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Editorial: The Creative Arts Therapies and Education 

 

Dear Readers, 

 

This special issue of the Irish Association of Creative Arts 

Therapists Journal on education demonstrates how much the 

creative arts therapies are contributing to education and 

community in Ireland and considers future directions for the 

training of creative arts therapists. The exciting and informative 

articles in this issue explore the use of the creative arts therapies 

in primary, secondary and special needs schools, probation 

education, primary care settings and areas of clinical practice 

where clients use augmentative and alternative communication. 

Together, they speak to the potential for the creative arts therapies 

in Ireland to support a society in which clients are empowered to 

contribute to a more inclusive community. 

 For instance, in ‘Art therapy within a probation 

educational setting with adult men’, Paul Thomas Campbell 

explores how art therapy was experienced by adult men within a 

probation educational setting. This article demonstrates the ways 

in which the organisation’s desistance ethos, which centred on 

equality, assisted trainees and shows how art therapy was able to 

facilitate exploration around the criminogenic need of social 

isolation. In ‘Dramatherapy in the primary school’, Ann Callanan, 

a Resource and Learning Support teacher and Dramatherapist, 

speaks of her first hand experience of the merits of using 

dramatherapy with children with emotional, behavioral and social 

difficulties. She describes how two children used therapy to 

reflect on and work through anxiety and social challenges. In both 

of these studies, we see creative arts therapists discovering 
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through experience the benefits of offering art therapy to those in 

need of emotional healing and psychological growth.  

 Future implications for training creative arts therapists are 

especially notable in articles by Linda Broughton and Alison 

Sweeney. In ‘Art therapy approaches and assessment in schools: 

A review of UK and US practices and a study of the Irish 

context’, Broughton researches the assessment practices of art 

therapists practicing in Irish primary, secondary and special needs 

schools. She considers this in relation to UK and US approaches, 

to explore where differences emerge. In Sweeney’s article, ‘The 

use of augmentative and alternative communication in music 

therapy: What is the state of the art?’, the author asserts that 

communication lies at the centre of music therapy practice. This 

paper investigates the knowledge and use of augmentative and 

alternative communication by music therapists and reflects on 

how this may be useful in providing recommendations for the 

training of student music therapists. Such explorations as 

represented in these articles are essential for promoting the formal 

recognition of the place of the creative arts therapies in schools 

and for the growth of the profession on an international scale.  

 A striking aspect of this issue is that of creative arts 

therapists adapting their practice to bring together previous 

experiences, new skills and knowledge gained through reflection. 

This is seen in particular in Fran Burn’s article, ‘Early 

intervention in a primary care setting: An integrated approach’. 

This study is based on the author’s work as a paediatric 

physiotherapist in a community primary care setting. Her 

approach is influenced by her training and experience in both 

dance/movement therapy and child and adolescent psychoanalytic 

psychotherapy. In this article, Burns refers to case studies from 

two children to describe how she integrates physiotherapy, parent 
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infant psychoanalytic psychotherapy and dance/movement therapy 

to help caregivers engage more effectively in supporting their 

child’s development.  

 The interview and book reviews in this issue also promote 

these endeavors. We include an interview with art therapist Dr 

Gussie P. Klorer conducted by Lucia Šimončičová, which 

provides insight into Klorer’s approach in work with traumatised 

children and those with attachment difficulties. The ways in which 

Klorer’s application of expressive therapy allows children to 

communicate intense feelings in ways that are natural to them, 

through art and play, will be of interest to all clinicians who work 

with children. Readers will find Integrative art therapy and 

depression: A transformative approach, by Vibeke Skov, 

reviewed by Ursula Meehan, Supervision of dance movement 

therapy: A practitioner’s handbook, edited by Helen Payne, 

reviewed by Bernadette Divilly, and Music technology in 

therapeutic and health settings, edited by Wendy Magee, 

reviewed by Jason Noone, complementary to the topics of 

integrative approaches and future directions in training and 

education explored in this issue. Finally, Mary O’Neill’s 

interactive review of The dreaming source of creativity: 30 

creative and magical ways to work on yourself, by Amy Mindell, 

puts theory to practice, demonstrating how the step-by-step 

exercises incorporated in this book provide a rich resource for 

Process Workers engaged in research and practice.  

 Together, the articles in this issue demonstrate a creative 

arts therapy community in Ireland that is developing a sense of 

belonging, solidarity and accomplishment across clients of all 

ages and statuses. This issue also highlights a community sharing 

international developments and pointing to future directions in the 

creative arts therapies. Such information on the scope of the 
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creative arts therapies and education is more important now than 

ever before, as we continue to advocate for the importance and 

place of arts therapies services and supports. With that in mind, 

we invite contributions for a special anniversary issue to be 

released in 2016, the 30
th
 anniversary of IACAT. It has been a 

pleasure to edit this issue, and we thank all of the contributors for 

their time, effort, and expertise. We would like to wish all our 

readers a very happy new year and our warmest wishes for 2016.  

 

Eva Lindroos, Editor-in-Chief 

Margaret O’Neill, Co-Editor 

 

December 2015 



IACAT Journal, 2015 

Vol. 3, No. 1  

 

1 
 

Art therapy within a probation educational setting with 

adult men 

 

Paul Thomas Campbell  

 

 This paper highlights how art therapy was experienced by adult 

 men on a probation bond within an Irish context. It explores the 

 organisation in which the art therapy service was offered and 

 considers how the desistance ethos of this organisation affected 

 the service users and therapy space. It examines the role of art 

 therapy within this specific probation educational setting, 

 demonstrating how it addresses a range of criminogenic needs. It 

 argues that the desistance concept can be extended or adapted into 

 the practice of art therapy to enhance its effectiveness in addressing 

 the needs of those within an Irish probation context. 

 

 Keywords: art therapy; adult men; probation; education; 

 desistance; Ireland  

 

Introduction 

 

This paper outlines how art therapy was experienced within a 

probation and linkage scheme that provided support for adult men 

referred by the Irish Probation Service. Within the organisation’s 

desistance ethos, the programme supported the men in three 

specific areas that aided behavioural change and desistance from 

offending: vocational training, adult education and personal 

development. 

 The research presented here emerged from a phenomenological 

study (Campbell, 2014) that included four interviews with two art 

therapists who previously worked for the organisation: the project 

coordinator and a senior probation officer on the board of the 

organisation. The results outline the main issues that individuals 
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were challenged with while on a probation bond, including the 

desistance ethos adapted by the organisation and the impact this 

had upon the therapists and therapy space. This paper also 

discusses the effectiveness of the non-verbal approach of art 

therapy within this probation setting, including the benefits of 

offering a safe, confidential space to support individuals in 

‘freeing’ themselves from psychological trauma. In addition, this 

paper considers how art therapy affords individuals an opportunity 

to explore a new creative identity, as persons who can learn, 

change and engage in further education. Resulting from this study, 

this paper demonstrates how art therapy is capable of addressing 

certain dynamic risk factors as part of the multi-disciplinary team 

with the aim of reducing recidivism. 

 The paper concludes with a proposed model of art therapy that 

explores how the desistance concept can be extended or adapted 

into the practice of art therapy to enhance its effectiveness in 

addressing the needs of those within probation. Specific focus is 

accorded to the areas of repairing relationships, issues of self-

identity and self-efficacy.  Within this paper, male individuals on 

a probation bond are referred to as trainees. 

 

Review of literature in relation to art therapy within the 

correctional setting 

 

Much of the research on the use of art therapy within the 

correctional setting has been documented within the past three 

decades and the literature is expanding. However, within an Irish 

probation and prison context art therapy literature is still lacking. 

The foundation of art therapy within the correctional setting stems 

from Joyce Laing’s pioneering work at The Special Unit Barlinnie 

Prison (1982). Laing had been deeply involved in implementing 
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an arts programme within the Special Unit. She emphasises that 

the arts cannot bring about ‘change or growth’ for an individual 

unless it is used ‘as a living expression of thought, emotion and 

portrayal of images from the subconscious’ (1982, p. 57). From 

Laing’s findings, she believes that each act of creativity nourishes 

the ‘growth of maturing development’ and that an individuals’ 

shift in identity comes about ‘through the discovery within the 

psyche’ (Laing, 1982, p. 58). From their time of writing, Arnup 

and Cronin (1994) highlight that art therapy is predominately used 

with offenders in a prison environment rather than outside a 

prison setting, despite the evidence of the ‘transformation power 

of art’ in helping to ‘change attitude’ with long term prisoners 

(McCourt, 2009).  

 One of the foremost sources of information regarding art 

therapy within the correctional setting is Marian Liebmann’s 

book, Art Therapy with offenders (1994). Liebmann is both an art 

therapist and a probation officer, and in her book she outlined four 

years of working within a probation context from 1987-91 while 

using art therapy with her clients. The book collates a number of 

articles from art therapists who have worked in correctional 

settings, ranging from young offenders institutions to high-risk 

adult offenders in secure prisons. Another notable figure in the 

field is Colin Teasdale and his insightful research undertaken in 

HMP Grendon (1997). Teasdale argues that within his work he 

encourages his clients to ‘learn through experience which may not 

have previously been understood, but had been acted-out’ (1997, 

p. 34). He believes that the more self-awareness an individual can 

have around their life and the consequences of their actions on 

others, the greater the possibility that the individual may be able 

to change their behaviour (Teasdale, 1997).  
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 In more recent research, Mary McMurran (2002) believes that 

non-verbal therapies can play an important part in preventing 

patterns of destructive behaviour from being relentlessly acted 

out. She argues that offenders will often find ‘talking, rather than 

acting, either different or quite beyond their capacity and for this 

reason it may be more beneficial to build a therapeutic alliance 

‘without words’ (McMurran, 2002, pp. 82-3). This is echoed by 

Hannah Godfrey’s research, which demonstrates that her clients 

within probation experience difficulty expressing themselves 

verbally and that an alternative outlet for self-expression is 

needed, which is achieved through art-making (Godfrey, 2008, p. 

103). Eileen McCourt outlines that the ‘tools for self-

communication are in the prisoner’s own hands’ (1994, p. 44). 

This makes the art therapy process a ‘highly personal and self-

directed activity’ that offers individuals an opportunity to become 

self-empowered and ‘evoke self-awareness’ (Merriam, 1998, p. 

159). However, the art therapy process is often challenged within 

the correctional setting by the ‘rigid defences’ that individuals 

develop for basic survival (Gussak, 2004, p. 245). This is coupled 

by ‘increased illiteracy, organicity and inability to verbally 

communicate’, making it difficult for individuals to ‘give voice to 

the mental, emotional and/or physical problems they experience’ 

(Gussak, 1997 pp. 1-12). McCourt highlights how the ‘innocuous 

nature of the art materials’ facilitates a different mode of 

expression from the verbal and offers an ‘opportunity to 

communicate symbolically – to use art materials to represent 

thoughts, feelings or ideas’ (2005, p. 36). Ginnette Ferszt et al. 

posit that within the correctional setting, art therapy can provide a 

safe place to ‘express and discharge […] tension, anguish, 

sadness, and anger’ as the process affords an individual to ‘draw 

their feelings on paper without fear of retribution’ (2004, p. 192). 
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Sue Pittam has indicated that art therapy does not ‘condone the 

offence, but looks at the reasons behind it’ (2008, p.87). This 

illustrates that art therapy ‘involves the part of the person which is 

still intact and healthy – the part that the offending hasn’t 

reached!’ (McCourt, 1994, p. 41). In doing so, it offers an 

opportunity to explore underlying ‘hurt and pain’, and helps 

diminish anger and begin a healing process, which can help 

prevent reoffending (Pittam, 2008, p.89-90).  

 McCourt’s research as an art therapist within the probation 

services in Northern Ireland (2005) raises the question of whether 

art therapy can impact upon re-offending behaviour with high-risk 

offenders. She outlines that ‘offending can be seen as a destructive 

and habitual response – a known method of finding relief from 

conflicting feelings’(McCourt, 2005, p. 35). However, she 

describes that for art therapy to be effective in reducing offending 

behaviour it needs to affect the criminogenic needs of the 

individual, i.e. factors that can cause or likely to cause re-

offending behaviour (McCourt, 2005). According to Chapman and 

Hough, these could include, ‘anti-social attitudes, beliefs and 

values; anti-social associates; lack of pro-social role models; 

cognitive and interpersonal skills; dependence upon alcohol and 

drugs; a sense of achievement and community integration; 

employment; social isolation and mental health’ (Chapman and 

Hough, 1998). They state that ‘[drama], art therapy [...] if 

purposefully and carefully designed and delivered, could address a 

range of criminogenic needs’ (Chapman and Hough, 1998). 

Knowing the specific criminogenic needs is extremely important 

if a therapy model is to assist effectively in reducing recidivism. 

The research of Edward Latessa and Christopher Lowenkamp 

(2005) demonstrates that programs which specifically target 
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between four and six ‘dynamic factors’ (criminogenic needs) 

could reduce recidivism by 30 percent. 

 It is evident from the literature that art therapy can have an 

important role in assisting individuals who may be emotionally 

challenged either on a probation bond in the community or within 

a penal institution. Furthermore, it is clear that if art therapy is 

purposefully and carefully planned it has the capacity not only 

assist individuals on a probation bond, but also to improve the 

relationship they have with their probation officer, leading to the 

ultimate  aim of reducing recidivism (McCourt, 2009). This paper 

explores how this may also be evident within an Irish probation 

context. 

 

The probation and linkage scheme 

 

The community based project offered programmes for adult men 

referred through the Probation Service that addressed anti-social 

attitudes and behaviours to assist with progress towards 

employment. This was achieved through the desistance ethos that 

the organisation adapted, including up-skilling; adult education 

and personal development work with trainees. To understand the 

desistance concept that the organisation adapted, it is beneficial to 

understand recidivism and how the two are interlinked. 

Recidivism is the renewal of a criminal lifestyle, normally 

involving an ‘arrest or incarceration’ and individuals who have 

relapsed into crime are termed ‘recidivists’ while those who have 

not relapsed are termed ‘non-recidivists or desisters’ (Bushway et 

al., 2004, p. 86). Therefore, desistance refers to the ‘long term 

abstinence from criminal behaviour among those for whom 

offending had become a pattern of behaviour’ (McNeil et al., 

2012, p. 3). The project encouraged desistance through its 
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approach and interaction with trainees. For example, trainees 

participated on a voluntary basis within the programme, including 

the approach that the organisation adapted of sharing power 

equally. Trainees had the opportunity to voice their opinion on the 

programme to inform the organisation of what they wanted but 

also explore what was not working. This allowed trainees the 

experience of being treated with dignity and respect. Within the 

desistance framework, the programme focused on vocational 

training (up-skilling and training for traditional male 

employment), adult education (education around literacy, maths, 

and computer skills) and personal development work (holistic 

interventions, e.g., group and individual art therapy, adventure 

activities, and yoga). 

 

The results from the phenomenological study 

 

The results presented in this paper emerge from the 

phenomenological study of two art therapists who previously 

worked for the probation and linkage scheme: the project 

coordinator and a senior probation officer on the board of the 

organisation (Campbell, 2014). The study focused on their 

experiences, perceptions and practices while working with 

trainees with offending behaviours within a desistance ethos. The 

purpose of Paul Campbell’s (2014) study was to explore how a 

desistance focused probation and linkage scheme experienced the 

support of art therapy. The study used IPA (Interpretative 

Phenomenological Analysis) methodology to analyse the data 

from four semi-structured interviews. This approach was 

originally developed and outlined in the book, Interpretative 

Phenomenological Analysis, Theory, Method and Research by 

Smith et al. (2009). Figure 1 illustrates the findings of the research 
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of the three superordinate themes identified: 1: Identity; 2: 

Equality and Transparency; 3: Support Network. 

 

 
 

Figure 1. Superordinate themes and their supporting themes 

 

 The first superordinate theme of ‘identity’ included, ‘trauma 

and negative relationships’, ‘drugs and addiction’, ‘negative 

identity and stigma’, ‘creativity and hope’, ‘promoting new 

identity’ and ‘mindfulness and self-confidence’. A split emerged 

between obvious negative and positive references to identity. The 

negative encapsulated the trainees’ backgrounds and their 

negative views of themselves, as well as how trainees’ negative 

behaviour can be viewed by society. The references to positive 

identity explored how trainees wanted to be perceived, their 
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aspirations and self-awareness, and how the organisation 

promoted positive identity. 

 The second superordinate theme of ‘equality and transparency’ 

emerged in the form of ‘communication and transparency’, 

‘language and equality’ and ‘facilitating choice’. This theme 

explored how the organisation created an environment that was 

desistance-focused and centred on equality. This was achieved 

through having transparency within the organisation and clear 

communication between staff and trainees. The use of language 

and facilitating choice making helped to create an atmosphere of 

equality, which was interwoven into the relationships that the staff 

had with trainees within the organisation. 

 The third superordinate theme of ‘support networks’ 

demonstrated how the Probation and Linkage Scheme assisted the 

trainees within their desistance approach that included vocational 

training and adult education. It also provided evidence as to how 

the intervention of art therapy support assisted within the overall 

multi-disciplinary approach to address issues surrounding 

emotional distress. The results also demonstrated that a trainee’s 

family support played a key part in promoting desistance. 

 

The organisation’s desistance ethos  

 

From the phenomenological study (Campbell 2014), it was clear 

that trainees brought positive skills in conjunction with their 

frequently negative view of themselves. The evidence shows that 

the trainees’ negative identity stemmed from exposure to high 

levels of environmental trauma (negative relationships connected 

to prior family criminality and gang feuds). These included 

bereavements, addiction, the stigma of being an ‘offender’ with 

shame around prior life circumstances, poor education that 
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included literacy difficulties and the experience of 

marginalisation. The results indicated that the second 

superordinate theme of ‘equality and transparency’ was centred on 

how the organisation created a desistance ethos that assisted in 

building trust between trainees and staff. This ethos created a safe 

space for trainees to begin trusting the organisation so that they 

could reach out and avail of the vocational training, adult 

education and personal development work within the support 

structure of the programme. 

 To explain this more clearly, Figure 2 illustrates the 

organisation’s trainee centred approach and the desistance ethos 

within the organisation that afforded each individual an 

opportunity to change. The desistance ethos could be viewed as a 

semi-permeable membrane which allows a safer and more 

controlled movement between the first and third superordinate 

themes. Within the first superordinate theme of identity, if a 

trainee had experienced negative relationships that led to high 

levels of mistrust, the ethos of the organisation provided the 

individual with an opportunity to experience something new that 

would assist with building trust. This could help develop a 

positive working relationship between trainees and staff. Because 

of the elevated levels of mistrust experienced by trainees, 

reflected in the high levels of re-lapse, the desistance ethos within 

the organisation facilitated a space that allowed individuals to 

engage at a level with which they were comfortable. This aided in 

the creation of an environment where trainees felt more 

empowered to try something new, to engage, withdraw and 

subsequently re-engage. The more they began to trust the 

organisation and themselves, then the more services the trainees 

could reach out to avail of. This increase in movement, although a 
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gradual exchange, assisted trainees in establishing the foundations 

for sustainable change. 

 
Figure 2. Trainee centred approach within a desistance ethos 

  

 The desistance ethos that the organisation adapted to help in 

promoting change in behaviours was established through different 

approaches. Firstly, the desistance concept ‘language of practice’ 

was of extreme importance (McNeill et al., 2012, p. 9). It was 

clear that no individual was labelled as an ‘offender’ but that each 

individual on the programme was referred to as a ‘trainee’, 

thereby respecting their dignity. The senior probation officer 

highlighted that a positive relationship could only form if 

assessments were made ‘without [personal] judgements’ so that 

individuals could be seen in their ‘humanity and […] as fellow 
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citizens’. This illustrated that the organisation’s approach was 

‘valuing people for who they are and for what they could become, 

rather than judging’ (McNeill et al., 2012, p. 4). The results 

showed that the negative identity that individuals often carried 

brought shame and gave rise to feelings of isolation and 

marginalisation within their local community. The desistance 

concept implemented by the organisation helped to move trainees’ 

perceptions away from ‘static models of people as ‘offenders’, 

‘criminals’ or ‘prisoners’’ and encouraged an ‘understanding of 

change(s) in personal identities’ (McNeill et al., 2012, p. 4). 

 Another important factor within the organisation’s ethos was 

that trainees engaged on a voluntary basis. The project coordinator 

believed this altered their relationship with the programme, 

thereby shifting their focus towards a journey of learning and 

growth. The trainee focused approach facilitated choice making, 

thus allowing an individual to feel in control of their own future 

while holding on to a sense of purpose and meaning within their 

lives (self-efficacy) – a pivotal concept for an individual in 

desisting from crime (Maruna, 2001, p. 7). Another salient aspect 

of the organisation’s ethos was the creation of a pro-social space. 

A positive example of this was when the project coordinator 

stated that ‘when we make mistakes we acknowledge it’. This 

approach, of being open and reflective as an organisation and 

acknowledging when things could be improved, allowed the 

trainees to experience an organisation that was willing to embrace 

change. Shadd Maruna’s research outlines that ‘to desist from 

crime, ex-offenders need to develop a coherent, pro-social identity 

for themselves’ (2001, p. 7). It could be construed that in 

mimicking pro-social values by advocating informally that ‘we all 

make mistakes’ (project coordinator), respecting individuals’ 

decisions without judgement, and facilitating shared power, 
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inclusion, and choice making, the ethos and attributes of the 

organisation encouraged and respected trainees’ ‘self-

determination’ in their own belief and ‘self-efficacy or agency’ to 

change (McNeill et al., 2012). 

 

The impact of the desistance ethos upon the therapists and 

therapy space 

 

There was evidence to suggest that the therapists’ boundaries were 

challenged within the organisations desistance ethos. This was a 

result of the organisation’s pro-social space, where trainees and 

staff would share the same facilities within the building and often 

eat together. As a result of this shared space, both therapists were 

unable to avoid meeting trainees outside of the therapy room 

while working in the same building. One therapist enforced strict 

boundaries by maintaining a certain distance from trainees at all 

times within the building to uphold the therapeutic support. They 

believed this allowed the trainees to engage on a deeper level, to 

appreciate and value the therapy space as being different from the 

other support structures within the programme. It was believed 

that this approach allowed the trainees to vent feelings and 

emotions in a confidential space with a deepening experience and 

understanding of themselves, secure in the knowledge that they 

would not have to engage with the therapist elsewhere on the 

programme.  

 Results from the second superordinate theme of equality and 

transparency showed that that the desistance ethos regarding 

language of practice, whereby individuals were referred to as 

trainees as opposed to clients, was carried into the therapy space. 

This assisted in creating a non-judgemental atmosphere within 

therapy sessions. Both therapists referred to their clients as 
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trainees and this practice advocated equality, hence encouraging 

trust. One therapist stated that ‘as soon as you begin to label 

someone you don’t see them for who they are’. This was essential 

according to the Good Lives Model approach, which outlines that 

the therapist must remain non-judgemental and express respect 

towards the individual while also acting as a support to help them 

‘enter and effectively engage in treatment’ (Ward and Brown, 

2004, pp. 250-53). 

 It was clear that because the organisation’s desistance ethos 

challenged trainees around their perceived identity, this was 

carried both consciously and sub-subconsciously into therapy 

sessions through the image making process. It was also discovered 

that often the trainees would use this confidential space to explore 

the challenges and difficulties they were experiencing on the 

programme, knowing that the therapy space was confidential and 

information was not shared within the multi-disciplinary team. 

Despite the therapists’ boundaries around confidentiality, 

effectively challenging the organisation’s ethos of information 

sharing among staff members, it was clear that the therapists 

gained support from the multi-disciplinary approach because the 

workload was shared and the organisation’s space was kept safe. 

This established a more holistic approach for trainees. One 

therapist believed that being part of a multi-disciplinary team was 

beneficial as it afforded the opportunity to receive additional 

feedback from other staff members around trainees’ 

developments, providing insight into the therapy relationship. 

 

The effectiveness of the non-verbal approach of art therapy 

 

Both therapists affirmed that the image making process of 

committing content to paper and the physical act of placing 
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artwork into a folder helped to realise containment. One of the 

therapists stated that ‘having utilities [...] like paintbrushes and 

pencils can add a defence around feelings, it can help provide an 

extra barrier and more containment for trainees to focus on in the 

space’; this, they believed, allowed individuals to explore their 

feelings safely. This is echoed by Julie Murphy who believes that 

the art therapy process creates a ‘physical and mental space in 

which to grow’ as well as helps to ‘contain fears and feelings’ 

(1994, p. 37). As the art making process was action orientated, 

allowing individuals to identify visually where they felt anger 

within their body, this assisted them in understanding possible 

triggers, thereby helping to neutralise the possibility of 

engagement in aggressive behaviour outside the therapy space. 

This enforced Rothwell’s research, which indicated that the 

process of art making can help an individual ‘develop a symbolic 

container inside’ which assists in restraining ‘destructive and 

traumatic impulses’ (2008, p. 119). 

 The therapists shared the same approach as the organisation, in 

that they were trainee focused. For example, when the therapists 

were deciding how best to support an individual in terms of 

directive or non-directive approaches, both stated that this was 

dependant on the specific needs of the trainee. This is congruent 

with the desistance paradigm, which would suggest that 

individuals within the correctional setting must lead their own 

desistance journey while the support structure listens to the 

individual’s specific needs (Porporino, 2010, p. 80). The results 

also showed that a directive approach to group therapy was more 

beneficial than non-directive.  The use of carefully chosen themes 

or particular materials like masks as the primary material within a 

session would create a more in-depth group discussion, as it 

allowed the group to begin exploring challenging issues of where 
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they were from, family background and belonging to different 

gangs within the local community in a subtle and safe way. This is 

echoed by Godfrey’s research with individuals on probation that 

‘masks provide a degree of separateness and distance that offers 

safety and makes the expression of painful feelings possible’ 

(Godfrey, 2008, p. 112). However, there was evidence that 

situations would arise where individuals could clash against other 

group members within therapy due to submissive and dominate 

personalities. For this reason, non-directive individual therapy was 

often the preferred method of work with trainees. Both therapists 

agreed that trainees would be more willing to trust, name and 

discuss personal issues in-depth within a one-to-one therapy 

space. These findings correlate with Pittam’s research that 

individual therapy within the correctional setting is more effective 

because individuals will often ‘drop their ‘street-cred’ and look at 

what matters’ (2008, p. 89). 

 In response to the high levels of trauma, violence and 

bereavement that were often experienced by trainees, one therapist 

adapted the empty chair technique of Gestalt therapy, through 

creating an image and dialoguing with it. This supports art therapy 

as an alternative mode of communication, as the artwork acted as 

a bridge between the inner world of an individual, who found 

challenging topics difficult to talk openly about, and outer reality; 

between the therapist and trainee. In this manner, it can be viewed 

as helping individuals to integrate different aspects of their self 

and life experiences (Case and Dalley, 2006, p. 137; Liebmann, 

1994, p. 9; Murphy, 1994; Rubin, 1984). Within the organisation, 

it could be seen that many trainees experienced literacy 

difficulties. This presented challenges for the men not only when 

attempting to gain employment, but also hindered their confidence 

to articulate their emotions verbally. As the art therapy approach 



IACAT Journal, 2015 

Vol. 3, No. 1  

 

17 
 

was a non-verbal process of physical expression through art 

media, this subtly deemphasised the perceived stigma of being 

uneducated, allowing each individual to find meaning and value 

within a visual image or sculpture. This process empowered and 

encouraged dialogue around the often invisible fear or anxiety 

associated with having literacy difficulties, enabling each 

individual to move towards a deeper self-understanding through 

the visual artwork. 

 In addition to this, the therapist’s experience was that because 

art therapy was contained and safe, the creative process of art 

therapy acted as a vehicle to offload overwhelming content. This 

is echoed in work by Joy Schaverien (1999), who believes that the 

power of the image can provide an individual with an opportunity 

to resolve issues of conflict through the act of disposal. It was also 

clear from the desistance theory that the ‘process of repairing 

broken relationships’ could assist an individual in desisting from 

criminal behaviour (McNeill et al., 2012, p. 9). This was evident 

from both art therapists’ experience, which showed that when 

working within a psychodynamic approach, the transference of 

trainees’ unconscious conflicts that could arise within a session 

was helpful to begin exploring past trauma and trainees’ current 

relationships. The benefits of this are explored by Schaverien 

(1999), who maintains the potential for the individual to learn and 

change when they work through transference in a safe and 

contained space. In this case, through understanding and exploring 

broken relationships, the trainee had the potential to work beyond 

just the dynamic risk factors and had the opportunity to find their 

own voice.  

 The results also showed that when a trainee was able to be 

creative, this process validated them as a person, creating a sense 

of value that they too could be creative individuals, hence 
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encouraging a positive new identity. Hope was experienced within 

therapy in the awaking of dreams by exploring future aspirations 

(Gussak, 1997; Liebmann, 1994). Fergus McNeill et al. (2012, p. 

9) outline that having hope is a critical component for an 

individual to desist from criminal behaviour. Additionally, it was 

noted that because trainees could exercise the choice to visually 

render older images, this helped to bring back some hope within 

the therapy space. Both therapists had witnessed many trainees 

released from prison who had the negative experience of having 

little to no choice. In response to this, the therapy process was 

able to facilitate the opportunity for a trainee to make choices; to 

choose materials, to create or not, to opt out, and to choose what 

to reveal or conceal, thus helping to empower an individual to 

challenge and explore their prior negative experiences of being 

controlled. This concurs with Teasdale’s findings that the 

technique of ‘storyboards’ enables an individual in probation to 

‘take control of investigating the antecedent factors to his own 

life, upbringing and crime’, which he believes is in direct contrast 

to the individual’s previous experience of being controlled 

(Teasdale, 1997, p. 39).  

 The results illustrate that the trainees predominantly used dry 

materials, as there was little control over paint. With this in mind, 

it could be ascertained that the facilitation of choice making 

within the art therapy space, e.g., through choice of materials, 

encouraged a shift in attitude towards how the trainees wanted to 

control their experiences, thus facilitating the trainees’ self-

determination towards change. This is echoed within desistance 

literature that to promote desistance, interventions that ‘encourage 

and respect self-determination’ are the most effective in 

strengthening an individual’s ability to change (McNeill et al., 

2012, p. 9). There was evidence to suggest that when the 
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therapists’ approach was non-directive, it allowed the trainees to 

engage within the creative process unconsciously while 

encouraging a sense of play and creativity. McCourt and Collins’ 

findings (2001) highlight that when the therapist encourages the 

idea of play this also creates an opportunity for an individual to 

change. From the overall findings, it can be viewed that the art 

therapy process assisted the trainees in finding their own voices 

and, as Maruna’s research demonstrates, when an individual is 

able to control their own future and have a sense of purpose and 

meaning about their lives (self-efficacy), they are more likely to 

desist from crime (2001, p. 8). 

 

Conclusion  

 

Clear evidence from the phenomenological study (Campbell, 

2014) showed that the trainees presented many psychological 

distresses as a result of trauma, addiction, the stigma of being an 

‘offender’ with shame around prior life circumstances, poor 

education that included literacy difficulties, and being 

marginalised. The organisation’s desistance ethos, which centred 

on equality, assisted trainees in trusting staff so that they could 

avail of the support services on the programme and overcome 

their emotional difficulties to begin exploring new identities that 

involved the option to up-skill and avail of further education.  

 Maruna’s research contends that although desistance is a 

personal journey, he believes that it must ‘accommodate and 

exploit issues of identity and diversity’ (Maruna 2001, p. 8; 

McNeil et al., 2012, p. 8). When analysing the experiences from 

both art therapists, it was clear that issues surrounding identity and 

diversity were a common theme within the therapy space. The 

findings also led to questions regarding the degree of influence 
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which the overall organisation had upon the therapy space. The 

results outlined that the three approaches on the programme, 

including vocational training, adult education and personal 

development, were all interlinked in the promotion of desistance. 

This being the case, it could explain why self-identity was such a 

prevailing issue within the therapy space that addressed addiction, 

attitude, social skills and choice making as definitive examples. 

However, the therapeutic intervention was not without its 

challenges within this context. The pro-social space that involved 

staff interacting and eating with trainees raised concerns regarding 

the boundaries of the therapeutic relationship and the question of 

how the therapists should respond to trainees outside of the 

therapy space. Although this environment offered the therapists 

more insight into the trainees’ wellbeing, in order to establish a 

healthy therapeutic relationship, it was necessary that therapists 

should draw strict boundaries by removing themselves from 

everyday informal interactions among the trainees. In addition, 

because the organisation acted within a very specific model that 

involved the sharing of information to encourage equality and 

transparency, this conflicted with the nature of art therapy with its 

strict boundaries around confidentiality. However, the study 

demonstrated that because there was a therapeutic support that 

held strict boundaries around confidentiality, this offered security 

for trainees in knowing that they had a safe space to explore not 

only personal issues but also challenges within the overall 

programme.  

 In my opinion, the support of art therapy was capable of 

addressing certain dynamic risk factors. For example, through 

carefully chosen themes or the use of particular materials like 

masks, the trainees were able to explore issues around anti-social 

attitudes, beliefs and values that were rooted in the trainees’ 
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perception of their self-identity. Furthermore, there was evidence 

to indicate that difficult topics individuals experienced, such as 

addiction and shame, entered into the therapy space because of the 

strict boundaries around confidentiality. It was also evident that 

the art therapy process was beneficial in allowing individuals to 

explore anger and grief through the non-verbal process. This 

highlights the overwhelming potential of this creative process as it 

afforded individuals an opportunity to build a therapeutic alliance 

‘without words’, thus allowing the artwork to be the main 

communicator (McMurran, 2002, pp. 82-3; Gussak, 1997). 

Another advantage of engaging with the creative process was that 

it allowed trainees to gain a sense of achievement whereby they 

were able to be creative individuals, thus providing an opportunity 

to explore a new creative and positive identity. Furthermore, there 

was evidence to suggest that the creative process within group 

therapy brought up issues around trainees’ sense of belonging and 

place in the community, and that art therapy was able to facilitate 

exploration around the criminogenic need of social isolation. The 

results are a clear indication that art therapy was able to address a 

range of the criminogenic needs, as outlined by Chapman and 

Hough’s research (1998). 

 The evidence demonstrates that the provision of art therapy 

within this specific probation context assisted trainees in freeing 

themselves from the psychological trauma and distresses that were 

prevalent, enabling them to become more receptive in exploring 

their identity in a creative, less intrusive and non-verbal way. This 

meant that as the trainees were less encumbered by emotional 

distress they had opportunities to begin exploring new identities of 

being creative but also of being individuals who could learn, 

change and engage in further education. The challenge remains 

that art therapy alone cannot address all of the desistance 
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necessities, for example, bridging human and social capital. As 

explored earlier, Latessa and Lowenkamp’s research (2005) 

outlines that programmes that specifically target between four and 

six ‘dynamic factors’ (criminogenic needs) could reduce 

recidivism by 30 percent (2005). With this in mind, because art 

therapy was part of a multi-disciplinary team that was desistance 

focused, it can be suggested that the organisation was capable of 

targeting between four and six ‘dynamic risk factors’ with 

trainees. This probation and linkage scheme that was desistance 

focused further highlights the change that is required in the way 

we work with individuals within the correctional setting, with a 

necessary movement from a statistic perspective towards a more 

holistic approach. This means ‘working with offenders not on 

them’ (McNeill et al., 2012 p. 9). As McNeill et al. outline, if 

probation practice must become ‘desistance – focused’ then it can 

be considered that the art therapy support that is offered within a 

probation context can also become ‘desistance – focused’ (2012, 

p. 8) . 

 From this research, it is evident that the art therapy 

intervention can further implement certain concepts from the 

desistance model to enhance its effectiveness in addressing the 

needs of those within probation, especially while working in the 

areas of repairing relationships, issues of self-identity and self-

efficacy. However, I believe there is clear evidence from the 

results that illustrate art therapy’s capacity to encourage 

empowerment through choice making within sessions. This 

supports art therapy as an intervention that proves to ‘encourage 

and respect self-determination’ alongside developing a sense of 

hope which is fundamental, according to the desistance literature 

(McNeill et al., 2012, p. 9). I believe that further qualitative and 

quantitative research should be undertaken within an Irish context 
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to explore the therapeutic value of art therapy in supporting 

individuals who are emotionally distressed while on a probation 

bond, with the ultimate aim of reducing recidivism. Furthermore, 

it would be of great necessity for further research to explore the 

therapeutic benefits of art therapy within the Irish Prison Service 

both for individuals serving a long term and short sentence. 

Finally, for art therapy to be further effective within an Irish 

probation and prison setting, it would be of great benefit to 

explore how the desistance theory could be further extended or 

adapted into the practice of art therapy to assist with the overall 

aim of reducing recidivism. 

 

Notes on contributor 

 

Paul Campbell BA (hons), MA Art Therapy is a practicing art 

therapist working in the Republic of Ireland with individuals who 

are on a probation bond through the Irish Probation Service. His 

most recent work has led him to extend his art therapy practice 

into the Irish Prison Service where he has been implementing the 

provision of art therapy to both male and female prison inmates 

within Limerick City Prison. Paul is currently documenting and 

researching his work within the Irish Prison Service. 

Email: paultcampbell1@gmail.com 

 

References 

Arnup, T. and Cronin, P., 1994. Holloway art therapy project, 

 HMP Holloway, unpublished paper. 

Bushway, S. D., Brame, R. and Paternoster, R., 2004. Connecting 

 desistance and recidivism: Measuring changes in criminality 

 over the lifespan. In S. Maruna and R. Immarigeon, eds. After 



IACAT Journal, 2015 

Vol. 3, No. 1  

 

24 
 

 crime and punishment: Pathways to offender reintegration. 

 Devon: Willan Publishing, 85-101.  

Campbell, P.T., 2014. A probation and linkage service’s 

 experience of the support of art therapy – an interpretative 

 phenomenological analysis. Master’s Thesis, Art Therapy 

 Department, Cork Institute of Technology, 10-58.  

Case, C. and Dalley, T., 2006. The handbook of art therapy, 

 second edition. London and New York: Routledge, 135-159. 

Chapman, T. and Hough, M., 1998. Evidence based practice: A 

 guide to effective practice. On behalf of HM Inspectorate of 

 Probation, London: Home Office.  

Ferszt, G., Hayes, P., DeFedele, S. and Horn, L., 2004. Art 

 therapy with incarcerated women who have experienced the 

 death of a loved one. Journal of the American art therapy 

 association, 21 (4), 191-199. 

Godfrey, H., 2008. Androcles and the lion: Prolific offenders on 

 probation. In M. Liebmann, ed. Art therapy and anger. London 

 and Philadelphia: Jessica Kingsley, 102-116. 

Gussak, D., 2004. Art therapy with prison inmates: A pilot study. 

 The arts in psychotherapy, 31 (4), 245-259. 

Gussak, D., 1997. Breaking through barriers. In D. Gussak and E. 

 Virshup, eds. Drawing time: Art therapy in prisons and other 

 correctional settings.  Chicago: Magnolia Street Publishers, 1-

 12. 

Laing, J., 1982. The role of the arts in the special unit. In C. 

 Carrell and J. Laing, eds. The special unit, Barlinnie Prison: 

 Its evolution through its art. Glasgow: Third Eye Centre, 56-

 58. 

Latessa, E.J. and Lowenkamp, C., 2005. What are criminogenic 

 needs and why are they important? Ohio judicial conference, 

 4
th
 Quarter, 2005, 15. 



IACAT Journal, 2015 

Vol. 3, No. 1  

 

25 
 

Liebmann, M., ed., 1994. Art therapy with offenders. London: 

 Jessica Kingsley Publishers, 250-289.  

Maruna, S., 2001. Making good: How ex-convicts reform and 

 rebuild their lives. Washington DC: American Psychological 

 Association Books, 7-8.  

McCourt, E., 1994. Building up to a sunset. In M. Liebmann, ed. 

 Art therapy with offenders. London: Jessica Kingsley 

 Publishers, 39-56.  

McCourt, E., 2005. Art of the possible: The place of art therapy in 

 work with high risk offenders. Irish probation journal, 2 (1), 

 September 2005, 35-41. 

McCourt, E., 2009. The art therapy service in PBNI 1987-2009 

 including results of small scale research 2008-2009, 

 Unpublished Paper.  

McCourt, E. and Collins, K., 2001. An invitation to play: The 

 practice of art therapy and research implications. British 

 psychological society (Northern Ireland Branch Newsletter), 

 January 2001. 

McMurran, M., ed., 2002. Motivating offenders to change: A 

 guide to enhancing engagement in therapy. London: Wiley, 

 82-83. 

McNeill, F., Farrall, S., Lightowler, C. and Maruna, S., 2012. 

 How and why people stop offending: Discovering desistance. 

 IRISS insights, 15, 1-12.   

Merriam, B., 1998. To find a voice: Art therapy in a women’s 

 prison. Women & therapy, 21 (1), 157-171.  

Murphy, J., 1994. ‘Mists in the darkness’: Art therapy with long-

 term prisoners in a high security prison – A therapeutic 

 paradox. In M. Liebmann, ed. Art therapy with offenders. 

 London: Jessica Kingsley, 14-38. 



IACAT Journal, 2015 

Vol. 3, No. 1  

 

26 
 

Pittam, S., 2008. Inside-out/outside-in: Art therapy with young 

 male offenders in prison. In M. Liebmann, ed. Art therapy and 

 anger. London and Philadelphia: Jessica Kingsley, 87-101.  

Porporino, F., 2010. Bringing sense and sensitivity to corrections: 

 From programmes to ‘fix’ offenders to services to support 

 desistance. In J. Brayford, F. Cowe and J. Deering, eds. What 

 else works? Creative work with offenders. Willan: Cullompton, 

 80.    

Rothwell, K., 2008. What anger? Working with acting-out 

 behaviour in a secure setting. In M. Liebmann, ed. Art therapy 

 and anger. London and Philadelphia: Jessica Kingsley, 117-

 133. 

Rubin, J., 1984. The art of art therapy. New York: Brunner/Mazel, 

 117-130. 

Schaverien, J., 1999. The revealing image: Analytical art 

 psychotherapy in theory and practice. London: Jessica 

 Kingsley Publishers, 1-29. 

Smith, J. A., Flowers, P. and Larkin, M., 2009. Interpretative 

 phenomenological analysis: Theory, method and research. 

 London: Sage Publications, 1-117. 

Teasdale, C., 1997. Art therapy as a shared forensic investigation. 

 Inscape 2 (2), 32-40.  

Ward, T. and Brown, M., 2004. The good lives model and 

 conceptual issues in offender rehabilitation. Psychology, crime 

 & law, 10 (3), 243-257.  



IACAT Journal, 2015 

Vol. 3, No. 1 

 

27 
 

Art therapy approaches and assessment in schools: a 

review of UK and US practices and a study of the Irish 

context 

 

Linda Broughton 

 

 This article considers the assessment practice of art therapists 

 practicing in Irish primary, secondary and special needs schools. 

 Art therapy is a relatively new discipline in Ireland. It has gradually 

 improved its profile and has established a recognised place in schools. 

 There is a noticeable lack of published material in Ireland relating to 

 either formal or informal approaches to assessment. In this context, 

 this research study will consider assessment approaches practiced in 

 Ireland in relation to the UK (which comprises England, Scotland, 

 Wales  and Northern Ireland) and US approaches and centrally 

 explore where differences emerge. 

 

 Keywords: art therapy; assessment; primary school; secondary 

 school; special needs; education; Ireland; United Kingdom; United 

 States 

 

Introduction 

 

This article explores the practice and assessment of art therapy in 

Irish schools. A range of theoretical approaches, perspectives and 

desires are drawn upon. Within this, this article adopts two goals. 

Firstly, there is a wish to develop formal assessment tools for 

objective purposes. Secondly, and in contrast, there is a wish to 

privilege subjectivity – referring to the intuitive and empathic 

understanding of the client and their image. The debates that 

support these different approaches are motivated by varying 

objectives, ranging from national systems of health care, 

education and training, and regulatory requirements in 



IACAT Journal, 2015 

Vol. 3, No. 1 

 

28 
 

professional organisations, through to local institutions and 

different approaches to treatment. 

 This article broadens understanding of the motivation and 

concepts underlying formal and informal art-based assessment 

approaches used by art therapists in Ireland and internationally. 

The research study includes a focus group discussion and semi-

structured interviews, which were conducted with art therapists 

practicing in primary, secondary and special needs schools in 

Ireland. 

 To assess someone is to decide the position of a person with 

regard to a particular condition or characteristics. Chris Wood 

considers the importance of assessment in art therapy: ‘it can be 

summarised as the client’s capability to use art materials (an 

inability would not result in excluding someone) and the clients 

willingness to engage in the process of therapy at whatever level’ 

(2011, p. 29). Furthermore, Wood considers Margaret Pracka 

(lecture notes 2009), ‘the assessment is a significant process in its 

own right – not just assessment for something else – and should 

be viewed as a brief intervention with therapeutic potential’ 

(Pracka, 2009, qtd. in Wood, 2011, p. 29-30). Generally speaking, 

assessment may or may not include the client’s exploration of the 

art materials. Art therapists may look for the client’s capacity to 

relate, portrayed through reflection and feeling via the art 

processes. 

 Prior to the initial assessment, it is essential to note where the 

work is taking place. The context in which the art therapy takes 

place will have a major impact upon assessment practice. In 

addition, the institutional/organisational contexts and teams in 

various settings will be a deciding factor on the form of 

assessment. Furthermore, government and state funded practices 

may suggest issues about limited funds and restricted time frames. 
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Chris Mace (2005) mentions the ongoing and increasing pressure 

for therapists to justify their activity to third parties.  

 Jeremy Holmes (1995) describes two contemporary 

approaches to assessment. On one hand is the ‘sitting beside’ 

approach. This involves the empathic response by the therapist in 

understanding the client’s difficulties. The ‘sitting beside’ 

approach to art therapy assessment primarily reflects the UK art 

therapy approach that draws upon psychoanalytic concepts to 

understand the dynamic processes of the session. On the other 

hand, there is the ‘more distant calculation’ approach to 

assessment. This suggests a more formalised approach, such as 

applying standardised clinical diagnostic categories (SCDC) and 

treatment plans.  Holmes’ (1995) phrase ‘distant calculation’ can 

be applied to the style of art therapy assessment that is more 

typical of the American approach to practice. 

 This article is divided into four sections. A large part of the 

initial section is a literature review and comparative practice study. 

This explores historical and contemporary influences on UK and 

US assessment practice with children and adolescents in art 

therapy. This is followed by research conducted in the context of 

Irish practice. 

 

Influences on approaches to assessment in art therapy in the 

UK 

 

Psychoanalytic and psychodynamic influences 

 

The main approach to assessment in art therapy in the UK today is 

the model that emphasises the process, which includes the 

handling and interaction with art materials, movement, gesture 

and reaction to the artwork. Many art therapists in the UK are 
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trained artists and have completed training in art therapy and/or 

verbal psychotherapy. 

 Psychotherapeutic/psychodynamic approaches are offshoots of 

psychoanalysis, which began with the discoveries by the 

neurologist, Sigmund Freud (1836-1939). Psychoanalysis has 

changed and developed since its inception and is now sometimes 

incorporated into approaches for discussion of the artwork 

produced by clients. 

 Carl Jung was a psychiatrist (1875-1961) and proponent of 

psychoanalysis. He emphasised the importance placed on imagery, 

symbols and the role of creativity. This gave support to the idea 

that art is a means of communicating the conscious and 

unconscious. The development of Jungian psychoanalysis is now 

typically called Analytical Psychotherapy. The term analytical 

indicates an approach concerned with ‘transference’ (Freud, 1905), 

which can include feelings attached to art making or the art image. 

It utilises the relationship between the client and therapist, while 

also giving art a central place in the interpretation of the 

therapeutic encounter. 

 Jung had an interest in symbols; he was concerned with two 

kinds of symbols ‘the individual and the archetypes of the 

collective’ (Case and Dalley, 2006). The individual symbol, he 

believed, was a natural symbol and produced spontaneously by 

the individual in a moment of time. The collective symbol he 

identified as sometimes being related to religious symbols, such as 

the crucifix or cross, the six-pointed Star of David and the 

Buddhist wheel of life. Jung’s influence on understanding art in 

therapy has been significant. 

 If, historically, Sigmund Freud (1836-1939), represents the 

birth of psychoanalysis, then Melanie Klein (1882-1960) and 

Donald Winnicott (1896-1971) metaphorically represent its infant 
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years. Klein, a child psychoanalyst, and Winnicott, a paediatrician 

and psychoanalyst, expanded and developed Freud’s ideas of the 

unconscious, particularly around childhood development. They 

were both influential in developing ideas on the unexplored area 

of the mind of the infant. This was achieved through 

conceptualising the field of object relations, which concerns the 

child’s early experience of their inner world and has informed the 

development and practice of art therapy. Through Klein’s 

development of the techniques of play therapy, it was possible to 

explore the internal lives of young children. Klein (1929) claimed 

that the child’s unconscious fantasies were enacted in play and 

comparable to the clients’ dreams in adult analysis. 

 Winnicott explored and developed concepts that are of 

importance to art therapy assessment. He compared the 

transitional object to that of Klein’s internal object. He proposed 

that, ‘The transitional object is not an internal object (which is a 

mental concept) – it is a possession. Yet it is not (for the infant) an 

external object either’ (1971, p. 9). He highlighted the paradox 

involved in the transitional object and asked that it be accepted, 

tolerated and for it not to be resolved. This concept is of particular 

interest and relevance to the process in art therapy. Caroline Case 

makes this correlation: ‘the art materials act on a sensory level and 

pliable matter through which object relations can be explored’ 

(2005, p. 93). In this way, the art object can act as a transitional 

object for the child/client. Winnicott (1971) goes beyond Klein’s 

internal world of the child by extending this to the transitional 

phenomena and play. Winnicott, basing his theories on the mother/ 

infant bond, came to view the work of the therapist as offering a 

substitute holding environment. 

 Susan Hogan (2009) provides an overview of theories and 

main styles of art therapy available in the UK today. She presents 
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these in the form of a continuum, which shows the range of art 

therapy practice. Hogan claims: ‘The continuum is a fluid way of 

conceptualising art therapy practice; it depicts practitioners as 

potentially not locked into a particular way of work, though some 

people may well only work in one way [...]’ (p. 29). Given the 

diversity of art therapy models in the UK, the main concerns in 

this article are: 

 the subjective and symbolic representation, 

 the construction of relationships and 

 interest in meaning in emotional experiences. 

 

Art therapy assessment approaches in schools in the UK 

 

In the UK, art therapists have long been involved with supporting 

children and adolescents in school. Diane Waller (1992) wrote that 

in the early years of the profession, art therapy was seen as a 

sensitive form of art teaching. However, as art therapy grew and 

developed, it became clear that it had therapeutic and 

psychological intent, whereas art education involved aesthetic and 

artistic outcome. According to Vicky Karkou (2010), the 

difference between the two areas in the UK has also been clarified 

since the recognition of art therapy as a health profession and its 

regulation by the health and care professions council (HCPC), 

which places it alongside speech and language therapy, 

occupational therapy and physiotherapy, among others, and now 

also includes regulation of social work. 

 The history of art therapy in education will have significance 

on the approaches to assessment in schools. Some art therapists 

would probably not use the word ‘assessment’ to describe their 

first meeting with a child/client. Yet, all art therapists use some 
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form of appraisal to direct their treatment application. When 

assessing children, Case recommends liaising with ‘other agencies 

involved and the parents to obtain factual history along with the 

mother’s/carer’s narrative about their child and family history [...] 

and what kind of parent work will be needed to support the child’ 

(2012, p. 55). This information can usually be obtained through a 

written referral form. The referral form should include such 

questions as the child’s home circumstances, relationships with 

family members, school and relevant background information. 

The therapist usually meets the child and their parents/carers and 

discusses the specific details to set up the therapeutic contract. 

Case and Tessa Dalley recommend that 
 

 The art therapist assesses aspects of the client’s situation, bearing in 

 mind the background to the referral and the amount of detail she 

 already knows. She will explain the assessment procedure – perhaps 

 four sessions, which will be followed by a review meeting and 

 feedback of the assessment. At the review, an agreement to enter into 

 treatment will be made with client and therapist. (2006, p. 190) 

 

During the initial stage of assessment, the art therapist will 

primarily observe the child and work with the immediate 

experience of events that have precipitated the child’s referral to 

art therapy. The art therapist also views assessment as a means to 

determine the client’s capacity for art-making and 

symbolic/metaphorical thinking about the process of making 

images and objects. 

 Developmentally, school children function at different levels. 

When working with children, it is helpful to have an 

understanding of the stages of developmental norms and visual 

characteristics of these stages in children’s art making. Carefully 

distilled reading of the images produced can identify 
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developmental experiences missed by the child in early life. 

Levels of maturity can be assessed through observation of the art 

produced, the types of materials selected and the way the child 

interacts (or does not interact) with them. Developmental delays 

can be processed in the play and interaction in the exploration of 

the art materials and in the art making itself. In this case, the art 

materials usually work on a sensual and tactile level, to engage the 

child, where there may have been sensory and emotional 

deprivation. 

 So much happens emotionally and mentally very early in the 

child’s life. Infant observational methods of research and clinical 

discoveries have contributed to a greater understanding and 

experience of the early life of the infant and the importance of 

good care giving. In particular, the art therapeutic process with 

children draws on the language of attachment theory, which was 

developed by John Bowlby (1969). Attachment theory emphasises 

that the infant’s physical needs, such as contact, food, sleep and 

stimulation are adequately fulfilled. Daniel Stern (1934 – 2012) 

develops upon Bowlby’s attachment theories and makes a 

distinction between attachment and subjectivity. He suggests these 

are distinct modes of interconnection: ‘People can be attached 

without sharing intersubjective intimacy, or can be 

intersubjectively intimate without being attached or both or 

neither” (2004, p. 101). The function of attachment is for 

protection, whereas the main function of intersubjectivity is to 

communicate at an intuitive or felt sense level to facilitate social 

understanding. Stern (2004) believes that the intersubjective 

experience begins in early infancy and develops throughout 

childhood. 

 The intersubjectivity that Stern (2004) discusses is different to 

the relational and transferral interconnections. Rather, it is taking 
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the model of the way the mother attends to and empathically 

attunes to the infant, giving none verbal resonance to the infants 

feeling/body states. Stern writes it is the ‘intersubjectivity of the 

contact that unfolds in the ‘present moment’ in the therapeutic 

session [...] the felt experience of what happens during the short 

stretch of consciousness’ (2004, p. 32). Interestingly, Bruce Moon, 

in an exchange with Shaun McNiff, would seem to agree with this 

when he says: 
  

 Assessment in art therapy, proposes that we look at assessment as a 

 phenomenological process. This requires taking into account how a 

 person moves when making art, their facial expressions and how they 

 perceive the art therapists response to the work. Rather than 

 separating the image made, from the clients physical and emotional 

 presence during the art making process. (McNiff, 2012, p. 74) 

 

Stern suggests that ‘most psychotherapies agree that therapeutic 

work ‘in the here and now’ has the greatest power in bringing 

about change’ (2004, pg. 3). To be in the here and now or ‘present 

moment’ in a resonant (Wright, 2009) (i.e. corresponding to 

something in the child) way in the session is of key importance. 

This involves an unconscious sync on behalf of the therapist and 

attunement (Stern, 1985) to the child’s engagement or non-

engagement in the ‘present moment’ and whenever possible, to 

include the child’s own thoughts and feelings on their experience. 

 There are many recent art therapy research examples that 

highlight the importance of the early years, linking 

intersubjectivity and attachment research and neurobiological 

theory. Frances O’Brien (2004) illustrates in her article ‘The 

making of mess in art therapy’, that art making is an activity 

connecting to and activating neurological structures of the brain. 

This allows non-verbal early experiences to become known. 
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O’Brien suggests that mess is often present when working with 

children who have early experiences of neglect or trauma. In this 

way, mess can be understood as a consequence of damaged neural 

pathways. Teresa Boronska, (2000) similar to O’Brien, works with 

children with early traumatic histories in social care settings and 

facilitates art therapy groups to prepare children for long-term 

placement. She illustrates the impact of parental mental health on 

children and the evidence emphasises the importance of regulation 

of affect by parents/caregivers, which leads to healthy 

development. Case (2010), in ‘Representations of trauma, 

memory-layered pictures and repetitive play in art therapy with 

children’, explores the impact and formation of memory of early 

life trauma on a child’s neuro-development. She states that neglect 

and trauma inhibit a person’s interaction with others this is 

because the internal world of the child is kept apart by defences 

against pain. Thus, the visual experience and felt sense of both 

infant/child and parent/therapist, combined with the emotional 

support in the interpersonal relationship, is essential to the social 

emotional development of the child. 

 

Assessment as treatment – treatment as assessment 

 

Assessment and treatment can overlap with each other. Case, as a 

supervisor, has observed: ‘there can be a quite lengthy assessment 

period of four to eight sessions which merges into the start of 

treatment so that the ending assessment and the beginning of the 

work are blurred’ (1998, p. 26). There is a need for the art 

therapist to be flexible and move fluidly through the shifts in 

treatment. In this way, art therapy assessment is something that is 

continuously changing and altering slowly over time where 

therapeutic interventions are chosen or adjusted to meet the needs 
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of the client. The art therapist is constantly assessing and 

monitoring the complex communication via the child’s interaction 

with art materials, play, images, behaviour, talk and the 

intersubjectivity experience between child and therapist. 

 

Influences on the development of standardised art therapy 

assessment in the US 

 

In the US, many of the techniques and assessments developed by 

art therapists have roots in personality instruments developed and 

used by psychologists and psychiatrist (Betts, 2006). They were 

designed to gain information about an individual patient. These 

usually consisted of a paper and pencil drawing and included a 

scoring system, which allowed the administrator to interpret, 

measure and evaluate the subject. These instruments or tools were 

significant in the development of art therapy approaches to 

assessment, particularly in the North America. Contemporary art 

therapists and psychologists in North America use a vast range of 

standardised and informal art-based tests for the purpose of 

evaluating and diagnosing children and adults (Betts, 2006). 

 As early as 1958, Emanuel Hammer, psychologist, studied the 

development of projective techniques, combining art products, 

particularly drawing, in psychological tests. One of the many 

popular projective psychological test used at the time was the 

Human-Figure-Drawing (H-F-D) test. Elizabeth Koppitz, 

psychologist, (1968) wrote that the most notable supporters of the 

projective approach towards H-F-D test were Goodenough (1929), 

Machover (1949; 1953; 1960; 1978), Hammer (1958), Levy (1958) 

and Jolles (1958). She claimed that these clinicians had studied H-

F-D tests of adults and adolescents extensively but only to a 

limited extent with children. 
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 The H-F-D test was mostly used by psychologists to analyse 

drawings for signs of personality traits, unconscious needs and 

conflict. Others used the H-F-D test as a developmental test of 

psychological maturity. This quantitative research approach to the 

H-F-D was further expanded by Koppitz to include and assess 

children from ages five to twelve years. Koppitz was reluctant to 

accept either approach to the exclusion of the other and believed 

that the H-F-D could be used as both a developmental test and a 

projective method. 

 

Art therapy standardised and formalised assessments in the 

US 

 

More recently, art therapists in the US have developed their own 

assessment instruments. Some have adapted assessment 

approaches or methodologies that include prompting images along 

with facilitating spontaneous art making and formal approaches. 

Donna Betts (2006) broadly defines an assessment as: 

 

 [a] set of tasks designed to elicit or a scale to describe examinee 

 behaviour in a specific domain, or a system for collecting samples of 

 an individual’s work in a particular area. Coupled with the device is a 

 scoring procedure that enables the examiner to qualify, evaluate and 

 interpret behaviour or work samples. (American Educational 

 Research Association, in Betts, p. 422) 
 

One example of this is ‘The Silver-Drawing Test’ (S-D-T) (Silver, 

2002), which was originally standardised in 1983 and written 

according to the standards for educational psychological testing 

(American Educational Research Association, American 

Psychological Association, and National Council on Measurement 

in Education, Brooke, 2004). This test was designed to assess 
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cognitive abilities and emotional elements in children and adults. 

Rawley Silver (2007) proposes that this test circumvents language 

disabilities by assessing cognitive skills through drawings. The S-

D-T consists of three subtests; drawing from imagination, 

predictive drawing and drawing from observation. Silver believes 

that ‘Emotions and cognitive skills can manifest in the visual as 

well as verbal expression, although usually recognised and 

assessed through words, they can be identified and assessed 

through images’ (2002, p. 2). Silver also proceeded to develop the 

Draw-A-Story (D-A-S) test (2002), which emerged from the S-D-

T. She identifies recurring themes with children, particularly the 

drawings from the ‘imagination’ subtest. Her understanding is that 

childhood depression can be concealed by fantasies about death or 

violence. This was based on the premise that intensely negative or 

disturbing responses that she observed in the drawing task, 

particularly by children, may suggest depressive illness. 

 Linda Gantt states: ‘The heart of a formal assessment is 

comparison’ (2004, p. 19). Gantt and her supervisee, Carmello 

Tabone, had been using Viktor Lowenfeld’s (1939) art-based 

assessment A-Person-Picking-An-Apple-From-A-Tree test (P-P-

A-T) with some of their clients. This assessment consists of a 

single drawing made by the client. Gantt and Tabone then 

conducted research involving matching and pairing characteristics 

of artwork by patients in separate mental health agencies with 

diagnostic criteria from the Diagnostic and Statistical Manual of 

Mental Disorders III (DSM III). It is important to point out that 

there are five additions of DSM published by the American 

Psychiatric Association (APA). The DSM is used as standardised 

criteria for classification of mental illness in the US. Gantt and 

Tabone became aware of a consistency in the P-P-A-T and 

apparent links to the clients diagnostic label. From these findings, 
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Gantt expanded on this and developed the Formal-Elements-Art-

Therapy-Scale (F-E-A-T-S). This assessment considers the formal 

elements of the art produced, such as media selected by the client 

in making the image. Other elements include the orientation of the 

image, e.g., is it landscape or portrait, the use of space, and 

positive or negative space between and around objects. Gantt 

suggests that ‘When experienced art therapists see diagnostic 

clues in drawings they are performing an instantaneous pattern-

matching process’ (2000, p. 192). She equates this process to the 

methods used by art historians who classify art works that 

correspond to genres and schools. But Gantt warns ‘those who use 

the P-P-A-T should be modest as to the claims made about 

attributes of the (client) artist [...] as one drawing is but a tiny 

sample of a persons behaviour, thus severely limiting what is 

being assessed’ (2012, p. 199). 

 Frances Anderson discusses Gantt and Tabone’s research on 

the F-E-A-T-S, which began 20 years ago. They have accumulated 

a database of 5,000 images made by psychiatric patients, along 

with information on specific symptoms and diagnoses. Also 

included in the database are approximately 1,000 adult and child 

non-patient drawings (Anderson, 2001, cited in Kapitan, 2010, p. 

38). According to Stephanie Brooke (2004), Gantt’s research has 

shown reliability and validity for the F-E-A-T-S when used for the 

psychiatric population. 

 Donna Betts (2006) discusses her implementation of structured 

art-based assessments and suggests that formal assessments are 

generally carried out at the beginning of treatment and again at the 

termination of the service. It is at this point that the client’s 

artwork is reviewed for changes in patterns and compared with 

earlier artwork, to gauge the client’s progress. 
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Formal assessment approaches in US schools 

 

The developmental theories of Jean Piaget and Barbel Inhelder 

(1969), and Lowenfeld and W. Lambert Brittain (1969), maintain 

that children learn by actively building knowledge through hands-

on experience. They propose that a child’s drawing performance 

reflects the child’s cognitive competence and this development 

happens through a series of stages. They use drawing as a window 

into the child’s intellectual development. This developmental 

framework suggests a universal and predictable progression from 

scribbles to realistic drawing without any meaningful interaction 

with the children about their artwork. 

 In 1986, Janet Bush, an art therapist and then director of the 

clinical art therapy programme at Miami-Dade County School 

District, lead the development of the Levick Emotional and 

Cognitive Art Therapy Assessment (L-E-C-A-T-A). This 

assessment was developed with and for art therapists working in 

the Miami-Dade school district. L-E-C-A-T-A was derived from 

Myra Levick’s original work in They Could Not Talk So They 

Drew (1983), which centres on the behavioural styles of children’s 

coping and thinking. The assessment focuses on the cognitive and 

emotional functioning of the child. The intellectual indicators are 

taken from Piagetian cognitive and artist development theory 

(1969). Piaget observed the cognitive and artistic development of 

young people, even including his own children’s artwork. He 

formulated stages within the child’s development that incorporate 

biological, cognitive and artistic development as a measure of 

growth. Brooke (2004) suggests L-E-C-A-T-A can provide an 

overview of the child’s developmental level. Levick (2001a) 

suggests that the L-E-C-A-T-A can be used to identify children at 

risk before there are obvious indicators of problems in behaviour 
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or school performance. In addition, she maintains that it can be 

used to identify dysfunctional family systems. 

 

Critical review 

 

US assessments from a UK point of view 

 

The importance of standardised or formalised art-based 

assessments in the US for the most part constitutes the core of 

good practice. Andrea Gilroy, Robin Tipple and Christopher 

Brown contend that assessment in the US is aimed at formulating 

a diagnosis of the client:  

 

 The ethical principles of the American Art Therapy Association 

 (AATA) direct art therapists to ‘develop and use assessment 

 methods to better understand and serve the needs of their clients’ 

 (2009; 2). AATA also requires art therapists who use  ‘standardised 

 assessment instruments’ to familiarise themselves with their 

 reliability and validity; practitioners should be competent in their use 

 through appropriate training and  supervised practice’. (2012, p. 2) 

 

This particular aspect of the US practice highlights the main 

difference between the US and UK. In the US, art-based tests may 

be used to diagnose psychopathology, ascertain developmental 

levels and evaluate progress and outcome. It is important to point 

out that a US art therapy trainee is required to obtain competence 

in formal and standardised art therapy assessments as part of their 

academic and professional training. This involves knowledge of 

statistical reasoning and concepts of reliability and validity. In the 

UK, the art therapist in practice and in training is more focused on 

the interpersonal interaction that develops over time and the 

family and social construction. 
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 Gilroy, Tipple and Brown (2012) suggest that the main 

difference between the UK and the US approach to art therapy 

assessment derives from the systems of mental health care. The 

US has private health insurance for almost everyone. This 

‘managed care’ system of private health care requires a diagnosis 

before treatment and links specific treatment plans to these 

diagnoses. This is borne out by Gantt, who states: 

 

 It is the consensus of most mental health professionals, agency 

 administrators, and insurance companies that regardless of the 

 formality or structure, assessment – and reassessment at appropriate 

 times – constitutes the core of good practice. (2004, p. 18) 

 

The implications of this is that art therapists in the US have little 

flexibility in relation to assessment methods, as private healthcare 

companies and the ‘social care system’ demand that a formalised 

assessment is produced. The current healthcare system in the UK 

comprises of four publicly funded health care systems paid for 

from general taxation. This is a devolved system and referred to as 

the National Health Service (NHS) in England, Scotland and 

Wales and the Health and Social Care (HSC) in Northern Ireland. 

Health care is provided free to all permanent residents of the UK 

at the point of use. 

 

Benefits of standardised and formalised assessments 

 

The US proponents of formalised art-based assessment tools 

suggest that, if choices are offered within boundaries and 

structures, creativity can be stimulated and not hindered. 

Structured art-based tasks can offer emotional support, 

particularly when art expression is a new experience for the client. 

The therapist is often required to demonstrate client diagnoses. 
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This involves the gathering of objective information, which is 

then interpreted outside of the session by the treatment team. Betts 

suggests that the image produced by the client can be shared with 

the treatment team in an ‘informal’ way or ‘formally’, as with the 

standardised art therapy assessment, by way of assisting the 

evaluation of the client and determining treatment goals and 

diagnosis (2012, p. 204). 

 

Limitations of standardised and formalised art therapy 

assessments 

 

The most significant difficulty with this type of assessment is that 

one drawing is only a small example of experiencing the client. 

Gilroy and Sally Skaife (1997) have criticised the reductive 

‘qualification of imagery’ present in the standardised assessment. 

They believe that the use of this type of assessment fails to 

incorporate subjective elements such as the client’s own feelings 

and thoughts about their artwork. It limits choice of art materials 

and denies the context of the images. It does not provide time or 

space for the natural unfolding of the client’s personal material. 

McNiff writes of the importance of considering the total context 

of what a person does and not to base an evaluation on an 

‘interpretation of isolated images’ (1998, pg. 119). Case (2012) 

argues that there is no opportunity to carefully explore the 

transference/countertransference, or allow the emotional 

connection between therapist and client to develop. 

 The diagnostic assessment of pathological conditions in 

children have paradoxically been met with a certain ambivalence 

among some US art therapists. McNiff (1998) comments that 

informal art based methods provide a more compassionate 

approach of engaging pathological conditions. Judith Rubins 
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writes that: ‘children being children they are no different than they 

were twenty-five years ago, [...] diagnostic labels have changed 

though I am no more comfortable with them now than I have ever 

been [...] to see people as fellow humans and I have never found it 

terribly helpful to categorise them as having one or another 

disorder’ (2005, p. xii). She admits to willingly selecting the 

condition that best fits the child so that the treatment can be 

supported. In this instance, art therapists in the US are obliged to 

comply and categorise child/clients into diagnostic care packages 

with treatment plans and associated costs. This approach to 

assessment may not allow the time or space to understand the 

child/client or offer a flexible and responsive treatment 

intervention. 

 

Critique of art therapy assessments in the UK 

 

The literature suggests that art therapists in the UK, instead of 

imposing formal structures on the art therapy experience, are 

orientated towards a flexible practice with their clients. Most of 

the outcome research and documented evidence has relied on case 

studies and narrative reports. Michael Edwards (2004) suggests art 

therapists in the UK have steered clear from image based 

assessments instruments. He maintains there is lack of knowledge 

and experience with scientific research methodologies, a lack of 

funding and support available to art therapists wishing to conduct 

research and lack of interest in outcomes. Art therapy research 

evidence drawn from clinical observation and case studies has 

been viewed as lesser quality research output than, for example, 

Evidence-Based Practice (EBP). EBP has its origins in Evidence-

Based Medicine (EBM) and has become a paradigm within the 

politics of healthcare in recent years. EBP/EBM demands implicit 
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evidence of effectiveness and efficiency. The development of art 

therapy assessment instruments in the US reflects the need to 

name a diagnosis, develop treatment and services linked to the 

diagnosis and to evaluate the clinical and economical 

effectiveness that is required. 

 More recently and mainly driven by economic, political and 

ethical pressures, questions around the provision of reliable 

evidence of clinical outcomes and effectiveness have become a 

growing concern in all areas in health care in the UK. A 

development in response to these concerns has been the setting up 

of Art Therapy Practice Research Network (ATPRN) in 2000 

(Huet, Springham and Evans, 2008). The ATPRN aims to 

encourage art therapists to engage in practice-led research and 

evaluation. 

 Gilroy (2006) believes that art therapists in the UK are now 

having to rethink their approach to assessment within a new 

healthcare structure that has a single point of entry. This will bring 

about a system in which art therapists anticipate that art therapy 

assessments are directly linked to diagnostic clusters similar to the 

‘managed care’ system in the US. There are some concerns for the 

implications on art therapy of EBP as a basis for commissioning 

of services and the subsequent challenges this may pose to the 

future provision of art therapy in public services. Gilroy suggests, 

 

 the first thing art therapist need to do is document our assessment in 

 research based case studies, both descriptively and visually [...] these 

 can be linked to treatment approach and its outcome. Clusters of such 

 descriptive and inductive research can lead to comparative studies, 

 and so the evidence base is built. (2012, p. 24) 

 

Categorising and clustering conditions, symptoms, problems and 

behaviour are central to EBP in children’s mental health. To be 
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human is to develop, however children undergo more rapid 

physiological, neuronal and psychological changes more quickly 

than adults. The nature of the child's presenting difficulties in art 

therapy is always responded to with consideration of the family 

context. 

 Art therapy in the UK is a state registered profession with the 

Health and Care Professions Council (HCPC), formerly known as 

Health Professions Council (HCP). Gilroy, Tipple and Brown state: 

‘The Health Professions Council (HPC) in Britain provides 

Standards of Proficiency for Arts Therapists (2007) and requires 

art therapist to ‘undertake and record a thorough, sensitive and 

detailed assessment, using appropriate techniques and equipment’’ 

(2012, pp. 2-3). The British Association of Art Therapists (BAAT, 

2007) offers a statement on art therapy assessment and diagnosis: 

 

 Art therapists work with people to make an assessment in order to 

 offer therapy. It is possible that this assessment process may be 

 confused with diagnosis and this statement aims to clarify the 

 philosophy and model used by BAAT members. Art therapists are not 

 concerned with categorising patients. Art therapy assessments 

 involve formulation by means of hypothesis for a quite distinct 

 purpose. The aim is to increase understanding, and make sense of 

 experience so as to stimulate new thinking and open up possibilities. 

 These processes involve a wide focus, across biographical, cultural, 

 psychological and artistic/creative aspects of the patient’s experience. 

 (British Association of Art Therapists, 2007) 

 

Art therapists often work in parallel with medical personnel on 

multi-disciplinary teams. Typically, the medical/psychological 

professionals will perform diagnosis. The client is then referred to 

the art therapist, who is not directly involved in assessing for a 

diagnosis. 
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 Drawing on Hogan’s (2009) art therapy continuum, as 

mentioned earlier, it may be suggested that there appears to be a 

split between the healing in art therapy, as occurring through the 

art alone or occurring within the therapeutic relationship or a 

combination of both. Skaife (2008) offers an argument for this 

split. In art therapy assessments, the split seems to be between 

knowing and not knowing, articulating or not articulating, 

categorising the client or offering an open space, art and verbal 

approaches. She suggests, rather than imposing a formal structure 

on the art therapy experience, instead understand the way the 

matter of the world continuously changes and unfolds itself with 

time. 

 

Summary 

 

There are points of similarity and difference across the historical 

beginnings, as well as cultural and political aspects, within the US 

and UK approaches to assessment in art therapy. The principal 

theoretical foundations for art therapy practice with children and 

young people in the UK have been drawn from the fields of 

psychoanalysis, psychodynamics and infant observation 

developmental models. In contrast, art therapy assessment for 

children and young people in the US has its roots in behavioural 

psychology and the medical model. This article also revealed that 

some US art therapists believe in the intrinsic healing power in art, 

while others adhere to the medical model and research. 

 Differences also stem from the orientation of art therapy 

training, the particular mental health service and professional 

governance. Evidence from this article points to the significant 

difference between training approaches in the US and UK. In the 

UK, usually the art therapist has an identity as artist and an art 
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based degree as their primary discipline. Following this, further 

training is required in an art therapy post-graduate course or a 

Masters in art psychotherapy. In the US, art therapists are trained 

in a range of psychological perspectives. From the initial formal 

assessment, the US art therapist diagnoses, formulates and 

documents treatment goals for the client. In contrast, the UK 

assessment approach is non-diagnostic. Art therapy literature in 

the UK gives prominence to exploration in terms of the therapist 

and the client seeking a mutual understanding of the art process 

and the art made in the setting. 

 Both the US and the UK emphasise the integration of 

unconscious issues but for the art therapist working in the US 

there is the pressure of securing treatment funding and for this to 

happen a diagnosis has to be made for treatment to continue. In 

general, it appears that art therapists in the UK and the US work 

differently, although recent developments in service 

commissioning and outcome measurement in art therapy in the 

UK has some similarities to the US model. The different cultures, 

educational systems and social health/care structures will 

influence practice in both geographical settings. However, it is 

necessary to state that caution must be taken when generalising 

from one setting to another, as this article has explored certain 

approaches to assessment in particular settings. 

 

Introduction to study of assessment approaches in Ireland 

 

My experience as a practicing art therapist, working in a variety of 

primary, secondary and special needs schools has influenced my 

interest in exploring art therapy assessment approaches used by 

practicing art therapists in Ireland. Embedded in the art therapist’s 

daily practice is the capacity to relate to the needs and desires of 
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the child/client along with the requirements of the school setting. 

At times, there is the challenge of articulating the non-verbal 

knowing and the not knowing in relation to changes that occur 

from session to session during the art therapy treatment. This 

study will offer the opportunity to gather together and identify 

essential approaches that inform art therapy assessment practice in 

Ireland. 

 

Methodology for the study 

 

The researcher explored key measures that inform assessment 

practice in Ireland. This study involved nine art therapists working 

with children and adolescents in primary, secondary and special 

needs schools in Dublin. This is to identify essential approaches 

that inform art therapy assessment practice in Ireland. Initial 

contact was made with each individual participant via email or 

telephone. The researcher emailed all participants explaining the 

purpose of the research, how the data would be used, what format 

the research would take and when it would take place. The focus 

group and interviews were all face-to-face and were conducted in 

Dublin with the exception of one participant. This interview was 

conducted via telephone and the interviewee returned the 

completed questionnaire. 

 

Research design 

 

The survey instruments: 

 

1. Questionnaire completed by all participants (See Appendix A) 

2. A focus group of five art therapists 



IACAT Journal, 2015 

Vol. 3, No. 1 

 

51 
 

3. Four individual interviews were conducted with selected 

 participants 

 

The questionnaire, developed by the researcher, incorporated 

aspects deduced from the literature review and the researchers 

own experience. The purpose of this was to obtain results mainly 

through qualitative data, although a small amount of quantitative 

data was included and the evidence from this has been interwoven 

into the discussion. The questionnaire consisted of a series of six 

questions. These were distributed and filled in by the participants 

and returned to the researcher. The questionnaire also served as a 

starting point for discussion and prompts to guide the participants 

and interviewees to further explore issues linked to the topic. 

 The group participants and interviewees were encouraged to 

freely discuss their thoughts on the subject matter and to reflect on 

diverse aspects of their practice that they might not think of as 

assessment per-se. 

 Focus group invitations and participant information sheets (i.e. 

a brief description of the research area) were emailed to a total of 

eight art therapists practicing in mainstream and special needs 

education in Dublin. From eight art therapists invited to the focus 

group, five were available to attend the group. The group had a 

minimum of seven years experience except for one, who had less 

than the seven years post graduate experience and is working with 

young adults in secondary schools. 

 A series of semi-structured interviews were also held, with four 

art therapists working with children in education. These therapists 

all had a minimum of eight years experience working with 

children in private practice and primary schools/special needs 

education. 
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 The participants were informed that the content of the group 

discussion and interviews were confidential. To insure this 

confidentiality the interviewees were invited to choose from a 

selection of postcard size images of animal silhouettes. The 

selected animal image functioned as the respondent’s pseudonym 

during discussions. 

 The focus group and semi-structured individual interview 

discussions were digitally recorded and transcribed verbatim using 

a digital recorder and Dragon Dictate. Additionally the animal 

pseudonym served as a code for differentiating each participant 

when it came to transcribing the data generated in the focus group. 

The data was then analysed to identify major themes that emerged 

from the discussions. 

 

Analysis and findings 

 

The findings established that the art therapy assessment approach 

in Ireland is most aligned with the UK method, which allows the 

therapist to observe the client on an ongoing basis over time and 

to fit treatment according to the lived experience of the client in 

the moment. 

 The principal findings from the research interviews indicate 

that art therapists practicing in Ireland approach assessment from 

many perspectives. Initially, respondents discussed assessment in 

terms of something that is carried out at the beginning of therapy 

and lasts from four to ten weeks. This included gathering 

information on the child from the school staff and 

parents/guardians. Following this, respondents met the child to 

assess suitability for art therapy along with identifying the child’s 

own perception of what brought him or her to therapy in the first 

place. 
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Ambivalence around standardised clinical diagnostic 

categories 

 

There was ambivalence among some respondents to take on what 

seemed to be a judgemental role with the child/client. This was 

evident around Standardised Clinical Diagnostic Categories 

(SCDC) made by other professionals involved with the 

child/client. Conversely, others found SCDC useful as it provided 

information on aspects of the child’s functioning, such as learning 

difficulties and specific needs. 

 Art-based/visual tools were sometimes used, as well as 

informal verbal assessments with older children. The idea of 

formal art therapy assessment processes and evaluation methods 

were discussed and considered as desirable by most. Although 

some respondents were hesitant about using them, it was felt that 

formal approaches would counter how respondents worked. It was 

highlighted that some children attending art therapy in schools 

have developmental delays or function at a pre-symbolic, sensory 

level and are not able to use the art materials for making images. 

There was also the belief that it is better to keep things open in the 

session and allow a natural unfolding of the child’s concerns to 

emerge throughout the therapeutic process. 

 

Continuous assessment 

 

It was identified that the nature of the therapeutic work can be 

unpredictable. The common thread running through the research 

interviews indicate that beyond the initial information gathering 

stage the participants practiced a flexible continuous assessment 

of the changing and ongoing needs and circumstances in the 

child’s lived experience. As the research discussions and 
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interviews proceeded, it became clear to respondents that they 

were assessing the children on an ongoing basis. 

 

Feedback and reports 

 

The findings revealed the challenges for respondents when 

required to give written reports or to feed back to school staff and 

sometimes other professionals such as social workers. The 

difficulties included balancing confidentiality and articulating the 

non-verbal nature of the art therapy process. Respondents who 

were comfortable discussing feedback with staff preferred to use 

descriptive language in the context of the session rather than 

interpreting images or diagnosing particular aspects of the child. 

 

Regular meeting with parents and school staff 

 

This study also identified the importance of regular meetings with 

parents/guardians and contact with school staff, which were noted 

by respondents as ongoing throughout the year. Information 

gleaned from these meetings sometimes revealed further relevant 

or previously omitted details about the child/client and family. 

This was also viewed as a way to monitor any objective changes 

in the child/client outside the therapy sessions. Furthermore, the 

impressions of others regarding how the child was progressing, or 

not, outside of therapy was of value to the therapist. 

 

The art therapist's therapeutic use of self 

 

Further analysis of data uncovered the nature and intensity of 

observation the participants/therapists utilise with their 

child/client. This involves the use of the self and the proactive role 
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of observing, mirroring, interacting and reflecting. The review of 

recorded process notes were referred to in the focus group 

discussion/interviews. This was to cross-reference connections, 

comparisons and meaning to images or observations from 

previous sessions. 

 

Holistic approach to assessment 

 

A holistic approach to assessment was preferred, which 

incorporated all facets. These included mutual retrospective 

reviews of the images created in the sessions, along with attending 

to the external lived experience of the child in terms of 

relationships at home with family and in school. Their 

engagement or non-engagement with the art materials, including 

the child’s interpersonal world experienced and observed by the 

therapist, was also considered. These contributed to a composite 

picture of the child and informed the respondent/therapist whether 

there was therapeutic progress or not. 

 

Conclusion 

 

Although the evidence indicates that practicing art therapists 

working in schools in Ireland do not use standardised or 

formalised approaches to the assessment, they do apply their own 

form of assessment. Initially, this involves gathering relevant 

information from all concerned with the child/client along with an 

understanding of the client's own perspective on attending art 

therapy. It was noted that there was ambivalence by some of 

respondents towards any judgement of clients in terms of clinical 

diagnostic categories. 
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 The idea of providing a space for the client where there is an 

unfolding of information in the art making process was seen to be 

desirable. The data findings established that the respondent’s 

approach to assessment is most aligned to the UK model. This 

approach places the importance of understanding the art making 

process through our active involvement with it. In this way, it 

accrues its meaning from the intersubjective space within which it 

is made. In contrast, the formalised and standardised assessments 

devised by art therapists in the US indicate an objective and 

scientific model which asserts that diagnostic clues can be 

observed in the image. 

 The split between the scientific and objective assessment 

approaches versus the subjective and symbolic representational 

understandings of the emotional lived experience of the client is 

the defining divergence between the US and UK approaches. 

 This research study has referenced present and historical 

theoretical influences and developments of art therapy assessment 

approaches on both sides of the Atlantic. Most importantly, it has 

established a greater understanding of the practice of art therapy 

assessment in the educational setting in Ireland. 

 

Notes on contributor 

 

Linda originally studied fine art painting in the National College 

of Art and Design in Dublin. As a natural continuation of her work, 
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predominantly practiced in primary, secondary and special needs 

schools. She currently works in primary and secondary schools in 
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Appendix A 

 

Creative art therapists practicing in education and 

approaches on assessment 

 

Questionnaire 

 

1. What is your understanding of assessment in creative art 

therapies? 

E.g. When you start with a new client, what are you assessing? 

What is this assessment based on? 

 

Yes/No 

a. Is it client appearance, posture, eye contact, communication 

with you? 

b. Engagement with materials, work produced? 

c. Do you use drama/art-based instruments/tools? 

d. Do you assess your response to the clients interaction with art 

materials? 

e. Do you include your prior knowledge of parenting, school, 

social environment etc. in the assessment? 
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f. Do you ask the child to assess themselves? 

g. Do you record you evaluations? 

 

2. What is your understanding of the interface/relationship 

between standard clinical diagnostic categories and your approach 

to assessment? 

 

3. Does your engagement with teaching staff, social workers, 

family workers, medics, etc., influence how you carry out client 

assessment? (E.g., do you have to translate your assessment into a 

common language for other professionals?) 

 

4. Is assessment an on-going process for the duration of the whole 

therapeutic relationship? 

E.g. How do creative art therapists establish what changes take 

place in the Therapy Session? 

If so, how can these changes be measured in an objective and 

observable way? 
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Early intervention in a primary care setting: an 

integrated approach 

 

Fran Burns 

 

 This article is based on my work as a paediatric physiotherapist in a 

 community primary care setting. My work is influenced by my 

 training and experience in both dance/movement therapy and child & 

 adolescent psychoanalytic psychotherapy. I will describe how I 

 integrate physiotherapy, parent infant psychoanalytic psychotherapy 

 and dance/movement therapy to help mothers engage more 

 effectively in supporting their child’s development. Babies are 

 referred to the service when they have difficulty or become delayed 

 in their gross motor development. The infants considered in this 

 article do not have a diagnosis; the cause of the delay in their 

 development has not been identified. The aim of this article is to 

 show how physical and emotional development are mutually 

 interdependent. The developing relationship with the mother or 

 primary caregiver is key in supporting this integration of mind and 

 body. The baby who is not learning to move in a timely way does not 

 experience a sense of agency through movement. If this situation 

 continues unchecked, the baby’s natural thrust toward independence 

 and growth can be thwarted. This article uses case histories from two 

 children to illustrate some of the issues that arise. The first example 

 is a 24-month-old girl born at 30 weeks gestation who was referred 

 for physiotherapy because she was not walking. Comorbid issues in 

 this case were feeding difficulties and a failure to thrive. This girl 

 was falling below the 4% in weight for her age. The second example 

 is a 22-month-old boy who had started to walk but kept falling, and 

 was not speaking or making an attempt to use language. Comorbid 

 issues in the second case were undiagnosed post natal depression in 

 the mother and a history of learning disability in the family. When 

 her son was delayed in his gross motor development and slow to 

 speak, his mother assumed he also had a learning disability. While 

 the concept that infants might be experiencing psychological pain is 

 an emerging one, this article demonstrates the reality of infant 
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 anxiety and highlights the need for ability on the part of parents to be 

 able to read the signals and respond to this anxiety.   
 

 The first case was presented at the Irish Association of `Infant Mental 

 Health (IAIMH) pre conference event of the European Society for 

 Child & Adolescent Psychiatry (ESCAP) in Dublin in July 2013. 

 

 Informed consent was obtained from clients referred to within this 

 article. 

 

 Keywords: physiotherapy; parent infant psychotherapy;

 dance/movement therapy; developmental movement; attunement; 

 agency 

 

Introduction  

 

This article demonstrates the beginnings of an integrated approach 

to infant mental health in a primary care setting. A number of 

young children present in our community clinics today with 

developmental delay. This delay is generally apparent initially at 

the physical level. The baby is not ‘getting going’ or appearing to 

want to become independent as his/her peers or siblings did. There 

is nothing specific apparently ‘wrong’:  no diagnosis has been 

made. Yet parents and others involved in the child’s care have a 

gnawing sense that something is not quite right. Their feeling of 

unease intensifies as the gap between their child and his/her peers 

becomes more obvious. The thoughtful mother cannot help but 

worry – she can be tempted to search on the internet, which may 

further exacerbate her anxiety and fear of an unknown future. 
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The facilitating environment 

 

This study draws on theories of psychological growth proposed by 

Donald Winnicott and John Bowlby, reading these in light of 

recent theories in neonatal care. Namely, it employs Bowlby’s 

theory of attachment, Bion’s theories of containment, and 

Winnicott’s theories of the good enough mother. Babies are born 

completely dependent on (m)other for their care and survival. The 

infant is in an unintegrated state of physical sensations, and 

feelings that can range from pleasurable to tolerable and bad to 

unbearable. With the care and support of the (m)other, the infant 

gradually begins to integrate these sensations and feelings.  

Integration can fluctuate depending on the innate resilience of the 

baby and the ability of the environment to provide adequate care 

(Winnicott, 1958). In the first two years, physical, emotional and 

psychological development are mutually interdependent. The 

developing relationship with the (m)other is key in supporting this 

integration. 

 Winnicott speaks of primary maternal preoccupation, where 

the mother’s attention is in the beginning completely taken up 

with the needs of her baby; in this way, she protects her baby from 

environmental impingement (Winnicott,, 1949, p. 191). Winnicott 

observes that undue impingement causes a break in the baby’s 

experience of continuity. The baby born prematurely is at greater 

risk of environmental impingement. Firstly, the infant’s body is 

less able to defend itself from intrusion, and, secondly, invasive 

procedures are necessary to ensure the infant survives.  When the 

break in continuity is significant, it begins to set a schema for how 

impingements are sensed and the infant’s reaction to them – the 

infant feels persecuted. This can give rise to defences that can 

distort and curtail emotional development. Many physical 
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advances, such as the ability to walk, are often held up until 

emotional development is attained (Winnicott, 1958). For 

instance, feeding can frequently be difficult for the premature 

infant. They may have a weak suck, which can denote traumatic 

experiences around the mouth, both physically and emotionally – 

in the sense of ‘taking in’ pain rather than pleasure.  Sensitive use 

of interventions and equipment helps to reduce the traumatic 

effect. A psychoanalytic understanding of the emotional and 

communicative aspects of feeding problems for both mother and 

baby can reduce anxiety (Williams et al., 2004). 

 However, even premature infants are resilient and infants show 

greater resilience when they receive love. (Gerhardt. 2004). What 

is essential for the small infant is to feel held, both physically and 

also in mind. Bion (1962) describes how a mother takes in the 

infants unbearable experiences and returns them to the infant in a 

form he/she can digest. He calls this process ‘containment’; the 

mother contains the infant’s unmanageable experience. When an 

adult is there to contain the experience for the infant, the long-

term impact of trauma on the baby’s thinking can be reduced. 

Frequently, an initial task of the infant psychotherapist is to 

support the containing function of the mother. A mother who is 

suffering from postnatal depression will need support for her own 

mental health – then she can be more available to her infant as 

maternal postnatal depression impacts negatively on the social, 

emotional, and cognitive development of an infant (Joyce, 2009). 

Physiotherapists working in neonatal units have observed that 

infants born at 30 weeks gestation, with low birth weight, and 

respiratory distress are at greater risk of initial movement 

(Robertson J., 2007) and subsequent  learning difficulties (Smith 

P. & Brady A., 2014).    



IACAT Journal, 2015 

Vol. 3, No. 1  

 

67 
 

 A baby’s vulnerability may be increased due to prematurity or 

the baby’s ability may be compromised due to significant low 

tone as in the cases considered below. In such instances, the 

possibility for delay or ‘gaps’ in development are increased. 

Positioning as well as understanding the need of the infant for 

containment and holding is now beginning to be recognized by 

maternity hospitals as an essential element of care. Furthermore, 

this paper argues that an integrated approach to early intervention 

can support a positive outcome. The focus of treatment is to help 

the parent to tune in to and respond to the developmental 

requirement of their baby. Bowlby (1980) wrote of the universal 

nature of attachment behaviour; what is required is that parents 

are able to recognize and support their infant’s attachment 

behaviour and provide a ‘secure base’ – someone the infant can 

depend on both physically and psychologically. Trauma, absence, 

or stress can put the development of normal attachment at risk. In 

Winnicott’s view, what is required is ‘good enough’ mothering. 

With ‘good enough’ mothering, the normal healthy baby has 

resilience and a strong developmental thrust (Winnicott, 1949).  

 In this context, therapeutic work with two children, using a 

holistic approach that includes an integration of paediatric 

physiotherapy, dance/movement therapy and parent infant 

psychotherapy, is elaborated below. Although both children were 

seen at two years, frequent reference will be made to infancy, as 

aspects of development from this earlier stage need to be 

understood and integrated to enable the child to move forward.  

This paper advocates a multidisciplinary approach, in the interest 

of child and family. Here, one person trained in three disciplines 

undertakes this approach. In the interest of wider application, a 

team that would include a person of each discipline could most 

effectively provide this multidisciplinary approach. 
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Case one: Zara 

 

Dressed in trendy grey tights, a matching top and a sheepskin 

waistcoat, two-year-old Zara is seated on the therapy mat near her 

mother, Jean. Zara embodies a forlorn, painfully thin figure. She 

gives a cursive withering glance around the dreary clinic room 

that houses community physiotherapy. Her mother sits on a 

nearby chair and begins to tell me what the problem is with Zara. 

Zara draws her thin legs in close to her body and scoots at speed 

to her mother.  

 ‘It’s ok Zara, you play with the toys’, mum says, unconvinced. 

I put toys on a low plinth while Zara looks on. ‘Come over here 

and see’, I say. I usher mum to where Zara is pulling herself up to 

stand at the plinth so she can reach the toys. 

 As I approach Zara, she tightens her body, withdrawing. She 

grimaces with a mixture of worry and vigilance. She stands alone, 

a tiny frail isolated figure. Her mother sits a few feet away. 

 ‘It feels strange to be in this new place and maybe you are a bit 

worried about what might happen’, I say. ‘This is a place to play 

and to help you get stronger’, I add.  

 There is a shape sorter; Zara tentatively picks up a shape and 

her mother begins to show her what to do.  When Zara is unable to 

fit the shape into the correct hole by herself, she instantly 

withdraws. Like a turtle snapping into its shell, Zara pulls away; a 

tight, fierce, untouchable little being, she sits at the far corner of 

the mat.  

 Her mother remains seated and her expression hardens. The 

feeling of frustration is palpable.  I speak to Zara: ‘it’s hard when 

it does not work for you, you feel cross. Sometimes we all need a 

bit of help’. Her mother encourages Zara: ‘come on Zara’.  Zara 

stands up at the toy. This time, I point out the different colours 
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one at a time, indicating the corresponding shape. I offer Zara a 

shape and as Zara reaches her hand out for the shape, I feel she is 

receiving and accepting the object. Zara repeats this ‘give and 

take’.  She looks at me intently as she takes each shape to put in 

the shape sorter.  

 Zara does not speak during this session. When I asked 

regarding feeding, her mum says: ‘Zara eats snacks on the move; 

she will not sit to eat’. 

   

Background 

 

Zara was born 10 weeks prematurely. She was referred for therapy 

due to delay in her gross motor development; she was not walking 

at two years. Zara had experienced prematurity and exposure to 

interventions in the Neonatal Intensive Care Unit (NICU). Such 

history can significantly impact the baby’s ability to access 

attachment-seeking behaviour. For the mother, a premature birth, 

the loss of a full term pregnancy and disruption of the early 

attachment can be hard to recover from. She may suppress the 

unwelcome thoughts and feelings she experienced at this time.  In 

a busy hospital system, the focus is on survival: there is frequently 

little time to consider feelings. Frequently, babies who are born 

prematurely have difficulty in feeding, and they require more 

effort to settle and soothe. This mother was tentative in her 

approach to her daughter, suggesting a decrease in emotional 

investment, which was not in fact the case. What had happened 

was that a gap had arisen between this mother, her feeling and her 

ability to respond to her daughter. 
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Discussion 

 

In the first session, Zara appeared frozen and isolated – not able to 

go to her mother for comfort, or support. On reflection, this could 

be an implicit unconscious enactment of her early trauma, where 

she was alone in the incubator. To make up for the lack of 

holding, the baby may begin to ‘hold’ herself by developing 

tension in the subcutaneous tissues – Bick (1968) termed this ‘a 

second skin’. The child may be ambivalent about touch and/or 

close contact, given her exposure to necessary invasive lifesaving 

procedures in the special baby care unit. Babies born before 34 

weeks miss out on physiological flexion as well as enhanced 

experience of body boundary they receive from the pressure of 

their growing body pushing against the womb wall. These 

premature babies tend to use simplified patterns of movement 

such as extension of the whole body. Painful and frightening 

procedures cause motor activity that is not optimal, such as 

extending the full body to escape suction or a naso-gastric tube 

(Robertson, J.). By way of intervention, I use a peanut roll. This 

peanut shaped ‘ball’ limits movement to one plane – forward and 

backward – thus providing stability while maintaining a sense of 

flow. Soft balls are especially useful as they are ‘breathable’, 

which is close to the experience of a body. I invite Zara’s mother 

onto the mat to use the peanut ball with Zara. Zara at first rejects 

then tentatively tries the peanut ball with her mum’s help. She 

later returns to it for a longer exploration.  

 Zara later pulls herself to stand and leans against the 

plinth/bed. I tell her I am going to raise it a little higher and then 

do so. Initially, Zara does not appear to respond but on closer 

observation, she has stilled herself. When the plinth was raised 

after 30 seconds, she cried and moved to her mother. This was the 
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first time Zara cried in the therapy room. On reflection, I had 

missed Zara’s vulnerability to a change in her physical base. I say: 

‘I’m sorry; it is disturbing when things change’. Mum says: ‘Zara 

gets more easily upset by changes than other children. She wants 

things to stay the same’. Through recognizing and responding to 

these moments of feeling, whether expressed physically, in words 

or both, it was possible for Zara and her mother to begin to relate 

in the present.  Recognising and digesting uncomfortable or 

painful experience in therapy as well as repairing minor ruptures 

caused by the therapist helped Zara’s mother to reclaim her role as 

primary caregiver in Zara’s development.  

 Two sessions following this, Zara was feeding the doll. Since 

starting therapy, Zara wants only mum to feed her when they are 

at home. Using a dance/movement therapy approach the therapist 

attunes to the feeling state of the child at the same time mirroring 

the quality of the child’s movement. Zara’s energy was low and 

her movements of small range. In mirroring the dance/movement 

therapist moved toward Zara with a similar quality and range of 

movement, Zara gradually began to relax into her body. She 

became vocal about saying ‘no’, whereas previously she had used 

her body by withdrawing or freezing her posture to express her 

‘no’. Using dance/movement therapy principals, there is a 

constant interplay between language and movement, between 

cognitive input and affect attunement. Once Zara relaxed, she 

began to return and reclaim earlier unmet needs to be with her 

mother that her pseudo independence had hidden. In the sessions, 

I observed the blossoming relationship between Zara and her 

mother. Zara continued to make progress. Her ability to play and 

to give and take with her mother was growing and her anxiety 

around feeding decreased. However, her mother was worried Zara 

was still not walking independently. As is the case for many 
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parents in our present driven world, Zara’s mother felt pressured. 

She was the primary breadwinner. The crèche would not accept 

Zara unless she was walking independently. I discussed with 

Zara’s mum what I thought might be happening and how young 

children can be smart about getting their attachment and 

relationship needs met if given half a chance. 

 Part of this integrated therapeutic approach is educating 

parents to begin to see their child’s behaviour as meaningful 

communication. This is not so simple when development has gone 

off course. It can be reassuring for parents to put development in 

context. In Zara’s case, she needed a chance to retrieve the 

connection with her mother that was interrupted in her early 

development. When this began to happen, Zara could let go of her 

early defences, such as freezing, withdrawing, and let life in. With 

this understanding, the family made adjustments where Zara’s dad 

became more involved in her care for a few months. Zara was able 

to stay at home until she was ‘ready’ to walk.  

 

Case two: Tom 

 

Tom is a two-year-old boy who has been referred due to gross 

motor delay and lack of speech development. Tom is first seen in 

the family home. He looks up briefly from the mat where he sits 

playing. Nellie, his mother, calls him. He does not respond. She 

calls more insistently: ‘LOOK Tom, Crayons!’, exclaims Nellie, 

pointing to the tabletop. Tom clambers up from the floor, gripping 

the couch. He takes a ‘run’ at slow speed, lumbering across the 

space to land at his mother’s knee. Tom appears to be in a daze as 

he totters off to see what his siblings are up to in the next room.  

CRASH, ‘Ouch that hurt’; Tom tumbles to the ground. He cries 

inconsolably for ten minutes. Besides the physical pain, it is 
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upsetting to fall just when he is attempting to ‘launch’ from the 

safety of his mother’s lap.  

 Tom has low tone and decreased responsiveness in his 

muscles; his muscles are slow to react. When a person with 

normal muscle tone gets off balance, the nervous system and 

muscles react reflexively in a protective response to prevent 

injury. For the child who has low tone, this system can be 

compromised and their protective reactions are delayed. After a 

number of falls the child becomes more cautious; they take less 

risks in movement and may become wary of new movement 

experiences. Tom was ‘managing’ on a limited budget of attention 

and expectation. He stayed within a known area, as he was 

unsteady on his feet so a minor change in surface level or 

attention could result in a fall. The child with low tone is slower to 

respond and, significantly, this may also give rise to subtle missed 

opportunities or missteps in the dance of relationship (Stern, 

1985). For example, mother smiles at baby, whose rate of 

processing this information is slow and by the time he responds, 

his mother has turned away and misses his response to her. To an 

untrained eye, children who have low tone do not appear different 

to their peers, yet they keep falling. Their weakness needs to be 

recognized and accommodated. This can be done by ensuring the 

environment is manageable for them and scaffolding their 

movement, especially in new activities. 

 As this paper demonstrates, Tom needed to experience 

spontaneous movement in the presence of an adult who could hold 

a sense of safety and possibility for him. In this environment, he 

could begin to learn from his experience of ‘falling’ safely by 

rolling. He sought sensory feedback from rolling and play-falling. 

He repeated the experience of protecting himself so often it 

became automatic. Ultimately, he began to move more freely, to 
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explore at his own pace. His confidence increased exponentially, 

and he began to explore and play more actively in crèche. 

 

Background 

 

Tom’s older brother had a learning disability and attended a 

special school. Tom’s birth had been difficult. His mother, Nellie, 

suffered from postnatal depression, which was not recognized at 

the time. This affected her early bonding with Tom and it meant 

that she was less likely to spend time engaging with or 

encouraging him. His mother remained aloof from him.  

 

Discussion 

 

A number of factors were impacting Tom’s delay in moving 

independently. Tom has low muscle tone and a nervous system 

that is slow to react. When Tom began to show signs of delay, his 

mother assumed he had a learning disability like her older boy. 

The anxiety of not knowing, her wish for an answer and her 

defence against disappointment caused her to withdraw subtly 

from engaging with her son. She leaped to trying to figure out 

what service he could attend. There was an element of what Selma 

Fraiberg (Fraiberg et al., 1975; 1980) termed ‘Ghosts in the 

Nursery’. This is where a parent’s previous experience impacts 

their ability to see the child and their potential. The child with low 

tone may receive less attention because they are ‘chilled’, slow to 

respond, their facial expression can appear flat as if they are not 

bothered. This is not the case: lack of muscle tone inhibits their 

expression; as a result, they may end up somewhat ‘undrawn’ 

(Alvarez, 2011). Alvarez noted that a number of children she saw 

initially appeared to have signs of autism but on further 



IACAT Journal, 2015 

Vol. 3, No. 1  

 

75 
 

investigation, they had experienced neglect in the area of 

relationship. These children she termed ‘undrawn’, in contrast to 

children who become defensively withdrawn.  

 There were a number of factors that supported Tom moving 

forward:  

- Recognizing the nature of the problem: that he had 

become wary of moving. 

- Understanding that Tom was to an extent ‘undrawn’ 

(Alvarez, 2011). 

- A belief that he was capable of more – a sense of 

possibility. 

- Creating the conditions where he could experience 

himself moving in a safe yet exploratory way. 

As a result, he began to learn from his experiences and so embody 

a sense of agency. 

 

Building bridges 

 

In the two case examples chosen, I use an integration of three 

disciplines: paediatric physiotherapy, parent infant psychotherapy, 

and dance/movement therapy, to support development in children 

who are delayed in their development. 

 1. My training in paediatric physiotherapy enables me to assess 

the baby’s motor movement development. The paediatric 

physiotherapist can see which movement patterns are weak or 

ineffective and which elements may be overused to compensate. 

She understands how to use positioning and handling to support 

the infant’s optimum development. She can educate parents in 

how to prevent primitive patterns of movement and support 

developmentally useful patterns.  
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 2. My training in  Parent Infant Psychotherapy enables me 

assess and address emotional and psychological difficulties that 

may arise in the mother infant relationship and the wider family 

system. The focus is on the mother and baby and the relationship 

between them.  

 3. My training in Dance/Movement Therapy, allows me to 

work directly with the person’s emotional experience as expressed 

through their body in the moment. In this way, it helps bridge the 

gap that can arise between physiotherapy, which addresses 

primarily physical body structure and function, and 

psychoanalytic psychotherapy, which addresses thoughts and 

feelings but not the body experience.  Dance/movement therapists 

are trained in the art of tuning into and responding to non-verbal 

communication. The dance/movement therapist works with affect 

attunement at a non-verbal level and this permits her to engage the 

baby’s vitality (Stern D., 1985, 2010). 

 Many elements can affect a child’s development. The baby 

may be innately vulnerable. An accurate history of the mother’s 

experience of pregnancy, birth, and the postnatal period is vital. 

An investigation of the parent’s attachment history, when 

possible, through the Adult Attachment Interview can help put the 

baby’s experience in context (Baradon et al., 2005).  A mother 

may have mixed feelings about her baby, particularly if the baby’s 

birth put her own life in danger or if the infant requires extra 

ongoing care and the outcome is uncertain. Her experience in the 

hospital may have left the mother feeling disempowered in her 

mothering role. She may feel guilty and have no space in her mind 

for her feelings and subsequently for those of her baby. Offering 

containment to such a mother can help her to bond with her baby. 

Meeting with mother and baby together the therapist with her 
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dance/movement therapy ‘hat’ on can support mum in picking up 

her baby’s non-verbal cues and communication. 

 

How an integration of the three disciplines works 

 

In the cases described in this article, I attempt to integrate these 

three disciplines to address the needs of two complex children. 

Each discipline addresses a different aspect of the problem. 

 In the early stages of development, understanding of 

positioning, handling, and developmental movement as provided 

by the paediatric physiotherapist supports the physical integration 

of the infant and enhances their sense of security. Informed 

positioning insures the infant can access self-regulatory 

behaviours. The parent-infant psychotherapist provides 

psychological holding and containment of the mother/parent and 

infant anxieties. These two factors are mutually interactive – by 

securely positioning, handling, and supporting the infant’s 

movement development the physiotherapist models for parents 

how they can be effective. This relieves some anxiety and helps in 

the process of reclaiming the baby. Following work in parent-

infant psychotherapy, parents’ anxieties are contained and they are 

more available to attend to physiotherapy recommendations. 

Dance/movement therapy theory and practice brings an 

understanding of the emotional and communicative aspects of 

movement. This understanding helps bridge the gap between 

physiotherapy and psychotherapy interventions. 

 As the infant becomes a toddler, physiotherapy addresses 

deficits in movement development.  With Zara, initial input from 

physiotherapy got her on her feet ‘cruising’ the furniture. The 

move to independent walking came when Zara’s attachment to her 

mother became more secure and earlier feeding and trauma issues 
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were worked through using a dance/movement therapy approach. 

The therapist in this instance works as a participant observer. She 

‘sees with her body’, i.e. she both sees and feels at an experiential 

level the tone and quality of the child’s movement and 

engagement. In this way, she can experience what the child is 

struggling with; she can contain and modulate the feeling. This 

helps reduce resistance and fear. 

 Any therapy with a child is most successful when the parents 

become meaningfully engaged. The challenge for the therapist 

may be to hold back on giving information and rather to observe 

and listen. A psychoanalytic understanding can be valuable to 

give meaning to the child’s behaviour. This helps parents to 

understand their child’s behaviour as communication. In his 

mother’s presence, Tom appeared low key – he took little risk. 

This may be the outcome of Nellie’s post natal depression. She 

was not available to Tom so he stopped looking for or expecting 

active engagement from her. In crèche, where his movement was 

recognized, he eagerly explored his environment. Tom responded 

to the therapist’s attention to his movement by returning to 

crawling initially. This is where developmentally he was not 

‘ready’ to walk. When crawling, he did not have to tense against a 

possible fall – he could use his full energy and agency. Then he 

began, with support, at his own pace, to climb, balance, and 

explore his environment – this time with a sense of confidence 

and agency.  

 A psychoanalytic understanding can help in seeing the wider 

influence of the family dynamic and history on the child’s 

difficulty, and how these elements interact. This can influence the 

success or failure of interventions. In the early years, the mother-

infant dyad are in a process of immense growth and change. Key 

elements of the relational system are forming. Brief intervention, 
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when appropriate, can support the mother and baby in developing 

their potential. 

 

Conclusion 

 

The young child at risk for developmental delay can benefit from 

an integrated approach. This article is based on my work 

integrating the three named disciplines, however in the interest of 

wider application, an integrated approach delivered by a multi-

disciplinary team is indicated.  Psychoanalytic psychotherapists 

and dance/movement therapists are aware of the mental and 

emotional impact of trauma but frequently do not explore the 

parent-infant dyad at this early stage. Paediatric physiotherapists 

are among the first to see these infants and young children. 

Paediatric physiotherapists are well versed in the neurological and 

physical developmental requirements of the baby. However, 

addressing the emotional aspect of the situation is beyond their 

remit.    

 What this paper proposes is an integrated multidisciplinary 

approach where the mother’s anxiety is recognized and she is 

offered psychotherapeutic support. In this way, she can more 

effectively relate to and contain her infant’s anxieties. Alongside 

this, is the paediatric physiotherapist, assisting her in positioning 

and handling her infant, and developing the mother’s competence.  

 The challenge with such cases as the above is that symptoms 

of early delays or mild anomalies may be overlooked. It is often 

when the child goes to school and is unable to manage that alarm 

bells go off. Infants at high risk for later developmental problems 

are not a homogenous group. They may be premature, full-term, 

or post mature. What is common to all is that they suffered a 

trauma or a break in continuity.  It is now recognized the brain is 
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more malleable than originally believed. This is particularly true 

in early development. Early intervention can limit the damage of 

early trauma. An integrated approach to early intervention 

empowers the parent to support their child’s development. Work 

is continuing to improve on early detection and intervention for 

infants with developmental delay/difficulties. 
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Dramatherapy in the primary school 

 

Ann Callanan 

 

 The writer is a Resource and Learning Support teacher in an Irish 

 Primary School. As a Resource Teacher, she saw the merits of 

 working creatively with children in social skills training groups. Her 

 work expanded to include using dramatherapy with appropriate 

 clients (children with emotional behavioural and social difficulties 

 (EBSD). She refers to the theories of attunement, the unconscious, 

 symbolising, attachment, containment and boundaries. She describes 

 working out two different approaches to intervention with two 

 children, and how they used the therapy to reflect on and work 

 through anxiety and social challenges. One boy of six became secure 

 in school for the first time and learned to build and maintain 

 friendships while another boy of nine became more able to deal with 

 difficult emotions, understand consequence, and more able to 

 approach others with respect. 

 

 Informed consent was obtained from clients referred to within this 

 article. 

 

 Keywords: primary school; play; resource; dramatherapy; 

 emotional, behavioural and social difficulties  

 

Introduction: Teacher and therapist 

 

Before I became a dramatherapist, I spent ten years teaching 

Junior Infants (reception class).  The children in my class spent 

over an hour a day on free play with carefully selected and often 

changing resources. I saw, at first hand, how the children learned 

so meaningfully from their play. I began to notice how they 

worked through so many of their difficulties through spontaneous 

role play with each other. I learned to trust them to teach 

themselves and each other many things, in a natural way. 
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 Moving to a position as  a Resource and Learning Support 

teacher,  I worked with small groups and individuals on social 

skills. I began to see that much more could be accessed and 

achieved through working creatively. Many of the children with 

autism were entitled to two and a half hours resource hours a 

week and yet were very bright and had no academic challenges. 

However, some of them suffered with crippling anxiety and 

extremely poor social skills. These children were being offered 

Resource hours through social skills training groups. My line 

manager at work, the Special Educational Needs Co Coordinator 

(SENCO), approached me about using my dramatherapy as a way 

of treating some of these children with special needs: children 

with emotional, behavioural and social difficulties (EBSD). 

 The following quote by Donald Winnicott resonates with me 

as I cross the threshold from teacher to therapist: 

 

 Here in this area of overlap between the playing of the child and 

 the playing of the other person there is a chance to introduce 

 enrichments. The teacher aims at enrichment. By contrast, the 

 therapist is concerned specifically with the child’s own growth 

 processes, and with the removal of blocks to development that  may 

 have become evident. (Winnicott, 2005, p. 67)  
 

As a teacher, I was looking to enrich the learning of the children 

through facilitating and supporting their play and development, 

noticing how therapeutic this could be for the children. As a 

therapist, I seek to harness the therapeutic play process to allow 

the psyche of the child to be guided towards healing. I am hoping 

to meet the child at the place in their development where growth 

may be blocked. I hope to do this through an increase in my level 

of attunement. Richard G Erskine says attunement: 
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 is a kinaesthetic and emotional sensing of others knowing their 

 rhythm, affect and experience by metaphorically being in their skin, 

 and going beyond empathy to create a two-person experience of 

 unbroken feeling connectedness by providing a reciprocal affect 

 and/or resonating response. (Erskine, 2015, p. 45) 

 

I seek to intuitively be open to a deeply connected experience with 

my clients. 

 

Starting points 

 

Every child is different, and I tried to offer different methods to 

the children, hoping that they might find one that opens up the 

world of therapy for them. I offer stories (traditional, and several 

carefully selected stories which touch on themes that might be 

relevant to my clients). 

 I draw on the work of Margaret Lowenfield  and her 

Lowenfield World Technique, first established in 1929 

(Lowenfield, 1991, p. 114). I adapt this way of working and I 

supply small world figures, including the cast of the very 

recognisable family, The Simpsons, characters from Shrek, and 

large durable sturdy plastic animals, that stand easily where they 

are placed (this is important as the children find it frustrating 

when their carefully placed characters fall over and refuse to 

honour the child’s chosen position and eye line). I may also offer 

little families of dolls, which stand easily, a doll’s house, and 

doll’s furniture. Art materials such as paints, crayons and markers 

are within easy reach, as are musical instruments, some items of 

costume and lengths of material (for the creation of roles and 

environments) along with  familiar games.  My hope is to lead my 

clients through whatever door they find accessible to them, to 
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opportunities to embody, project and role-play (Jennings, 1998, p. 

77). 

 I check in with Client A at the beginning of the session, asking 

him to tell me where to stop my thumb (thumb completely down 

means that the client feels as bad as he could possibly feel, while 

the thumb completely up means that the client is feeling as good 

as he could possibly feel) (McFarlane, 2005, p. 8). This took a 

while to establish, but nowadays my client holds my thumb and 

pauses; tuning into his interior world, he moves my thumb until it 

reaches the position that most reflects how he is feeling. 

 

Theoretical framework 

 

In my overall thinking about my work as a dramatherapist, I refer 

to theories such as the unconscious, symbolising, attachment, 

containment and boundaries. 

 The concept of the unconscious, as introduced by Sigmund 

Freud and developed by Carl Jung, is an important element in my 

work. Vibeke Skov writes of the bridge that the symbol makes 

from the unconscious to the conscious, citing Thomas T. Lawson: 

 

 The unconscious is considered to be a reactive force in the psyche 

 and therefore needs to be taken seriously and related to the 

 environment of the individual as well as to the individual 

 psyche. As Lawson puts it: ‘The conscious and the unconscious 

 stand as antithetical aspects of the psyche: reason and will on the one 

 hand, emotionality and instinct on the other. Neither end of the 

 spectrum can be safely neglected. Nor can the extremes, being 

 opposites, unite of themselves … The conscious and the unconscious 

 can only come together in a third thing… This is the symbol. 

 (Lawson, 2008, p. 119, qtd. in Skov, 2015,  p. 146) 
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In dramatherapy and in particular in projective play, we can sense 

the elements of the unconscious at play. Jung also believes that it 

is the symbol which can best express what is unknown. He 

maintains that it means more than itself and other than itself, that 

it can elude what we know in the present time and express truths 

of a psychological nature. 

 Attachment can be defined as the affectional bonds between 

two people. John Bowlby holds the initial relationships between 

self and others to serve as blueprints for all future relationships. 

Bowlby sees the treatment of unattached children to be extremely 

difficult: ‘There is an inability to love or feel guilty. There is no 

conscience. Their inability to enter into any relationship makes 

treatment or even education impossible’ (Bowlby, 1953, p. 40). 

As I have heard it said by therapists, ‘The children who need the 

most love look for it in the most unloving of ways.’ 

 The notion of containment was first introduced by Wilfred 

Bion (Bion, 1962). He believes that the infant projects his 

unmanageable feelings onto the primary care giver, who in turn 

reflects them back so that they become more tolerable for the 

infant. The continual process of hearing and absorbing cries of 

fear, anger, hunger and discomfort and responding accordingly 

makes up the early experiences of containment. There are 

parallels with the processes of attachment. 

 The concept of emotional holding, derived from Winnicott 

(The Family and Individual Development, 1965) involves a 

connection with the child’s sense of being held during infancy, 

both in the mother’s arms and in a safe environment. It makes 

emotional development possible. The whole experience of being 

physically and emotionally held is known as the Holding 

Environment. Within this, the child develops trust, learns to 

identify thoughts and feelings, and develops the capacity to think, 
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symbolise and play. Both Bion and Winnicott apply their 

conceptual models to the relationship between therapist and client, 

placing importance on the idea of metaphoric containment or 

holding as part of the process of healing. The concept of holding 

and safe containment feeds into the idea of offering a safe 

therapeutic space where children can experience reliably safe 

boundaries, and can get a sense of themselves as valued and 

secure. 

 

Client A 

 

I began working with a six-year-old boy with Autism (I will call 

him client A). This child suffered from crippling anxiety at night 

times through terrifying and nightly night terrors and nightmares, 

and he struggled socially. I began to work with him on social 

stories, listening to Mr Men  stories and playing with another 

child. I met him five times a week. Each session was half an hour 

in length.  

 My aims for him were to reduce his night-time anxiety, to 

enable him to develop peer friendships, to become able to take 

turns, to manage his compulsion to scratch himself, to allow him 

to feel secure in school and for him to understand and tolerate the 

concept of consequence. 

 We began to develop a routine of using creative play twice a 

week. I suggested keeping all the toys he would like to play with 

in a container that could be firmly closed and put away at the end 

of each session. I offered him  a choice of boxes with lids and he 

chose a small old-fashioned school case with two clasps that could 

be closed to contain all the characters that he uses in projective 

role play.  He seized the opportunity to throw himself into the 

world of his very rich imagination, using my suggested containing 
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techniques to create for himself a safe space to explore the themes 

that were problematic for him. Whatever big dramas  were to 

unfold, the story could end in time (I give him a five minute 

warning towards the end of the session, in order for him to have a 

chance to close the story satisfactorily before he returns to class. 

Alternatively, I will announce that the story will continue the next 

day). We review the story and some of its possible meaning as he 

puts the toys away. I like to think that we have placed layers of 

safety around what can be stories full of darkness and chaos. 

 In my mind, this little school case holds Winnicott’s idea of 

safe holding and Bion’s idea of safe containment. Client A enjoys 

opening it up at the beginning of the session and choosing which 

characters he is going to use today. He likes to take full 

responsibility for closing down the session, wanting to be the one 

to tidy all the toys away and closing the clasps on the school case. 

I keep a school calendar on the wall and regularly ask him to show 

me where we are now in relation to breaks that are coming up (so 

that he has a chance to prepare for the times when we will not be 

meeting).  

 I began to see how important and valuable these dramas were 

for him. In consultation with client A’s mother and the SENCO, 

we took the decision to cut back on his social skills training, and 

increase his dramatherapy sessions. The concept of the 

unconscious,  as introduced by Freud and developed by Jung,  fed 

into my gut instinct, to trust the unconscious of the child to lead 

himself to healing experiences.   

 Client A works on a very symbolic level, he uses toys to create 

epic battles between good and evil. He insists on being the only 

one to control the stories, and casts me every time as the three 

crocodiles: one is soft; one is hard; and one is a clever warrior. 

These characters have formed the core of our work together since 
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we were about half a year working together and a month after we 

began our dramatherapy. He plays all the other characters: 

superheroes, villains, animals, family members, fantasy characters 

and victims. He uses devices for teleportation, being sucked into a 

black hole, and things which transform the regular characters into 

zombies. On a Friday (and only on a Friday) he brings in 

Minecraft figures from home and the action takes a particularly 

adventurous turn. 

 I began to notice a connection between his life events and the 

themes he creates in his play. For example, the day after he has 

had an emotional breakdown coming in to school, he will tell me 

that in his story: ‘All the doctors are dead from the explosion.’  

Could it be that all the elements of his psyche that helped him to 

heal or regulate himself became temporarily ‘dead to him’, 

resulting in the loss of control and an upsetting breakdown? Was 

he working through this experience in the drama? As the 

crocodiles, I sometimes present as someone who is experiencing 

the same difficulties that he himself is having in school (e.g., 

crying and whinging). 

 I consult regularly with his mother and class teacher and we 

update his social skills profile every term. His class teacher 

reports that in the last month, he has matured a lot and developed 

many new social skills.  I have often noticed that when he 

witnesses his own behaviour in the crocodiles, he improves in that 

very area in class. For example, he delighted in escalating an 

upsetting situation for the soft crocodile, resulting in more intense 

sobbing from me as the soft crocodile, playing with the severity of 

upset, and finally displaying annoyance with the soft crocodile. I 

gently asked what it was like to be in the presence of this sobbing, 

complaining character and while he did not answer me, his special 

needs assistant (SNA) reported an immediate improvement in this 
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area. Perhaps providing for him to witness the crying and 

whinging from a different perspective allows him to reflect on 

what that might be like in the class from the perspective of the 

other children, or the teacher, and facilitates his improving social 

skills. 

 Lately, he has improved greatly in understanding and accepting 

the idea of consequences, and when I read over my notes the 

theme of consequence is shot through his dramas. My instinct is to 

trust the wisdom of his unconscious and to continue to provide a 

safe space for him to explore whatever it is he needs to. My 

interventions are mostly done through witnessing through the 

characters of the crocodiles, and by giving my client the 

opportunity to witness his own areas of unmanageability in the 

crocodiles from a third position. We have developed a routine 

where, during the tidy up, he will ask me which bits I liked the 

best out of the sessions. It gives him intense pleasure to have his 

themes reflected back to him in this way. I use it as an opportunity 

to witness and to let him know that I am attuned to the nuances in 

his stories and that I empathize with all parts of his psyche . 

 

Client B 

 

The following school year, I took on another child with emotional, 

behavioural and social difficulties (a boy of nine years old). I will 

call him client B. This child had severe behavioural difficulties 

and showed little empathy for others, he was often violent and 

showed no remorse or understanding of the effect of his behaviour 

on others. 

 Client B is not very symbolic at all and rejected the use of 

story and of role play. He toyed with play-doh and using a doll’s 

house, in the hope that he would be allowed to play table football 
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instead. He refused to discuss most things, shouting over me and 

flinging things around the room. I stood firm and remained a 

consistent person for him, who held the boundary of time and 

space and held him in unconditional positive regard. Four months 

into our work, the school principal and I decided that he would 

have to suffer a serious consequence appropriate to a particularly 

violent episode. I believe that this was the beginning of a turning 

point for him. He continued to try to bend every boundary he 

could, but with the help and advice of my supervisor and my 

school principal, we slowly made our containing boundaries firm 

and not subject to negotiation. My client reacted emotionally to 

this but quite quickly responded consistently and happily to what 

he could see was not going to change.  Patrick Casement writes 

with eloquence on this: 

 

 When I let patients play a part in how their therapy evolves I do not 

 find myself being made helpless because of this. At times I may even 

 have to become drawn into a harmonious ‘mix-up’ within the 

 analytic relationship (Balint 1968). There are, of course, other times 

 when I have to maintain an adequate firmness, without which a 

 patient could feel insecure and deprived of the opportunity to 

 experience confrontation with someone, clearly separate and different 

 from himself. For instance, when a patient is ready to find a 

 therapist’s otherness (or what Winnicott calls ‘externality’) the 

 therapist has to be able to respond to the patient’s attacks, upon him 

 and the therapy without collapse or retaliation. (Casement, 1985, pp. 

 26-7, citing Winnicott, 1971, Ch. 6) 
 

 The idea of the harmonious mix-up seemed very apt when 

client B was testing the boundaries of our work together. Half way 

through the year, (six months into our work) during one session, 

he was attempting to control what we did in the session by 

threatening to hurt me or disrupt my workspace. He provocatively 

emptied containers of markers, crayons and pencils. He looked 
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around for what else he could disrupt, opening packs of playing 

cards and throwing them around the room, taunting me with how 

inconvenient this would be for me. He expressed bewilderment as 

to why I would not give in to his demands, as clearly this would 

have been easier for me. Thankfully, my room is next door to the 

principal’s office, and he joined me in witnessing the enormous 

mess that had been made. We explained that we expected him to 

put everything back in order and my client grew highly emotional, 

crying and complaining loudly of my dislike for him and how 

unjust his circumstances were. My next student was due shortly 

and I offered him a choice: either he helped me to tidy the room or 

I would not see him the next day. Eventually, he capitulated. He 

put the items back. When he was finished, I thanked him for 

showing me that side to himself, saying that that part of him was 

always welcome here, as long as he tidied up after himself. I noted 

that even though he talked about hurting me, he did not. The next 

day I told him that I would be keeping myself safe during our 

sessions and I would not be engaging in activities where I felt 

unsafe. I assured him that he was mistaken when he said I did not 

care about him, that I cared very much and so did the principal. I 

explained that, because we cared about him, we would gently but 

firmly hold boundaries that we considered were important for 

him. 

 Some weeks later, I was given reason to wonder if my client 

was ready to find ‘the therapist’s otherness’ (Casement, 1985, p. 

27). We were playing football together, when I tripped over the 

football, landing on my face in the tarmac. He gently enquired if I 

was okay, suggested going in to get me an ice pack and 

encouraging me to take it easy for the rest of the session. This 

seemed to be a big turnaround, in contrast to our earlier sessions, 
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when I sometimes wondered if he would actually physically harm 

me. 

 I head into the play space with many lofty and noble ideas, 

only to have my invitations rejected out of hand.  I follow his lead 

until we reach that place where he is testing the limits of 

behaviour that is acceptable. Here is where the boundaries and 

consequences of the real world meet the edges of our play space; 

reality intrudes and he is slowly challenged to carefully unpack 

his thinking. It is my hope he will carry this learning back to his 

everyday existence.  This can be  a messy process, a ‘flying by the 

seat of my pants’ experience that, only on reflection, fits into a 

theoretical framework. 

 While Client B may often appear not to hear what I am saying, 

I have noticed time and again how much he has been internalising 

the messages that he seems not even to hear. He will often reflect 

back to me the exact language I have used, to discuss the fairness 

of rules but also to give messages of understanding and 

encouragement.  I also use the pinpointing on the school calendar 

with him in preparation for school breaks. 

 Client B’s themes are boundaries and attachment. Client A 

would be happy to play with another facilitator but with Client B, 

it is all about our relationship; becoming able to work within the 

rules, and chatting about his life, while we pass a football back 

and forth between us. This seems to allow him to engage in direct 

and honest communication. For me, this is invaluable; my client 

used to often fudge the truth of situations and may genuinely not 

see objectively what is happening. What is real and what is 

imagined, those bits where he believes things to be other than they 

are: these are the places we need to visit. It is interesting to note 

that Client A, who engages so readily in drama and his own 

fictional stories, has very little difficulty separating reality from 
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fantasy and has always used a very clear demarcation in 

transitioning back to everyday life. However, Client B, who 

resists the opportunity to create stories and dramas, can really 

struggle with what is real and what is not. Winnicott argues that 

this type of creative play can be an important ‘intermediate area of 

experience’: 

 

 It is assumed here that the task of reality-acceptance is never 

 completed, that no human being is free from the strain of relating 

 inner and outer reality, and that relief from this strain is provided by 

 an intermediate area of experience (cf Rivere 1936) which is not 

 challenged (arts, religion, etc.) This intermediate area is in direct 

 continuity with the play area of the small child who is ‘lost’ in 

 play. (Winnicott, 2005, p. 18) 
 

Relief from the strain of relating inner and outer reality through 

play can be easily observed in the urgency and commitment that 

Client A has to our facilitated play.  

 I have a wonderful arts therapy supervisor who guides and 

supports me in the work, which provides me with a layer of 

containment and safety. Sue Jennings reminds us of the benefits of 

supervision: 

 

 Supervision is an essential process in enabling therapists of all kinds 

 to reflect on their practice. It helps us better to monitor our own 

 responses to the people with whom we work especially when this 

 involves strong feelings of  attachment or rejection. (Jennings, 1996, 

 p. 205) 

 

Client B seemed to adopt an oppositional stance to any 

intervention offered and this produced powerful feelings in me, of 

inadequacy and alarm. Supervision allowed me the space to 

reflect that many other therapists experienced these feelings and 
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my supervisor offered me clear and intelligent alternatives to 

respond to my client.  

 Casement gives us a good model of how supervision (albeit the 

internal supervisor) holds the therapist who holds the client: 

 

 In the treatment setting, it is a function of the internal supervisor to 

 hold the analyst (or therapist) who is learning to hold the patient. 

 This provides the structure of an internal ‘nursing triad’, which can 

 help the therapist to find an inner play-space where the clinical 

 options can be explored (silently or with the patient) rather than 

 remaining blinkered by past thinking that often functions too much 

 like a set of rules. (Casement, 1985, p. 27)  
 

The concept of the ‘nursing triad’ is particularly applicable for 

me. The support, understanding and perspective of my supervisor 

allows me to hold difficult feelings (be it in me or in my client) in 

a compassionate, boundaried container.  

 

Conclusion 

 

While I am aware that my narrative is quite general in its scope 

and that the reader might find it interesting to learn of how the 

theoretical framework connects to the work in a specific way 

through a vignette or indeed links to the resolution of particular 

issues with reference to a particular session, I am aware of ethical 

considerations of confidentiality and this prevents me from 

disclosing any personal material. 

 My task is to remain open to the meaning and significance 

behind the play. Both boys use it to explore issues. My experience 

as a mainstream class teacher, and the goal directed nature of 

resource and learning support teaching, leads me to the question 

of how I can use this play to facilitate real world results. 
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Consultation with parents, teachers and SNAs allows me to 

identify areas of difficulty. I draw on my skills as a teacher and 

therapist to direct the powerful nature of the play. I work towards 

specific goals for my clients within the educational system. For 

example, I have reintroduced a weekly shared play session for 

client A with another child from his class. My hope is to introduce 

this element of outer reality, through the abstraction of the play. 

This is a challenge for my client, creating a bridge from the 

unchallenged world of our (his and mine) play to the more 

demanding reality of playing with another child. 

 I consult regularly with both mothers and class teachers. In 

fact, as luck would have it, client B’s teacher and I happen to meet 

over lunch. This allows for a brief but important update on how he 

is getting on in class and with his classmates. I have noticed that 

his version of the truth has gradually become more and more 

aligned with what is. His disruptive and disrespectful behaviour to 

his teacher and to other children has improved beyond 

recognition.  

 I would like to think that Client B will graduate to more group 

oriented dramatherapy in the future. In fact, from time to time, his 

teacher may ask that I meet with him and some other children 

with a view to honouring truth and justice. Just recently, he and a 

child he was in escalating physical conflict with talked through 

their difficulties, decided for themselves what the consequence for 

their behaviour should be, and began to champion each other in 

relation to shared difficulties. 

 At  the end of the first school year, Client A's mother reported 

that he was secure in school for the first time, that his night terrors 

and nightmares (while continuing) had reduced and that he had 

become able to build and maintain friendships. 
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 Dramatherapy is not a usual intervention to use in the primary 

school. I imagined there might be some cynicism from the system 

towards this work. However, there was sufficient support for me 

from within the Resource and Learning Support department to 

allow me to make a start. Here is what my school principal had to 

say about my work with Client B: 

 

 Had you asked me not so long ago what I thought about 

 dramatherapy I have to admit I’d have made some sceptical  response 

 along the lines of ‘that’s all a bit airy fairy, isn’t it?’  Surely it would 

 be better to devote time to learning a few extra spellings and getting a 

 bit more maths practice at maths than  wasting time at that sort of 

 thing? How wrong I was. Dramatherapy works. 

 

I was heartened by the honesty and humility of my boss. He has 

gently and consistently supported me in my work. My principal 

goes on to articulate how he perceives client B to have benefitted 

from the work: 

 

 I have seen one pupil learn to deal with difficult emotions and  cope 

 with frustration in a way that was previously impossible  for him. He 

 needed to flex and strengthen his ‘emotional  muscles’ safely in a 

 supported way and drama therapy gave him  that support. While his 

 behaviour is still far from perfect, I now  feel that he is better 

 equipped to moderate his own actions and to reflect and negotiate 

 rather than give in to emotional meltdown. Is drama therapy for 

 everyone? I don’t know, but for the right child, helped in the right 

 way, it can make a huge  difference. 
 

This openness to arts therapy has allowed us to consider treating 

other children that might benefit from dramatherapy. I am beyond 

grateful for the opportunity to work with troubled children in this 

way. I have many children who come to me for a wide variety of 

needs. I teach literacy and maths: one to one; in small groups; and 

through in-class support. My work is tremendously satisfying and 
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rewarding and I believe, between my work as a Learning Support 

Teacher and my Dramatherapy, I have finally found my niche. I 

love my job and feel I am making a positive difference in people’s 

lives. 
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The use of augmentative and alternative communication 

in music therapy: What is the state of the art? 

 

Alison Sweeney 

 

 Communication lies at the centre of music therapy practice. It is upon 

 this premise that all therapeutic outcomes arise. When working with 

 clients who use augmentative and alternative communication (AAC) 

 systems, it is essential for the music therapist to have a firm 

 understanding and ability to utilise such systems successfully. 

 Traditionally music therapists have not received training in the area 

 of AAC but many report training from speech language pathologists 

 in the workplace (Gadberry, 2011). The aim of this paper is to 

 provide a literature review to investigate the knowledge and use of 

 AAC by music therapists and to reflect on how this may be useful in 

 providing recommendations for the training of student music 

 therapists. Results indicate that music therapists are utilising AAC in 

 their practice, although the effects and results are not always outlined. 

 Recommendations for the training of student music therapists are 

 presented, as informed by the literature. 

 

 Keywords: music therapy; augmentative and alternative 

 communication; training; literature review 

 

Introduction 

 

As human beings, we are born with an innate need to 

communicate, which is at the heart of our emotional and 

psychological development (Stern, 1974; Trevarthen, 2001). Our 

communicative capacity is essential to the expression of our needs 

and desires and central to the formation of meaningful 

relationships, which contribute hugely to our quality of life 

(Bingham, Spooner, Browder, 2007; Gadberry, 2010). 

Communication can be both expressive; an individual’s ability to 

convey their thoughts to others, and receptive; the ability to 
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comprehend the expressions of others (Downing, 2005; Gadberry, 

2010). Common methods of expressive communication include 

written language and speech. Speech is the verbal method of 

expressive communication but is not accessible to all individuals 

for varied reasons.  

 Expressive communication is essential to independence and 

therefore ‘in order for an individual to achieve functional 

independence, there is a need to develop communicative 

competence’ (Gadberry, 2010, p. 1). This refers to one’s ability to 

meet communication goals in their environment (Light, 1997). 

Anita Gadberry (2010) cautions readers that competence is not 

linked to mastery, as the manner in which one interacts with 

others is dependent on a number of different variables, including 

the environment and the communicative partner (Light, 1997). 

The goals of communication have been outlined as: 1. to express 

needs/desires, 2. develop social bonds, 3. to impart and receive 

information and 4. to engage in the norms of social decorum 

(Light, 1997). When individuals are unable to use speech to fulfill 

these target goals of communication, augmentative and alternative 

communication (AAC) may assist the individual in their personal 

journey towards intentional communication and communicative 

competency (Gadberry, 2010).  

 Augmentative and alternative communication (AAC) is 

defined as ‘an area of clinical practice that attempts to compensate 

either temporarily or permanently for the impairment and 

disability patterns of individuals with severe and expressive 

communication disorders’ (ISAAC, 2011; LAMH, 2007, p. 6). 

AAC utilizes various communicative mediums which enhance or 

replace speech (Light, Beukelman, Reichle, 2003; Schlosser, 

Wendt, 2008). There are two types of AAC: aided and unaided. 

Unaided AAC replaces natural speech and includes sign language 
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and systems, gestures and paraverbal communication (Bochner, 

Jones, 2003; Schlosser, Wendt, 2008). Aided AAC refers to the 

use of physical resources including communication boards, 

objects, photographs, speech generating devices etc. which 

enhance natural speech and reinforce the intentional message 

within the verbal communication (Bochner, Jones, 2003; 

Schlosser, Wendt, 2008).  

 The value of communication is undeniable. It holds the power 

to unite us culturally as human beings and offers the opportunity 

for social closeness (Gadberry, 2010; Light, 1997). For those with 

communicative needs, AAC has the potential to enhance a 

person’s life, as it can ‘promote independence, promote the 

development of social relationships and facilitate the acquisition 

of skills in classroom settings’ (Johnston, Reichle, Evans, 2004, p. 

20). ‘The importance of communication in enabling one to 

penetrate the cultural milieu and attain community membership 

cannot be understated’ (Herman, 1985, p. 28). Indeed, 

communication is more than an innate human need; it is a basic 

human right (Trevarthen, 2001; United Nations, 1948).  

 Article 19 in The Universal Declaration of Human Rights 

states that ‘everyone has the right to freedom of opinion and 

expression; this right includes freedom to hold opinions without 

interference and to seek, receive and impart information and ideas 

through any media and regardless of frontiers’(United Nations, 

1948, article 19). This is supported in the United States of 

America by the Communication Bill of Rights (1992), which 

states that individuals have the right to access AAC services and 

devices at all times and to have such devices in working order 

(Gadberry, 2010; National Joint Committee for the 

Communicative Needs of Persons with Severe Disabilities, 1992). 

Furthermore, communication partners must ‘recognize and 
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respond appropriately to the expressive communication produced 

by the person with severe disabilities […] in whatever form that 

communication is expressed’ (National Joint Committee for the 

Communicative Needs of Persons with Severe Disabilities, 1992, 

p. 4, 5).  

 Although speech language pathologists are the professionals 

who traditionally implement any AAC systems considered 

appropriate for an individual, an AAC user may require additional 

therapeutic services (Gadberry, 2010). Qualified music therapists 

use music within a therapeutic relationship to address a number of 

specified health goals, including the promotion of communication 

(Bruscia, 1998). Music therapists therefore have a responsibility to 

ensure that their clients have every opportunity to exercise their 

right to communicate. However, music therapists are not 

traditionally trained in AAC and although recent research 

indicates some seek training of this kind in the workplace, their 

use of such systems may be enhanced through further education 

and training (Gadberry, 2011).  

 

Method 

 

Stance of the researcher 

 

The researcher was interested in the area of music therapy and 

AAC, having witnessed its use within a session by a qualified 

music therapist during music therapy training. The author began to 

consider the effect this had on the therapeutic relationship and this 

in turn led to an increased interest in how music therapists serve 

individuals utilising AAC. 
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Research design 

 

A review of the literature was carried out to investigate the use of 

AAC in music therapy. The overall goal of qualitative research 

has been described as ‘the discovery of meaning’ and it was with 

this aim that the author sought to better understand the current 

practices in the clinical field of music therapy in relation to AAC 

(Wheeler, Kenny, 2005, p. 59). A qualitative review was 

considered appropriate as the topic had not been investigated by 

means of a literature review in the past and this may provide new 

insight into AAC practices in music therapy.  

 

Purpose statement 

 

The research sought to answer the following questions: What does 

the literature tell us about music therapist’s knowledge and use of 

augmentative and alternative communication and how does this 

provide recommendations for the teaching and training of student 

music therapists? 

 

Data collection 

 

The following databases were searched: PubMed, SAGE, 

Informaworld, Informa healthcare, Science direct, Wilson 

omnifile, JSTOR, ProQuest, International index of music 

periodicals and Cochrane database. The terms ‘music 

therapy/music, augmentative and alternative 

communication/AAC’, ‘music therapy/music, assistive 

communication’ and ‘music therapy/music, sign language’ were 

searched. A search of books, print journals and internet sources 

was also conducted. Due to the low yielding results of AAC and 
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music therapy research, papers from all years were considered for 

inclusion, but those after the year 2000 were preferred. Included 

were music therapy studies conducted by a qualified music 

therapist and presented in the English language, while related 

literature on AAC was chosen based on relevancy to current AAC 

practice, the effect and potential of AAC systems and the 

information provided on the training needs of individuals using 

and working with AAC. 

 During data collection, a trend was noted in the literature: 

many music therapists refer to the use of AAC in their work 

incidentally and do not evaluate its use with regard to their own 

practice. This created some difficulties in locating all of the music 

therapy literature that included AAC. With this consideration, a 

representative sample of the music therapy literature pertaining to 

AAC practice was chosen for analysis (Randolph, 2009). 

 

Data analysis 

 

Five main themes emerged from the data collection namely: 1. 

AAC practice, effect, training and potential, 2. music therapy and 

AAC research, 3. music therapy and language development, 4. 

music therapy and technology and 5. music therapy with people 

with hearing loss. The diagram below details the music therapy 

studies collated. 

 

Population Type of AAC Citation 

Autistic Spectrum 

Disorder 

Aided AAC (visual aids) Goldstein 1964 

(Cited in Reschke-

Hernandez, 2011) 

 

Autistic Spectrum 

Disorder 

Aided AAC (flashcards) Thaut 1984 

(Cited in Reschke-

Hernandez, 2011) 
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Cerebral Palsy Aided AAC (Blissymbols) Herman 1985 

Hearing Impairment Unaided AAC (sign 

systems) 

 

Darrow, 1987 

Autistic Spectrum 

Disorder 

 

Unaided AAC (sign 

language) 

 

Buday 1995 

Developmental 

Disabilities 

Unaided, Aided AAC 

(sign language, pictures) 

 

Braithwaite, Sigafoos, 

1998 

Second Language 

Learners 

Unaided AAC (sign 

language) 

 

Schunk, 1999 

Hearing Impairment Aided, unaided AAC 

(flashcards, sign language) 

 

Gfeller, 2000 

Hearing Impairment Aided AAC 

(printed song lyrics) 

 

Gfeller, Mehr, Witt, 2001 

Review of 

Literature 

Hearing Impairment 

 

Refers to Aided AAC 

(sign language) 

 

Lathom-Radocy, 2002 

Technology Review Aided AAC (technological 

devices) 

 

Crowe, Rio, 2004 

Second language 

Learners 

 

Aided AAC (flashcards) Kennedy, Scott, 2005 

Hearing Impairment Aided, unaided AAC 

(visual aids, cues, signing) 

 

Adamek, Darrow, 2005 

Hearing Impairment Aided, unaided AAC 

(visual cues, aids, song 

signing) 

 

Michel, Pinson, 2005 

 

Autistic Spectrum 

Disorder 

 

Aided (PECS) Kern, Wolery, Aldridge, 

2007 

Second Language 

Learners 

 

Aided AAC (flashcards, 

pictures) 

Kennedy, 2008 
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Survey of MT use 

of AAC 

 

Aided AAC McCarthy et al., 2008 

Second Language 

Learners 

 

Aided AAC (flashcards) Schwantes, 2009 

Autistic Spectrum 

Disorder 

Aided AAC Gadberry, 2010 

 

Augmentative and alternative communication: Effect, training 

and potential 

 

The use of unaided AAC, specifically manual sign, has been 

useful in decreasing the maladaptive behaviours of a young child 

with Spastic Quadriplegia (Sigafoos, Drasgow, Reichle, O’Reilly, 

Green, 2004). In this case, Mark a non-verbal 26-month-old infant 

consistently displayed maladaptive behaviours in the form of 

crying and other vocal distress signals when presented with a non-

preferred food choice by his mother (Sigafoos et al., 2004). When 

taught the manual sign for ‘no’, Mark used this to replace such 

behaviours and in this way AAC served to provide Mark with a 

medium to communicate his desires to his mother and others in 

his environment (Sigafoos et al., 2004).  

 Additionally, Mark’s mother, along with other communicative 

partners, were educated with regard to the meaning of this sign 

and were instructed not to positively reinforce any other forms of 

rejection which Mark might demonstrate (Sigafoos et al., 2004). 

Gadberry (2010) suggests that children will use the 

communicative medium that requires the least physical and 

cognitive effort and which results with a prompt response on 

behalf of the communicative partner. This highlights the role of 

communication partners in the communicative development of 

AAC users.  
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 Sally Millar and Janet Scott (1998) state that at least three 

different groups of individuals require training in the AAC system 

chosen for an individual: 1. the AAC user, 2. the AAC 

coordinator, i.e. the person delivering the system and 3. those 

individuals who communicate with the AAC user. This holds 

significance for professionals working with individuals who 

utilize AAC and highlights the responsibility of such individuals 

to ensure a degree of competency in this area. 

 Although there exist some concerns that the use of AAC will 

encumber the development of natural speech, research suggests 

that this fear is not founded (Light, Drager, 2007). Diane Millar, 

Janice Light and Ralf Schlosser (2006) investigated the effect of 

both aided and unaided AAC on the speech production of children 

with developmental disabilities by means of a meta-analysis and 

report findings that AAC increased speech production with this 

population. Of the 27 cases examined, not one showed a decrease 

in speech production as a result of the AAC intervention (Millar et 

al., 2006). An indication is not provided as to whether aided or 

unaided systems were more or less effective in producing this 

result.  

 

AAC users: Nothing for us without us 

 

Although AAC may potentially provide many benefits to those 

who present with complex communicative needs, AAC users face 

many challenges ‘in their efforts to use and develop their 

communication skills with a variety of partners in unstructured 

communicative exchanges’ (Rackensperfger, Krezman, 

McNaughton, Williams & D’Silva, 2005, p. 165). Considering the 

many professionals and individuals necessary in order to provide 

AAC services in as many aspects of the client’s life as possible, it 
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seems only appropriate that the client themselves be at the centre 

of this team work approach (Robinson, Sadao, 2005). Indeed, 

AAC users have much to offer professionals with regard to what 

skills are necessary to utilise and respond effectively to 

interactions with those communicating with an AAC system 

(Rackensperfger et al., 2005). 

 AAC users (n-7) participated in a 9 week focus group in a 

study which examined the experience of acquiring and learning 

how to use an AAC system (Rackensperger et al., 2005). 

Participants posted responses to questions presented by the 

researchers via an internet based discussion site (Rackensperfger 

et al., 2005). The use of drill practice was identified as useful in 

the process of attaining competency in an AAC system however 

some participants described this experience as ‘dull’ and were 

critical of this method of learning, expressing difficulties in using 

skills developed in this context in real life interactions 

(Rackensperfger et al., 2005, p. 174). A ‘lack of real world 

practice’ was of concern to the participants, who commented that 

this had an effect on the rate at which they acquired successful use 

of the system (Rackensperfger et al., 2005, p. 175). Peer learning 

was identified by six participants as a method of learning which 

they have found useful (n-2) or would like to experience (n-4). 

Although many participants identified professionals, specifically 

speech and language pathologists, as contributing in a significant 

way to the learning process, others described situations where 

obtaining the appropriate level of support proved extremely 

difficult, with one participant having to travel for over an hour to 

work with a speech language pathologist who was familiar with 

his chosen system (Rackensperfger et al., 2005).  

 AAC offers potential benefits to those presenting with 

communicative needs however the literature suggests that more 
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professionals with a competent level of AAC knowledge are 

required to ensure adequate support is available to AAC users 

(Rackensperfger et al., 2005). This is reinforced by a more recent 

study in which only 1.0% (n-2) of educators, specifically music 

educators (n-201) stated that they had ‘much knowledge’ in 

communication aids for people with communicative needs whilst 

51.2% of respondents stated they had little knowledge in this field 

(McCord, Watts, 2010, p. 83). This is concerning, as the use of 

AAC should be present in all aspects of the individual’s life 

(National Joint Committee for the Communicative Needs of 

Persons with Severe Disabilities, 1992). If the literature represents 

an accurate picture of the current state of provision of service for 

AAC users then it is vital that professionals become ‘pro-active’ 

about their knowledge and use of AAC to ensure that the needs of 

such individuals are ‘being met by skilled, informed 

professionals’ (McCord, Watts, 2010, p. 84).  

 

AAC: The potential 

 

Although there is much evidence to support the use of AAC with 

individuals with communicative needs (Cumley, Swanson, 1999; 

Light, Drager, 2007; Millar, Light, Schlosser, 2006; Millar, Scott, 

1998), research indicates that the potential of such systems is not 

always realized (Hodge, 2007). ‘There is a substantial gap 

between what the research suggests is possible through AAC 

interventions and what is actual practice for most young children 

with complex communication needs’ (Light, Drager, 2007, p. 

213). Suzanne Hodge (2007) conducted a qualitative study to 

investigate this issue and interviewed both child (n-12) and adult 

(n-19) participants who were currently using AAC (n-22), had 

used AAC in the past, or were waiting on a suitable device (n-9). 
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Although many participants stated the benefits of AAC, an 

inconsistent level of support offered to AAC users was identified 

as one of the main reasons why such systems are not always used 

to their potential (Hodge, 2007). 

 Hodge (2007) states that ‘obtaining a communication aid is 

only the first step in overcoming the extreme marginalization that 

many people with severe communication impairments experience’ 

(p. 469). It is but an initial phase in the AAC process and 

appropriate support from professions is required to ensure the 

AAC user has a firm understanding of how to use the device in the 

most effective manner. Although most of the children in this study 

had some contact with a speech and language therapist through 

their school, the current economic climate of educational and 

health cutbacks has resulted in a limited availability of such 

professionals to provide a consistent level of support to AAC 

users (Hodge, 2007). Some participants stated that support was 

contingent upon the interest that professionals took in AAC 

(Hodge, 2007). Gadberry (2010) cautions music therapists 

working with individuals who use AAC to be aware of their own 

opinion towards assistive communication, which can potentially 

influence the treatment of the client with communicative needs. 

 

Music therapy and AAC research 

 

Fran Herman (1985) has been identified as one of the first music 

therapists to examine the role of AAC within music therapy 

(Gadberry, 2010). In her work with children with Cerebral Palsy 

utilising Blissymbols, an illustrated, pictorial communication 

system, Herman (1985) found music to be successful in 

facilitating expression and communication. Indeed optimal 

communication involves more than the expression of needs, but of 
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the emotions, thoughts and desires of the self (Gadberry, 2010). 

Music is a powerful tool in this context as it ‘contributes to a 

climate that fosters communication through both gestures and 

Blissymbols, helping the non-speaking children operate with 

maximum effectiveness in the free expression of ideas, feelings, 

and attitudes’ (Herman, 1985, p. 32).  

 In a recent review of the literature relating to music therapy 

and autism, Alaine Reschke-Hernandez (2011) identified the use 

of AAC by Goldstein (1964) and Thaut (1984), who presented 

visual aids to children with autism to encourage comprehension of 

speech. It is interesting to note that music therapists have been 

incorporating elements of AAC into their work from an early 

stage of the clinical profession. These studies highlight a trend 

afore mentioned and one that, with reference to the literature, is 

evident in current music therapy practice: music therapists 

frequently utilize AAC but rarely evaluate it (Aldridge, 2007; 

Reschke-Hernandez, 2011). 

 One such study is that of Petra Kern, Mark Wolery and David 

Aldridge (2007), who incorporated the Picture Exchange 

Communication System (PECS) into the morning greeting 

routines of three year old children (n-2) presenting with mild to 

moderate autism. Both participants had limited speech and used 

PECS to communicate in daily interactions. Morning greeting 

songs were composed for each child and embedded in their daily 

routine, during which the participant had the opportunity to greet 

both their teacher and a classmate of their choice either verbally or 

using the PECS sign for ‘hello’. Results indicate that both 

participants demonstrated independent behaviours during the 

intervention, successfully transitioning from one environment to 

the next (Kern et al., 2007). Furthermore, an increased number of 

classmates were observed to communicate independently with the 
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participants through song. In this way, music served to promote 

successful peer interactions as well as a smooth transition to the 

classroom setting. Although the use of AAC was clearly a 

significant element in this intervention, information is not 

provided as to whether participants chose to communicate using 

speech or PECS (Kern et al., 2007). Additionally, the value of 

AAC is not evaluated in this study, making it difficult to draw any 

conclusions about its use.  

 AAC has become an area of interest in relation to music 

therapy research in recent years, with a small number of specific 

studies bringing the issue of AAC use by music therapists to the 

fore (Gadberry, 2010; Gadberry, 2011; McCarthy, Geist, Zojwala, 

Schock, 2008). One such study by John McCarthy et al. (2008) 

sought to examine music therapist’s work with speech language 

pathologists and their experiences of AAC. Participating music 

therapists (n-847) in the survey identified the main benefit of 

working with their allied health colleague to be the increase in 

knowledge on AAC acquired through the collaboration (McCarthy 

et al., 2008). Individuals with autistic spectrum disorder (ASD) 

were identified as the main population with whom participants 

worked requiring AAC (67.5%) (McCarthy et al., 2008). This is 

not surprising given that research suggests 50% of individuals 

with ASD will not develop adequate speech to meet their daily 

needs (Kaplan, Steele, 2005). 50.1% of respondents reported 

working with individuals requiring AAC while 57.9% stated that 

they had worked on AAC goals in conjunction with the speech 

language pathologist (McCarthy et al., 2008). Given the mean 

level of AAC expertise was self evaluated to be 3.9 on a 7 point 

scale (7 indicating the highest level of expertise), it is clear that 

the potential to gain a deeper understanding of AAC systems is of 

concern to the practicing music therapist (McCarthy et al., 2008).  
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 A similar survey conducted more recently reports comparable 

results (Gadberry, 2011). Gadberry’s (2011) research on the use of 

aided AAC by music therapists working with individuals with 

ASD indicates that 72.2% of total respondents (n-187) used aided 

AAC with their clients, most commonly in the form of a pictorial 

task schedule. However, McCarthy et al. (2008) found that the 

most common AAC systems utilized by this population were 

gestures and sign systems but they do not indicate whether this 

type of AAC was implemented in the therapeutic context. Music 

therapists should ensure that the AAC system utilised within 

sessions is the system used by the client outside of therapy 

(National Joint Committee for the Communicative Needs of 

Persons with Severe Disabilities, 1992). Gadberry (2011) reports 

only 14.9% of total participants consistently used AAC in this 

way.  

 In this study, 60% of respondents reported no training in AAC 

outside of their educational program whilst the 40% who did have 

training received it in the work place from the speech language 

pathologist (Gadberry, 2011). Further analysis indicates that those 

participants who had received additional training in AAC outside 

of their music therapy program were more likely to use AAC than 

those who did not receive additional training (Gadberry, 2011). 

Considering 73.9% of all respondents stated that further training 

in this area would be beneficial (Gadberry, 2011), ‘it is critical to 

find ways to meet the training needs of music therapists in serving 

individuals who require AAC’ (McCarthy et al., 2008, p. 421). 

 The use of aided AAC in music therapy has been evaluated and 

shown to increase a client’s intentional behaviours, defined as an 

‘expressive behaviour directed at another person in relation to a 

referent of communicative topic that is intelligible out of context’ 

(Gadberry, 2010, p. 40). The aided AAC implemented in the 
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music therapy session by the therapists (n-6) during a vocal 

intervention were those utilised by the clients (n-9) outside of the 

therapy setting and included speech generating devices and 

communication boards (Gadberry, 2010). An increase in 

communicative function as well as a greater level of on task 

behaviour was also observed in the AAC environment. which 

suggests the use of AAC may potentially enhance other 

therapeutic goals (Gadberry, 2010).  

 Although the above studies reveal that AAC is being utilized to 

an extent within music therapy sessions, Gadberry (2011) found 

that some music therapists concentrate on promoting 

communicative responses predominantly through music instead of 

using AAC. Music offers individuals the opportunity to connect 

with another person, one of the four main goals of communication 

(Light, 1997). Mary Rainey Perry (2003) states that it is this social 

characteristic of music to draw people closer together, which 

qualifies music as a medium of communication (Gadberry, 2010). 

Although music therapy provides many different opportunities for 

the promotion of communication and self-expression the ‘use of 

AAC systems to promote communication within music therapy 

sessions has a greater chance of generalization to other settings 

than musical communication’ (Gadberry, 2011, p. 84). 

 

Music therapy and language development 

 

The use of music to promote language skills is supported by the 

music therapy literature (Braithwaite, Sigafoos, 1998; Buday, 

1995; Kennedy, Scott, 2005; Schunk, 1999; Schwantes, 2009). 

Specifically, the use of song singing has been found to be 

beneficial in the promotion of linguistic skill, predominantly in the 

area of improved diction, fluency and speech rate (Cohen, 1992 as 
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cited in Schwantes, 2009). The use of music therapy interventions 

to promote both verbal and manual language has also been 

investigated (Buday, 1995). Evelyn Buday (1995) used an 

alternating design consisting of music paired with signed and 

spoken words followed by a condition in which music was 

replaced by rhythmic speech in her study with children (n-10) 

presenting with autistic spectrum disorder (Buday, 1995). A total 

number of 14 signs were used between the two conditions, which 

were matched in terms of difficulty and familiarity to participants 

(Buday, 1995). Results indicate that participants correctly imitated 

more signs and speech during the musical condition than the 

rhythmic speech condition (Buday, 1995). 

 Similarly, Michelle Braithwaite and Jeff Sigafoos (1998) 

examined the effect of a musical antecedent versus a social 

antecedent on the communicative responses of children with 

developmental disabilities (n-5). Both conditions utilized a group 

format with opportunities for communicative responses embedded 

into songs and musical material in the music condition, and using 

speech, sign language, visual aids and play materials (hand 

puppet) in the social condition. Three participants displayed more 

communicative responses during the musical condition whilst the 

remaining two individuals expressed an equal level of responses 

during both conditions (Braithwaite, Sigafoos, 1998). 

 The use of AAC in music therapy interventions to support 

second language learners has also been explored (Kennedy, 2008; 

Kennedy, Scott, 2005; Schunk, 1999; Schwantes, 2009). Aided 

AAC, in the form of pictures and word-based flash cards, has 

appeared frequently in this context with the purpose of improving 

comprehension and promoting second language use amongst 

clients (Kennedy, 2008; Kennedy, Scott, 2005; Schwantes, 2009). 

However, the effect of AAC is rarely evaluated in this context 
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(Kennedy, Scott, 2008; Kennedy, 2005) with the exception of a 

small pool of studies.  

 One of the most recent studies to incorporate AAC in music 

therapy was that of Melody Schwantes (2009), who used visual 

aids in the form of vocabulary and mood based flashcards to 

promote language acquisition with second language learners (n-6). 

A structured session implementing singing, instrumental play and 

music with movement was used with opportunities for verbal 

communication embedded in musical and verbal activities 

(Schwantes, 2009). Results indicate that two out of six 

participants frequently displayed more appropriate responses 

during music therapy interventions when paired with aided AAC 

(Schwantes, 2009). The effect of AAC on remaining participants 

is unknown. 

 The use of unaided AAC has also appeared in the music 

therapy literature with a study which evaluated the effects of 

singing paired with signing on the receptive vocabulary of 

individuals learning English as a second language (Schunk, 1999). 

Participants (n-80) had limited proficiency in the English language 

and were assigned to one of four conditions (1. sign language and 

sung text, 2. sign language and spoken text, 3. sung text or 4. 

spoken text) in which clients practiced lyrics from three English 

language songs. Individuals in the singing and signing condition 

were significantly more successful in correctly identifying 

selected vocabulary than those in the speaking and signing 

condition (Schunk, 1999).  

 It has been proposed that the use of music to promote the 

successful acquisition of linguistic skills is rooted in the 

motivational characteristics of music to promote interest, maintain 

attention, increase participation and provide an enjoyable 

experience to participants (Braithwaite, Sigafoos, 1998; Buday, 



IACAT Journal, 2015 

Vol. 3, No. 1 

 

119 
 

1995). This has been referred to as ‘music’s reduced distractibility 

effect’ (Shehan, 1981; Morton, Kershner, Siegel, 1990 as citied in 

Buday, 1995, p. 199). However, Gadberry (2010) suggests that 

this may have more to do with the connection between the motor 

and auditory systems triggered as a result of the music and 

supports this with reference to a recent study carried out by 

Catherine Wan, Krystal Demaine, Lauryn Zipse, Andrea Norton, 

and Gottfried Schlaug (2010) on the role of music in promoting 

language.  

 Mirror neurons, involved in the comprehension and perception 

of motor functions, fire in the brain when an individual performs, 

observes or hears an action (Wan et al., 2010). They are involved 

in ‘higher-order cognitive processes such as imitation and 

language’ (Wan et al., 2010, p. 162). Music listening and 

performing stimulate the mirror neuron system as music is 

processed in various parts of the brain where mirror neurons are 

present (Wan et al., 2010). ‘The value of incorporating principles 

and practices of music making in the treatment of language 

disorders […] is reinforced by neuroimaging research showing 

overlapping responses to music and language disorders’ (Wan et 

al., 2010. p. 164).  

 Given the findings of the above studies, it is surprising that the 

use of AAC to promote language acquisition in music therapy has 

not been researched further. It is interesting to note that those 

studies which have incorporated AAC have done so using 

predominantly aided forms of the intervention. The use of unaided 

AAC such as sign language would require substantial training and 

education to ensure a level of competency and this may present 

obstacles to the practicing music therapist not traditionally trained 

in such communication. 
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Music therapy and technology 

 

‘Assistive devices such as switches and Augmentative and 

Alternative (AAC) devices are commonly employed within music 

therapy practice; however there is little information about specific 

interventions in music therapy in which clients use AAC devices’ 

(Magee et al., 2011, p. 147). Wendy Magee et al. (2011) present 

seven case vignettes of individuals receiving music therapy in 

which music technology and aided AAC systems were used. A 

VOCA (voice output communication aid) was used in the case of 

Amando, a non-verbal adolescent with a diagnosis of Spastic 

Quadriplegia (Magee et al., 2011). The music therapist pre-

recorded specific words such as ‘hello’, which Amando could 

activate by means of a ‘toggle switch’ placed by the client’s head 

(Magee et al., 2011, p. 148). This created an opportunity for 

Amando to communicate with others in the music therapy group 

during the hello song. Over time, Amando perceived the ‘cause 

and effect’ nature of using the switch and began to demonstrate 

intentional communicative behaviours within the music therapy 

session, i.e. using the VOCA at the correct time during the hello 

song. 

 Knowledge in assistive technology is assumed in this paper 

and those requiring assistance are directed to local universities to 

employ the help of experts (Magee et al., 2011). No mention of 

the necessity of training for the music therapist is made. 

Conversely, Barbara Crowe and Robin Rio (2004) highlight the 

need for further education and training to accompany 

technological advances, specifically with regard to assistive 

devices for individuals with disabilities. They state that music 

therapists may be required to use AAC devices such as voice 

generating systems in their work and training of this kind is 
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essential to ensure that music therapists serve their clients 

according to standards of best practice (Crowe, Rio, 2004). 

 

Music therapy with people with hearing loss 

 

‘Many individuals with a hearing impairment find music a very 

satisfying world with which to affiliate’ (Michel, Pinson, 2005, p. 

77). Such individuals may present to be AAC users and thus may 

bring these systems into the music therapy session. AAC has 

appeared in the music therapy literature with this population 

predominantly in the aided form (Adamek, Darrow, 2005; Gfeller, 

2000; Gfeller, Mehr, Witt, 2001; Lathom-Radocy, 2002; Michel, 

Pinson, 2005).  

 Mary Adamek and Alice-Ann Darrow (2005) describe the use 

of aided AAC in the form of visual aids (flash cards) to facilitate a 

music therapy experience for those with a hearing impairment. 

Visual cues such as musical charts have also been suggested in the 

literature with the function of indicating when the client should 

sound their instrument or clap their hands (Michel, Pinson, 2005). 

Other aided forms of AAC include presenting the client with the 

printed lyrics of a song to guide them during song singing (Gfeller 

et al., 2001) and communicating through written information, as 

well as using visual cues, such as tapping out the rhythm of a song 

to facilitate clear communication and enhance musical perception 

(Adamek, Darrow, 2005; Gfeller, 2000).  

 The use of unaided AAC with this population is less prominent 

though recommended (Gfeller, 2000; Michel, Pinson, 2005). Kate 

Gfellar (2000) suggests that music therapists working with 

individuals using manual communication learn basic signs, which 

can be used to instruct and reinforce behaviours and 

communication. Donald Michel and Joseph Pinson (2005) support 
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this concept, stating, ‘if the person in treatment knows some type 

of sign language, the therapist should acquaint himself/herself 

with appropriate signs for basic communication that might be 

needed in the music therapy environment’ (p. 79). Indeed, it is not 

expected that the music therapist present with exceptional manual 

communication but the literature suggests that basic competency 

may be required (Gfeller, 2000; Michel, Pinson, 2005). 

 

Music therapy and deaf culture 

 

Much of the music therapy literature with individuals who present 

with a hearing impairment has primarily focused upon aural 

rehabilitation (Gfeller et al., 2001) and on the exploration of the 

perception and enjoyment of music by this population (Darrow, 

2006; Trehub, Mitani, Kanda, Nakata, 2006; Vongpaisal, Trehub, 

Schellenberg, 2006). Individuals aligning with Deaf culture have 

worked hard to ‘depathologize their disability’ and such an 

approach to care may be inappropriate with this population and 

could be interpreted as a symbol of superiority of the hearing 

culture (Adamek, Darrow, 2005, p. 253). 

 Some authors have encouraged clinicians to evaluate both sides 

of this debate (Lathom-Radocy, 2002). For example, if individuals 

presenting with a hearing impairment and aligning with hearing 

culture then music therapy may play a role in promoting speech 

and developing a connection with the musical experience 

(Lathom-Radocy, 2002). However, if those aligning with Deaf 

culture are viewed as a member of a linguistic and cultural 

minority, one might reconsider the need for therapy with a 

population who have no disability and merely communicate using 

a manual language (Lathom-Radocy, 2002). Of course, it is 

possible that individuals of Deaf culture may not choose to work 
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with a predominantly aural means of intervention such as music 

therapy. However, assessing the need for therapeutic support 

based solely upon whether someone can communicate 

successfully in their chosen modality is questionable. We must 

remember that not all people who associate with a particular 

culture will agree and share beliefs on all issues including ACC 

and in this vein, it is important not to ‘perpetuate stereotypes’ 

(Ripat, Woodgate, 2011, p. 89). Indeed, ‘the cultural meaning and 

interpretation of disability will influence the coping and 

intervention strategies selected by the individual and family and 

thus their willingness or interest in accessing health care support’ 

(Ripat, Woodgate, 2011, p. 89). With this in mind, it may be more 

appropriate in this context to state that whether or not individuals 

who are deaf choose to attend music therapy, it is vital that the 

practicing music therapist be prepared to adapt their approach and 

provide a culturally appropriate means of working with this 

population.  

 In considering how best to work with individuals aligning with 

Deaf culture it may be useful to examine how such individuals 

experience music and songs. Song signing has appeared in the 

music therapy literature by Darrow (1987), who notes that the 

New York Opera Company has provided signed interpretations of 

English language operas since 1982. Song signing should convey 

all the emotion of an aural song and it has been recommended that 

signers move their hands upwards and downwards to provide the 

recipient with the dynamic structure of the song (Darrow, 1987). 

Darrow (1987) states that song signing differs to that of regular 

signing in many ways: 

 

 In addition to lexical content, signs used for song interpretation 

 must reflect volume, pitch, rhythm, and mood. This can be 
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 accomplished through the use of body language, facial expression, 

 space, and manner of execution. The most important factor in 

 distinguishing musical from non musical signing is the use of rhythm. 

 Finger spelling is rarely used and signs must be drawn out or 

 accelerated depending on each word’s duration’ (p. 34). 

 

The culmination of song and sign is a powerful tool representing 

important elements from both hearing and Deaf culture. In this 

way, song singing may be an appropriate means to use musical 

interactions with an individual aligning with Deaf culture, as it is 

respectful of their communicative mode and cultural beliefs.  

 Song signing has appeared more recently in the music therapy 

literature in the form of a signing choir (Michel, Pinson, 2005). 

Wanda, a fifteen-year-old girl with a profound hearing impairment 

had been placed in a residential facility by her parents as her 

behavioural difficulties presented complications for her family 

(Michel, Pinson, 2005). It was here that she received both 

communication therapy and music therapy in order to improve her 

sign language which was, at the beginning of the work, very basic 

(Michel, Pinson, 2005). Both disciplines combined their 

professional skill and theoretical knowledge in the founding of a 

signing choir, which Wanda joined with other people presenting 

with both typical and impaired hearing (Michel, Pinson, 2005). 

Joined signing and vocal choir performances were arranged, with 

the communication therapist modelling the signs to the group. 

Later, Wanda joined the hand bell choir and appeared to show less 

behavioural difficulties in both of these contexts which, is 

suggested, may be due to the fact that she was ‘fully involved in 

those activities’ (Michel, Pinson, 2005, p. 79). Music therapy in 

this context served to promote manual language acquisition, 

which, in turn may have had a positive effect on the behaviours of 

the individual. It is not stated whether or not the reduction in 
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behavioural difficulties was generalised to other environments in 

the client’s life.  

 One of the main benefits of song signing has been referred to 

as the increased interaction between those with a hearing 

impairment, who enjoy a culturally appropriate musical 

experience, and those with typical hearing, who benefit from the 

learning of another language (Darrow, 1987). To implement music 

therapy methods such as song signing considerable knowledge of 

manual communication is required. However, it may be the case 

that simple, repetitive songs incorporating a few basic signs may 

be the most suitable to a music therapy context, especially in the 

initial stages of implementation. In this way, the music therapist 

can acquire more advanced skills as required.  

 Individuals who have a hearing impairment and those who 

align with Deaf culture may require music therapy services 

(Adamek, Darrow, 1987; Darrow, 1987; Darrow, 2006; Gfeller, 

2000; Gfeller et al., 2001; Lathom-Radocy, 2002; Michel, Pinson, 

2005; Trehub et al., 2006; Vongpaisal et al., 2006). There is great 

potential for the use of AAC with these populations. Whether 

working towards aural rehabilitation with individuals aligning 

with hearing culture or towards other goals with people from Deaf 

culture, AAC knowledge equips the music therapist with the 

necessary skills to create a music therapy programme specific to 

the needs of the individual. The implementation of AAC into the 

music therapy setting may help to ensure that practicing music 

therapists are ‘culturally safe practitioners’, providing culturally 

and linguistically appropriate interventions to their clients (Ripat, 

Woodgate, 2011, p. 93).  
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Discussion 

 

It is clear that music therapists are incorporating AAC into their 

practice, although research into specific use and effect of such is 

limited. Predominantly, the use of aided AAC is evident in the 

literature (Adamek, Darrow, 2005; Crowe, Rio, 2004, Gadberry, 

2010; Gadberry, 2011; Gfeller, 2000; Goldstein, 1964 as cited in 

Reschke-Hernandez, 2011; Herman, 1985; Kennedy, 2008; 

Kennedy, Scott, 2005; Magee et al., 2011; McCarthy et al., 2008; 

Schwantes, 2009; Thaut, 1984 as cited in Reschke-Hernandez, 

2011), with only four identified studies examining the use of 

unaided AAC in a music therapy context (Braithwaite, Sigafoos, 

1998; Buday, 1999; Michel, Pinson, 2005; Schunk, 1999) and two 

merely referring to the use of unaided AAC in the form of sign 

language by music therapists (Adamek, Darrow, 2005; Gfeller, 

2000). Examples of aided AAC evident in the literature include 

pictorial cards, mood based flash cards, speech generating devices 

and switches (Adamek, Darrow, 2005; Crowe, Rio, 2004; 

Gadberry, 2010; Gadberry, 2011; Gfeller, 2000; Goldstein, 1964 

as cited in Reschke-Hernandez, 2011; Herman, 1985; Kennedy, 

2008; Kennedy, Scott, 2005; Magee et al., 2011; McCarthy et al., 

2008; Michel, Pinson, 2005; Schwantes, 2009; Thaut, 1984 as 

cited in Reschke-Hernandez, 2011). In many ways, these results 

are not surprising, as the use of aided AAC of this kind requires 

less specified knowledge and training than that of sign language 

and other forms of unaided AAC. However, given the positive 

results generated from those studies which did examine the use of 

unaided AAC within a music therapy context, specifically in the 

area of language acquisition (Braithwaite, Sigafoos, 1998; Buday, 

1999; Michel, Pinson, 2005; Schunk, 1999), it is surprising that 

more research has not been conducted in this area. 
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 Although reference to AAC is made in a small pool of music 

therapy studies, many refer to its use incidentally. This creates a 

divide between those studies implementing AAC practices and 

those which implement elements of AAC in the form of flash 

cards and other visual aids. Millar and Scott (1998) have 

distinguished between ‘AAC’ and ‘AAC system’, stating that the 

former refers to the ‘concept’ whilst the latter is ‘an example of 

the whole’ (p. 3). They outline that AAC refers to four main 

elements including: 1. the communication medium, 2. the access 

to the medium, 3. the manner in which meaning is derived from 

the communication and 4. ways in which the AAC user can 

interact with others in their environment (Millar, Scott, 1998). 

Further research is needed to investigate this issue, making clear 

the necessary process to successfully implement the AAC concept 

into professional therapeutic practice. 

 Further training for professionals working with AAC has been 

called for by AAC users, with some individuals finding it difficult 

to gain the support required to successfully utilise their 

communicative system (Rackensperger et al., 2005). This is 

concerning for those who work to provide support to individuals 

with communicative needs, including practicing music therapist 

working in this area. AAC has become an area of clinical practice 

in which music therapists are required to be knowledgeable in 

(Gadberry, 2011). Indeed, how can we best serve our clients using 

augmentative and alternative forms of communication if we 

cannot understand them? The music therapy literature highlights 

this concern, with several studies indicating that music therapists 

could benefit from further training on AAC (Crowe, Rio, 2004; 

Gadberry, 2011; Gfeller, 2000; McCarthy et al., 2008). However, 

how and in what way should this training be carried out? 
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Recommendations 

 

To ensure that a music therapist’s knowledge and use of AAC is 

in accordance to standards of best practice, a review of the 

competency standards of the American and Australian Music 

Therapy Associations as well as that of the Health Professions 

Council in the United Kingdom is recommended to include a 

stipulation on AAC training. Although the use of AAC is not 

directly outlined, it is in many ways implied. The Health 

Professional Council (2007) in the United Kingdom states that a 

music therapist at entry level to the profession must be able to 

‘understand the requirement to adapt practice to meet the needs of 

different groups distinguished by, for example, physical, 

psychological, environmental, cultural or socio-economic factors’ 

(p. 12). In this context, training in AAC may be considered a 

requirement when working with an individual aligning with Deaf 

culture. The Australian Music Therapy Association (2004) refers 

to the requirement of the therapist to relate to clients in both a 

verbal and non-verbal way and ‘interpret key emotions present in 

verbal as well as non-verbal and musical communication’ (3.3). 

Similarly, the American Music Therapy Association (2008) state 

that a music therapist must ‘demonstrate basic knowledge of the 

use of current technology in music therapy assessment, treatment 

and evaluation’ (15.7). They also affirm that the therapist should 

provide ‘non verbal directions and cues necessary for successful 

client participation’ (American Music Therapy Association, 2008, 

18.3). Although these outlines may very well support the prospect 

of AAC training for music therapists, it would be more beneficial 

to provide a separate stipulation with specific reference to 

competency in this area.  
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 Ideally, AAC training for music therapists would be entrusted 

to music therapy educators and would take place in university 

based music therapy programs to ensure that a competency 

standard amongst music therapists emerging into the field of 

practice is upheld. Additional training of this kind could be made 

available via university web based tutorials for qualified and 

practicing music therapists in order to promote personal and 

professional development. Although music educators are best 

positioned to outline how this training may be implemented, the 

literature suggests some important areas to consider including the 

following: 1. education on the communicative rights of 

individuals and the role of the music therapist in this context, 2. 

training in aided and unaided AAC relative to the cultural context 

of the university (i.e. learning Irish sign language in Irish 

educational programs), 3. education on the use of music to 

promote verbal and manual language acquisition and 5. education 

on ways to self evaluate one’s own communicative behaviour in 

an AAC environment (Bingham, Spooner, Browder, 2007).  

 

Conclusion 

 

Music therapists are using AAC in professional practice in a 

variety of ways, including to promote: language acquisition, 

language comprehension, self expression and increased 

participation in the therapeutic context (Adamek, Darrow, 2005; 

Braithwaite, Sigafoos, 1998; Buday, 1995; Darrow, 1987; 

Gadberry, 2010; Gadberry, 2011; Gfeller et al., 2001; Kennedy, 

2008; Kennedy, Scott, 2005; Kern et al., 2007; McCarthy et al., 

2008; Michel, Pinson, 2005; Schunk, 1999; Schwantes, 2009). 

Research indicates that AAC may enhance music therapy services 

through: increased on task behaviour (Gadberry, 2010), the 
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promotion of verbal and/or manual language acquisition (Buday, 

1995; Michel, Pinson, 2005; Schunk, 1999), reduced displays of 

maladaptive behaviours (Michel, Pinson, 2005) whilst also 

ensuring effective, culturally appropriate communication between 

client and therapist (Adamek, Darrow, 2005; Michel, Pinson, 

2005). Education on AAC is central to ensure the client who uses 

a modality of communication other than speech may be met on 

their terms in the therapeutic space. The music therapist’s skill, 

theoretical knowledge and sensitivity in relating to others may 

only be enhanced with increased education, training and use of 

AAC. 

 

Notes on contributer 

 

Alison Sweeney is a music therapist specialising in paediaitric 

neurosurgery rehabiliation. She also has experience working with 

children in special education, adults with intellectual disability 

and palliative care. 

Email: alisonsweeneymt@gmail.com 
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Interview with art therapist Dr Gussie P. Klorer
*
 

 

Lucia Šimončičová 

 

 Lucia Šimončičová: I first came across Dr Klorer’s work 

 when researching the implementation of attachment theory in 

 art therapy practice. I read her chapter, ‘Expressive Therapy for 

 Severe Maltreatment and Attachment Disorders: A 

 Neuroscience Framework’, published in Creative Interventions 

 with Traumatized Children, edited by Cathy A. Malchiodi.
†
 I 

 found her art therapy approach in work with traumatised 

 children and those with attachment difficulties very inspiring. I 

 later translated and published this article in Czech art therapy 

 magazine Arteterapie. I also asked the author if she would 

 like to share her precious clinical experience with me by 

 participating in my research interviews for my Master’s thesis 

 ‘Attachment Focused Art Therapy with Adolescent Clients’ and 

 that is how the interview was born.
‡
 It was conducted via a 

 Skype call, on 21 February 2012. Since I was thrilled by the 

 interview outcome, I felt that I do not want to keep it just for 

 myself. I would also like to share it with others who may be 

 interested in attachment focused art therapy practice. I edited 

 and abbreviated the original interview in cooperation with the 

 author. 

                                                        
*
This interview appeared in Arteterapie, 14 (36), 2014, 16-32 and ATOL: 

Art Therapy OnLine, 6(1), 2015. 
†
Klorer, G. P., (2008), Expressive therapy for severe maltreatment and 

attachment disorders: A neuroscience framework. In Malchiodi, C. A. 

and Perry, B., eds., Creative interventions with traumatized children. 

New York: The Guilford Press, 43-61 (L. Simoncicova, translation, 

found in  Arteterapie, 14 (36), 16-32). 
‡
An earlier original verbatim version of this interview was published in 

the master’s thesis by Lucia Simoncicova (Title: ‘Attachment Focused 

Art Therapy with Adolescent Clients: Connecting through Creativity’) as 

a fulfillment towards the MA in Art Therapy at CIT Crawford College of 

Art and Design, Cork, Ireland in August 2014. 
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Gussie Klorer 

 

Gussie Klorer, PhD, A.T.R.-BC, L.C.S.W., L.C.P.C., is a 

professor at Southern Illinois University Edwardsville. Dr 

Klorer’s research interests focus on children and adolescents with 

severe abuse, neglect and attachment issues and she maintains a 

private practice working with this population. Dr Klorer is author 

of Expressive Therapy with Troubled Children, as well as 

numerous articles and book chapters focused on her clinical work. 

She presents keynote addresses and workshops in national and 

international venues. Dr Klorer has served on the Editorial Boards 

of the Trauma and Loss Journal, the American Journal of Art 

Therapy, and Art Therapy. She has received notable awards 

throughout her career, including the Clinician’s Award and 

Honorary Lifetime Member of the American Art Therapy 

Association. In addition to clinical work and teaching, Dr Klorer 

is a practicing artist working in mixed media and in 2013 

exhibited her art in a one-person show at the Missouri History 

Museum.  
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Interview 

 

Lucia Šimončičová 

 Could you just briefly tell me how long have you 

 been an art therapist and how long have you been 

 working with children and adolescents in your practice? 

 

Gussie Klorer 

 I have been practicing for 33 years, so it’s a long time.  

 

Lucia Šimončičová 

 How did you get involved in work with adolescents with 

 attachment difficulties? 

 

Gussie Klorer 

 My second job, after I got my graduate degree, was in a 

 children’s home, in a residential treatment centre with 

 children with abuse and neglect issues and a lot of 

 them had attachment issues. So I really started to be 

 interested in the population. I worked there for 8 or 9 

 years and then I got the university position, but I 

 didn’t want to be teacher without still practising. So I 

 started a private practice and I continued to with kids 

 in foster care, kids in adoptions and kids in treatment 

 centres, residential treatment centres. 

 

Lucia Šimončičová 

 How did you become interested in attachment theory 

 and its implementation into art therapy?  
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Gussie Klorer 

 Well, attachment theory found me. I was working with 

 those kids and I needed to have a way to understand 

 what they were going through and what was 

 happening in the therapy. What I was finding in the 

 therapy was that they weren’t following the protocols 

 that they were supposed to. They weren’t meeting 

 their treatment goals. You know, the treatment goal 

 that says ‘the child will talk about the abuse’. They 

 don’t talk about the abuse typically, because it’s too 

 painful for them or they can’t remember. So I realized I 

 needed to change my approach and I needed to 

 understand them in a different way, because they 

 don’t follow the typical treatment protocols, because 

 of the complexity of attachment issues. 

 

Lucia Šimončičová 

 In what way did attachment theory influence your 

 clinical work? Could you also give me an example of 

 your work with some client that you have had? 

 

Gussie Klorer 

 A child that I am working with right now is 13-years-

 old and she is one of those kids who was in a Russian 

 orphanage, where she was not given a lot of personal 

 attention or care. She got adopted at 20 months of age 

 and is exhibiting attachment issues today. She has a 

 wonderful adoptive mom, but is still dealing with 

 issues, such as pushing people away, so I am trying to 

 talk with her about how she pushes people away. The 

 orphanage made a video while she was in the 
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 orphanage to send back to the family that was 

 interested in adopting her and the parents had the 

 tape. So they brought it in and we looked at that  together 

 and it was really interesting to see how in this video, 

 when she was 20-months-old, she kept trying to  get away 

 from the caretakers and all of her movements were away 

 from people rather than  towards them. We looked at that 

 video together and then I was able to talk to her about 

 how she still does that, she still pushes people away at 

 times. And it was really helpful to be able to see her as a 

 child and then talk to her as an adolescent and talk to her 

 about where that behaviour came from. And why. I also 

 educated her a little bit about what that would be like for 

 that baby. What would it be like for her to be in a place 

 where she couldn’t attach, because there was no single 

 caretaker? And what would that be like for that little girl 

 to be abandoned by her mother? So it gave us a really 

 good opportunity to talk about what that little girl needed 

 and didn’t get.  

 

Lucia Šimončičová 

 And how long have you been working with her now?  

 

Gussie Klorer 

 I have been working with her for about 6 months. She 

 has done some really good work, but I think it’s been 

 really hard for her. When she first came in, she was 

 doing very superficial projects that didn’t have a whole 

 lot of meaning and then when we talked, after we 

 looked at those videos, I asked her if she would be 

 willing to make a baby doll. And so we’ve been  working 
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 on a fabric doll that is just a little baby doll. It’s about 

 maybe 10 inches long and now she is making a bed and a 

 quilt. We made the doll out of fabric and then we made a 

 little shoe box for the bed. She spent time painting it and 

 now she is making a mattress that she is going to stuff. So 

 I’ve been creating this with this  girl and I think it 

 represents her. We are trying to create what she needed 

 that she didn’t have. It’s more emotional needs than 

 physical needs, but the doll is the metaphor for those 

 needs. While she is making it, we actually talk about other 

 things and she keeps telling me that it’s no good and she 

 keeps pushing it away. She does the same thing with the 

 doll that she does it with her mom and she does it with 

 me, so she’s not really able to engage with it emotionally, 

 but I think it’s really important that she hasn’t abandoned 

 the project either. She is still working on it and seems 

 to be very invested in it. We’ve worked on this project 

 for probably 6 weeks. She is very invested in it, but she 

 won’t admit that she is invested in it. And then again, 

 she acts sometimes like she doesn’t like it. Every time 

 we get it out, I just spontaneously say, because it’s 

 true, ‘Oh, she is so cute’ and then my client will say: 

 ‘Oh, it’s just a doll’.  And she will negate it, as if it’s not 

 anything. And yet she has invested a lot of time in it 

 and wants to keep working on it.  

 

Lucia Šimončičová 

 Do you have an opportunity to work with the adopted 

 parents as well?  
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Gussie Klorer 

 In this case, the adoptive mom comes in whenever we 

 want. One of the treatment goals that the client actually 

 came up with herself (with my help), is to work on her 

 relationship with her mom, because her mom also feels 

 herself getting pushed away. Tami Gavron from Israel 

 wrote an article recently in the art therapy journal about a 

 Joint Painting Procedure. When I read that article I 

 thought it was such an interesting idea and so I talked to 

 the mom and daughter about doing that procedure and we 

 have a plan for it in the next session. They will do it 

 together. It’s really an interesting procedure, where you 

 have both the mother and the child work on the same 

 paper and they each draw a picture and they put a 

 boundary around it and then they make a path from one 

 picture to the other and connect with each other. I feel 

 that’s going to be a really good way for us to start to talk 

 about the mother and daughter relationship.  

 

Lucia Šimončičová 

 I wonder, do attachment issues emerge in your client’s 

 artworks or in the art process while in session?  

 

Gussie Klorer 

 I don’t think there are necessarily universal signs in 

 the artwork. I don’t think this is true of assessment in 

 general. You can’t say, oh, this means this or this 

 means that. There is no particular imagery that comes 

 up repeatedly in attachment disordered children. But 

 what I do find is that if you follow the client’s lead, 
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 each client may have some idiosyncratic imagery in 

 the art that becomes a repeated theme. 

 

Lucia Šimončičová 

 So there are certain patterns within each client.  

 

Gussie Klorer 

 You can see what themes get repeated, over and over 

 again and when I notice something getting repeated it 

 says that is something important. So then, what I will 

 usually do is try to offer more ways to express that, 

 maybe more complex media, so that they can invest 

 more in the art. But there is no particular imagery that I 

 would say is the hallmark of attachment disordered 

 children. 

 

Lucia Šimončičová 

 Do you actually work with transference and 

 countertransference when working with those 

 adolescents with attachment difficulties? Would you use 

 your own feelings in finding out about their attachment 

 style?  

 

Gussie Klorer 

 Yes, absolutely. Yes, definitely my own 

 countertransference is informing the work. For example, 

 countertransference is activated when I get the feeling that 

 I am being negated or pushed away or when a child acts 

 like our relationship isn’t important at all or, the child gets 

 me to feel like ‘you don’t mean anything to me’, or the 

 child says, ‘I didn’t even want to come today, they made 
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 me come today’. Whenever I have a child say those kinds 

 of things I think, oh, this is a child that’s starting to attach 

 to me, because they are denying it so heavily. And I can 

 give you good example of that. I have a boy that I started 

 working with when he was 12. And I terminated with him 

 when he was 21, if you can imagine. So that was 9 years 

 of working with this boy. He really almost never did 

 change this interaction that we would have. He would 

 come in and he would say something like, ‘I didn’t want 

 to come, they made me come today’ and I’d say, ‘I am so 

 happy to see you, come on in!’ And he would sit down at 

 the table and he would get the clock of my shelf and he’d 

 set it on the table in between us so that he could  manage 

 the time. He said, ‘I don’t want you to get one extra 

 minute of time from me’. And so he was pretty much in 

 control and I really felt like the whole time he was putting 

 those limits out for me, what he was really saying is ‘I 

 want to make sure I get every minute of my time, I just 

 want to be in control and I want you to think that I don’t 

 want to be here’. It became a routine that we did every 

 week. And it was just really interesting to see how he 

 approached it and how he would always tell me how he 

 didn’t want to be here. And yet, how important I think our 

 sessions actually were. 

 

Lucia Šimončičová 

 Did this change happen over the time you worked with 

 him? 
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Gussie Klorer 

 When we were terminating, when he was 21 years old, 

 he finally admitted that it was important to him. He 

 smiled and said ‘I think I’m gonna miss you’. And that 

 was the best he could do. Up until that point he couldn’t 

 admit it, it just wasn’t safe for him. And for me, you 

 know, I miss him terribly. This is my 

 countertransference. It is really hard for some of these 

 kids with attachment issues to be vulnerable in 

 relationships and acknowledge that a relationship is 

 important. Their fear of loss and pain is so great that 

 they protect themselves from feeling that loss again. 

 Termination is so important. He was abandoned by his 

 mother, so every loss echoes that abandonment. We 

 terminated in a loving way, if that makes sense. I 

 acknowledged to him how important the relationship 

 was for me, to let him know that even though we 

 would no longer see each other, I would treasure our 

 time together. He never got this with his mother. You 

 also have to realize that I was the longest term 

 relationship in his life. He had been in 5 different 

 foster homes, two residential programs, several 

 hospitalizations, had a succession of social workers 

 over the years, and no contact with any member of his 

 biological family. I was his longest term relationship, 

 and that’s sad. 

 

Lucia Šimončičová 

 Did you notice some change in his attachment to you? 

 How do you recognize that a change has occurred in the 

 way he was relating? 
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Gussie Klorer 

 I don’t think it was all about me, for sure. I think what 

 really helped him, was when he was about 14, maybe 

 15, he was put into a foster home with a lady who 

 really understood kids like him. She always requested 

 teenage boys, and nobody requests teenage boys as a 

 foster mom. She got him when he was 14 or 15 and 

 she hung in there with him and really committed 

 herself to him and I think that was what really caused 

 the change for him. I felt like it was her taking him in 

 and loving him. He did some awful things, he ended up 

 almost losing his placement because he got physically 

 out of control, but she let him come back twice when a 

 lot of foster moms would have given up and said he 

 was too violent. But she kept taking him back and then I 

 think he realized that she really was a mom to him. 

 And I think that made a difference. I saw it through his 

 artwork. His artwork did change over time. I saw the 

 change in his artwork and it was really interesting. 

 When he first came to me, he liked to sew and we 

 made little pillows. He made them to give as gifts to 

 staff in his residential treatment programme. I thought 

 that was so sweet, you know that he is making these 

 little self-soothing objects. He would keep some of 

 them, but he also gave some of them as gifts. I thought 

 that was really indicative of his way of trying to have 

 relationships with people. But he was a very violent 

 child, and so when he’d have an outburst, it would take 

 four men to hold him down, he’d be so out of control. 

 But then he’d make these lovely little pillows. And you 

 know, people could not connect that with the same 
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 kid. You get this kid that’s out of control and needs to 

 be restrained and then he is making these cute little 

 pillows, so that was incongruent. In his artwork, when 

 he would draw figures, he would draw figures 

 backwards. So he drew this Indian, but you’d only see 

 the back of this Indian’s head and then the back of his 

 body. Then he started doing this sculpture and he 

 made the same sculpture three times over the course 

 of my work with him. It was a bear family, it was a 

 father bear, mom bear and a baby bear. He made the 

 sculpture, but there were no features on any of those 

 bears and the bears weren’t all looking at each other. 

 They were just sitting in a row, their faces looking out, 

 but without features. It was very impersonal, there 

 was no interaction between the figures, the bear family 

 just looking out, but not looking and no facial features. He 

 said it was finished, so he painted it and  that was done 

 and then about a year later, he made the  same sculpture, 

 the same exact sculpture. And again, no facial features, no 

 nothing to make them interactive. Then he moved into 

 this foster home, and after he had been there several years 

 and the foster mom had really committed to him and we 

 were near termination, he made the sculpture again, third 

 time now and this time, it had features, it had eyes, nose, 

 mouth and I just thought, this is it, he is finally getting 

 it. He gets what it’s like to be in a family now. And to 

 me, it was very powerful.  

 

Lucia Šimončičová 

 So you would notice the change in attachment style 

 coming up in his artwork. 
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Gussie Klorer 

 Yes.  

 

Lucia Šimončičová 

 Could you perhaps tell me, what, in your opinion, 

 contributes to change in the attachment pattern of a 

 client? How do you know, that the change has occurred? 

 

Gussie Klorer 

 It is a very difficult question, but I think truly, it is the 

 relationship that you form with that child that is 

 important and it has to feel safe. It has to have safe 

 boundaries, so establishing a safe routine is important. 

 For example, we clean up at the end; no matter what 

 happens in the session we restore order again and we 

 have little routines that we do, things that we always 

 say at the beginning and end of a session. Clients can 

 predict the session, they can predict me. I am going be 

 the same all the time, and they learn to trust that. Time 

 boundaries are also important. The session is over at 

 whatever time it’s supposed to be over and the child 

 can predict everything about that. That’s a little thing, 

 but I think it’s really important in terms of establishing 

 trust and safety. 

 

Lucia Šimončičová 

 Are there any other ways that you would notice the 

 change within a client’s attachment? Would you notice 

 it, if it occurs in a therapeutic relationship? 
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Gussie Klorer 

 Yes, it is noticeable in terms of verbal and nonverbal 

 behaviour. The eye-contact is one. The boy that I was 

 telling you about, who I worked with until he was 21, 

 eye contact was very difficult for him. When I first 

 worked with him, he would never make eye contact 

 and then gradually over time, he would make eye 

 contact. That’s a big one. Can they look at you? Can 

 they look at you and when you smile at them, will they 

 smile back? Some of those little nuances of 

 communication are so important. And touch is the 

 same. That’s another thing to notice, how they interact 

 with you in a physical way or even just in terms of 

 proximity, how close can they be with you, before they 

 get uncomfortable.   

 

Lucia Šimončičová 

 Would you also have some specific directives that you 

 use with adolescents with attachment difficulties? 

 

Gussie Klorer 

 Not really. With adolescents I am much less directive, 

 but I will sometimes throw out an idea that can be 

 accepted or rejected. For example I gave the Russian 

 child the idea of a doll. I do ‘Me boxes’ a lot with 

 adolescents, where I suggest that they create the  inside of 

 me and the outside of me using a box. That one is a 

 favourite; they can explore what they keep inside, what 

 they share with others. 
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Lucia Šimončičová 

 Do you sometimes engage in art-making with your 

 clients? Do you work alongside them?  

 

Gussie Klorer 

 What I will often do is help them with their project, 

 like for example the girl making the doll. She was not 

 really interested in sewing the mattress for the doll, 

 and so I sewed part of it and she sewed part of it, and 

 we worked together. I usually get assigned the manual 

 work that they are not interested in doing, I’ll get the 

 boring work. The boy that made pillows, he would 

 assign me sewing to do on his pillows, so he’d work on 

 one side and I’d work on the other and we’d both just 

 sew on the same project. He loved to assign me work. 

 This, by the way, is an indirect way of touching, so I 

 really am pleased when they assign me a task in their 

 project. I make sure that I am not adding any creative 

 elements to the task, I am just doing my assignment.  

 

Lucia Šimončičová 

 Do you have a particular framework, when working 

 with adolescents with attachment issues, such as an 

 assessment period? Do you have some special 

 assessment tools, for example, Family drawing or Bird’s 

 Nest Drawing, that you use to find out about their 

 attachment patterns or about their family background?  

 

Gussie Klorer 

 I don’t use any one assessment exclusively. I will often, 

 when I first meet a client, try to get a series of  drawings 
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 based upon what information I’d like to have. I like to 

 use a Modified LECATA (Levick Emotional and 

 Cognitive Art Therapy Assessment), which includes some 

 variation of five drawings: a free choice, self-portrait, 

 scribble, place you would like to be, and family drawing. I 

 find that the family drawing is often hard, they don’t want 

 to do the family drawing. It’s painful for them, so I don’t 

 push it. I don’t do the Bird’s Nest Drawing. I just 

 individualize, what I think that the child is interested in 

 and what the child might need. 

 

Lucia Šimončičová 

 Do you meet the parent before beginning the therapy? 

 

Gussie Klorer 

 Yes, if there is a parent. A child in residential treatment 

 often doesn’t have a parent available to work with. 

 When a client first comes to me, I will attempt to talk 

 to the parent, find out what their concerns are, and 

 then I’ll meet with the client individually at first and 

 then talk to the parent and we’ll make a plan from 

 there as to what they need and what they want. 

 Depending on what the issues are, depending on the 

 age of the child, we may do family therapy, have 

 mother or family involved in every session or just part 

 of the session. Always, when I see the child, even if I 

 see the child individually, I am always involved with 

 the family as well. So the parent will come at the end of 

 the session, and I’ll say to the child: What do you want 

 to share with your parent? I put all the control into 

 child’s hands as to what we share about what we did 
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 that day. And what I find is when I have the child in 

 control, they usually want to share a lot. That’s very 

 helpful to give the child that control of what we share. 

 That’s if I am working individually. Of course, if I am 

 working with the parent and the child, we set up goals 

 together and the whole session is together. 

 

Lucia Šimončičová 

 Do you give some specific instructions, when working 

 with the child and the parent?  

 

Gussie Klorer 

 I tend to be more directive. I would have them do 

 things together, talk about certain things. I may focus 

 on problems that are happening at home and figure 

 out creative directives to help them to talk about it. 

 Sometimes I’ll do something like have them create 

 something together where the child has to rely on the 

 parent for help. For example, making a project but 

 giving the parent control over the glue so the child has 

 to ask the parent for glue. Or have them make a house, 

 but the parent is in charge of the outline or foundation 

 of the house, and the child can add things on the  inside, 

 setting up a metaphor that the parent offers the 

 foundation and stability for what’s inside.  

 

Lucia Šimončičová 

 Do you feel that it’s important for adolescent clients to 

 know and to understand their own attachment pattern? 

 Do you feel that they have a capacity to understand 

 that?  
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Gussie Klorer 

 Yes, absolutely. The Russian girl that I talked about is a 

 really good example of that. When I see the behaviour I 

 can tell her, ‘I feel like you are pushing me away; can 

 we talk about that? What is that like for you?’ So yes, I 

 think that that can be very helpful.  

 

Lucia Šimončičová 

 Do you think that contributes to change as well?  

 

Gussie Klorer 

 Yes. The idea is to change patterns of behaviour that 

 are not productive in relationships, such as pushing 

 away. The hope is that the child will try out new 

 behaviors and ways of interacting, and those that 

 ‘click’ will be repeated or practiced. The hope is that 

 those new behaviors will work well for them and they 

 will adopt them. 
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Book Reviews 

 

Integrative art therapy and depression: a transformative 

approach, by Vibeke Skov, London and Philadelphia, Jessica 

Kingsley Publishers, 2015, 360 pp., £26.99 (paperback), ISBN 

9781849055772 

 

The author, Vibeke Skov, is a Danish art therapist and artist. She 

has a PhD in Psychology from Aalborg University and in 1987 

she started the Institute of Art Therapy in Denmark, where she 

trains students in art therapy. This book is a comprehensive study 

of her work in developing an integrated art therapy approach for 

individuals with depression. Her development of a working model 

based on Jungian theory, through to applying it to her study group, 

is well documented and takes the reader through the process 

methodically. Throughout the book, Skov shares valuable insights 

into the role of an art therapist by way of her 30 years experience 

in clinical and education settings. She shares her use of dreams 

within her work and her understanding of myths in relation to the 

art therapy process and psychological creativity. 

 The chapters are well structured and strands of theory are 

woven together to support her work. Skov’s use of diagrams and 

tables aid the reader in understanding the connections between 

different theories and the development of her Jungian model. 

They are also a useful tool in her descriptions of her research 

methodology. She states that her writing style is to be understood 

by laymen or professionals. While I think Skov’s book offers 

much to students, art therapists and other professionals in 

psychotherapy and counseling, I sometimes felt that the 

description and interweaving of many theories from different 

areas was difficult to follow in the initial chapters. However, 
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when she shows examples of artworks and speaks about them, her 

ability to marry theory and analysis to the artworks gave me better 

insight into the theories and showed a solid method of teaching, 

which must benefit her students. 

 In her study, she is working with individuals with mild to 

moderate depression. When looking at depression, her Jungian 

thinking allows for a perspective that sees depression as a sign of 

something being unbalanced or a need for change in a person, 

rather than a symptom. Her psychological approach within the 

book is based on Jung’s understanding of human development, 

referred to as the process of individuation. She uses this classical 

approach with her study group, believing that the individuals in 

her study need a stronger more stable ego-self axis. Through 

interweaving the fields of anthropology, biopsychology 

(Dissanayake), neurophysiology (Rosen, Siegel), neuroscience 

and art therapy into her research she aligns Jung firmly alongside 

current research and theory. Her interest in the transformative 

process within the Jungian model of art therapy is key to her 

study. 

 In looking at other therapies recommended for people with 

mild depression, Skov emphasises the lack of a transformative 

quality in their process. She thinks that there is currently a 

challenge regarding how to use cognitive therapeutic methods in 

relation to emotions in a transformative way (p. 39). Interestingly, 

she sees the approval of mindfulness for people who have 

emotional problems as leading to less awareness of inner 

emotional states, instead of emotional integration. She sees value 

in mindfulness, but views it as a non- transformative method in 

itself as it does not create any connection between the conscious 

and unconscious. Indeed, when looking at the transformative 

process she sees limitations in Schaverien’s view of art works in 
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art therapy. Skov argues that Schaverien’s description of the 

diagrammatic image which needs words to be explained and the 

embodied image which needs no words, exemplify the missing 

imaginative dialogue, which Skov sees lacking in mainstream art 

therapy. I feel I must defend Schaverien. She herself is a Jungian 

analyst and her study of imagery in relation to Jung’s archetypes 

leads her to a view that, at times, images are made which relate so 

deeply to a non verbal and archetypal space that speaking about 

the image does not help in its understanding. In Schaverien’s 

view, it takes time for these images to become more conscious 

through the course of therapy. 

 Skov’s chapter on ‘Transformative Art Therapy’ is the heart 

of the book. The previous chapters build our knowledge, 

introducing us to the thinking which supports the processes 

involved with the study group. Here we see the model explained 

and in action. Six individuals, all female, took part in thirteen 

workshops whereby every second workshop was lead by a 

directive and the other workshops were based on the group 

members’ own individual dreams. Skov’s use of directives is 

aligned to parts of Jungian thinking on ego state, the inner judge, 

the shadow side and the anima and animus. For Skov, directives 

are ‘suggestions to start a creative process’ (p. 134). Skov used a 

technique known as the reverse method developed by Bertelsen 

(1975) when working with the individuals in relation to their 

dreams. Skov sees it as a transformative tool that allows 

unconscious material to be revealed. She demonstrates this 

method thoroughly in a case study before showing its process 

within her study group. Throughout the study, she encourages 

imaginative dialogue between the maker of an image and their 

work. It is through this form of verbal dialogue that she sees the 

image becoming explored and understood and this is a crucial part 
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of the transformative process.  

 Her work as a researcher, her bricolage approach and her 

research methodology are skillfully described and an invaluable 

read to those involved in study and research. Her research brings 

the use of images and processes in art therapy centre stage and 

demonstrates her integrated model at work. The results of Skov’s 

study made me wonder if her model would also benefit another 

group type. In her final chapter on the implications of her 

research, Skov gives her opinion on this saying it could be used 

with any group motivated to strengthen the ego-self relationship.  

In his forward, Dr. Arthur Gibbons says of the book that the 

reader embarks on a journey that witnesses a master art therapist. 

The reader definitely has a sense of a vastly experienced art 

therapist at work. In addition, her work as a researcher is 

masterful and places this book in the fields of art therapy and 

psychology. This book is an important read that brings a 

theoretical foundation for a Jungian approach to art therapy and 

depression. 
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Supervision of dance movement therapy: a practitioner’s 

handbook, edited by Helen Payne, London and New York, 

Routledge, 2008, 208 pp., £26.99 (paperback), ISBN 978-

0415413442 

 

On publication, Supervision of Dance Movement Therapy: A 

Practitioner’s Handbook, was the first in-depth, book-length 

exploration of the issues surrounding the supervision of Dance 

Movement Psychotherapy. As such, it is an invaluable resource, 

one that provides both theoretical insight and useful, practical 

guidelines. The book’s editor, Helen Payne, has been a pioneering 

mover in the field of Dance Movement Psychotherapy in the UK 

since the 1990s and is a respected Dance Movement 

Psychotherapist, researcher and theorist internationally. She has 

published widely in international peer-reviewed journals and is 

the current editor of the key journal Body, Movement and Dance 

in Psychotherapy: An International Journal for Theory, Research 

and Practice. The eleven contributors to this edited collection are 

part of the international community of Dance Movement 

Therapists. Their collective experience describes clearly current 

practice of Dance Movement Psychotherapy. The book outlines 

appropriate models of supervision suited to context, including a 

novice practitioner’s experience of in-session supervision while 

training. The book moves beyond a management structure of 

Dance Movement Therapy and instead focuses much more on the 

body itself – the physical body and its expression. 

 Payne’s introductory chapter describes super –vision as 

the capacity to engage with the bigger picture – and is useful to 

therapists at all stages of development. Payne demonstrates how 

the role of education and training are central to the type of 

supervision provided at different stages of the practitioner’s 
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career. She provides a text which staff and students of Dance 

Movement Psychotherapy can engage with. Through her choice of 

highly experienced Dance Movement Therapists, she explores 

several models of supervision, reflecting different theoretical and 

philosophical roots and illustrating these through case studies and 

practical examples. 

 Wendy Wyman-McGinty, for example, discusses how the 

discipline of Authentic Movement supports supervision through 

dealing with the body’s somatic experiences and primitive mental 

states. In my own experience of using Authentic Movement to 

explore relationship work with clients, I have been able to bring 

consciousness to the body’s internalisation of difficult or 

unresolved material. It is a delight to digest this article, which 

helps to deepen the understanding of the importance of the body 

in psychotherapy. Authentic Movement helps to differentiate and 

refine internal states and the way they are communicated within 

any practice of Psychotherapy that is engaging the body. Wyman-

McGinty addresses self and other differentiation, which is 

essential in working with chronically challenged clients. She 

focuses on the ‘body self, the inter-personal self and the inter-

psychic self’ (p. 3) and the developmental journey that can be 

supported by movement and witnessing as a way to work with 

unconscious material through the body. 

 My favourite article in the book is “From Here and 

Elsewhere: Transcultural Issues in Supervision”, by Isabel 

Figueira. Figeira brings us on a journey through her own 

experience as student therapist in clinical placement, her 

experience of the supervision process as a qualified 

psychotherapist supervisee, then finally as a supervisor on a 

training course. At each step of the journey she helps the reader 

enter a transcultural conversation, focused on transcultural 
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encounters, clashes and misunderstandings. According to 

Figueira: ‘We need to learn how to avoid having an attitude 

towards the other centred in ourselves, but also to accept that 

sometimes we cannot avoid that possibility’ (p. 86). She 

recommends that transcultural training for supervisors. She 

provides examples of how a transcultural knowledge is essential 

in the therapeutic and supervisory process. I am relieved to see 

this article included in this volume. Many years of study of the 

cultural body has taught me how cultural worldview is developed. 

Cultural awareness is more than an attitude, it is being enabled to 

participate in what Figueira calls ‘coherent transcultural 

discourse’ (p. 86). We need to be aware of our own cultural 

heritage. Cultural worldviews are learnt through movement 

experiences and are expressed through the body (Dosamantes - 

Beaudry 1997). This begins in utero. 

 Kedzie Penfield’s ‘Three Journeys Make One: A Journey 

of Growth through Supervision’ describes the triangular space of 

supervision and brings attention to making connections and 

bringing presence to what may be unknown and yet become 

known. She speaks from the presence of being an experienced 

supervisor who finds that the clothes of her supervisee evoke 

sexual attraction in her. She processes this information in service 

of the therapeutic alliance with clients. The supervisee has not 

engaged with awareness of his own sexuality with his clients, and 

is not ready to, so Penfield’s work is to process and hold the 

container. She explores the impact of the relationship of the 

supervisor and supervisee on the work of the client/patient. She 

highlights the importance of the supervisory role in holding 

awareness for the developing therapist until they can gain the 

ability to be responsible. 
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 Supervision of Dance Movement Therapy is faithful to its 

title. It provides the reader with an overview of this growing field 

of Dance Movement Psychotherapy and what types of supervision 

are employed. It takes leading and experienced voices in the field 

and invites them to cover the central axis of supervision that 

engages three roles – that of client/patient, supervisee and 

supervisor. All three are utilised in service of supporting the 

growth and well-being of the client/patient through the therapeutic 

alliance. Supervision is about the relationship of psychotherapists 

to clients; how supervision has been used to negotiate mindfulness 

and care of the psychotherapeutic process is the crux of 

supervision.  
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Music technology in therapeutic and health settings, edited by 

Wendy Magee, London and Philadelphia, Jessica Kingsley 

Publishers, 2013, 400 pp., £25.19 (paperback), ISBN 

9781849052733 

 

While technology has always had some kind of presence within 

the discipline of music therapy, whether for creating music, data 

collection, recording/playback or as assistive technology (Crowe 

and Rio, 2004), there has also been a certain sense of ambivalence 

among music therapists about the value of developing technology 

skills to enhance the therapeutic process (Magee, 2006; Magee 

and Burland, 2008). As technology becomes more user-friendly, 

portable and inexpensive, there comes a corresponding 

opportunity for this uneasy relationship to shift towards a more 

positive position, bringing new potential for the discipline of 

music therapy.  

This would certainly appear to be the case made in Music 

Technology in Therapeutic and Health Settings (edited by Wendy 

Magee), which lays out a comprehensive overview of many of the 

possible applications of electronic music technologies (EMTs) and 
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assistive technology within music therapy. These applications and 

interventions cross the lifespan and address a myriad of clinical 

issues. This book should appeal to ‘tech-savvy’ music therapists 

who may already employ technology, but there is more than 

enough detail, definitions and practical advice for a music 

therapist considering the potential benefits of music technology in 

their clinical work for the first time. 

The book is divided into four sections: a general overview 

of the status and role of music technology within music therapy, 

child and adolescent work, work with adults and theory/research 

implications. Within these sections, many different permutations 

of clinical practice, population and technology applications are 

covered. Technology is presented as having much to offer music 

therapists in terms of facilitating access to music making for 

people with physical or sensory impairments; as an aesthetic, 

expressive or cultural tool for relating to clients; and as a way of 

finding new therapeutic spaces (through the use of the internet, for 

example). The book also devotes time to theoretical discussions of 

the role of technology in music therapy in relation to discussions 

of gender, identity and aesthetics, along with the role of 

technology in research and multi-disciplinary collaboration. 

Assistive technologies (switches and voice output devices 

in particular) are discussed in three chapters on music therapy for 

people with physical and sensory disabilities, demonstrating the 

ways in which empowering musical experiences can be facilitated 

and the music therapy process deepened for this population. This 

applies to both one-to-one work – as described by Julie Zigo in 

her work in special education – and ensemble work, in the case of 

Adams and Lajoie’s chapter on ‘The Headbangers’, a band of 

musicians with physical disabilities who perform with the aid of 

head-mounted switches. 
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 In some cases, the inclusion of technology in music 

therapy reflects the real-life needs, preferences and cultural norms 

of clients, particularly in the acknowledgement of the role of 

personal music players or smartphones and the internet in young 

people’s music consumption. This has corresponding implications 

for receptive music therapy work in hospitals (as described by 

Whitehead-Pleaux and Spall) and in end-of-life care (as described 

by Jackie Lindeck). Similarly, Nir Sadnovik’s chapter describes 

the development of a ‘Therapeutic Recording Studio’ to reflect the 

role of hip-hop in the lives of adults in an inpatient psychiatric 

unit.  

Alternatively, EMTs are also recommended as a clinical 

asset to the therapist, chosen and utilised deliberately to facilitate 

the music therapy process. Andrea Cevasco uses digital music 

devices with premature infants in NICU care in a simple, yet 

effective manner. Felicity Baker, a prominent author on the 

subject of therapeutic song writing discusses (with Robert Krout) 

the possibilities of that method within e-health context, engaging 

with clients over long distances using Skype. This is an interesting 

feature of the work presented in this book: the balance or 

dichotomy between, on one side, the extension of standard music 

therapy techniques by the inclusion of technology and, on the 

other side, applications of technology that require a reframing of 

what music therapy is and what it can do. 

Whether due to their ubiquity in modern life in general, or 

because of their genuine value as musical and assistive device (I 

suspect both), iPads and tablets feature prominently in this book. 

Robert Krout’s chapter on using iPad apps to engage young 

clients with ASD has many useful suggestions for apps and 

activities, while tablets are also recommended, being versatile and 

portable, for bedside work in hospitals. The loop-based 
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GarageBand programme/app seems to be very popular in 

streamlining the music composition process for clients of all 

abilities. Ariel Weissberger goes so far as to describe the 

GarageBand recording software as a ‘digital co-facilitator’.  

 In fact, the predominance of Apple computer devices 

(iPads, iPods and iMacs) and software over Windows-based 

technology in Music Technology in Therapeutic and Health 

Settings stands out. Including more PC applications may have 

been helpful to music therapists exploring their options, however, 

this is a minor complaint. Multi-media examples of the work 

described in the chapters – in the form of a CD-ROM or website 

for example – might also have supplemented the book’s content. 

It is important to note that music technology is not 

presented as an essential or infallible addition to a music 

therapist’s practice. The limitations and contraindications of 

technology are well described. Ease of use does not imply 

necessity of use in any case, while the pre-eminence of the 

therapeutic relationship is emphasised throughout the book’s 

chapters. The value of any device or software is in its capacity to 

support the music therapy process, which is highly individualised 

from case to case. Flexibility and accessibility are key features 

necessary to support the therapeutic relationship and the 

successful accomplishment of clinical goals. These criteria 

distinguish the more useful applications described in this book 

from, for example, educational music devices or applications 

(though these may still be useful for certain music therapy cases). 

As a music therapist and researcher with a strong interest 

in the possibilities of music technology for people accessing 

music therapy, I was highly impressed by the comprehensiveness 

and clarity of this book. The various hardware and software 

interfaces are described elegantly while the role of EMTs is 
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contextualised effectively in terms of the populations and goal 

areas addressed by the authors. The manner in which music is 

created and consumed changes rapidly, offering new ways for 

music therapists to engage with and help their clients. This book 

will be an excellent resource for any music therapist curious about 

new ways of working. 
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From words into action: an interactive review 

 

The dreaming source of creativity: 30 creative and magical 

ways to work on yourself, by Amy Mindell, Portland, Oregon, 

Lao Tse Press, 2005, 243 pp., £16.25 (paperback), ISBN 

9781887078733 

 

Amy writes enthusiastically and warmly, hence my use of her first 

name. I take my cue from the author in this, as she refers to her 

husband, founder of Process Oriented Psychology/Process Work, 

Arnold Mindell, from the outset as Arny. At no point does she, 

one might say, formally introduce him, although she references 

him throughout. For readers new to Process Work, this may be 

disconcerting; indeed, only on the back cover of the book will you 

find that information. Perhaps this approach may arouse curiosity 

– or it may just prove confusing. 

 But please don’t let that put you off! This is a very 

personal approach by a very personable writer. Again from the 

back cover, we learn that as well as being a process-oriented 

therapist, she is an artist, musician and dancer. The step-by-step 

exercises that make up the 30 Magical Ways to work on yourself 

provide a hands-on way of experiencing how Process Work 

works, while often proving personally enlightening. Hence this 

book will be of interest to a variety of creative arts therapists as 

well as to individuals. 

 The book is amply illustrated with photographs, mostly of 

Amy’s and others’ puppets, drawings, etc., including some from 

her classes. As with many art therapy books, it is regrettable that, 

apart from the cover illustration, these are not in colour, 

particularly as colour printing has reduced in cost with the 

introduction of digital photography and printing. I think of the 
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publisher Taschen’s lovely art books which are inexpensive, 

though maybe economies of scale enter in here. 

 Process Work has been evolving for over thirty years as a 

development of Jung’s work, and is also influenced by Taoism, 

shamanism and quantum physics.  In the Prologue Amy writes, 

‘The foundation of Process Work springs from the ancient Taoist 

beliefs in the wisdom and continual unfolding of nature. In 

Essence, Process Work focuses on what nature is presenting in 

any given situation. As practitioners we seek to follow and adjust 

to that flow in our work with individuals, couples and groups’ (p. 

x). ‘Nature’ in Process Work is understood as whatever is 

happening in the moment. 

 Amy draws on many of her own experiences to introduce 

some of the basic concepts of Process Work as well as the benefits 

of the exercises, which are all tried and tested, whether by her 

alone or in classes she has facilitated.  Therefore, although this 

book is about working on yourself, it can very easily be applied in 

small groups, which will be of particular relevance to art and 

drama therapists. Music therapists are perhaps less well-served, 

but may be able to draw inspiration from her ideas. While Amy 

shares some of her own experiences with music and song, she is 

less than explicit about how to work with them.  

One particular concept that Amy refers to throughout the book, is 

that of the ‘Intentional Field’, which Amy also calls ‘It’, as in ‘It 

Creates!' (p. 79). This seems to be the same ‘it’ that Shaun McNiff 

describes in Trust the Process: An Artist’s Guide to Letting Go as 

‘a force’ that is ‘not subject to control’, that is ‘outside the reach 

of explanatory definition’: ‘It is the primary carrier of creation’ 

(1998:24-25).  I think of it as the creative force, or source, pre-

becoming/manifestation.  
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 Amy suggests that ‘(t)here are at least three ways to read 

this book’ (p.6), none of which I have followed exactly. Although 

familiar with Process Work theory, I found myself having to hop 

back and forth, to and from different parts of the book, in order to 

comprehend particular concepts. The index was invaluable for 

this, though when I looked up ‘It’, had I not understood that in 

Amy’s mind ‘It’ equates to the Intentional Field, I might have 

been quite lost. Had she applied the same logical approach to the 

rest of the book that she does to the exercises, it might have been 

easier to follow. 

 I have ‘test-driven’ the book, as it were, by facilitating a 

couple of Process Work Learning Labs.
*
 These take place monthly 

on a Saturday in Dublin. 

 In February and March 2015, I facilitated two workshops 

named after Chapter 4, ‘Socks’. Of her inspiration for this chapter 

Amy writes, ‘I had read a few children’s books about making sock 

puppets and decided that that was a simple and easy method for 

getting in touch with the creativity of the Intentional Field’(p. 77).  

We followed the exercises in this chapter, leading from creating a 

sock puppet to becoming your sock puppet in the moment, thereby 

discovering and exploring an aspect of yourself [Fig. 1] – to a 

group discussion among the puppets. At Amy’s suggestion, 

instead of us ‘talking about issues’, we ‘let the puppets present 

issues, interact with one another, and see what happens. It might 

be a catastrophe, but what do you really have to lose?’ (p. 85). 

                                                 
*
Processwork Learning Labs: Monthly, Saturday afternoons from 

2.30pm to 4.30 p.m.  Nominal fee to cover rent of room. To be added to 

the emailing list, email gracewalsh@gracewalsh.ie. See also 

www.processworkireland.org and www.facebook.com/Process-Work-

Learning-Lab-Ireland. 
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Not a lot of interaction took place, which is information in itself 

and, had time allowed we might have explored that further. But it 

certainly wasn’t a catastrophe, and it led to the next workshop in 

April, which another participant, Grace Walsh, asked me to co-

facilitate with her. It was an exercise on group work which we 

titled ‘Umbrella Group’ based on Amy’s Chapter 8: ‘The Flying 

Umbrella Story’. Grace, a process-oriented therapist and teacher, 

felt that it would be a good way to introduce process-oriented 

group work experientially, without having to go into the theory 

behind it. This proved successful, as those present found it 

thoroughly engaging; and the results, as usual with Process Work 

(in my experience), were surprising and enlightening. This is a 

playful approach which, in this case, resulted in us all realising we 

needed more play in our lives. 

 I facilitated a further Learning Lab in June 2015, a further 

attempt at putting people in touch with the Intentional Field using 

an exercise that Amy titled ‘The Intentional Field in Movement’, 

beginning on p. 16. The exercise starts in the same sensing/feeling 

way as in Authentic Movement (for those familiar with Mary 

Starks Whitehouse’s work, in which I am no expert, but of which 

I have some slight experience). I decided to adapt the exercise 

with a view to encouraging interaction. But the Intentional Field 

had other ideas, as I observed that none of the participants were 

keen to engage. By returning to Amy’s exercise and encouraging 

people to follow what was happening in themselves, a satisfactory 

conclusion was reached for everyone. Fortunately, I was able to 

drop my ‘idea’ and follow what was actually happening.  

 With its mixture of personal anecdote, ideas sometimes 

randomly proposed, encouragement to use whatever materials you 

have to hand, and lots of sharing of experience, The Dreaming 

Source of Creativity is a rich, if sometimes less-than-easy-to-
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navigate, resource, brimming with the warmth and generosity of 

its author – of which I am happy to acknowledge having had 

personal experience. 
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Fig. 1. ‘Arty the Artist’, sock puppet by Mary O’Neill 

Photo: Aoife Bairéad 
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