confided to the social worker that she
“scratches” herself, which was subsequently found to be an understate-
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ment.
The social worker provided additional information about Sue’s family,

whom she described as middle-class, transient, and highly dysfunctional.
The home was in an extreme state of disorder and was filthy.
Communication between the parents was strained. Although the parents
provided for the material needs of their children, they were emotionally
detached and neglectful of both Sue and her brother. There was reported-
ly no sexual expression between the couple. Sue was expected to keep
house and cook meals when her mother left the home on frequent trips,
so was cast into a premature maternal role. Sue had limited interaction
with her brother and eighteen-year-old sister. She was “the quiet one in the
family,” pleasing and cooperative. Sue had never dated and had only one
girlfriend whom she considered to be a close friend.

Sue’s mother had previously been treated for clinical depression, which
was linked to having given up her first child before marriage. Sue’s father
had a history of alcohol abuse. Her sister was hospitalized for anorexia in
the early stages of Sue’s treatment. An active court case was proceeding
pertaining to the family’s challenge of a social service recommendation
that Sue’s brother be hospitalized for psychiatric treatment at another
facility.

After conducting an initial art therapy assessment with Sue, I was taken
aback that the opening line of the psychological report stated, “There is no
overt indication of psychopathology.” That conclusion may have been due
to Sue’s ability to mask her conflicts, to appear to be coping and to be rea-
sonably well-adjusted. She was intelligent and performed well academi-
cally and presented with a neat and well-groomed appearance despite her
emotional turmoil.

Early art therapy sessions were devoted both to assessment and com-
mencement of treatment. Diagnostic impressions that the health team for-
mulated during the early phase of treatment included clinical depression,
presence of borderline personality traits, post-traumatic stress disorder
(PTSD), and a masochistic character structure. Other findings were in
accord with diagnostic features reported in psychological testing such as
the identification of mood swings, her detachment from emotional expres-
sion, inability to acknowledge her own anger, and her need to turn away
from adult sexuality. Mention was also made that due to the severe early
trauma and a lack of adequate emotional support from her parents
throughout her life, Sue had not internalized a positive image of herself
and others. 

Although art psychotherapy sessions were initially held on a weekly
basis, it became apparent after a short period of contact that she needed
two sessions weekly. Following approximately one year of therapy, Sue
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requested a reduction to one session per week, which we subsequently
maintained, except for the occasional additional appointment. Sue’s ther-
apeutic process had occurred over a period of three years, eleven months. 

In the early sessions, Sue’s presentation could be characterized as
guarded and extremely cautious. She seemed detached from her emo-
tions, dramatic, and at times “testy”; that is, she revealed self-harming
behavior as if to explore if the art therapist was truly committed to her
care. She demonstrated limited eye contact and said very little. Sue would
often silently rehearse her speech, with her lips faintly moving, and care-
fully edit her words before speaking. It became apparent that she was
experiencing considerable pressure from her parents to stop coming to
therapy. However, despite parental pressure, I sensed from the outset that
she was deeply invested in the therapeutic process.

Sue’s Creation of Images

During the initial assessment phase of therapy, I requested that Sue cre-
ate a variety of images in any order she wished. These images included:
(1) a pictorial collage; (2) a spontaneous image, the House, Tree, Person
(H-T-P) series of drawings ( J.N. Buck as cited in Hammer 1980); and (3) a
Kinetic Family Drawing (Burns & Kaufman, 1970), which is a picture of a
family doing something. The first image that Sue produced (not included
here) was a pencil drawing portraying a little house next to a tree, there-
by combining the house drawing and the tree drawings of the H-T-P series.
In the first session, there was limited rapport between the therapist and the
client and not much discussion about this image. Her line pressure was
quite faint; there were several breaks in the line and no ground-line was
used, suggestive of depression, fragile ego strength, and a lack of connect-
edness with the environment. The feeling tone conveyed in the image was
empty, isolated, and desolate. The house portrayed was rather inaccessi-
ble, with no doors or walkway, and only one small round window. Its
shape seemed to resemble a coffin, rather than a house. The tree appeared
barren as it had no leaves.

In contrast to the first picture, the spontaneous painting that Sue creat-
ed in the second session (Figure 4.1) was “charged” with affect. She
described the image as “a bright rainbow over a dark sea” and elaborated
on how the rainbow signified her feelings of hope. This image is sugges-
tive of the beginnings of a therapeutic alliance. The rainbow, which con-
nected one island in the sea to another, seemed to imply the development
of relationship between herself and her therapist. She was expressing,
through the transference, her hope in the therapy. In the image, little red
lines resembling “slashes” could be detected in the black sea area, in the
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rainbow, and in the upper cloud to the right. In this way, she may be
reflecting the “repetition compulsion” pattern to cut herself over and over
again. She represented the red color of blood in the dark band of sea.

On that same day, I had noticed dried blood stains on Sue’s left sleeve.
Although I provided an opportunity for her to raise the subject, she did
not discuss it. In a subsequent session, the blood on her white sleeve was
wet and literally dripping to the floor. I recall making a remark to Sue to
the effect that “It seems as though there is something you would like to
bring to my attention.” From that point onward, this topic and symptom
of self-mutilation became open to discussion. Sue explained that she had
been cutting herself several times per week during the last two years. She
indicated the cuts were most often inflicted to her arms, yet sometimes she
would cut other parts of her body. 

I had suggested to Sue that she could go to the hospital emergency for
treatment of the laceration. I offered to accompany her if she wished. She
responded that her cuts were not life threatening and that she did not wish
to be seen in the emergency department at this time. This was my first
experience in treating a person presenting with the symptom of self-muti-
lation. In the therapeutic interaction, I somehow managed to project a
sense of calm despite my squeamishness with blood. Between the time of
that late morning session and an early afternoon team meeting, I had
uncharacteristically left the clinic to swim at a local pool. Only upon later
reflection did I realize the connection between the swimming and my
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need for release and cleansing.
At the Adolescent Team meeting later that day, I received helpful guid-

ance concerning the matter of Sue’s cutting. This advice focused on the
value of going beyond the symptom, which was evidently not life threat-
ening, to concentrate on the emotions and underlying issues. Although the
team psychiatrist had considered prescribing medications, Sue was
opposed to using them.

In a subsequent session, Sue described feeling “bad and ashamed” after
cutting herself and expressed the desire to gain insight into this behavior
and to learn how to stop it. Stopping the self-abuse was an essential initial
goal of her therapy with me. Periodically during the therapeutic process,
Sue reflected on the various ways she made sense of this behavior: (a) a
“way to feel something,” “I like the pain,” which indicated to the therapist
that cutting was not an overt suicidal gesture; (b) “exciting,” which
appeared to me to be a way to stimulate herself; and (c) a means of cop-
ing with anxiety and channeling her sexual drive. Insights that emerged in
the latter stages of therapy were Sue’s realizations that cutting served as “a
way of being in control of my body,” and furthermore, it provided a way
to separate herself from her mother.

Stopping the self-abuse was a delicate issue to address. The art therapist
had to show a certain tolerance and flexibility with her cutting, yet he
needed to convey to Sue that stopping it was a prerequisite for continuing
therapy. Some of my questions to her were very focused: “Do you want to
continue hurting yourself?” or “Have you not experienced enough pain?”
I believed that Sue’s participation in art making would be an extremely
valuable tool for substituting the act of cutting herself. I had suggested to
her that when she experienced the urge to cut herself, she instead do a
drawing reflecting her mood, write about it, or paint the act of cutting. 

During some of the early art therapy sessions, Sue made several infer-
ences to being burdened by a dark secret. She would start to verbalize it,
uttering one or two words, but would then fall silent. In the twelfth session,
I suggested that she paint or draw what she could not say. I also suggest-
ed that it would be okay if she did not want to show me the picture;
instead she could paint over it. The black “cover over” shown in Figure
4.2 is in itself a highly significant image. Structurally, the grid she drew
seemed to serve as some sort of a barrier. If this were a human figure, the
red grid would be at the place of the genitals; if the figure were a face, the
grid would be at the place of the mouth. She revealed in a subsequent ses-
sion that her mouth and genital areas were aggressively violated in a sex-
ual assault.

In the following session, Sue began by creating a spontaneous marker
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drawing as shown in Figure 4.3. With a black marker, she portrayed a
memory of the trauma, a forced abduction and sexual assault that
occurred when she was ten years of age. She described how the perpetra-
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tor, a man of about fifty, coerced her to get into his car and “give him
directions.” He took her to a field and violently sexually assaulted her.
When it was over, the perpetrator put $2.00 in her hand, and abandoned
her in the field.

Sue’s attempt to tell her mother what had happened could only come
out in the form of a cue. She told her mother that a strange man had given
her $2.00. In her response to Sue’s description, her mother did not ask any
questions nor notice anything was wrong, yet took the money from her
daughter and put it in her purse.
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Figure 4.4 which was from the twenty-fourth session, illuminates this
young woman’s character, at a time when she is overwhelmed with anxi-
ety. She discussed the image portrayed as “a giant threatening bear claw
hanging over her head and several smaller claws tearing away at her
clothes and skin.” On one level, this image can be seen to be reflective of
a harsh and punitive superego, and on another level, it resonated with the
heinous sexual trauma that she had suffered as a child. The figure that she
drew had no mouth, as if she has been unable to express her pain out-
wardly. I followed her metaphor, and used this imagery to assist Sue to
identify the major difficulties and persecutory forces confronting her,
removing them “claw by claw” as it were. One claw was identified with
her sexual abuse victimization, another to feeling targeted by her father’s
aggression, another to her mother’s rejecting stance, another to feelings of
isolation in her social milieu, and so on.

Figure 4.5 was created by Sue in the thirty-sixth session. Although this
image of a scene of self-mutilation seems rather ghastly, the act of cutting
herself had actually ceased by this time (four months into therapy) and
had been symbolically substituted into the art making. There were, how-
ever, two later exceptions. The first reoccurrence of cutting was in reac-
tion to the judge’s comments in her brother’s court case to the effect that
her father was “a highly caring, protective, and concerned parent.” The
second occurrence was triggered by her mother’s response to being
informed by Sue that she had been sexually assaulted. She recounted that
mother showed little reaction and no compassion toward her. Although
morbid, the type of imagery seen in Figure 4.5 served to absorb her pre-
vious self-destructive acts. In processing it, Sue reflected on an incident of
the previous year when she had cut herself in the school bathroom and
smeared blood on the wall. On the day following this cutting episode, Sue
was quite upset when she discovered that the blood, which was her cry for
help, had been wiped away. She expressed her fantasy that “a dumb clean-
ing lady had washed it away.” Sue was now able to identify her feelings of
anger and sadness at her mother, who could not listen or understand her
pain. Sue’s mother appeared to be in denial about her daughter’s anguish
and self-harm. One illustrative example of the latter was when her moth-
er, upon finding a blood stained blouse in the laundry hamper, remarked,
“Oh, more pizza stains.”

I would like to emphasize that Figure 4.5 is not the most highly charged
drawing that she produced during this period. Indeed, Sue created numer-
ous disturbing images that expressed her deep-seated anger, anguish, and
pain. Her drawings reflected a number of themes. One significant theme
was her experience of the horror of sexual abuse. Another theme was self-
sacrifice in the family context. In an unsettling image that she entitled
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“Sacrifice to the Gods,” she portrayed her head as being severed from her
body. This decapitated head was lodged in a tree. The image revealed a
mind—body split. On certain levels, the sacrifice had seemed suggestive of
the wish to detach herself both from her body as well as from the family.
A portrayal of her self-mutilated arm served as an emblem for her strug-
gles and pain. Two images that she created served to express outwardly
what she termed “The Inner Demon.” Producing these images was cathar-
tic for Sue, a purging of the inner demon. 

At one point in her drawings, there was a symbolic transformation from
blood to red tears in the imagery, corresponding to the onset of a mourn-
ing process. Sue became more vivid and spontaneous in her presentation
and interaction. She began to display her feelings, often appeared sad, and
on several occasions, she sobbed during the sessions. She was demonstrat-
ing a deeper connection with her emotions than was previously evident.

Figure 4.6 depicts a young child and a young woman, which seems to
be a maternal figure. This pencil, charcoal, and marker drawing was cre-
ated by Sue while she was on summer vacation. It was discussed by the
two of us upon her return. This image imparts a theme of nurturance and
the emergence of a positive self-object. In this drawing, she was, I believe,
trying to communicate to the therapist her ability to care for herself dur-
ing her absence from therapy. Her associations to the image reflected an
important stage in her process. She identified the child on the left as the
emotionally needy and wounded child within herself and the figure on the
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right as a generous, caring young woman. Both figures are situated on
cold, gray, desolate sides of the image, while a focused beam of sunlight
shines between them. She described the pointed stone in the center of the
picture as an “obstacle” separating the two figures. In relation to that
image, Sue discussed her difficulties in reconciling and accepting her
childhood. This image reflects her struggle to achieve her goal of self-love
and integrate the wounded child within. On another level, it appears to
express her wish to be nurtured by the idealized mother whom she has
portrayed in the drawing.
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Figure 4.7, which was done a few months later, is a faint pencil drawing
that depicts the nature of her emotional experience of interacting with her
mother. Sue entitled this image “How It Was.” Her mother (who has no
physical disability) is portrayed as somewhat decrepit and handicapped,
standing in a rigid posture, and gesturing her arm for Sue to go away. Sue
portrays herself as feeling very diminished, and as experiencing a loss of
identity in front of her mother. The only figure that appears to stand with
a balanced, upright posture in this image is Sue’s cat. At this point in ther-
apy, Sue was expressing her feelings of anger and sadness concerning her
mother’s neglect and rejection. The title she chose for this image implies
her present attempts for change in regard to “standing up” for herself. She
was also searching for ways to separate or distinguish her identity from
that of her mother.

The next three images selected, Figures 4.8 , 4.9, and 4.10, which come
from sessions 126 and 127, were rendered with pastel and pencil. Sue stat-
ed that the first picture was a self-portrayal in which she is situated beside
a gorge with a great waterfall. In this dream-like fantasy scenario, she is sit-
ting near a cliff’s edge with her four cats. It is noteworthy that in reality,
Sue is very strongly attached to her family’s cats. Furthermore, in her
imagery, the cats appear to serve as a substitute family. Across the river,
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she observes three wounded animals: a rabbit, a dog, and a bird that have
been snared by hunters’ traps. In her discussion of this image, she spoke
of the brutality of the hunters and the suffering of the animals, whom she
feared would die. She discussed her figure’s helplessness and deep sadness
(symbolized by the waterfall) in her inability to help the animals and set
them free. Following our discussion, she spontaneously created another
image that included a log bridge above the waterfall, thus creating a route
of access over the gorge. Having now crossed over the bridge, she por-
trayed herself in the next image freeing the animals from the traps, and
subsequently bandaging their wounds while her cats watch her from the
opposite side of the gorge. In the following session, Sue completed the
triptych series of three inter-related images. In the last drawing, she has
brought the cats over the bridge and depicts the liberated animals recov-
ering from their wounds. She has built shelters for the animals, has band-
aged their wounds, and has nurtured and fed them.

The significance of these images is their expression of an active quest to
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repair the wounded self. Sue is able to work through her internal “split-
ting” (as graphically represented by the gorge) by establishing a link with
her past. The imagery illustrates her capacity for integrating the hurt and
the neglected aspects of herself. Through her identification with the ther-
apist, she becomes the healer who cares for the wounded animals. This
imagery is suggestive not only of the wish but seemingly the actualization
of liberation from the tyranny of the harsh superego. It marks Sue’s devel-
oping capacity for self-care. On another level, the liberation of three
trapped animals also appears to reflect Sue’s quest for repair within the
context of her family system. In reality and simultaneous to this phase of
therapy, Sue has taken personal initiative in arranging that she and her
two siblings commence a family therapy process.

A subsequent Figure 4.11 illustrates Sue’s struggle with a peer, during
her ongoing process of working through issues of victimization. She
described this picture as portraying a recent incident occurring in a bar.
Sue and her girlfriend had been seated in the last chairs available, which
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was an area close to the line of fire of an on-going game of darts. A prob-
lem arose because of her friend’s request that Sue sit closest to the dart tar-
get (or danger) area and Sue’s passivity in accepting that seat. The choice
not to use color in this image is suggestive of Sue’s affective inhibition in
the context of her peers within group settings. It also reflects her depres-
sion in playing the role of victim, which is a role she has played in the fam-
ily system. The focus of this session was on Sue’s efforts to increase her
capacity for self-assertion and to develop strategies in more directly com-
municating her feelings to significant others.

The final Figure 4.12 was completed approximately two years into ther-
apy. Sue described this relatively healthy drawing as reflecting her desire
to develop a slow-paced, intimate relationship with a gentle, understand-
ing young man. She entitled the picture, “Talking.” It was evident that her
prior sexual abuse had a significant impact on her inhibitions and avoid-
ance of intimate relationships. However, by this point, Sue had come a
considerable distance toward working through her experience of sexual
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abuse and related issues. In addition, her experience of a positive quality
of relationship with the therapist may have also contributed to her readi-
ness to risk entering a relationship with a boyfriend.

Concurrent with the course of treatment, Sue appeared to achieve the
developmental transition to young adulthood. This movement had been
apparent in some of her more recent imagery, in which she had begun to
portray herself as a sexualized young woman. Soon after the creation of
this image, Sue discussed the development of one short-term relationship
with a young man who was primarily interested in sex. However, a year
or so later, at the time of therapeutic closure, she was involved in a more
lasting, intimate relationship with a somewhat troubled young man whose
alcohol problem and emotional remoteness mirrored attributes of her
father. Although this may not be the optimum relationship she sought, Sue
described experiencing pleasure in her sexuality for the first time. In the
context of that relationship, she indicated feeling quite pleased with her
increased capacity for self-assertion and her ability to communicate her
needs verbally.

Latter Phase of Therapy and Therapeutic Closure

The remainder of Sue’s therapy afforded continued support and oppor-
tunity for her to refine processing of issues that have been previously iden-
tified. Sue had addressed on deeper levels her family conflicts, in particu-
lar working toward resolution of concerns pertaining to her relationships
with her mother and father. Other topics included broaching the obstacles
Sue encountered in developing an intimate relationship with her
boyfriend, in her body image and self-acceptance, while she had also
placed an increasing emphasis on the development of her personal auton-
omy. In the latter stages of therapy, Sue had been able to maintain regu-
lar part-time employment while continuing her academic studies. There
were no further episodes of self-harming behavior. In fact, there had been
marked development of progressive movement over the course of thera-
py, from a passive, victimized stance to an increased capacity for self-
assertiveness and self-care. Presenting with an increased level of self-con-
fidence, Sue reported having become more socially active, developing
new and satisfying peer relationships. 

Excerpts from Sue’s written reflections on her therapeutic process, pre-
sented during a session in conjunction with a therapeutic review in the lat-
ter phase of therapy follow: 

In the beginning of therapy I believe I feared myself and the world. I trusted
nobody, not even myself. . . . I had this thing in me I called Enemy that would
want nothing more than to hurt me. Anyway I feel completely or almost dif-
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ferent. I have found a friend within me, and a love of life. It’s a free feeling. I
no longer have the horrible, horrible dreams I used to. I’ve found strength. I’m
not as afraid anymore of the unknown, because I don’t feel alone anymore.
I’ve managed to overcome the need of cutting and hurting myself. I’ve man-
aged to stay in school and get a job and finally I have a guy friend. I find that
a major achievement for me. . . . I’m not afraid like I used to be. I can take risks
and feel good about it. I’ve made many new friends. . . . I like that. . . . I’m OK
now. I’m more honest I think, with myself, and others. I feel like I’m awaken-
ing from a dark, deep sleep. 

Therapeutic closure was initiated by the therapist due to my acceptance
of a clinical position in another city. Sue had made substantial progress
through her treatment process and was still benefiting from on-going ses-
sions. An adequate termination of therapy, involving review and integra-
tion of the therapeutic process and working through closure of the thera-
peutic relationship, had occurred over a period of three months. Although
Sue revealed fear and insecurity over the prospect of closure, it had
seemed apparent to us both that the treatment objectives had, in large
part, been achieved. Sue was not inclined to follow up with another ther-
apist at that time. Five years following the termination of therapy, I
received an update of Sue’s progress from a member of the out-patient
adolescent treatment team. Reportedly, the accomplishments achieved by
Sue in her therapy had been lasting. Sue had since moved away from
home, was supporting herself through steady employment, and experi-
encing success in a university program. Sibling therapy that had been ini-
tiated by Sue was said to have continued for several years with a produc-
tive outcome. 

In conclusion, art psychotherapy had been well-suited to address the
complex set of treatment issues presented by this young woman. The art
therapy milieu provided Sue a safe forum for personal expression and
enhanced communication. Symbolic art expression had also served as an
effective means to substitute physical self-harming acts, contributing to the
eventual elimination of these maladaptive behaviors. As trust developed
in the therapeutic relationship, the patient revealed courage in confronting
painful experiences of childhood victimization and emotional deprivation.
Through her art, Sue was able to re-enact early trauma and work through
its impact in subsequent processing. Artistic expression played a crucial
role in enabling the release of intense affect, while also furthering the inte-
gration of emotions. Imagery created through the treatment process
reflected therapeutic transformations illustrative of progressive move-
ments from isolation to experiencing quality of relationship, from self-
harming tendencies to self-care, thereby overcoming victimization by tak-
ing an active stance in life.
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Chapter 5

BREAKING THE MOLD:
USING POTTERY TO REBUILD LIFE SKILLS

MARGARET BENT AND GERALDINE TAYLOR

SUMMARY

This chapter illustrates the power of pottery used during occupational
therapy intervention at a community mental health facility. Centering on

a case study, the text traces the story of Claire, a freshman law student who
attempts to take her own life. This case study profile is based on a number
of clients who have received occupational therapy services at a community
mental health facility in England. All names have been changed to protect
the confidentiality of the persons involved. Through the medium of pottery,
Claire is able to communicate her journey from meaninglessness to mean-
ingfulness, isolation to connectedness, restraint to freedom, and dependence
to independence. As well as enabling the client to find a level of coherence
in the present, the therapy facilitates the development of life skills resulting
in a greater sense of hope for the future. Sections of Claire’s ten therapy ses-
sions are included, along with observations by the therapist, and some
extracts from her personal reflective diary. 

WHAT IS OCCUPATIONAL THERAPY?

According to Neistadt and Crepeau (1988), occupational therapy is “the
art and science of helping people do the day-to-day activities that are impor-
tant to them despite impairment, disability, or handicap” (p. 5). Activities in
this sense may include: personal care activities such as grooming, bathing,
feeding; work and productivity activities, for example, home management,
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job acquisition, retirement planning; and leisure activities such as hobbies,
sports, and crafts. Furthermore, the fundamental philosophy of occupational
therapy is based on the following three beliefs:

• People are individuals of worth and are inherently different from one
another

• Activity is fundamental to well-being
• Where occupational performance has been interrupted, a person can:

a. through the medium of activity develop the adaptive skills required
to restore, maintain or acquire function, and/or

b. Modify activity in order to facilitate occupational performance
(Turner, 1996 p. 5).

It is critical, therefore, for occupational therapists to look beyond the
immediate diagnosis and to understand the unique difficulties the person is
facing. This is considered the “art” of the profession. The therapist is inter-
ested in how the person’s roles, and daily occupations that constitute those
roles, have been impacted by the disorder or disease. In addition, the thera-
pist will examine environmental factors that may be influencing the person’s
performance of his or her occupations. Environment in this sense may
include physical surroundings as well as the social and emotional climates
that make up the person’s world.

As it is in the nursing discipline, the “science” of the occupational therapy
profession is the theoretical grounding that commonly guides practice.
Although theory is an integral part of the occupational therapy process, ther-
apists may have to adapt the therapy to meet the specific needs of the per-
son with whom they are working. Schell (1998) describes this process as a
“meta cognitive analysis” (p. 90). However, it is more commonly known as
clinical reasoning. Occupational therapists use clinical reasoning to plan,
direct, perform, and reflect on their practice. Schell suggests this is a “com-
plex, and multifaceted process” (p. 90), as it requires the therapist to use a
“different mode of thinking, depending on the nature of the clinical problem
they are addressing” (p. 93). One of the guiding approaches commonly used
in occupational therapy is client-centered practice. This approach, which can
be viewed as an extension of Carl Rogers’s (1942) client-centered therapy,
has four distinctive assumptions:

• The client establishes the agenda for therapy
• The only relevant frame of reference for therapy is that of the client
• Dominance of professionals in the process of therapy is counter-thera-

peutic
• Therapists cannot actually promote change but can help to create an

environment that facilitates change (McColl, Gerein, & Valentine, 1997,
p. 512).
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Thus client-centered practice can be used by occupational therapists to assist
individuals in identifying and achieving their personal goals.

Bonder (1997) states that “occupational therapy focuses on what people
do: whether they can do what they need and want to do and whether their
lives are meaningful and satisfying” (p. 314). Furthermore, this author
emphasizes the role of psychological factors in guiding people’s ability to
make decisions about what they want to do, and their ability to assess their
level of satisfaction with their activities. These factors exert a powerful influ-
ence on the needs, perceptions, and evaluations of the individuals’ world in
the context of their personal experiences.

CASE STUDY

Jessica (pseudonym) is a senior occupational therapist who works with
Southside Community Mental Health Team. She graduated five years ago,
and after working in a State psychiatric hospital for two years, took a
newly created position with the Southside Clinic Team. She thrives on her
work in the community, believing that it provides the most realistic and
meaningful environment in which to work with people who are experi-
encing mental distress.

Jessica quickly reads the referral. From the details dictated by Dr. Lewis
(pseudonym), the consultant psychiatrist, her understanding is that this is
a request to provide follow-up for a young girl who has recently attempt-
ed suicide. Claire—law student, overdose, 5-day in-patient admission, major
depression, sertraline hydrochloride (Zoloft) and buspirone hydrochloride (BuSpar),
stable, supportive family, discharged Friday, please see a.s.a.p. Jessica laments
the fact that she rarely, these days, receives referrals prior to the person’s
discharge from hospital, and that, increasingly, these brief threads of
someone’s life are her sole introduction to a person who is in pain.

Preparing for the Initial Assessment of Claire (pseudonym)

Jessica phones Susan, the occupational therapist who works for Dr.
Lewis to inquire about Claire’s previous occupational therapy program
while she was in the hospital. Susan informs Jessica that she carried out
some ADL (activities of daily living) assessments with Claire when she was
first admitted and did some kitchen activities with her before she was dis-
charged. Susan’s findings indicated that Claire’s attention span had been
variable, that she had difficulty initiating tasks, and that she needed
prompting to complete activities, although these were all improving by the
time of discharge. Additionally, Susan reports that Claire rarely interacted
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with others on the ward, and she found it very difficult to talk about what
had led to her suicide attempt. Susan concludes by saying, “Claire is a
lovely girl, with a very supportive family. I think she would benefit from
your help to get her back on track.”

Having worked many years as an occupational therapist, Jessica is
familiar with the pace of in-patient facilities, the pressures for discharge,
and the anonymity of working with people, removed from their own
familiar environment. The information about Claire, however, is sparse
and leaves Jessica with many questions. What has led Claire to attempt to
take her own life? What did her hospital admission achieve? What are the
specifics of her family background? 

Jessica telephones the number on Claire’s referral sheet. A man
answers, rather abruptly. Jessica asks to speak to Claire. A timid, young
voice announces, “I am Claire.” Jessica explains that Dr. Lewis has asked
her to see Claire with a view to providing some follow-up since her recent
discharge from the hospital. Claire does not respond. Jessica asks Claire if
she would like to meet with her and suggests a date and time. Claire says,
“Sure, if you’d like,” rather flatly. Jessica confirms the appointment, and
states that she is looking forward to meeting her.

Session 1

Jessica has had a busy morning, but she has managed to have a few
moments with Dr. Lewis: “I’m going to see Claire this afternoon, the
young girl who recently attempted suicide that you asked me to see.” Dr.
Lewis takes a few moments to recall Claire and thanks Jessica for seeing
her. He adds a few more details: “She stabilized pretty well on the Zoloft;
her sleep and appetite improved while she was in the hospital, and her
father was very helpful regarding her discharge. He’s going to arrange
some extra tuition for her to get her through her first year of law school.
Anyway, it will be good if you can help her increase her attention and
sequencing skills, so she’s able to continue with her studies.” 

Jessica’s next task is to meet with her certified occupational therapy
assistant (COTA) and discuss ideas for the gardening group they planned
to start at the Southside Clinic. By the time this meeting is finished, Jessica
only has ten minutes to prepare for her first session with Claire.

Jessica uses a number of evaluation techniques in order to build up a
picture of a person’s occupational performance level. According to
Denton and Skinner (2000) occupational therapy evaluations with persons
who have mood disorders should include:

• The client’s history and prior functional level in ADL, work, and other
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productive activities.
• An overview of functional activities that the client can and cannot per-

form.
• The client’s and family members’ needs, plans, and goals.
• The client’s rehabilitation potential.
• The underlying components causing the functional performance

deficits.
• Contextual factors affecting the client’s functional performance (e.g.,

environmental, age, general health). (pp. 3–4)

There are numerous occupational therapy assessment tools that can be
used in mental health practice. These include, but are not limited to, the
following: observation; interviewing; functional assessments; assessments
based on object relations theory; assessments based on the model of
human occupation; assessments based on skill acquisitional theory; assess-
ments based on biological theories; checklists; and computerized assess-
ments. Hemphill-Pearson (2000) provided an overview of how these
assessment tools can be used either singly, or in an integrated way, to con-
duct a comprehensive evaluation.

Generally, Jessica uses observation and interviewing as her tools of
choice for the first meeting, or screening. Since she is an experienced ther-
apist, this does not require much preparation other than using a semi-
structured interview format based on Denton and Skinner’s (2000) factors
listed above.

Jessica’s secretary announces that Claire is waiting to see her in the
reception area. There she finds a young girl sitting rather awkwardly with
an older man standing nearby talking on his mobile phone.

On seeing Jessica, the man looks at his watch, hurriedly ends his phone
call, turns towards Claire, and says, “I’ll be back in an hour to pick you
up.” Jessica steps in quickly and introduces herself to both of them. The
man nods and hastily exits from the reception area. Claire gives Jessica a
quickly fading smile, “That’s my dad. He’s very busy . . . has to get back
to his office—he’s working on an important case.” Jessica touches Claire
lightly on the shoulder and ushers her towards one of the interview rooms.

Jessica observes that Claire is tall, of medium build, slightly athletic, and
stunningly beautiful. She has pale, clear skin. Her eyes are a deep, intense
brown, and they are darting around, taking note of the details of this
strange new environment. Her face is framed with brown-red shoulder
length hair that looks shiny and freshly brushed. She is wearing a long
brown cotton skirt, boots, and a brown suede jacket. Silver rings glint as
she clutches her leather handbag. She has a “good girl” air about her, as
she waits for Jessica to indicate that she may sit down.
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Jessica introduces herself again and explains her role. Claire looks
towards Jessica intently but does not respond or offer any signs of engage-
ment. Jessica continues, outlines the purpose of the interview, and asks
Claire if this is something she is willing to take part in. Claire nods, looks
down, and begins to play with the strap on her handbag.

Jessica explains that Dr. Lewis has asked her to see Claire and that he
has told her a little about her suicide attempt and admission to hospital.
Claire continues to look down, and winds the strap tightly around her
index finger. Jessica adds, “I understand too, that Susan, the occupational
therapist, also worked with you while you were in the hospital?” 

Claire lets go of the strap, which unravels with the loss of tension. “We
made a sandwich,” she says in a timid voice. 

Jessica continues, “Perhaps we could start with you telling me a little bit
about yourself?” Claire offers a string of facts: twenty-one years old; stu-
dent at the University; one older brother; father (successful attorney) and
stepmother at home. Jessica makes a note about the stepmother, with a
question mark regarding the whereabouts of her real mother. 

Suddenly Claire clears her throat and says, “I’m a student with the law
program, in my second semester. It’s not going well. I don’t have any
friends.” She stops abruptly and returns to playing with her strap. Jessica
wonders whether to stay with the issue of Claire’s lack of friends or to try
to obtain more information about Claire’s background and her difficulties.
Claire is clearly not at ease with volunteering information.

Jessica continues to gather some background information from Claire
but detects barriers especially when discussing home life. She moves away
from this area, intending to return when they have built up more trust. She
returns to the issue of Claire not doing well at University. Claire is factu-
al, displaying no emotion when discussing poor grades, repeating some
classes, and not keeping up with the workload. Jessica moves on to
Claire’s lack of friends. Claire offers that everyone else seems to have
friends, but no one has really been prepared to be her friend. Jessica says,
“I wonder how you feel about friendships; I wonder how important they
are to you?” Claire looks down and shrugs.

Jessica draws Claire’s attention to the fact that there are only ten minutes
left for this session. “Is there anything, Claire, that you would like to focus
upon?” Claire seems to be trying; her mouth is working, but she is not
speaking. She looks down. Jessica offers, “I wonder if there are things you
would like to say, but at the moment it’s too difficult. Something is stopping
you. Perhaps it’s too painful?” Claire nods. Jessica nods too, accepting this.

“I’d like to meet with you again: Tuesday afternoon at the same time?”
Jessica offers Claire an appointment card. She takes the card, and places
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it carefully in her jacket pocket and leaves the room very slowly while gaz-
ing at the floor.

Jessica spends a few minutes in the interview room reflecting on the ses-
sion. Her overriding impression is a feeling of emptiness. She feels blank,
helpless, and concludes that the session was full of nothing. Two major
questions concern Jessica. Has she responded to Claire’s passivity with too
many questions? Has this felt persecutory? 

Session 2

Jessica wonders if Claire will attend this second session or if she, or her
father, will phone to cancel. 

Intending to provide a more structured framework for their next ses-
sion, Jessica goes to the shelf of medical and therapy texts. She reaches for
the Diagnostic and Statistical Manual of Mental Disorders (DSM-IV)
(American Psychiatric Association, 1994). This text sets forth the criteria
that must be met for a mood disturbance to be considered pathologic. She
thumbs the pages until she finds the criteria for the diagnosis of major
depression. She scans the page: 

five (or more) of the following symptoms . . . present during the same 2-
week period . . . change from previous functioning . . . depressed most of
the day . . . markedly diminished interest in almost all activities . . . weight
changes . . . insomnia . . . psychomotor agitation . . . feelings of worthless-
ness . . . diminished ability to concentrate . . . recurrent thoughts of death.
(p. 356)

This list of cold, impersonal facts seems to Jessica pitifully inadequate for
describing Claire. And yet, this is the diagnosis Dr. Lewis has given her. 

There are no definitive blood tests that indicate whether or not a per-
son has depression and render a definitive diagnosis of a disorder as com-
plex as depression. Thus, the DSM-IV has reputedly become psychiatry’s
standard reference. Soloman (2001) stated that the problem with using this
text as a definition is that it is entirely arbitrary. He added that “there is no
particular reason to qualify five symptoms as constituting depression . . .
[indeed] even one symptom is unpleasant. Having slight versions of all the
symptoms may be less of a problem than having severe versions of two
symptoms” (p. 20). He concluded by asserting that the only way to find
out whether a person is depressed is to listen.

There has been no phone call to cancel the session. Jessica scans her fil-
ing cabinet for assessment tools. She pulls out two: The Role Checklist
(Oakley, Kielhafner, Barris & Reicher, 1986) and The Interest Checklist
(Klyczek et al., 1998). The secretary phones through, “Claire is here.”
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Jessica starts the session. “Thank you for coming.”
Claire: “I have to come, don’t I?”
Jessica: “ You feel you have to come because . . . ?”
Claire: “Because of what I’ve done, because of my family, because of

my course, because of everything.”
Is Claire allowing Jessica an opening into her world? Jessica knows that

she must respond gently.
Jessica: “And because of Claire? What about Claire?”
Nothing. Claire’s eyes glance down. Her fingers engage with handbag

strap. There is more silence.
Claire: “Where is all this going?” 
“All this?” Jessica echoes, feeling that in those words, Claire is echoing

something else, something said to her.
Claire: “All this talking.”
Jessica: “I’d like to learn more about you, Claire. I wonder if we could

work together on finding out more about you, who you are, what you
would like to do with your life.”

Claire gives a fleeting smile: “That’s going to be hard.”
Claire remains silent, and Jessica continues, “It seems that somehow

Claire has got lost.” Claire nods.
Jessica: “I wonder if we could try to find her together?”
Claire’s expression gives nothing away, and although Jessica feels

Claire has withdrawn, she does not feel it is a blocking withdrawal, more
that it is a tiredness, possibly due to the intensity of focus on herself in the
therapy room. More than half of the session is left. Jessica feels the time is
right to change the pace.

“I wonder if you’d be willing to fill out these questionnaires for me? I
use them to help me find out more about a person’s interests and roles.”
Claire’s eyes dart towards Jessica. She takes the clipboard, and grips the
pen tightly. Jessica watches as Claire carefully, and systematically, com-
pletes the task. 

Jessica decides to review The Interest Checklist first. Of the possible
eighty-one items, Claire has marked six: sewing, reading, popular music,
photography, painting, and mosaics. In addition, she has ranked these as
casual interests, not things that she has done in the past three months or
that she has a strong interest in. Jessica notes that these are all solitary
endeavors. “Tell me a little more about these things that you’ve marked.
When was the last time you did any of these?”

Claire replies dismissively, “I read a few magazines while I was in the
hospital.”

Jessica: “Can you tell me more about these art activities, Claire?”
Claire: “I used to do these with my Nan before she died. But not now.”
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Jessica gently asks what kind of art things she did with her Nan. Claire
looks down, her fingers tight round the strap. A tear slides down her face.
“We did all sorts of things, crafts, painting, dressing up, acting, singing.
Anything to get away from the blackness.”

Jessica: “Blackness. . . .”
Claire: “Mum’s death.” (She lifts her face up, eyes directed straight into

Jessica’s.) “She killed herself.”
Jessica: “I’m sorry, Claire, that must have been very hard for you.”
Claire: “Yea. Well. My Nan and I did those art things to take our minds

off what happened. But dad didn’t like it. Said I needed to concentrate on
my studies if I was going to make it to law school.”

Jessica: “So he discouraged you from doing your art?”
Claire: “Yes, so I stopped. He put all my stuff in a trunk in the attic.”

Her head drops. She looks like a docile child awaiting her next instruction.
Jessica: “And you haven’t done any for a long time.” The clock is tick-

ing. “I wonder if you’d like to see what we do here?” Claire nods and rises
immediately, her rapid body response at odds with her previous passivity.

Claire follows a few paces behind Jessica to the practice kitchen, the
gym, the group rooms, the garden, and then the pottery room. Claire
enters the room and scans the shelves. Her eyes focus on a clay mask. She
walks over to it and traces the profile with her fingers. 

Jessica: “Sometimes people find it easier to express their thoughts and
feelings by doing something like pottery.”

Claire: “Did someone who comes here make this mask?”
Jessica: “Yes. I wonder if this is something you’d like to do?”
Claire nods, and they arrange to meet the following week in the pottery

room. Jessica accompanies Claire back to the main reception area.
Outside she can see Claire’s father sitting in a large black BMW. He is talk-
ing into his phone and writing on a document pad.

Jessica returns to the pottery room and looks at the clay mask. She
believes that showing Claire around the facility, especially bringing her
into the pottery room, was fruitful, particularly because of Claire’s interest
in art. There is, she feels, an unspoken and fragile agreement that she and
Claire will work together.

Session 3

After reviewing her notes on Claire, Jessica examines The Role Checklist.
There had not been time to discuss this during their last meeting, and the
answers Claire has given provide valuable insights about how she views
herself and her current roles. This questionnaire is divided into two parts.
The first part consists of ten roles (e.g., caregiver, friend, student, worker),

84 Creating Connections Between Nursing Care and Creative Arts Therapies



for which the respondent is to indicate whether it is a past, present, or
future role. Claire has listed two present roles—student, and family mem-
ber, three past roles—caregiver, friend, and hobbyist, and one future role—
worker. Jessica is particularly interested in her past roles. Who was she car-
ing for? Why has there been a change in the way she views herself as a
friend? Furthermore, there is a confirmation that her art activities have
“been stopped.” The second part of the questionnaire asks the respondent
to indicate the value or importance of these roles. Claire has noted that
being a student and a hobbyist are somewhat of value to her, whereas
being a friend and a family member are very valuable. Jessica plans to use
this information to explore Claire’s perspective on her life roles in ways
that are outlined next.

Claire enters the pottery room, looking slightly uneasy. She sits down at
a table.

Jessica: “It’s good to see you, Claire. I wonder if you had any further
thoughts about our plans for today.”

Claire: (quietly and as though frightened by her agreement) “It’s fine.” 
Jessica begins by showing her some items that have been made by other

clients who attend the Southside Clinic, including a photo frame, a trinket
box, a small bowl, and a rose. In addition, she points out several books on
pottery and some instruction cards on clay projects. Next, she gets out a
lump of clay that has already been wedged and asks Claire what she
would like to make.

Claire shrugs her shoulders, and asks Jessica “what she’d like to do.”
Jessica decides that the time is right to explore what is happening between
them.

Jessica: “This is your session, Claire, but you’d like me to tell you what
to do. I’m wondering if there’s anything you would like to make for your-
self?”

Claire appears to become angry; her fingers are clenched, and her eyes
are directed at Jessica. 

Jessica: “You appear to be angry, Claire.”
Claire: looks away: “I’m sorry.”
Jessica: “Sorry, because . . . ?”
Claire: “I got angry.”
Jessica: “Angry with . . . ?”
Claire does not answer. Instead, she gets up, walks towards the book-

shelves and starts flicking through the pages of the pottery books. After a
while, Jessica comes over to her.

Jessica: “Perhaps it would help if I suggested a few things?” She recom-
mends a coiled pot, a pinch-pot owl, or a clay rose.

Claire looks intently at Jessica as though trying to guess what Jessica
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would like her to make. Then she states, “I’d like to try making a rose.”
Jessica, pleased that Claire has made a decision, senses that Claire really
wanted to say, “I’d like to try to make a rose for you.”

Jessica produces the instruction card and says she will make a rose also.
She thinks it might be easier for Claire to talk if they are both engaged in
an activity. Jessica rolls out the clay and traces some petal shapes with a
small utensil. Claire follows. Jessica notices that Claire is almost obses-
sively detailed, following the directions to the letter, ensuring that each
petal is exactly the same size and shape as the example. She constantly
seeks reassurance from Jessica and is dismissive of her own efforts.

Claire: “Your petals are much better than mine. . . . I wish I could do
ones as good as yours. . . . This isn’t good enough to fire.” 

Jessica notes that this may indicate Claire regards her work as not good
enough to be permanent, that she hasn’t got enough to offer, or hasn’t
given enough.

Jessica understands that Claire is functioning at a fairly young level—a
child, wanting to be reassured, to be approved of. She appears to Jessica
as being in search of a mother figure, someone to copy, to please. This
level of projection is often a characteristic of this early stage of therapy.

Claire: “This isn’t good enough to fire, is it?”
Jessica: “Decisions can be difficult for you, Claire.”
Claire: “I don’t know the right thing to do.”
Jessica: “The right thing?”
Claire: “What people want me to do.”
Jessica: “You wanted me to tell you that you were doing the right thing

when we were making the roses. And yet, I was remembering that you did
so much artwork with your Nan, and I was admiring your skill with those
little details on the petals and the way you persisted until they looked
real.”

Jessica feels that the ensuing silence between them is a comfortable one.
Jessica reminds Claire that the session is almost over. Claire suddenly

looks at her watch; her body tenses, and Jessica can sense Claire’s anxiety.
Jessica remembers that Claire’s father has been transporting her to these
sessions.

Jessica: “Your dad will be collecting you? Claire nods.
Jessica: “I’ve noticed that he delivers you and collects you, Claire.”
Claire: “Yea, a parcel, that’s me.” They share a moment of laughter. 
Jessica: “I’m going to put my rose in the kiln, and it’ll be ready to glaze

at our next session. Would you like me to put yours in, too?”
Claire: “OK, give it a try.”
After the session, Jessica writes a few notes in her notebook to act as a

prompt for when she comes to write up Claire’s chart at the end of the day.
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Difficulty making decisions, constantly wanting reassurance, lacking assertion, pas-
sive. But I believe the laughter has firmed up our relationship. She then notes that
she has gained insights about Claire’s strength in this session. Claire has
experienced a lot of emotional upheaval; she may have to protect herself against her
father, and probably has not been allowed to mourn the loss of her mother or her
grandmother. Yet, she is coming here, it’s so hard for her, but she’s trying. Jessica
ends by recording that there are several goals she thinks Claire could
begin to work on now and that these could all be addressed through their
pottery sessions: making decisions; being more assertive; acknowledging
her skills and abilities; being able to problem-solve independently; and
renewing her role as a friend. 

Session 4

Jessica begins this session by asking Claire a question: “May I tell you
what I feel I know about you, Claire?”

She gives Claire an overview, including information gained from the
interviews, assessment tools, and her observations of Jessica’s behavior
during the pottery activity. She concludes by saying that she thinks there
are a number of areas on which they could begin to work. Jessica asks
Claire if she has built up a true picture and if these are the kinds of things
she would like to work on as goals.

Claire: “You’re right about me, what you said.” She continues, 
“I don’t know if I can. I might have forgotten the way to do these

things.”
Jessica explains that it is natural to feel like this at the beginning but that

together they can work on smaller goals and progress gradually. She sug-
gests that they agree to meet for six more sessions and that Claire should
choose two short-term goals to address first. 

The reaction from Claire is mixed. Whereas her level of engagement
shows her interest, her eyes closely examine Jessica’s assessment report.
However, her immediate reversion to a child role shows that her condi-
tioning against taking initiative continues to be strong.

Claire: “You choose the first two goals.” 
Jessica: “Shall I give you some options for your first two goals, and then

perhaps you could come up with one other goal yourself? Shall we do it
that way?” 

Claire agrees, signaling her reluctance by moving away from Jessica
back into her chair. She listens to Jessica’s suggestions and then slowly
chooses the following goals:

1. By the end of the session, Claire will make one decision regarding the
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glazing of the clay rose independently and without asking for reassur-
ance. 

2. Claire will, with the aid of resource books, independently choose a new
pottery project by the next session.

Jessica waits for Claire’s third goal, and finally it comes: “The parcel
will drive herself here next week.” They smile, acknowledging this joke
between them. 

Claire succeeds with the first goal. She chooses to paint her rose with a
deep cerise glaze. Jessica shows delight in this aspect, yet is careful that her
praise does not sound like a reinforcing parent.

Jessica: “That’s a beautiful choice of color, Claire, I’ve seen roses like
that. Cerise roses always look like they’re made of velvet. You’ve captured
that.”

Jessica suggests that Claire work on goal number two for homework.
She encourages Claire to take several pottery magazines home and to
come next week with a decision for her second project. 

Jessica inquires if Claire ever does journaling. Claire replies that she has
done so. 

Jessica: “Sometimes it can be helpful to remember our feelings in a jour-
nal, Claire. I wonder if you would like to record what feelings came up for
you in our session today?”

Following Claire’s departure, Jessica writes up the goals in Claire’s
chart. She believes that their relationship is more collaborative now and
that the therapy is becoming client-centered. There is a real sense of cama-
raderie. Much of Claire’s background and her feelings, however, remain
unexplored. Jessica makes a note to discuss these aspects during her super-
vision group as she feels it would be valuable to share perspectives on her
work so far with Claire.

Within the mental health arena specifically, supervision is “an intensive,
interpersonal focused, one-to-one relationship in which one person is des-
ignated to facilitate the development of therapeutic competence in the
other person” (Loganbill et al., 1982, p. 4).

Session 5

Jessica has Claire’s rose, glazed and fired, looking fragile but beautiful,
ready for her to see. Claire comes into the room holding her journal tight-
ly. Jessica notices that the pottery magazines are crumpled and placed
towards the back of the journal. 

Jessica: “It’s good to see you again, Claire. Are those car keys I see in
your hand?” 
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Claire nods but does not return Jessica’s smile.
Jessica: “You drove yourself here today. . . .”
Claire, with her eyes down, motions her chin upwards. 
Jessica: “Something has happened, Claire. Something has upset you.”
Claire: “It’s pointless being here, it’s not helping me get back to law

school. And my dad says he doesn’t know why he’s paying for me to come
here and have fun.”

After a few moments, Jessica asks: “Do you want to go back to law
school Claire?”

Claire: “Well that’s the plan.”
Jessica: “Whose plan, Claire?”
Claire: “My dad’s and my stepmother’s plan. Nothing’s going to

change, nothing ever changes. . . . They promise it will, but it never does.”
Jessica wonders if Claire has tried to change before. Has her life con-

tained many unfilled promises? Was her suicide attempt one last effort to
get someone to hear her?

Jessica: “I can understand why you feel so upset, Claire. Returning to
law school is what your father would like for you, but this is his plan and
not yours. How does this make you feel?”

Claire shrugs and whispers, “Trapped. What I want doesn’t matter. It’s
all for them.”

Jessica: “And yet you found the courage to drive yourself here, Claire.
I sense that Claire isn’t completely lost. Claire does matter.”

Jessica, who wants to fortify Claire’s efforts, does not ask her if she had
been able to decide on a next pottery project. It may be that working on
this task has triggered the episode with her father. 

Jessica takes a piece of raw clay from one of the bins and shows Claire
how to start wedging. This technique involves throwing the clay forceful-
ly onto the workbench to remove air bubbles that could ruin the piece
during firing. She encourages Claire to do the same. Claire begins this
action gently. Subsequently, she progresses to thrashing it down on the
table, and she begins to cry.

Jessica: “I’m wondering what you’re thinking about, Claire.”
Claire: “I’m thinking about all the fun I used to have with my Nan, and

how my dad put a stop to it. He’s still trying to control what I’m doing.”
Jessica: “And yet you came here today. You did that for yourself.”
Claire stops wedging momentarily and says, “Yeah, I did, didn’t I?”
The clay has been wedged enough; there is no risk of any air bubbles

being left after all that beating. 
Jessica: “I wonder if you’d like something to make for your Nan?”
Claire considers for a while. Jessica wonders if Claire would be able to

draw on what she remembers of her Nan’s support and love and whether
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these memories and renewed feelings would help her to find a sense of self
again. Or would, she wonders, Claire be overwhelmed by the grief of los-
ing this beloved grandmother?

Claire agrees to act with a wholeheartedness that surprises Jessica. 
Claire: “I think that’s a great idea. I’d like to make a vase and decorate

it with violets; they were one of her favorite flowers.”
Jessica finds some instructions on how to make a clay vase using a plas-

ter mold and slip (Breines, p. 64). Claire works intently on this project. 
Watching her at work, Jessica asks, “I wonder if we can think about

ways to bring fun into your life now, Claire. Would you be able to think
about this? Is this something you could write in your journal?

Claire: “What do you want? You want me to write an essay about hav-
ing fun?”

Jessica sees that Claire is not angry and that she may actually be teas-
ing her.

Without waiting for Jessica’s response, Claire says, “OK, I’ll do that.
Ten ways to have fun if I wasn’t who I am. . . . I’ll write something, wait
and see.”

Jessica: “I had your rose ready for you, Claire, but there were other
things to explore. Would you like to see it now?”

Claire nods and Jessica hands the rose to Claire.
Jessica: “This is your rose, Claire. I wonder what you feel about your

rose?”
Claire shrugs at first, looks uncertain: “It’s . . . it’s a lonely rose, all

alone. . . . If it was real, it wouldn’t last, things don’t last. But . . . but, it’s
not real. It’s going to stay with me. Can I keep it?”

Jessica wraps the rose carefully in layers of tissue, and Claire picks up
her car keys to leave.

Jessica takes the vase mold and moves it to the side where other proj-
ects are waiting to go into the kiln. She reflects for a few moments. The
beginning of today’s session had felt such a low point, and yet through
their clay work, Claire has been able to express her anger symbolically
and to move towards a reconnection with her sense of self. Her reflections
on her rose show that Claire is beginning to express her more sensitive
feelings. In addition, Jessica reflects on the power of humor to bond the
relationship between them. She understands that through this humor,
Claire has been able to regain an element of control and begin to initiate.

Session 6

Jessica has the mold ready on the table and asks Claire, “Would you like
to open this up and get your vase out?” 
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Claire carefully undoes the mold, the two halves falling apart like open-
ing petals. Her eyes wide, she looks at the vase, her fingers examining
every inch.

Claire: “This has come out alright, hasn’t it?”
Jessica: “Yes, it has. It’s a beautiful shape. Did you say you were going

to paint violets on it?”
Claire cautiously opens her journal. Jessica sees that there is a card

inside: it is cream colored, slightly glossy and with pale violets painted in
watercolors.

Claire: “When I went home last week, I thought about my Nan, and I
found this card she had sent me after mum’s death. It’s got violets on it,
like the ones I want to paint on this vase.” She hands the card to Jessica.

Jessica focuses on the violets, “They’re beautiful Claire.” As though
reading her mind, Claire reaches forward and opens the card. “You can
read it if you like.”

To the most special granddaughter in the world, I will love you always,
Nanny XXX
Jessica: “She helped you so much.”
Claire: “Yes. Things were really awful, even before. . . .”
Jessica: “Before?”
Claire: “Before mum killed herself.”
Jessica: “Can you tell me about it, Claire?”
Claire: “She couldn’t cope without a drink. My dad was going to be a

partner at the law firm, and there were all these social events. She hated
the falseness of it all, and she started to drink to help her get through it.”

Jessica: “And your dad?”
Claire: “He got mad with her. Said she was ruining his chances, kept her

at home. She got worse. Drank first thing in the morning, all day, every-
day. Nobody else knew. It was our secret.”

Jessica: “You shared this secret, Claire.”
Claire: “It was awful, terrible. I was so afraid. I didn’t know the right

thing to do. I couldn’t tell anyone. I wanted. . . .”
Jessica: “You wanted?”
Claire: “I wanted someone to help me.
Jessica: “And your brother, your Nan?”
Claire: “Tim was at university. My Nan tried to help. She didn’t know

all of it, but she arranged for mum to see the doctor. But my dad canceled
the appointment. Told her to stay out of it.”

Jessica: “And what about you, Claire?”
Claire: “I tried to please them all. Tried to help my mum. Did every-

thing at home, the cooking, cleaning, shopping, everything. Had to make
everything right.”
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Jessica: “Had to make it right.”
Claire: “Everyone was so unhappy.”
Jessica: “You wanted everyone to be happy.”
Claire: “I wanted my mum to be happy. I couldn’t bear it, how unhap-

py she was. Sometimes she couldn’t even move. Towards the end I even
washed and dressed her.”

Jessica: “Towards the end?”
Claire takes a deep breath, her whole body quivering: “I had to stay late

at school one night for a rehearsal. She knew that. When I got home, the
house was dark. I found her on the bed, bottle of vodka on one side of her,
empty tablet bottles on the other side. Found out later dad had got his
partnership that day. But why didn’t she write to me? Why didn’t she
leave a letter? Why didn’t she leave me with something?”

Jessica: “I’m sorry, Claire, so sorry.”
For a while they both looked at the card in silence. Claire stops shak-

ing. She looks at ease; her shoulders have dropped.
Claire: “How do I paint these violets then?”
Jessica gets out the brushes and shows her where the glazes are kept. 
Jessica: “You might like to try practicing first on some paper. Draw out

the shape of the violets and then use tracing paper to transfer the design
onto the vase.”

Claire draws the violets thoughtfully. Jessica notices that Claire uses the
eraser only once before tracing the design onto the vase. She selects a
number of glazes and begins mixing the colors to ensure a perfect match.

As Claire starts to paint, it seems appropriate to Jessica to continue their
discussion. 

Jessica: “Your mother, Claire. What a hard time that must have been for
you.”

Claire: “It was hard for us all.”
Jessica: “Your dad in particular perhaps?”
Claire: “He threw himself into his work, the partnership. He was away

a lot. Met and married Gabby, my stepmother. We moved house.” The
pace of Claire’s voice seems to echo the quickness of events following her
mother’s death.

Jessica: “And what about you?”
Claire: “They assumed I would follow.”
Jessica: “Follow?”
Claire: “Go into law too, like Tim.”
Jessica: “It sounds like you had no choice, no part of the decision?”
Claire: “I didn’t know what I wanted. I didn’t know how to think after

her death.”
Jessica: “Could it, perhaps, have been a relief for them to do the think-
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ing for you?”
Claire nods, puts down her paintbrush. “But it didn’t work out, I could-

n’t handle it. I tried to tell them, but they wouldn’t listen.”
Jessica: “No one listened to you and you felt . . . ?”
Claire: “Wiped out, not there, gone. So I made up my mind to end it

all, too.”
Jessica: “End it all, too.”
Claire: “Only I couldn’t even do that right, could I?”
Jessica touches Claire’s hand while gently supporting it.
Jessica: “I’m so pleased you’re here, Claire.”
Claire looks up, hesitates, and says, “So am I.”
Jessica acknowledges that this has been an intense session: “Thank you

for talking to me as you have today. I was going to ask if you’d had any
further thoughts about having fun, what you’d written in your journal, but
it didn’t seem to be the right time for that.”

Claire: “Well, I have written one or two things. Bet that’s a surprise for
you!”

Jessica: “I wonder, could I ask you to bring this up when the time seems
right for you?”

Claire: “Sure. I might even have written a bit more by then.”
Afterwards, Jessica reflects on the session. She believes that the pieces

are beginning to fall into place. By using pottery as the therapeutic medi-
um, and through the process of the therapeutic relationship, Jessica now
knows more about the father’s role in contributing to Claire’s sense of
meaninglessness, restraint, isolation, and dependency.

Session 7

Claire arrives wearing a pair of pale yellow jeans and matching shirt.
She has a periwinkle silk blue scarf tied loosely around her neck and has
her hair piled high onto her head with a blue “scrunchie.” This is the first
time that Jessica has seen Claire wearing anything but brown and the first
time that she has changed her hairstyle.

Claire: “Hi Jessica, how are you today?”
Jessica: “I’m very well. That’s a beautiful scarf, Claire.”
Claire: “Yeah, Lucy, my friend from high school gave it to me one

Christmas.”
Jessica: “It suits you, shows off your wonderful skin color.”
Claire accepts the compliment and asks, “So what are we going to do

today then?”
Jessica reinforces the importance of client-centered therapy: “What

would you like to do today Claire?”
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“I dunno. . . .” She says airily. “I’ve brought my journal along; we could
start off with that if you’d like.”

“Would you like to do that?” Jessica asks reminding Claire that this is her
time and that she has choices.

Claire: “Yes, I would. I’ve written a list of fun things that I would like to
do again. In fact, one of the first things was to do something different with
my hair, and I’ve done that today!”

Jessica: “Yes you have. It looks very stylish. How does it make you feel
Claire?”

Claire: “Well, for the first time for many months, I was actually able to
look at myself in the mirror. Really look. Before it made me wince ever
time I looked in every so quickly to see I hadn’t smudged anything.

Jessica: “Made you wince?”
Claire: “Felt ugly. But today it was different. I focused on my hair, tried

several different things with it, and it was kind of fun. It was like I forgot
for a moment.”

Jessica: “Forgot?”
Claire: “Forgot about everything. Forgot about not having any friends.

Forgot about being unhappy.”
Jessica: “Doing fun things again has helped you feel better about your-

self.”
Claire: “Yes, for a bit.”
Jessica: “You said Lucy had given you that scarf. Would you like to tell

me about her, Claire.”
Claire: “We were friends right from the first day of high school. Did

everything together, school, soccer club, babysitting, you name it. Then
we both went off to college, different colleges. She’s doing technology, I
think.”

Jessica: “Sounds like your friendship changed?”
Claire: “It’s me. I changed. Lucy still wanted to meet up with me at

Christmas, but I couldn’t let her see me like this. Felt so ashamed.”
Jessica: “Ashamed to let Lucy see you.”
Claire drops her head. “Yes.”
Jessica: “Do you still feel like that, Claire?”
Claire: “I dunno. I’d like to see her again. But it’s been so long now.”
Jessica: “How could you see Lucy again?”
Claire: “We could meet up for ice cream, when she’s home for spring

break. But, won’t she think it odd of me contacting her out of the blue?”
Jessica: “What could you say about that, Claire?”
Claire: “I could explain, I’ve been out of touch with everyone, not just

her. That it’s been tricky, but that things are getting better now and I’ve
missed her.”
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Jessica notes that Claire is thinking of saying things are getting better
now. “How do you think Lucy would respond?”

Claire: “I think . . . I think she’d be fine with it. I think she would like
to see me again.”

Jessica: “Worth a try?”
Claire: “Worth a try.”
Jessica: “What else do you have on your list, Claire?”
Claire: “Singing along to a song while driving my car, walking barefoot

on the grass, putting on a CD and dancing for a whole track without feel-
ing shy, buying a new lipstick, making my own jewelry, and saying hello
to myself in the mirror first thing in the morning.”

Jessica: “I wonder if you’d feel like trying one or two of these out for
your goals this week?”

Claire: “I could try. I’ve kind of done the mirror one a bit already.”
Jessica: “What about saying hello to yourself in the mirror every day

this next week.”
Claire: “Yes, I think I could do that.”
Jessica: “Anything else?”
Claire: “Well, I could try the singing in the car one.”
Jessica: “What would you like to sing?”
Claire: “Something upbeat. I really like The Beatles. Yellow

Submarine?”
Jessica: “So by next session, you’ll have sung along to Yellow

Submarine, while you’re out driving in your car.”
Claire: “Yes, for sure.”
Jessica: “And?”
Claire looks across towards the window. Her face looks serious. “I could

write to Lucy and ask her if she’s coming home for spring break.”
Jessica: “Would you like to do that Claire?”
Claire: “Yes, I really would.”
Jessica: “By next week?”
Claire: “I can send her a card and see how it goes.”
There are only ten minutes left of the session. Jessica brings Claire’s

vase over from the cooling shelves. “This is your vase, Claire.” 
Claire takes it in her hands carefully. She turns it slowly, examining

every flower, and then stands it on the table in front of her. 
Claire: “It’s beautiful. She would’ve loved it.”
Jessica: “Your Nan?”
Claire: “Yes. The violets are just like the ones on her card.”
Jessica: “I wonder what you’ll do with this vase, Claire?”
Claire: “I don’t know yet.”
Jessica: “Is it something else you ...”
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Claire interrupts her with a smile. “Something else I could think about
in the week? Yes, why not? It would be good to think about that. I don’t
want to decide at once. It’s got to be the right thing.”

Jessica: “The right thing?”
Claire: “The right thing for me.”
Claire picks up the vase, takes off her scarf, and wraps the vase careful-

ly in it. “See you next week then.”
Jessica notes that Claire is continuing to take more initiative. The issues

of wanting to do what Jessica would like and doing the right things are still
there, but not quite in the same form. She acknowledges, too, that parts of
the session felt lighthearted and how much hope was in the room when
they were discussing her friend Lucy. Jessica reflects that even so, the issue
of Claire’s relationship with her father has not been explored in any depth,
and Jessica wonders how Claire will be when she returns to college and
once the therapy sessions end. Three sessions remain, and it is now time
to discuss endings with Claire.

Session 8

Jessica starts the next session with Claire by reminding her of the ther-
apy contract they had both agreed to.

Jessica: “We have three sessions left, Claire. I wonder how you feel
about this.”

Claire looks anxious: “It feels like we’ve only just begun.”
Jessica: “Begun?”
Claire: “Begun to get things done . . . get things right again.”
Jessica: “Right again?”
Claire: “With me. Things right again with me. Feeling better about

myself. Doing things for myself again. I’m starting to feel right again.”
Jessica: “It’s what we’ve been working towards, Claire. I’m wondering

how you would like to spend our last three sessions?”
Claire does not respond immediately, and then she opens her journal

at her goal page: “I’ve achieved all the goals we’d set last week, every
one.”

Jessica: “That’s wonderful Claire. Can tell me about them?”
Claire: “The first one I did was to sing along to Yellow Submarine. I did

that when I drove away from here last week. It felt great. And I didn’t stop,
even when I was at the stoplight. This guy in the truck next to me looked
over and smiled. And I didn’t stop singing; I smiled back! Then I did the
mirror one everyday. And it kind of felt like a good way to start the day,
as if I was starting out with the right frame of mind. Then Lucy, I bought
a card with a rainbow on it, and wrote to her. I asked her how she was
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doing, told her a little bit about what’s been happening with me, and then
suggested that she might like to meet up when she’s home for spring
break. So that was all the goals, every one done.”

Jessica: “You’ve achieved a lot. I wonder how you would like to build
on these”

Claire: “The other things on the list were: walking barefoot on the grass,
dancing to a CD, buying a new lipstick, and making my own jewelry.”

Jessica: “What kind of jewelry did you have in mind?”
Claire: “Beads. I love beads. I was thinking of doing bracelets, maybe

some earrings.”
Jessica: “Have you ever seen beads made of clay?” Jessica shows Claire

some photographs of clay beads.
Claire: “I’d love to try making some of these.”
Jessica: “Would you like to do that today, Claire? We could talk more

about your goals while you work on the beads.”
Claire: “Do you think I’d manage to finish making say a bracelet over

the next three sessions?”
Jessica: “I think that’s possible. Let’s get the materials out together.”
They both look over the instructions from the book (Breines, 1995, p.

70), and Claire starts to pinch small pieces of clay into uniform shapes. She
makes some into small balls and others into rod-like shapes. Jessica shows
her how to pierce each bead with a piece of wire while the clay is still wet.
While Claire is working, Jessica encourages her to talk more about her
goals.

Jessica: “So you have already sung along to the CD track. I wonder how
you would feel about dancing along to a track now.”

Claire: “That one is harder to do. Especially if I catch sight of myself in
the mirror at the same time.”

Jessica: “It would be difficult for you if you saw yourself dancing.”
Claire: “Yes, I’d be embarrassed.”
Jessica: “You’ve been saying ‘hello’ to yourself every morning in the

mirror.”
Claire: “That’s true. Maybe it wouldn’t be so hard for me now.”
Jessica: “What music would you like to dance along to, Claire?”
Claire: “ Love Me Do, that’s got a really good beat. . . .”
Jessica: “By next week?”
Claire: “Yeah, by next week.”
Jessica: “And . . .”
Claire: “I could walk barefoot on the grass. First thing in the morning,

while the grass is still wet and fresh. We have a hummingbird feeder. I
could walk over to that and check on that, see that it’s ready for when they
come back.”
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Jessica: “That sounds magical, Claire.”
Claire assembles all the beads she has made so far. “I wonder if I made

some slightly smaller ones, they could be used for matching earrings?”
Jessica notes Claire’s initiative and says, “I’ll show you the earring fix-

ings that we have. That might give you an idea of the size of the bead you
would need to make.” Claire looks at the fixings and begins to work on
assembling some finer beads in the same ball-shape and rod-shape
designs.

Jessica, remembering that they had talked about Claire’s vase at the end
of their last session, says, “I wonder if you’ve had an opportunity to think
about your vase, Claire. The one you made for your Nan.”

Claire: “Oh, yes. I’m going to put it on my study desk at college, so I
know my Nan is always with me.”

Jessica wonders how Claire can go back to the place where she was so
unhappy. She remembers Dr. Lewis saying that her dad was going to pay
for extra tuition. 

Jessica: “Your desk, at college, Claire. At the law school?”
Claire looks up from her beads, and breaking out into a smile. “I’m

going back to college. But I’m not going to do law. I’m thinking of trying
art school.”

Jessica: “Art school, Claire?
Claire: “Yes, I’ve always loved doing arty things, as you know—drawing,

painting, anything like that. Coming here, doing this pottery, has helped
me to think about what I’d really like to do with my life.”

Jessica remains silent, waiting for Claire to continue. 
Claire: “I want to study art. Spend my time learning more, more tech-

niques, skills, finding my niche. And maybe one day I’ll go into teaching
art somewhere, I dunno. Haven’t thought that far. What I know now is
that I want to go to art school.”

Jessica: “Sounds like you’ve made a definite decision.”
Claire: “I have.” She looks down, fiddles with the wire that has pierced

the beads, “but I don’t know how to tell dad about it.”
Jessica: “I wonder what would be the way to go about that.”
Claire: “I just don’t know. He’ll go mad, say I’m letting him down, the

family down.”
Jessica: “Letting him down, the family down. And you, Claire?”
Claire: “I don’t want to let him down. He’s kept us all together, been

the strong one, I don’t want to disappoint him.”
Jessica: “He’s kept you all together, been strong since your mother’s

death.”
Claire: “Yes, in many ways.”
Jessica: “And yet?”
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Claire: “I think he’s struggling, too. He knows he can’t fix everything,
but he still tries to.”

Jessica: “Can’t fix everything?”
Claire: “He couldn’t help mum. Didn’t know how too. He was very

ashamed. Threw himself into his work, encouraged us all to do that, as a
way of coping.”

Jessica: “He coped, and encouraged you all to cope, by not referring to
what happened with your mum.”

Claire: “Yes, we’ve never talked about it. I wouldn’t know how to start.”
Jessica: “What is it that you’d like to say to him, Claire?”
Claire is silent, verging on tears. She then says, “I’d like to know how

he feels. I’d like to know that he still thinks about mum, still misses her.
That . . .”

Jessica: “That?”
Claire: “That—this is hard to say, Jessica. I don’t know if I’d ever be able

to say this to him. . . .”
Jessica: “But this is something you would like to say. . . .”
Claire: “Something I’d like to know.” She takes a deep breath and runs

at what she has to say: “I’d like to know he hasn’t brushed mum aside
when he married again, she isn’t just forgotten. I know she got drunk, and
she made him ashamed, but she could be. . . . He has to miss her, too.”

Jessica: “Tell me what your mother could be, Claire. . . .”
Claire says crying, “She could be so nice, she was my friend, she loved

me, she knew all about me, until it all went wrong, she was the best moth-
er in the world. She made up stories, sang to me, we dressed up, we did
all those things, and without her. . . .”

Jessica: “Tell me how you feel without her, Claire. . . .”
Claire: “I’m so lonely. My dad married again, Tim’s got his college

friends, there’s no one there for me. Sometimes I don’t think there will ever
be anyone there for me.”

Jessica: “No one there for Claire because . . .”
Claire, whispers, seeming like a reflection of the child-like self of earli-

er sessions, “They all abandon me, everyone abandons me.”
Jessica: “I understand, Claire.”
Silence. It is almost the end of the session. Claire seems content to sit in

silence, and Jessica respects this. Claire, getting up to leave, says, “I’ll try
to talk to my father. Just a bit. Let me think about it. If I’ve managed it, I’ll
tell you. Ok with you?”

Jessica: “Ok with me.” 
Jessica gathers together the beads and takes them over towards the fir-

ing shelves. Jessica believes that through working on the clay beads, Claire
has demonstrated her ability to continue to take initiative and also to make
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choices independently, the latter being something that had been missing
in their previous sessions. In addition, Claire has expressed that she is
starting to feel better about herself, starting to feel right again. Jessica
reflects on Claire’s courage in being able to discuss the sense of abandon-
ment, which is, Jessica believes, at the core of Claire’s unhappiness and
withdrawal. Does Claire feel that she, Jessica, is also abandoning her? In
many ways, Claire is regaining a strong sense of control. Her decisions,
goals, and thoughts about her future have given her a feeling of meaning-
fulness, and she is taking her first steps towards independence. 

Session 9

Jessica has put the beads out on the table. They have been fired and are
ready for Claire to decorate. Claire arrives, looking tired. She is wearing
a gray wool cardigan and dark green jeans. Jessica observes that Claire is
not wearing make-up today, and her eyes look dull and lifeless. 

Jessica: “Hello, Claire.”
Claire does not respond. She walks over to the table and picks up a few

of the beads.
Jessica: “They’ve been fired. They’re ready for decorating now. You

could use clay paints and paint on a specific design. Or you could use
glaze for a more uniform color.”

Claire shrugs. “I’ll do glaze.” She walks across to the cupboard and
selects some blue glazes.

Jessica watches Claire settle at the table and start the glazing. Claire is
avoiding her eyes. She looks “out of reach,” in her own world.

Jessica: “Claire, I’m sensing you’re not really here with me this morn-
ing. . . .”

Claire puts down the beads. “I haven’t forgotten the goals, Jessica. I did
talk to my dad.” She picks up the beads and carries on.

Jessica: “Do you feel you could talk to me about it?”
Claire: “No. No, I don’t. Oh, I don’t know. I wrote it in my journal. Will

that do?”
Jessica: “Yes.”
Claire reaches for her journal. She opens it and scans the page. “He

said, ‘I don’t want to talk about the past. It’s best not to. Thinking about
the future is the only way to go.’ I pleaded with him to listen. He cut me
off. But I carried on, told him that I didn’t think I had a future until now.
Didn’t want there to be a future. Didn’t want to wake up any more. Didn’t
want to open my eyes and feel all that pain all over again, every day. That
I couldn’t get away from it. I hurt so much.”

Jessica: “You told him how you felt, Claire.”
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Claire: “But he didn’t want to hear it. Said he didn’t have time to talk.”
Jessica: “And you. . . .”
Claire: “Pleaded with him to talk now. Said I didn’t know how he felt

after mum died. Said he’d never talked to me about it, or Tim. And he said
we were too young, that he wasn’t going to tell his feelings to children.”

Jessica: “How did you feel, Claire?”
Claire: “Cut off. Like I didn’t matter. And angry . . . like I wanted to

shout at him that if I didn’t do what he wanted, was he going to try to for-
get me, make me someone no-one ever talked about. . . .”

Jessica: “Like your mum. What did you do with your anger, Claire?”
Claire: “Well, believe it or not Jessica, I didn’t let rip. I told him I was-

n’t a child any more. I told him how excited I am now, that I haven’t felt
like this for a long time. That I know what I want to do with my life.”

Jessica: “And. . . .”
Claire: “He said he wanted to understand. Wanted to help. But. . . .”
Jessica: “But?”
Claire: “Then he said, why don’t I try art school for a while, six

months.”
Jessica: “How did this make you feel, Claire?” 
Claire: “Like he doesn’t trust me. Like I’ll try it out, see sense, come

back to law. Feels like he’s hanging over me, just waiting for me to change
my mind.”

Jessica: “I wonder how else you could view it, Claire.”
Claire does not respond immediately, but finally says, “That I’m trying.

Giving it a go.”
Jessica: “As a chance for your future.” 
Claire looks up, smiles at Jessica, and says, “Yes, following my dream.”
Claire has finished glazing the beads and has them ready to go into the

kiln. Jessica reminds Claire that next week’s session is their last one and
suggests that she might like to spend the time assembling the beads into
the bracelet and earrings. 

Claire: “I’m going to call it my Jessica friendship bracelet, to remind me
of you. That all right with you?”

Jessica: “All right with me!”
Claire walks towards the door. “Jessica, I really am going to make it at

art school.”
Jessica: “Yes, you are, Claire.”
Jessica reflects that it has not been easy for Claire to speak with her

father, to confront him about his feelings, and to stand against his wishes
for her future. Claire is clearly determined. She is breaking away from the
restraints she has felt in her life, and she is becoming independent. With
her idea for a friendship bracelet, Jessica understands that Claire has come
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to terms with the approaching end of the sessions and has even found a
way to celebrate them.

Session 10

The beads have been fired, and Jessica has the jewelry fixings ready for
Claire to assemble the bracelet and earrings. The beads are a mixture of
blues — some deep and mottled, others pale like the sky. Jessica notices
that the rod-shape beads have been glazed in a shade nearly the same as
Claire’s periwinkle scarf. As she ponders how Claire will pull together the
beads to complete the overall design, Claire walks into the room.

Jessica: “Hello Claire.”
“Hell,” Claire says softly, “I’m going to find this session hard, Jessica.”
Jessica: “So am I, Claire. It’s so good to work with you, and I’m proud

of you.” 
Claire: “What’s it to be, then? Bracelet making first, or shall I tell you

about my dad? No, don’t say it . . . ‘which would I like to do first.’ I’ll tell
you about my dad. Well, . . . he looked at my art school brochures, and he
said is going to come with me to see some of them.”

Jessica: “I can hear a but in there somewhere.”
Claire: “It’s good, him taking an interest—it’s a first step, but will it last?”
Jessica: “A vulnerable first step.”
Claire: “That’s Ok for now, isn’t it?”
Jessica: “Yes, I think so.”
Claire carefully examines her beads and tries out a variety of ways to

sequence the design. She begins to thread the beads. “Oh, I almost forgot!
There’s more!” They smile at each other. “Remember I wrote to Lucy, my
friend from high school? Well, it worked! I owe you one for that, Jessica!
We’re going to meet up during spring break. We’re going to go to the mall
and maybe even see a movie. And I thought, too, that I could buy a new
lipstick while Lucy is with me. What do you think about that?”

Jessica, sharing Claire’s humor, says, “Now that’s an announcement!”
Claire jumps up, “Earring time!”
She carefully pieces together a series of three beads onto two strands of

wire. She fixes each strand to each earring fixing. Jessica notices that
Claire has deliberately left one of the periwinkle beads out. 

Claire: “This bead is for you, Jessica. And also this card that I made for
you.” Jessica smiles, takes the gifts and thanks her.

Claire: “You know, one day I’d like to make something for my dad.
Something out of pottery.”

Jessica: “Sounds good. Maybe you could do that at art school.”
Claire: “Yes, I could.”
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Jessica now asks Claire if she would once again complete The Interest and
Role Checklists (Klyczek, Bauer-Yox, & Fiedker, 1998; Oakley, Kielhofner,
Barris, & Reicher, 1986). The team members at Southside Clinic are cog-
nizant of the need to develop effective outcome measures. To this end, as
well as for reviewing goals, some of the team members ask their clients to
rewrite their initial assessment measures during the last therapy session as
a way of comparing and recording intervention outcomes. 

Claire: “Yeah, I don’t mind doing that. Could I see what I wrote on the
first ones, afterwards?”

Jessica: “Sure.” 
Claire completes both checklists. Jessica reviews the interest checklist

first. Claire has recorded eighteen activities that she now has an interest in,
with twelve of them in the strong interest category. These include: writing,
popular music, singing, driving, jewelry making, shopping, hairstyling,
dancing, movies, ceramics, clothes, and drawing. Jessica shows Claire the
two interest inventories:

“Wow, that’s quite a change isn’t it? I’m enjoying so many more things
now,” says Claire.

Jessica then reviews the role checklist. Claire has indicated four roles
that she is currently performing: friend, family member, hobbyist, and
volunteer, and two roles that she is planning to perform in the future: stu-
dent and worker. She has rated all these roles as valuable and important
to her. Jessica gives Claire the two role checklist inventories. While Claire
is comparing them, Jessica asks, “The volunteer one, Claire?”

“Well, it’s not something I’m actually doing yet. But I’m thinking of vol-
unteering at our local elementary school. Help them do art activities. I
thought I could do this over the summer.”

Jessica: “That sounds like a wonderful idea, Claire.”
Claire: “Thought I’d give them a call when I’ve left here.” 
Claire: “Well this is it. Thank you, Jessica, for everything. Is it all right

to let you know how it all goes at art school?
Jessica: “Of course it is. I’d like to hear.”
Claire walks to Jessica and hugs her, then she leaves quickly, leaving the

door slightly open after her.
Jessica writes some final notes on her sessions with Claire. A large num-

ber of issues have been addressed with Claire and fairly quickly. Claire has
been able to talk about her despair and say what has previously been
impossible for her to say. She will, Jessica hopes, be able to talk more
freely in the future and be able to feel the benefits of friendship and social
support. Her relationship with her father may remain problematic, but
Claire has a direction and one she has chosen. Her grief for her mother
and her Nan will obviously remain, but at least Claire has begun to
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express it. Jessica records that Claire’s relationships with her brother, and
with her stepmother, have not been explored.

CONCLUSION

This case study has illustrated the power of occupational therapy in
enabling the discovery of life’s meaning. By using pottery as the therapeutic
medium, and through the process of the therapeutic relationship, Jessica was
able to nurture and support Claire in the following ways:

• Helping Claire reconnect with her previous artistic occupations and to a
time where she felt creative, secure, and loved. Pottery was a compelling
way to harness these memories and provided a strong foundation for
Claire’s growth and development.

• Encouraging Claire to take steps towards securing new roles in her life.
Through therapy, Claire was able to break away from some of her former
roles, e.g., as a caregiver and dependent daughter, and seek out and move
towards new and more meaningful roles in her life, e.g., as a volunteer,
friend, and potential worker. In turn, these roles will help Claire to move
from a sense of abandonment and relative isolation to being part of a
wider and socially supportive network. One possible more long-term out-
come may be the development of more secure attachment patterns and an
affective warmth, both within and outside of her family context (Bowlby,
1977).

• Providing visible indicators of choices made, challenges met, and new
skills gained, thereby assisting Claire to make the confident transition to
an environment of growth where she can begin to take charge of her own
chosen directions.

• Enabling Claire to reflect on the significance of the pottery items chosen
and created and to gain insight from these reflections. Claire was thus able
to communicate her journey as she moved from isolation and dependence
(the rose), to a sense of connectedness (the violet vase), and independence
(the beads). The physical objects she molded reflected Claire’s spiritual
growth, a reforming and strengthening of her sense of self, an under-
standing of personal significance and power: Claire now has something to
give and to offer to her world.
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Chapter 6

IMPROVING QUALITY OF LIFE FOR
PERSONS WITH TRAUMATIC BRAIN INJURY:
THE ROLE OF THERAPEUTIC RECREATION

GERRY CARR

SUMMARY

Iso-Ahola (cited in Carter, Van Andel, & Robb, 1995) defined quality of life
as “a subjective assessment of psychological and spiritual well-being which

is characterized by feelings of satisfaction, contentment, joy, and self deter-
mination” (p. 17). More recently, Iso-Ahola (cited in Mobily, 2000) proposed
that therapeutic recreation will “make a huge difference if it can make peo-
ple believe in themselves (e.g., self-efficacy). . . . Believing in your skills and
capacities (however limited) and finding enthusiasm for life’s activities sets
the stage for subsequent improvement in psychological and physical well-
being” (p. 302). In this chapter, an overview is given of the role of therapeu-
tic recreation for improving the quality of life of people living with a trau-
matic brain injury (TBI). This overview has been illustrated with two case
studies. It has been estimated that more than two million Americans will sus-
tain a traumatic brain injury this year. More than 200,000 of them will
demonstrate ongoing deficits that will prevent them from functioning at pre-
injury levels (Seale, 2000). Suggestions will be made for research in this area. 

THE ROLE OF THERAPEUTIC RECREATION

Recreation experiences have long been recognized as valuable tools for
social reform, especially in the inner city slums prior to the World Wars. The
profession of therapeutic recreation grew out of the need to provide recre-
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ation experiences for people who were institutionalized for social, physical,
emotional, cognitive, and behavioral problems. According to Carter, Van
Andel, and Robb (1999) “Recreation activities promote personal develop-
ment through providing opportunities for self satisfying experiences, rein-
forcing a positive self image and the achievement of personal goals” (p. 6).

As society becomes more sensitive to the needs of persons with disabili-
ties, the need to provide recreation experience to all has become more
important. The World Health Organization defines health “as a state of com-
plete physical, mental and social well-being, and not merely the absence of
disease and infirmity” (cited in Carter et al., p. 9). These authors define
Therapeutic Recreation as “the specialized application of recreation and
experiential activities or interventions that assist in maintaining or improving
the health status, functional capacities, and ultimately the qualities of life of
persons with special needs” (p. 10). Therapeutic recreation professionals are
trained and certified to provide therapeutic recreation services. The first case
study will now be presented to illustrate the beneficial outcomes associated
with Therapeutic Recreation for a person with a TBI.

Case Study 1: Jane Doe

Jane Doe (pseudonym), a 35-year-old single female, is currently recov-
ering from an aneurysm. She was admitted to the rehabilitation program
approximately sixteen months after her injury. Prior to her injury, she was
living independently and working at a local dry cleaning store. She had
many friends and reported her interests to be watching TV, listening to
music, cooking, gardening, and swimming. During the assessment, the
Certified Therapeutic Recreation Specialist (CTRS) found Jane to have
many strengths including high levels of motivation, adequate cognitive
skills such as attention and memory, adequate physical skills (e.g., inde-
pendent ambulation), and adequate social skills. Her deficits included
severe expressive aphasia and right hemiparesis.

It was recommended that Jane receive therapeutic recreation services to
assist her in developing the skills to participate in leisure activities that
would promote long-term health and well-being. Initial goals in therapeu-
tic recreation were to assist her to explore a variety of leisure activities and
to explore adaptive equipment to increase her independence. Service was
provided for Jane in the following ways: for one individual session to
explore her interests, group sessions to provide opportunities for social-
ization, and community contact to increase independence in all areas. In
all of the activities, Jane’s greatest barrier was her aphasia. She was able to
practice using strategies such as a letter board, picture boards, gesturing,
and drawing. Using these strategies in a variety of settings increased her
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comfort and helped provide feedback to the therapist who helped her
develop the strategies. In exploring her leisure interests during individual
sessions, Jane discovered that she enjoyed arts and crafts activities. She
was able to use a piece of equipment called a “crafter’s second hand” (S&S
Worldwide Arts & Crafts website: www.snswwide.com) to compensate for
decreased use of her right hand. 

When Jane progressed to living in an apartment, she asked for supplies
to take home for the evenings and weekends. At this point, the goals of
therapeutic recreation were to increase her independence in planning and
organizing home and community-based leisure activities. Through the use
of planning forms and budgeting activities in cooperation with the occu-
pational therapy department, Jane was able to plan and budget for craft
activities. Initially, she required some assistance to follow her plans and
her budget. She was able to identify community interests and followed
through independently using public transportation. One of our biggest
concerns with Jane was that she have access to a variety of resources in her
home community. Fortunately, she was returning to a setting with an out-
standing community therapeutic recreation program. We contacted the
recreation center, which subsequently sent us a brochure of their pro-
grams. The programs were reviewed with Jane, and she chose her inter-
ests. Registration forms were filled out in advance so that all she had to do
was get herself to the center at the appointed time. We also identified
stores close to Jane’s home so that she could purchase arts and crafts sup-
plies. Due to this client’s high motivation, our plan was very successful.
Some of the therapeutic recreation outcomes most notable in this case
were increased leisure awareness and increased awareness of community
resources. Jane developed an appreciation of her leisure abilities as evi-
denced by her initiation of activities and her follow through. She also
actively engaged in locating resources in her home community.

THE THERAPEUTIC RECREATION PROCESS

In order to provide the safest and most effective interventions for persons
needing our services, all Certified Therapeutic Recreation Specialists (CTRS)
utilize a process for developing programs and individualized treatment
plans. The therapeutic recreation process has been clearly described by
Carter et al. (1995). They note that the CTRS first conducts an assessment to
determine the clients’ strengths in barriers to leisure functioning. Next, goals
are developed to assist the clients to overcome barriers to leisure participa-
tion, followed by the development of a program of interventions to assist
them in meeting those goals. As the clients progress, the CTRS update the
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program to meet their changing needs. Throughout the process, the therapist
is monitoring change in the leisure functioning of the clients. The desired
outcome is that the clients function more independently during their leisure
time, thereby decreasing the effects of their illness or disability on their qual-
ity of life.

ASSESSMENT PROCESS

The recreation assessment is conducted using a variety of methods to col-
lect information about the clients’ pre-injury and post-injury leisure func-
tioning. This information may be collected through review of records, inter-
views with the patient and family, observation of the clients’ skills and abili-
ties, and standardized testing. Assessment Tools for Recreation Therapy: Redbook
#1, by Burlingame and Balshko (1999) is an excellent resource for finding
standardized tests for Therapeutic Recreation. Areas assessed may include
the following: leisure interests and awareness; motivation for leisure partici-
pation; and physical, cognitive, and social skills for leisure functioning. 

Leisure Interests and Awareness

It is very important to determine the pre-injury leisure interests of the
clients. This information may be obtained by asking them or by having the
clients review a list or pictures of leisure and recreation activities. Often, we
find that clients do not understand the words “leisure” or “recreation.”
Asking probing questions, such as “What kinds of things did you do after
work or on the weekends?” or “What were your favorite hobbies?” will usu-
ally elicit their specific interests. The therapist may also assess the clients’
awareness of the benefits of leisure participation as well as their awareness of
the effect of their disability on participation in activities. 

The Effects of Traumatic Brain Injury
on Leisure Interests and Awareness

Depending on the nature of the injury and the clients’ pre-injury lifestyle,
information about interests may be difficult to identify. Some clients may be
unable to remember their pre-injury interests or may have trouble finding
the words to describe such interests. In this instance, the therapist may use
pictures or speak to their family to obtain more information. Other clients
may be able to identify their pre-injury interests, but they may now believe
that they are no longer able to do the activity because of the injury.
Furthermore, some clients may experience diminished awareness of the
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deficits caused by the brain injury, which may lead to unrealistic goal-setting
related to leisure participation.

Leisure Skills

As with any task or activity, there are a variety of physical, cognitive, and
social skills required for successful participation in recreation and leisure
activities. These skills can be assessed through observation, standardized test-
ing (Burlingame & Blashko, 1999), and by reviewing the assessments of other
disciplines (e.g., physical therapy, occupational therapy, speech/language
pathology, and neuropsychology).

Effects of Traumatic Brain Injury
on Leisure and Recreation Skills

Mermis and Duke (cited in Stumbo & Bloom, 1990) describe the implica-
tions of traumatic brain injury for therapeutic recreation in rehabilitation.
Depending on the areas of the brain injury, a variety of skills may be affect-
ed. For example, physical or motor deficits may include decreased use of one
or both sides, decreased balance, decreased endurance, and poor coordina-
tion. These deficits have an obvious effect on the clients’ participation in
sports activities. Similarly, poor fine motor control and inability to use one
or both hands may affect the people’s ability to play a simple card game or
to participate in an art activity.

Social deficits can be the result of speech or language problems, or per-
sonality and behavioral changes caused by the brain injury. Some of the
more common deficits noted are a decreased ability to understand or express
spoken words (receptive and expressive aphasia) or the inability to articulate
due to muscle weakness or incoordination (dysarthria). Personality changes
may take the form of immaturity, impulsivity, sexual inappropriateness, and
decreased frustration tolerance. These deficits can have profound effects on
one’s ability to communicate or maintain social contacts for leisure partici-
pation. For example, Hallet, Zalser, Maurer, and Cash (1994), who investi-
gated changes in adult roles following traumatic brain injury, found that
about 50 percent of the participants had experienced “a friend role loss” (p.
241). The latter concept refers to social isolation, which may lead to feelings
of loneliness and embarrassment.

Cognitive deficits may include the following: disorientation, decreased
attention span and concentration, as well as alterations in memory, judg-
ment, ability to plan and problem-solve, and intellectual functioning. These
deficits affect the individual’s ability to participate in leisure and recreation
activities in many ways. For example, the person’s ability to initiate and fol-
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low through with leisure plans independently is affected by alterations in
higher cognitive functions such as problem-solving and planning. 

PROGRAM PLAN

Once the assessment is completed, the therapist develops goals and objec-
tives based on the client’s strengths and limitations for leisure functioning.
This step, which is often called a program plan, includes specific interven-
tions and time frames for its implementation. The plan may call for individ-
ual, group, or community sessions.

Goals and Objectives

Therapeutic recreation goals and objectives are developed in conjunction
with the interdisciplinary treatment team. The team may include a case man-
ager, a physical therapist, an occupational therapist, a speech/language
pathologist, a neuro-psychologist and/or cognitive therapist, and a vocation-
al rehabilitation specialist. Berger and Regalski (1990) note that “Consistency
and repetition are key elements to effective rehabilitation of the brain
injured” (p. 450). They emphasize that

The therapeutic recreation specialist’s report of the patient’s social, leisure, and
community functioning provides the treatment team with a reality mirror of the
patient’s everyday life experiences. It illustrates how the patient is carrying over
skills developed in the structured clinical setting to practical activities of recre-
ation, and community reintegration outings, which are less structured environ-
ments. This feedback assists the treatment team in evaluating the patient’s total
care program; if problem areas are identified, revisions can be made. (p. 453)

In brain injury rehabilitation, goals usually refer to long-term outcomes of
participation in the program. For example, the client will develop the skills
to plan, organize, initiate, and follow through with home- and community-
based leisure activities. An objective is usually short term and specifies a spe-
cific outcome or behavioral change that should result from participation
(Carter et al., p. 126). An objective might address a specific change in atten-
tion to task or a specific social skill. For example, the client will maintain
attention to the leisure task for 30 minutes with minimal cues. The objective
can then be updated to demonstrate progress toward the long-term goal. 

Interventions and Time Frames for Implementation

Therapeutic recreation specialists use a variety of activities as interven-
tions to help clients meet their goals for an independent leisure lifestyle. The
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interventions are chosen on the basis of their needs, abilities, and interests
and the resources available to the therapist. Cognitive tasks such as simple
card and board games assist them with attention, memory, ability to follow
directions, fine motor skills, and social skills such as turn taking. Physical
activity and exercise such as team sports encourage cooperation and gross
motor skills. Creative activities such as painting, drawing, ceramics, and
crafts are often used to foster self-expression, develop fine motor skills, and
facilitate a sense of accomplishment. 

Community reintegration outings led by a therapeutic recreation special-
ist help clients to increase independence in the community. In addition,
clients may gain a greater sense of self-confidence that may have been shak-
en by their injury. Outings may include going to movies, bowling, shopping,
and going out to eat. Some specialized interventions include gardening and
animal-assisted therapy. Such activities, which require more training and
knowledge by the therapist, may address a very specific interest of the client.
Therapeutic recreation specialists are able to adapt all these activities to
ensure that clients are successful. The activities can subsequently be made
more difficult as the clients improve. Activities may also be adapted using
equipment so that they may participate more independently. For example, a
person in a wheelchair may participate in bowling by using a ramp, or a card
holder may be used for playing cards by a person who has the use of only
one hand. There are adaptive devices for fishing poles, pool cues, water skis,
and snow skis. A therapeutic recreation specialist can assist the clients to find
these resources and to teach them how to use these devices. Although clients
are sometimes sceptical about the use of adaptive equipment, once they
experience success, they are usually convinced. 

In addition to adaptive devices and activities, the therapeutic recreation
specialist may also assist the client in developing strategies to increase initia-
tion and follow through with activities. One strategy may include having
them compile a list of activity interests as well as planning forms to assist with
initiation. Planning forms cue the client to remember specific details in plan-
ning and may also assist in helping them follow through with the activity.
Some examples of cues may be how much money is needed for the activity,
the time frame of the activity, and things that may need to be brought along
on the activity.

Intervention is dependent upon the needs of the client. In brain injury
rehabilitation, it is essential that clients have time to practice strategies for
increasing participation. It is also important that family and caregivers be
educated in the use of these strategies.
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Discharge Planning

Discharge planning, which is the last step in the clinical therapeutic recre-
ation treatment process, is considered from the first day that clients are
admitted into rehabilitation. Once plans for discharge are known, each
client’s treatment plan is adjusted to address independent leisure functioning
in his or her particular setting. 

Key aspects of discharge planning are amount of support needed, strate-
gies for increasing success, equipment needs, and community resources. The
amount of support needed is usually based on the amount of intervention
needed by caregivers or family members to assist the client in initiating and
following through with the activity. Ideally, the client would be able to use
strategies such as lists, calendars, and planning forms independently to initi-
ate and follow through with the therapeutic recreation activities. Family
members and caregivers are educated in the use of these strategies prior to
the client’s discharge. 

When possible, equipment is also purchased prior to the client’s discharge.
For example, a card holder or crafter’s second hand is useful for this popu-
lation. Basic adaptive equipment can range in price from $6 to $50 (USD).
More expensive adaptive equipment such as beach wheelchairs are also
available. If it is not possible to purchase equipment, family members are
given information about how to order the equipment. S&S Worldwide Arts
& Crafts catalog (www.snswwide.com) and Access to Recreation
(www.ACESSTR.com) are good resources for equipment and supplies.
Finally, community resources are explored. This aspect may be as simple as
finding the local theatres and bowling alleys. However, in many cases, more
supportive resources are needed. City parks and recreation departments
often provide programs for people with disabilities. The therapeutic recre-
ation specialist may contact the staff at the recreation center to obtain more
information about the programs so that specific recommendations can be
made. Many communities have brain injury associations that may provide
social outlets for people recovering from such conditions. For example, the
Brain Injury Association of Texas offers a weekend camp twice each year.
Some parks and recreation departments offer open recreation times or spe-
cific trips into the community. Clients are able to develop relationships and
enjoy ongoing activities which increases their quality of life. Effective dis-
charge planning can increase the quality of life of people with brain injuries
by insuring that quality leisure experiences continue after the client leaves
rehabilitation. The following case study will illustrate the ways in which ther-
apeutic recreation enhanced the quality of life for another adult with a trau-
matic brain injury. 
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Case Study 2: Francoise LePuil

Francoise LePuil (pseudonym) is a 20-year-old, single female who sus-
tained a severe injury in an automobile accident. She came into rehabili-
tation approximately three and one-half years after her injury. A great deal
of the time between her injury and her admission to post-acute rehabilita-
tion was spent in a nursing home. She had a long history of drug abuse
and had dropped out of school in the tenth grade due to pregnancy. The
accident happened shortly after the birth of her daughter. Upon admission
to the program, Francoise demonstrated low self-esteem as evidenced by
repeated verbalization of her inability to do anything. Evaluation by the
Certified Therapeutic Recreation Specialist (CTRS) found that Francoise
had very limited leisure interests prior to her injury. This client reported
that she spent most of her time “hanging out with friends” and abusing
alcohol and drugs. Although she mentioned a past interest in drawing, she
had not participated in that activity for many years. Francoise also report-
ed a current interest in playing dominoes. She was reluctant to participate
in activities offered and demonstrated decreased interactions. In addition,
she was in a wheelchair and had decreased use of her right hand.
Francoise was unable to identify any realistic goals for her future, and she
did not see the importance of leisure.

Initial therapeutic recreation goals focused on increasing her participa-
tion in activities and in social interactions. Individual and group thera-
peutic recreation sessions were scheduled. She was also seen during com-
munity reintegration outings on the weekends. During individual sessions,
the therapist worked on building a rapport with Francoise. As her trust
grew, the client became more willing to try new activities. She demon-
strated a high interest in arts and craft activities but was reluctant to try.
Once she began to try, she received positive feedback from the therapist
and from her peers. An increase in self-esteem was evident through her
smiling and willingness to display her work. 

Francoise developed a special interest in card stamping and often sent
cards to her daughter and other family members. During this time, she
was also seen in groups to focus on social interactions. As her confidence
increased, her interactions also increased. In addition, we began to see
increased initiation of activities when she was given a choice. Once dis-
charge plans were in place, the client and the therapist began to explore
resources in her home community. She was very excited about getting her
own apartment and was able to identify places in her community where
she could purchase supplies. She also identified other resources for com-
munity involvement such as church.

The Therapeutic Recreation treatment was very effective because she
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began to trust the therapist. As described by Carter et al. (1995), “Trust is
an essential ingredient in the helping relationship, since it decreases the
psychological and physical stress associated with the client’s need” (p. 77).
Once Francoise trusted the therapist, she was able to see her strengths and
try new activities. Her ability to do more increased her self-esteem and
increased the likelihood that she would follow through with her new inter-
ests in her discharge community.

SUMMARY AND CONCLUSIONS

In this chapter, the author has explained the role of therapeutic recreation
in improving the quality of life for individuals living with the consequences
of traumatic brain injury. Clients can gain the confidence needed to contin-
ue such participation in their discharge communities from exploring interests
to experiencing participation in a wide variety of activities. Future research
might focus on the conduction of follow-up studies of clients to determine the
effectiveness of treatment strategies offered by therapeutic recreation pro-
grams as well as identification of specific indicators about the importance of
recreation and leisure participation for their overall quality of life.
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Chapter 7

THE SPARK OF CREATIVITY:
EXPRESSIVE ARTS IN A HOSPITAL SETTING

WENDE HEATH

The Expressive Arts, including painting, sculpture, music, dance, and lit-
erature, can bring joy, pleasure, and laughter to patients and staff in

medical settings, qualities often in short supply. Making art or hearing music
reminds us that no matter how ill or busy we are, we can always tap into the
magic of our imagination. This frees patients from being just “the cancer
patient in bed 4,” passive with no power, to the person who has cancer who
still also has an imagination, a creative spark. This spark can be utilized to
tell her story, imagine her healing, aid in her recovery. My goal in describ-
ing this process is to encourage other hospitals to begin to experiment using
the Expressive Arts with their patients.

Just a word about the field of art in medical care. The leaders in the field
have joined together in the Society for the Arts in Healthcare. The members
are artists, art therapists, landscape architects and hospital planners, per-
forming arts programmers, and medical personnel who are interested in
bringing more art and beauty to their facilities. If this field interests you, I
urge you to visit their website at http://www.theSAH.org and join this grow-
ing movement.

In this chapter, I will describe my personal experience as a patient, as well
as my professional experience working with oncology, pediatric, and senior
citizen patients at two hospitals in a western state in the United States. I have
a license in Marriage and Family Therapy and am Board Certified in Art
Therapy with a background as a potter, costume designer, doll and puppet
maker. I direct the Expressive Arts Program that is part of the Institute for
Health and Healing (IHH) at each facility. We work with four other modali-
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ties: Massage Therapy, Guided Imagery, Pastoral Care, and Integrative
Medicine Nursing, to bring psychosocial and spiritual care to patients in the
hospital. We work together because we believe we are all doing the same
work, only going through different doors. 

IHH offers a year-long internship for Expressive Arts and Art Therapy
graduate students, as well as for the other four modalities. During the intern-
ship year, the students attend weekly classes and workshops with the interns
from the other three modalities. The classes include medical subjects such as
“Cancer 101” or “How to work with Pediatric Populations,” as well as didac-
tics on “Meditation,” “Self-Care,” “Avoiding Burnout,” and “The Importance
of Presence.” The interns work on most of the floors in the hospitals, espe-
cially pediatrics, oncology, pre-term maternity, and heart transplant units. In
addition, they work with seniors who have health problems.

At the end of the year, the interns receive a certificate in Integrative
Medicine and Spirituality with an emphasis on Expressive Arts. IHH pro-
grams began ten years ago, and the Certificate Program graduated its fourth
class of interns in August, 2004.

We think we are putting into daily practice what every good health care
worker knows: there is no split between mind, body, and spirit. The psy-
chosocial care of patients needs to be given much greater attention in all
medical settings.

Medical art therapy is a new field and many of its practitioners come from
both an art and a medical background. Some of the training is specialized
with many years of training in art and graduate work in psychology.
Practitioners need the ability to be flexible in terms of modality, using what-
ever expressive art is appropriate for the patient and the setting. We often
work right at the bedside as well as in an office and an outpatient clinic.
However, what we do is not so specialized that all health care workers could
not benefit from knowledge of the field. Stories of patients and the use of art
in the hospital can be utilized by people not specifically trained in art, but
who have an appreciation for it. 

Rather than in-depth case studies, I will present sketches of patients and
staff to give the flavor of the work we do in the hospital. Sometimes, our
interactions are brief, one-time visits. Patients often have short hospital stays,
with the onset of managed care and the availability of more out-patient pro-
cedures. Often, we do brief therapy with a lot of intensity. On the other hand,
sometimes we see patients in the transplant unit over many months as they
wait for an organ, or we see pediatric patients with cancer or a chronic dis-
ease off and on throughout a year. This extended hospital stay allows for
more in-depth, long-term therapy.
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Place

I will begin discussion of expressive arts in a medical setting with a short
discussion of place. I see expressive arts in medical settings in the broadest
sense: what the patient sees, hears, feels, smells, and touches in the setting as
well as the art on the walls and the art made by the patients. Architects, inte-
rior designers, and hospital administrators are paying more attention to pro-
viding healing spaces for patients. This need has been emphasized by
Annette Ridenour (1998). In designing a facility, she believes the focus
should not be on the color of the furniture or whether it matches the carpet.
Instead, the emphasis should be on who the patients are and what they need
to feel to be comfortable in this environment. The questions she emphasizes
are based on significant effect art has on feelings and on promoting reduced
stress levels in patients and improving their well-being. 

The colors white, gray, and chrome may be efficient medically, but they
feel cold, unfriendly, and scary to patients. One does not have to be an artist
or architect to know what is needed in terms of place to heal. Most people
would say a setting close to nature with plants and pleasing colors, or a cheer-
ful and quiet environment with as much as possible surrounding them that
feels like home.

I found myself five years ago with the diagnosis of breast cancer, terrified
and unprepared for the experience of the medical cancer world. My medical
care, at an unnamed hospital, was good. My psychosocial care was horrible.
From doctors’ offices to pre-surgery waiting rooms, I was faced with an effi-
cient and clean medical world. Nothing in my environment said “human
beings are cared for and loved here. You needn’t feel fear.”

The staging area for radiation therapy was a cold, sterile room with not
one picture, flower, or plant. The radiation technicians, who had brought in
a radio, which they had purchased with their own money, apologized. On
the other hand, the more commonly used radiation room was different. It
included a large, backlit photograph of a beautiful garden on the ceiling
which I grew to love through my six weeks of therapy.

When I asked why there was such a difference between the staging area
and the radiation rooms, the technicians said they had never thought about
it. I believe that the first place a radiation patient (or any other patient) sees
as they begin their treatment should be warm, welcoming, human, and filled
with beauty.

One does not need to spend lots of money unless a new facility is being
planned. In that case, specialized architects, landscapers and artists can be
hired in the planning stages. To ensure that art is an integral part of the heal-
ing facility, there should be an adequate budget for art.

But what can be done short of new design? Paint is cheap, and plants are
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easily obtained. Photographs of nature (even borrowed from a calendar),
views of nature, and original artwork from your community can be solicited. 

At the hospital where I work, we have turned the hallways and atrium of
the Cancer Center into the Artrium Gallery. An art committee of local artists,
some of whom have had cancer, choose and hang four “Healing Shows” a
year. A variety of artwork has been exhibited, including photographs of
nature, healing prayer flags, humorous paintings, mandalas, and children’s art-
work and poetry. Cancer patients going to radiation therapy pass this gallery
each day, thereby having something transformational to view and to carry
them through another day. In addition, the waiting room opens to a small gar-
den of labeled plants used in the formation of drugs for chemotherapy.

We get wonderful comments about the Atrium Gallery from patients and
visitors such as the following:

This is the most unique, beautiful and uplifting exhibit I have seen. I am very
moved by it and very impressed by the artist and her thoughts.
I am most deeply moved by this exhibit. It truly does spiral deep in the con-
sciousness and into the soul. The colors and patterns evoke a peace that moves
one to tears. Thanks and blessings.
Passed by your exhibit here at . . . . I am at this time working through a heal-
ing process. What a soothing inspiration!

People

Of course, the most important component of anyone’s healing is the peo-
ple they encounter. In a medical setting, there are many highly skilled peo-
ple involved and that includes the expressive arts interns.

IHH’s Expressive Therapy interns are master’s students working towards
a therapist’s license and/or expressive arts credentials with a strong back-
ground in the arts. Sometimes we work with exceptional artists who have
done a lot of their own spiritual work and work well with people. A number
of nurses with art backgrounds have interned with us. Often people see us as
volunteers like the “pink ladies” who deliver magazines. We are often called
the “Art Ladies.” Expressive arts interns are highly trained in two fields, art
and psychology. They are also given additional weekly supervision and train-
ing. Academic excellence and artistic skill are very important attributes of an
expressive arts intern, but we consider presence, the ability to be “present,”
the most important thing we do.

Presence

What is presence in a hospital setting? Presence is entering into the room
and company of an ill person slowly, respecting where they are and trying to
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bring them what they need in the way they need it. Presence is being ground-
ed and breathing and being fully with the patient, not thinking about any-
thing or anyone else or trying to “fix” them. Presence is acting as if we had
all the time in the world to be with this person. It is a gift that is so rarely
given. We are often the only people all day who are fully present with the
patient. Rachel Naomi Remen (2000), a pioneer in being present with her
patients, puts it this way:

The Celestine Prophecy offers a simple and helpful description of the possibility
within all human relationships. It says that there is a way of relating to others
such that one deliberately listens for the hidden beauty in them. The place of
their beauty is often the place of their greatest integrity. When you listen, the
integrity and wholeness in others moves closer. Your attention strengthens it
and makes it easier for them to hear it in themselves. In your presence, they
can more easily inhabit that in them which is beyond their limitations, a place
of greater freedom and sanctuary. . . . It has been my experience that presence
is a more powerful catalyst for change than analysis and that we can know
beyond doubt things we can never understand. (pp. 90-91)

Sometimes when we visit a patient at the bedside we do not make art or
even talk but just sit with the patient. Sometimes we talk and laugh.
Sometimes we play around with materials and often we make “fabulous art”
that has meaning for the patients.

If a session is going well between artist and patient, they enter a space
which is truly in the present. They are in synchrony with each other, the art
materials, and with whatever has come up (memory, feelings about their ill-
ness or family, etc). According to Mihaly Csikszentmihalyi (1990), it is
referred to as being in the “flow”:

Concentration is so intense that there is no attention left over to think about any-
thing irrelevant, or to worry about problems. Self-consciousness disappears, and
the sense of time becomes distorted. An activity that produces such experiences
is so gratifying that people are willing to do it for its own sake. . . . (p. 71)

It is potentially an anti-boredom, anti-anxiety, and even an anti-pain experi-
ence. What can help this “flow” experience? A potential answer is the sup-
port of medical personnel who appreciate that something important for the
patient’s healing is happening and do not interrupt. Factors that can poten-
tially ruin it are the millions of unavoidable interruptions in a hospital regi-
men. This cannot be helped because nurses and doctors have to do their
jobs. Sometimes, however, an interruption can be pre-planned to allow for
the “flow,” especially the avoidable interruptions such as a friendly nurse
who enters the room and says, “What are you drawing? Looks like a rabbit”
(when it really is a dog). She then launches into a long story about how her
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sister is the artist in the family and how she herself “can’t draw a straight
line.” The “flow” is stymied in this instance.

The most important rules to remember to enhance the “flow” process are:
(1) do not interrupt; (2) do not name or interpret the artwork; (3) wait until
people are through making, drawing, sculpting. Then you can ask them if
they want to tell you about what they have created.

An important part of presence is listening. However, hospital personnel
are continually questioning patients about physical signs, appetite, etc.,
instead of active listening. What the patient needs is an opportunity to tell
her story and to have someone “really” listen.

The importance of presence and storytelling is highlighted in the following
encounter. While I was pushing the art cart (which is full of all kinds of art
materials) on the oncology floor, one of the nurses asked me to explain what
we did. I told her a little, to which she really did not seem to pay much atten-
tion. As it was quiet on the floor, she perched for a moment on a desk. We
were quiet together. Then she said to me, “You know my grandmother is down
the hall. It sure is a lot different to have a relative on this floor than someone
I don’t know.” She talked about her grandmother for a minute or two. I asked
if she would like to make her grandmother something. She thought a card
would be nice. I gave her some beautiful materials, and for the next five min-
utes she put together a loving card for her grandmother. She delivered it to her
grandmother’s room. When she came back she said, “You know, I feel a lot
better now.” I said, “That’s what we do,” and she understood.

I was present to her in the moment to what this nurse needed. She was
able to tell her story, and we were able to make some art that had the tangi-
ble result of being a gift for a loved one. The process of creating the card
made her feel better, surely freeing her up to be a better and more present
nurse for the rest of her shift. (Additional ideas of being present have been
indicated by Osterman and Schwantz-Bartlett, 1996.)

Initially, interns find it difficult to work with very sick elders. The elders
often look so gray and dull, unapproachable in their illness, and they remind
the interns of their own grandparents. By being present and patient, we often
hear the most wonderful stories about the patients’ experiences in places that
we have never been. Giving elders a chance to tell their stories reminds both
patient and caregiver that they are more than just “the sick old lady in bed
2.” Instead, they are their whole history. Interestingly, when they learn to be
present with the elders, the interns grow to love this population. 

Pens, Pencils and Paint

It is important when making art with people who are ill to use the best,
most colorful, “glitziest” materials available. It is like setting a beautiful table,
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a banquet of very special dishes for people with diminished appetite. Broken
crayons, a few dried up markers, and computer paper do not belong in a hos-
pital. Good paper, brushes, watercolor, glitter will whet the appetite. These
materials are brought to the bedside in an old medication cart decorated with
beautiful and fun images. We display a variety of the materials or projects on
top of the cart to elicit interest. In groups, we carefully lay out watercolors,
pencils, brushes, as well as markers and crayons on the work table. We offer
interesting images cut from a variety of magazines for collage. We have
found that it works better to have pre-cut images from magazines available
than to give magazines to patients, especially teenagers. If a patient’s ability
to concentrate is low, they often get lost in reading the magazine and forget
the point of the art exercise.

Much of the art-making in hospitals, especially in psychiatric centers/hos-
pitals, has involved only the use of craft kits. Craft kits may be of benefit for
patients who need concrete instructions to organize confused thinking, pos-
sibly related to a psychiatric process. One limitation of such kits is that they
do not fully tap into the patients’ own creativity and may cause them to think
that they are being treated as children. By contrast, if given exciting, evoca-
tive materials and an interesting theme, even inexperienced “non-artists” will
produce something that expresses who they are. Play will do the rest.

Play

Story-telling is not encouraged by a frontal attack such as saying: “Tell me
all about yourself.” The therapist will find out nothing, and the patient will
often feel pressured to tell the therapist what they think she wants to hear.
We have developed many playful activities which encourage the telling of a
story. The following three activities have been used successfully with every
population and age in the hospital.

IMAGE CARDS

Image Cards are the simplest of techniques and can be used with patients
whose limited strengths prevent them from holding a paint brush. Pictures
that readily evoke memories are cut out of magazines and pasted on 3″ × 5″
index cards. These cards are offered to patients as a game. “Pick your
favorite, or pick three, or pick cards that represent your past, present, and
future. No rules: do whatever feels appropriate.” Next, we ask them to tell us
why they were attracted to the images. Almost immediately, they tell you the
story of growing up on a farm in Kansas or being a fighter pilot in WWII.
For a short time, you tap into a healthy part of them as expressed in their
memories. By your presence, your listening, you link that part to the present,
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and they are energized. Sometimes they next take the image index card(s)
and make it into a picture. We then encourage them to put the picture on the
wall to remind themselves of the story. In this way, they feel that they are
more than their illness; instead they are their whole histories.

WORRY OR WISHING OR PRAYER DOLLS

Another project assists the patients in processing their concerns or worries.
We ask the patient to write a worry, a wish, or a prayer on a small slip of paper.
We then offer them tongue depressors and a variety of glitzy fabric, hair, rib-
bons, feathers, and pipe cleaners. The paper is tightly wrapped around the
middle of the stick and covered with fabric squares to serve as the dolls’
clothes. A bit of pipe cleaner is twisted around a “clothed” tongue depressor to
serve as the dolls’ arms. The patient then decorates the doll to individualize it.
When they are finished, we ask them to name the doll and tell us what it wants.
Often the solution to the worry is in this wish. We attach a bit of oil-based clay
to the bottom of the stick, thereby assisting the doll to sit on the bedside table.
If the worry comes up again, the patients are asked to transfer it to their doll,
who is designed for worrying, or carrying prayers and wishes. The presence of
the doll softens the surroundings, often evoking laughter and delight. Children
love this activity. Older people love it as well. Often they remark that they
have not played like this since they were children with their grandparents.
People love to play, especially with wonderful inviting materials.

STORY DOLLS

Story dolls are another simple project. The arms, legs, and torso of a fig-
ure of about 14″ are cut out of stiff paper. Alternatively, the patients can cut
out a one-piece paper doll of whatever size and shape. The patient attaches
the body parts with paper brads and draws and decorates the figure with
markers and colorful paper. Then the patient makes up a story about the
doll, which is written on the doll as part of the decoration. This activity was
suggested to a woman in an acute rehabilitation unit, who had recently had
a leg amputated. She insisted that the doll have an amputated leg as well, and
dressed her as an exotic dancer, mourning her loss. Over the next few
months, she made legions of dolls, all representing aspects of herself and her
world. She gave them away after she had filled the wall of her room with
them. She was able to tell her story over and over again and to join with oth-
ers through the gift of the story dolls.

Through the years, we have developed many other activities, including
pre-drawn body images to depict pain, discomfort, or to convey information
so that we can devise ways to ameliorate the pain through color and image.
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We ask the patient to draw on the body outline what the pain feels like in
color, shape, or image and intensity. We then imagine what it would take to
make the pain feel better. Cooling blue “water” is used to sooth angry red
heat in joints. Soft clouds are used to soften sore feet. Furthermore when a
patient suggested that the pain in their shoulder felt like the bird who has
talons in your shoulder, we could brainstorm with them ways to metaphori-
cally remove their talons.

We redraw the image with the soothing or defensive images, often many
times. We use imagery and imagination to bring the healing images closer
and available to the patient when the pain returns. We give the patients a
nonpharmacological method to lessen their pain. 

We try to make all activities fun and easy, sometimes as simple as squish-
ing “Model Magic,” a clay-like material made by Crayola that is perfect for
hospital use (e.g., no scent, no mess, does not stick to hands, good colors, and
air dries to hardness). We try to design activities that are no-fail and creative.
We provide pre-drawn mandalas for patients to work on at their leisure.
When we are with them, we invite them to co-create artwork, drawing from
both of our imaginations. Kids also love stickers and can make wonderful
stories with them. Perhaps, even more effective is the transformation of med-
ical materials such as surgery hats, tubing, and bandages into a new creation.
Other activities have been described by several authors (Malchiodi, 1999;
Rollins, 2004).

PARTICIPANTS

In-patient, Art at the Bedside

We work with all ages in the hospital. Children are naturally drawn to art,
and women tend to be initially more open to art than men. Most adults have
a lot of performance anxiety about making art. I believe that education in the
arts in the United States is dismal and that most people’s last experience
making art was when they were in the second grade. Their experience was
often disappointing, if not humiliating, because of initial lack of facility at art
making or because a teacher or parent pointed out that giraffes are not pur-
ple. After several disappointments, unfortunately all art-making activities
had been abandoned in favor of more “practical” pursuits.

Much of our initial work is coaxing people who do not see themselves as
artists into believing, if just for the moment, that they are capable of art mak-
ing. We design our art experiences so that they will find success and will
enjoy the experience. In addition to using inviting art materials and the tech-
niques that I have discussed, we use a “Zen” board to intrigue the most reluc-
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tant but potential artist. The board is made of “magic paper” encased in a
cardboard frame. With a Chinese bamboo brush, one paints with water on
the paper. It makes lovely calligraphy marks and is fun to play with. The
water gradually evaporates leaving the paper blank in five minutes or so.
This non-permanence encourages experimentation. Eventually the patient
says, “Do you have anything more permanent?” With a surprised look on
our face, as if that had never occurred to us, we offer paper, pens, pencils, or
paint that they would have initially refused.

Medical personnel often are very anxious about art making. They believe
that because they have chosen to be scientists they cannot be artists. With the
exception of some “scientist musicians,” they long ago gave up any idea that
they could fulfill both roles. I believe that scientists and artists have a lot in
common. Medical personnel are curious, observant, inventive, and need to
play with materials and tell their story as much as patients do. Although nurs-
es and doctors are often too busy on their shifts to make art, whenever pos-
sible, we offer quick five-minute activities, especially around the holidays.
For example, on “Red, White, and Blue Day” following the events of
September 11, 2001, we offered staff wonderful red, white, and blue materi-
als to make a symbol to wear. Everyone was receptive and enjoyed the
opportunity to join together. For holidays, we also offer half-hour activities in
the cafeteria or hospital lobby that the staff can do during their lunch hour
such as making masks for Halloween or making Valentine and Christmas
cards for those occasions.

Art and Imagery for Outpatients with Cancer

We offer a number of groups for cancer patients and their families. These
groups seem to be most popular with breast cancer patients but are open to
everyone. The groups are co-led by a guided imagery intern who begins the
group with a short thematic guided imagery. The art therapy intern provides
materials to draw, paint, or sculpt from the theme. The artwork is then dis-
cussed for theme and emotional meaning. The artwork from these groups
has been phenomenal and has been inspirational to the patients and others.

Out-patient Groups for Seniors with Depression

Groups are offered to seniors who have been hospitalized and are not pro-
gressing in their healing. Many are depressed about their losses. We do a lot
of artwork that encourages socialization and reflection on their history.
Often, we do artwork just for fun, such as “silly hat day.” Laughter is a great
healer (see Le Navenec & Slaughter, 2001). One of the seniors made a hat
with antennas that he said “could beam him up” to his deceased wife, whom
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he missed a great deal. He left the group wearing the silly hat and said, jok-
ingly, he would “wear it all the time.” Two weeks later, he died or “was
beamed up” as the group described it. The seniors had lovely happy memo-
ries of him and the fun day they had being silly.

Projects

I am often asked how to get started with an art program in a hospital. It is
recommended to identify and contact medical personnel who are interested
in the creative arts such as a nurse who paints or a doctor who plays the
piano. In this way, one is engaging those staff who value the arts and can
influence their colleagues to implement and/or support such programs. For
example, several pediatric nurses at Floyd Medical Center in Rome, Georgia
painted a colorful mural. These nurses followed this up by having pediatric
patients paint ceiling tiles and began to decorate the pediatric rooms with
colorful and homey fabrics. Subsequently, other departments began looking
for ways to add art to their patient treatment environment. This art initiative
led to the hospital administration deciding to start a creative arts program
which involved visual art and music for their patients. 

We developed a meditation book that is left in the meditation room. An
art box is left with this book so that people can illustrate the prayers and mes-
sages that they write with collage and drawings. The meditation books thus
became beautiful and inspirational for all the patients and visitors who visit
the room. The following message or credo was left in 1998 by an anonymous
patient in the meditation room at Marin General Hospital. It is a sample of
the wisdom we all have and the importance of providing creative avenues to
give voice to that wisdom. Begin small wherever you are and think big about
what you want to create. Make art.

What I Have Learned

1. Pain takes a lot of attention.
2. We are mere mortals.
3. If I do not rise above a fear—survival outlook, I will suffer more.
4. I realize that I am in the room of and part of the room of the universal

pulse that creates us all.
5. Small kindnesses mean so much in hard times. An MGH staff person

said to me, “I like your top.” I felt so human and loved. She noticed my
blouse, of all things, in the midst of my self-absorption, and I felt so
happy.

6. Art matters. Several paintings on walls have suddenly brought me back
to myself.
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7. Clean and orderly surroundings, with soft colors, really matter and influ-
ence my mood.

8. It’s hard to be in this hospital because the fluorescent lights hum and are
irritating. It takes effort to tune it out.

9. Televisions are really awful for people who don’t want more sensory
input.

10. When nurses introduce themselves by name, it really feels good.
11. We are bodies.
12. We are not our bodies.
13. I must remember to smile and have kind words for others too. I am glad

that I seem to do this.
14. I really need a place like this meditation room to sit and let my thoughts

write out. I hope somebody will read them and that my thoughts might
help others.

15. I discovered the best parts of MGH by accident. I hope someone tells
others: the meditation room; the chaplain; the views and there must be
other parts I’m missing. Find them. Tell others.

16. It is hard to see my loved ones in pain.
17. I must allow others’ paths in life to develop in their own way and at their

own pace.
18. Thank God for friends. Any time you can find concrete things to offer,

do it. Examples: Please come over if you want company; call us any time
of day or night, even if you’re just lonely, we mean it; we’ll research that
illness for you—is that ok? How to ask for help; Can you take my dog
while I’m in the hospital? Please send my husband mail—it cheers him
up, and me too; Please pray for us.

I conclude with a statement from Patch Adams (1998):

Modern medical practice often sacrifices contact with the patient in the name
of efficiency. This loss of intimacy hurts both doctor and patient. So much of
the great magic and therapeutic power of the doctor-patient relationship occurs
because we spend time getting to know each other. Even in the sophisticated
hospitals of this nation, patients suffer from afflictions that cannot be relieved
by technology or pharmacology. For those patients, compassion and creativity
in any form should be called into play. (p. 401)
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