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Editorial 
 
Welcome to the new edition of the Irish Association of 
Creative Arts Therapies Journal. I am honoured to be the 
Editor-in-Chief, and I would like to introduce our Editorial 
Assistant Margaret O’Neill and the Editorial Board: Una 
Egan, Ailbhe Hines, Veronica McGuire, Emer Meighan, and 
Nicki Power. In this letter, I would like to share with you 
some of our plans for the journal. 
 Firstly, I would like to thank our dedicated colleagues 
who have edited and contributed to the journal in past years. 
Their time and efforts in encouraging and developing the 
IACAT Journal are the reason that we now are in a position to 
take another exciting step forward. 
 Our vision for the journal is to increase its profile as a 
research journal and broaden its readership both in an 
academic setting and for practitioners in the field. Given the 
enthusiasm of our excellent colleagues in sharing their skills 
and advice, and the high quality of research represented in 
this, the re-launch edition, I am very optimistic that we can 
secure an international academic publisher. 
 The success of this endeavour will depend on 
inclusiveness and quality; therefore, I invite all the Arts 
Therapy professions to contribute, and to use their best 
thinking in their practice and to send in their best research! 
With that in mind, this edition represents all the Creative Arts 
Therapies. We are delighted to include two articles each on 
research in Dance and Movement, Music, Art, and 
Dramatherapy. We also have a fascinating clinical comment 
on the Hearing Voices Movement, as well as five book 
reviews covering a broad range of titles with interesting 
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thematic links. Please see below for further details on each 
article. 
 An important part of developing the IACAT Journal 
further is the focus on best practice in research and writing. 
The journal welcomes different methodologies, as long as 
they are undertaken rigorously and are evidence based. 
Literature reviews and reflective pieces as part of reflective 
practice are also welcome, but they should aim to integrate 
findings in ways that connect to theory and make fresh 
connections, shedding new light on a topic for our readers. 
We are also very interested to receive solicited or unsolicited 
book reviews. 
 As a step in this direction, we will be running the first 
in what we hope will be a regular series of Writing 
Workshops in NUI Maynooth in September 2013. These 
workshops are for anyone who may be interested to contribute 
but would first like to brush up on academic writing skills or 
who feels that they need to develop these skills before they 
have a go at writing and submitting an article. Academic 
writing even at the highest standard is not an impenetrable 
secret, it is a skill that can be learned and developed and it is 
inclusive. Our Editorial Assistant Margaret O’Neill, who 
holds a PhD in English Literature written from an Object 
Relations perspective and lectures in Academic Writing, will 
host the workshop. We look forward to welcoming many of 
you there. We also attach a useful set of article submission 
guidelines on the inside of the back cover of this journal. 
Please email Margaret at iacatjournal@gmail.com for 
enquiries. 
 Finally, I would like to extend an invitation to 
colleagues to join us as peer reviewers, a system that is central 

6



to sustaining our aims and from which our contributors 
benefit greatly. I would also like to invite anyone who is 
interested in working with us on an ongoing basis to join us as 
members of the Editorial Board. I look forward to working 
together and learning from each other. 
 
Eva Lindroos 
 
Editor-in-Chief,  
Irish Association of Creative Arts Therapists Journal 
May 2013 
 
 
 
 
In the first of our articles on Dance and Movement Therapy, 
Emir McGrath presents a rich exploration of new knowledge 
in neurobiology and contemporary attachment theory, 
applying this to a consideration of the psychotherapeutic 
process for people with disabilities and the opportunity for 
therapeutic growth and change through dance and movement. 
Following this, Bernadette Divilly treats us to a critically 
reflective piece on walking and witnessing, discussing how 
the practice of being present both to our own walk and to the 
walk of others can enrich our experience of the self and the 
self in relationship.  
 Turning to Music Therapy, it is a delight to position 
side-by-side two reviews exploring the possibilities for music 
therapy at very different life stages. Jane Edwards, Simon 
Gilbertson and Alison Ledger discuss the potential for music 
therapy in pre-natal care, while Eli Chourdaki demonstrates 
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how music therapy offers avenues of communication in 
dementia care.  
 Next, we turn to two innovative articles in Art 
Therapy. Aimee O’Neill explores the possibilities for 
theoretical developments in neuroscience to develop our 
understanding of Art Therapy, in particular within an 
attachment framework. Approaching Art Therapy from a 
different (perhaps complementary) angle, Gabi Beuchert 
focuses on the benefits of Post Session Image Making in 
exploring countertransference sensations.  
 Last, but certainly not least, we come to 
Dramatherapy and to an illuminating piece by Una Egan as to 
how Dramatherapy and critical adult education can work 
together to promote both health and education among adult 
learners. Following this, Monika Rejtner discusses the theory 
and practice of the Grotowski Method, exploring the value of 
this approach in Dramatherapy with women suffering from 
long-term depression.  
 To conclude, Angela Carrazza provides a clinical 
comment on the potential for the Hearing Voices Movement 
and ethos to enrich practice in the Arts Therapies.  
 Book reviews cover a broad range of titles, yet there 
are connections within these. Claire Colreavy Donnolly 
reviews Reflections of body image in art therapy: exploring 
self through metaphor and multi-media, by Margaret R. 
Hunter, foreword by Richard Carolan. Sarah Byrne reviews 
Forensic music therapy: a treatment for men and women in 
secure hospital settings, eited by Stella Compton Dickson, 
Helen Odell-Miller and John Adlam. Three books under 
review emphasise learning disabilities, however from 
different approaches: Una Egan reviews Developmental 
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drama: dramatherapy approaches for people with profound 
or severe multiple disabilities, by Mary Booker; Nicki Power 
reviews Art therapy and learning disabilities: ‘don’t guess my 
happiness!’, edited by Stephanie Bull and Kevin O’Farrell; 
and Elaine Scahill reviews Play-based interventions for 
children and adolescents with autism spectrum disorders, 
edited by Loretta Gallo-Lopez and Lawrence C. Rubin.  
 As I write this, I would like to take the opportunity to 
thank the contributors to this issue for their unflappable good 
humour and dedication, particularly over recent days. I would 
also like to thank Editor-in-Chief Eva Lindroos, and the 
Editorial Board for their warm welcome and support. 
Working with you all on IACAT Journal is an experience I 
truly value. 
 
Dr Margaret O’Neill 
 
Editorial Assistant,  
Irish Association of Creative Arts Therapists Journal 
May 2013 
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Moving beyond words: 

Dance and movement in psychotherapy for people 
with disabilities 

Eimir McGrath* 

 Dance and movement are fundamental elements of the 
 expression of being human and as such, they offer a rich 
 site for exploring the nature of ‘being in the world’. By 
 considering new knowledge in the field of neurobiology 
 and contemporary attachment theory, and its relevance to 
 the psychotherapeutic process for people with disabilities, 
 it becomes apparent that dance and movement allow for 
 therapeutic change to take place that is somatically based 
 rather than linguistically driven. This establishes dance and 
 movement as a valuable means for clients to access and 
 explore their intrapersonal and interpersonal emotional life 
 regardless of disabilities in intellectual or physical 
 functioning.  

 Keywords: psychotherapy; disability; dance and 
 movement; interpersonal neurobiology; attachment; 
 somatic practice; mirror neurons; empathic attunement. 

Introduction 

‘In the deepest sense, movement is the flow of energy that belongs 
to all livingness’ 

(Starks Whitehouse, c.1956, cited in Pallaro, 1999, p.37). 

Dance has been a fundamental means of expression and 
communication for man since the beginnings of social 

                                                 
* eimirmcgrath@gmail.com 
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interaction. It relies on nothing other than the body itself and 
it is such an intrinsic part of being human; it could be said that 
from the earliest movement in utero, the human body begins a 
dance of life that continues until the final breath. The primary 
focus of this paper will be the application of new 
neuroscientific knowledge (Gallese, 2007; Cozolino, 2006; 
Damasio, 2010; Siegel, 2012) to psychotherapy practice in 
order to demonstrate the efficacy of dance for people with 
disabilities. As a medium that does not rely on verbal or 
intellectual abilities, dance provides a powerful means of 
intrapersonal exploration and interpersonal communication 
within a therapeutic relationship. 
 The Oxford English Dictionary defines the word 
‘dance’ as ‘to move rhythmically to music, typically 
following a set sequence of steps’. This definition does not 
offer anywhere near a full understanding of the complexity of 
the act of dancing. The impetus to dance can come from an 
inner rhythm not requiring any external music; the movement 
in the dance can be spontaneous and need not follow a 
predetermined pattern of steps. Finding a universally 
acceptable definition of the word is extremely difficult as it is 
a human endeavour that can have many functions within 
society, as well as being an art form that is contained within 
many genres. There are countless definitions available that 
reflect the diversity of dance enquiry and each definition 
provides an insight into the underlying premises that are 
contained within individual research projects. As this paper is 
focussing on the psychotherapeutic relationship through the 
act of dancing, it will be defined here as movement that is 
intentional, often rhythmic, that can be both expressive and 
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communicative in its execution.1 (The terms ‘movement’ and 
‘dance’ will be used interchangeably in this paper, when 
referring to movement that is primarily intended as relational, 
not functional). The origin of the word ‘dance’ is obscure, but 
can be traced back through Romanic to the Gothic root, 
meaning ‘to draw towards one’. This definition, ‘to draw 
towards one’, is an apt starting point where dance is the 
intermediary between two people within a therapeutic 
relationship. This notion of embodied interpersonal 
connection is a useful construct to apply when thinking about 
dance in a psychotherapeutic context, because through this 
somatically based dynamic relationship, therapeutic change 
can come about.  
 The immense value of dance will be explored firstly 
by contextualizing its use within a therapeutic setting. 
Secondly, the growth of ego identity and the development of 
relationship through an understanding of attunement in early 
attachment (Tevarthen, 2003) will be discussed in terms of 
dance. Research into the brain’s mirror neuron system 
(Gallese, 2007) and its role in developing empathic 
attunement through movement (Schore, 2012; Siegel, 2007, 
2012; Damasio, 2010) will then be considered. Finally, the 

                                                 
1The specialized use of dance and movement within psychotherapy 
is undertaken by Dance Movement Therapists and is defined by the 
ADMPUK (Association of Dance Movement Psychotherapy, UK) 
as ‘[…] the psychotherapeutic use of movement and dance through 
which a person can engage creatively in a process to further their 
emotional, cognitive, physical and social integration.’ The use of 
dance and movement as described in this paper refers to 
psychotherapeutic practice that utilizes a range of creative 
approaches, dance and movement being one of them. 
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use of rhythm and touch to provide holding and containment 
(Winnicott, 1971; Schogler and Trevarthen, 2007) within 
dance and movement interactions will be discussed. 

Personal background 

As a psychotherapist and play therapist, a significant 
proportion of my clinical experience has been based on work 
with children and adults with multiple disabilities. Some of 
these clients would be categorized in the severe to profound 
range of intellectual disability, while others would have little 
or no intellectual disability but a physical disability of such 
severity that communication is extremely difficult at many 
levels. The vast majority of these clients are non verbal. 
Communication books containing simple symbols are used by 
some, others rely on facial expression, vocalizations, gesture 
and body movement to connect with another person. One 
teenage girl communicates with an upward look for ‘yes’, a 
sideways look for ‘no’; a young man replies to questions with 
a slight raise of one hand for a ‘yes’ answer, and remains 
passive when his answer is ‘no’. These severe constraints on 
both physical and symbolic means of communication can 
cause immense difficulties for the therapist when trying to 
interpret the intention of the client and it often takes a 
considerable length of time to get to know and to be able to 
understand individual communication styles. These 
limitations led me to explore alternative means of 
communication and because of a strong background in dance I 
began to include movement into my practice wherever 
possible. It not only gave an alternative means of 
communicating thoughts and feelings, it also provided the 
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client with the opportunity to have increased control, through 
being offered choices in order to lead the movement and 
orchestrate the dance. For someone with a disability, the 
empowering nature of such an experience can have a 
profound effect on self image and the development of ego 
identity (McDonald, 1992). 

 From functional movement to the language of dance 

Clients’ physical limitations transformed my approach to 
dance and movement. Having come from a dance background 
in classical ballet that was based on a very restricted and 
inflexible canon, it was difficult at first for me to consider 
movement within a totally different context. Then, by 
applying a theoretical approach based on contemporary 
attachment theory and interpersonal neurobiology (Siegel, 
2012; Schore, 2012; Trevarthen, 2003) to my clinical practice, 
I was able to experience movement in a very different light. 
 The physiological development of movement 
generally follows a prescribed pattern. An excited infant 
reacts to the world with uncontrolled global movements that 
involve all limbs; movement patterns are governed by reflexes 
designed to ensure the infant’s survival and are outside 
conscious control. Slowly, there is an increasing mastery as 
the infant’s movements become more purposeful (Sherborne, 
2001, p. 64). However, physiological development should not 
be looked at in isolation. The infant’s physical interaction 
with the environment is intrinsically linked to social, 
emotional, and cognitive development. Movement is not only 
a means of meeting functional needs, it allows for the 
expression of inner thoughts and feelings; it creates a bridge 
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between the self and others. Some movement patterns can 
have shared social meanings that provide a way of 
communicating non-verbally. For example, the open armed 
gesture that invites a hug sends a message that is very 
different from a raised clenched fist. Movement patterns are 
experienced as a means of self-expression, following an inner 
impulse to move and so creating a dance.  
 Historically, dance has always had a therapeutic value 
within the community. Anthropologist Victor Turner (1987) 
recognized the importance of shared activities outside the 
normal everyday lives of people. He spoke of the liminal 
space where ritual processes took place, a place and time 
marked by clear boundaries from everyday activities, very 
much parallel to the therapeutic space created by the therapist 
when working with a client. Turner describes the liminal 
process as being ‘a fructile chaos, a storehouse of possibilities, 
not a random assemblage but a striving after new forms and 
structures, a gestation process’ (1987, p. 42), again a clear 
parallel to the therapeutic setting. For him, the liminal was 
that space that no longer belonged to everyday life, it was the 
space that facilitated growth and change. In today’s 
therapeutic setting, ritualized movement in Turner’s 
understanding can perhaps be translated into the creation of a 
dance to mark the beginning or end of a therapeutic session. 
In ritualized dance, away from the constraints of everyday life, 
new structures can be incorporated in a symbolic way, 
embracing change within an individual, encouraging psychic 
growth in a safe and contained environment (Meekums, 2002). 
In joining with a client, the therapist is providing the 
opportunity for this process of growth and change to take 
place, as well as reaffirming the underlying relationship, 
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using multiple modes of communication that are not 
linguistically based.  

The creation of intersubjectivity through rhythm and 
movement 

However, this more structured, ritualized use of movement is 
only one very small part of the therapeutic role that dance can 
play. Dance Movement Therapist Helen Payne (1992) points 
out that the aims of dance and movement within 
psychotherapy are very different to those of dance and 
movement in a social, educational or performance setting. 
Aesthetic considerations and the need for a finished product 
are unimportant in therapy; the value is in the process. This is 
a non-judgemental medium with no right or wrong way to 
move. Each individual is free to move in a way that reflects 
conscious and unconscious thoughts and feelings. For a 
person with no verbal communication, movement can become 
a way of developing a relationship that can be a support in her 
personal journey as well as a means by which the therapist 
can witness the expression of her inner life. In this way, it can 
be a conversation between that person and the therapist, 
acknowledging her presence as an individual with autonomy 
and agency. For someone with a profound intellectual 
disability, rhythmic movement can provide the link that 
makes the outside world accessible where otherwise there is 
isolation, it can be the first step in moving towards an 
emerging sense of self. As psychoanalytic psychotherapist 
Susan Maiello states: 
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 Rhythmic aspects of reality could have a bridging function, 
 leading from the primary state of unstructured fusional 
 unity through the experience of reliable temporal shapes 
 towards the first dawning awareness of difference [...] This 
 capacity could correspond to the first fleeting awareness of 
 separateness. (2001, p. 182) 

The use of rhythmic movement in the therapy session can 
mirror this experience of the predictable maternal rhythms of 
early life, which form the basis of trust. The beat/pause in 
these rhythms provides the ‘bridging function’ (ibid.) that 
makes presence/absence of the primary care giver tolerable, 
and it is in this growing tolerance that the sense of self as a 
separate entity begins to emerge. With intellectual disability, 
the integration of a sense of self can take a much longer time 
to develop and the greater the disability, the more need there 
is for intervention. The integratory process that usually 
evolves naturally often has to be supported and facilitated by 
another person in order to take place effectively. For those 
whose development does not grow beyond the infant 
embodiment stage, movement and dance can be a vital means 
of engaging in this process. Over time, the use of movement 
can become an interactive duet between client and therapist, 
the safety of the rhythm supporting the process of separation 
and differentiation. This process was experienced in clinical 
practice with a client who was avoidant of all contact with 
others. With almost permanently closed eyes, and arms often 
held tightly crossed in front of her body, she seemed to have 
no receptiveness to relationship, or any sense of self beyond 
reactive withdrawal from interaction with others. 
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Vignette 

M, a client with profound multiple disabilities and a 
wheelchair user, always appeared isolated in her own world. 
Over a period of several months, a ritualized programme was 
followed on a twice weekly basis. The same selection of 
music was used every time, with the same sequence of 
activities. Music and actions were chosen that were in 
synchrony with M’s levels of tolerance and that maintained an 
optimal level of arousal. We began with playing music to 
signify the start of the session, the ritualized transition into 
therapeutic space. This was then followed by rhythmic 
tapping on M’s legs and arms in time to the next piece of 
music, giving her the opportunity to develop a proprioceptive 
awareness of her own presence as well as experiencing my 
presence in shared space. A quieter, slower piece of music 
was then played during which M. and I moved through the 
room in order to gain a kinaesthetic sense of rhythmic 
movement. Whenever possible, I faced her for this, so that she 
could make the connection between my presence and the 
movement she was experiencing. Following these sections of 
the session, M. and I would then face each other with me in 
close physical proximity and slowly over time, she began to 
make eye contact with me, occasionally tentatively reaching 
out her hand to make brief contact with my outstretched, 
proffered hand. As time went by, she began to make eye 
contact throughout the session, sometimes smiling and 
rocking rhythmically as we moved to the music. She began to 
hold my hand rather than briefly touching, making small 
guttural noises in response to my vocalizations, reflecting the 
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proto-conversations of early infancy (Trevarthen, 2003). Very 
gradually, a relationship was building. The experiences of 
embodiment and movement were created for her, repeated 
over and over again until a rhythm was established between us 
that allowed her to reach out and communicate through touch 
and sound. This was an extremely powerful communication as 
she was usually silent and displayed a marked tactile 
defensiveness, withdrawing her hands immediately whenever 
she experienced another’s touch.  

The exploration of such relationships has been the focus of 
many diverse schools of thought. Philosopher Martin Buber 
speaks of the I/Thou relationship (1958) where mutuality is 
created between two people, a recognition of each other’s 
humanity within a dialogic engagement. This immediacy of 
engagement is at the core of the relationship between therapist 
and client. The one common thread that runs through all 
human interactions is the first experience of relationship that 
occurs between an infant and the primary care giver (Hughes, 
2007) and it is this primary experience that will form the basis 
of the relationship through dance and movement. 
 Developmental psychologist Colwyn Trevarthen’s 
research with newborn infants has shown that a baby as young 
as twenty minutes old will interact with an adult, 
‘demonstrating coherence of its intentionality and its 
awareness of a world outside the body, and especially a world 
that offers live company.’ (2003, p. 57). Patterns of 
interaction are gradually built, arising out of the infant’s chaos 
of somatic experience. The infant’s needs are overwhelming 
in their insistence to be met and the first experience of 
successful relationship is created around the meeting of these 
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needs. This is the basis of attachment and mutuality upon 
which relationships with the other are constructed. It can be 
hypothesized that the microcosm of the therapeutic space 
allows for the possibility of using dance as a means of 
reawakening this early, somatically based form of relationship 
building. 

Recent neurobiological developments are uncovering 
the essentially social aspects of the human brain, 
demonstrating how we are ‘hardwired’ to seek interaction 
with others, providing a scientific framework for Buber’s 
philosophy. These links between physical movement and 
empathic attunement, between action and the perception of 
action, and between intersubjectivity and emotional life 
(Gallese et al, 2007; Cozolino, 2006; Siegel, 2007) are the 
core elements, from a neuroscientific perspective, of the value 
of therapeutic dance as a site of change. Cozolino states ‘it 
makes sense that more primitive somatic and motor activation 
serve as the infrastructure of emotion, cognition and abstract 
thought.’ (2006, p. 204). This evolutionary understanding of 
brain function highlights embodied experience as providing 
the scaffolding for higher brain functions. Through movement, 
emotion can be accessed. 

Following a path from the philosophy of Buber, we 
come to new neuroscientific insights that have been gained 
into the inner (intrapersonal) world of the individual as it 
pertains to the development of social interaction through 
seeing and experiencing others’ physical movements and 
actions, especially the development of attunement and 
empathy in interpersonal relationships. This growth in 
understanding has come about following the pioneering work 
of Vittorio Gallese and his colleagues in studying the mirror 
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neuron systems of the brain (Gallese et al., 2007). 
Neuroscientist Daniel Siegel has developed this research 
within interpersonal neurobiology, through focusing on how 
empathy and attunement to others occurs through each 
attending to the other's intentions. The process that allows this 
to happen is the working of the mirror neuron system where 
humans create representations of others' minds; so not only is 
a physical action seen, but the mental intention behind the 
action is also imagined. Siegel states: 

 We use our first five senses to take in the signals from 
 another person. Then the mirror neuron system perceives 
 these ‘intentional states’, and by way of the insula alters the 
 limbic and body states to match those we are seeing in the 
 other person. This is attunement and it creates emotional 
 resonance. (2007, p. 167) 

Mirror neurons appear to be the link between empathy and 
body sensation. Through the dancers postures, gestures, facial 
expressions and meaningful movements, emotional responses 
are elicited in the viewer/partner (Gallese, 2007). This is the 
neurological foundation for the social nature of the human 
brain and is the basis of empathic attunement.  

This partnership of the biological/reductionist 
approach to understanding human behaviour, along with a 
psychological frame of reference grounded in attachment 
theory (which is being referenced in this paper but would 
require a paper of its own to be fully explored), has led to an 
expanded version of what it is to be human. These two 
approaches would previously have been considered almost 
mutually exclusive but with increased knowledge, there is an 
increased common ground where one field of study 
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complements the other. The biological/reductionist approach 
to human development depended on a ‘top down’ 
understanding of the human brain, where cognition was 
believed to lead emotion. In the past decade however, 
research into early attachment has firmly established that 
healthy emotional life, grounded in interpersonal connection, 
is essential for cognitive growth (Siegel, 2012; Trevarthen, 
2003). It is interesting to note that neuroscientist Antonio 
Damasio (2010) has reversed his previously held position that 
emotion is sited in the cerebral cortex and he now holds that 
feelings are grounded in a near fusion of body and brain 
networks (the ‘bottom up’ approach to brain development). 
He states that the arts ‘have deep roots in biology and the 
human body but can elevate humans to the greatest heights of 
thought and feeling’ (2010, p. 296). He goes on to state the 
arts ‘compensate(d) for emotional imbalances caused by fear 
anger, desire, and grief’(ibid.). This supports the argument 
that dance as somatic practice is an effective means of 
bringing about emotional healing. 

Feeling the rhythm of the dance  

There has been a great deal of neuroscientific research into 
trying to formulate an understanding of the human capacity 
for dance. As this is such a diverse area of research, I will 
confine my discussion of dance and neurobiology firstly to the 
links between rhythm within movement and early 
interpersonal experience, and secondly, the infant’s 
recognition of meaningful movement as part of the attuned 
interactions experienced with their primary care givers. 
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At a prenatal level, a synchronicity is already being 
created between mother and foetus through the shared 
experience of biological and physical rhythms. The mother’s 
heartbeat, breathing, the bodily actions of everyday life such 
as walking and the act of speech, all provide an interweaving 
of rhythm and movement that shape early experience. The 
intrauterine environment of auditory, vibratory, 
proprioceptive and kinaesthetic stimuli provides the earliest 
form of attunement. 
 At a somatic level, this attunement continues to 
develop postnatally through the physical holding, which 
provides the continuation of shared rhythms already 
experienced. There have been many research studies which 
have analysed the maternal voice and the use of ‘motherese’, 
those singsong vocalisations of mother to infant that are found 
globally (Schore, 2012; Schwartz et al, 2003; Schogler and 
Trevarthen, 2007). The tone of voice used, the pitch, and the 
variation all create a deep connection with the infant and are a 
vital element of the bonding process. The use of nursery 
rhymes as a means of interacting with infants and young 
children is universal. Every culture has a range of rhythmic 
sequences that reflect the neurological patterning that has 
taken place prenatally (Schwarz et al, 2003). The verbal 
content is very much secondary, it is the rhythm that is 
communicated that reflects the beat / pause, beat / pause link 
with the presence / absence of the mother, as the delicate 
dance of interpersonal relationship is being formed. Maiello 
has examined the presence of rhythm in enabling the brain to 
form relationships. She states: 
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 There exists a connection between rhythmicity of maternal 
 embodiment providing the music of the life dance, and the 
 holding of the infant in early attachment/ attunement 
 patterns, where mirror neurons are creating the groundwork 
 for the development of empathy through rhythmic sound 
 and movement. It seems that rhythmical qualities of the 
 earliest interpersonal experiences become part of a deeply 
 rooted knowledge of how to relate to other human beings. 
 (2001, p. 181) 

Neuroscientific research is travelling on a voyage of discovery 
that has moved from a starting point of apparent cognitive 
certainty to a speculative land of emotion and intersubjectivity 
that is challenging the existing theories of how we think, feel, 
know and communicate. There has been a paradigm shift in 
focus from the scientific studies of behavior within a purely 
cognitive frame, to looking at interactions and brain function 
from an integrative perspective that combines the previously 
mechanistic cognitive approach with emotional and social 
elements of human interactions. The findings of 
neurobiologists such as Antonio Damasio (2010), Allan 
Schore (2012) and Daniel Siegel (2012) have all supported the 
notion that the emotional content of interpersonal 
communication can be reframed by awakening pre-linguistic 
pathways in the right brain and limbic system, which in turn 
can be triggered by the intentional movement of the dance. 
This experience of prelinguistic connection with the other can 
be the starting point at which therapist and client interrelate 
outside the constraints of a subjectivity coloured by culturally 
generated signification, allowing for dance to provide an 
immediacy that reflects the earliest experience of relationship. 
 Emotional holding and containment can be embodied 
in an experience of physical connection within a therapeutic 
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movement experience. The infant and very young child 
experience physical holding continuously throughout the day 
and sensory input creates an awareness of self through the act 
of being held (Winnicott, 1971). However, the quality of that 
holding can convey many different messages, whether it is 
confident and sensitive, tentative and unsure, or restraining 
and negative in its impact on the infant. With clients who have 
multiple disabilities, especially adults in residential care, the 
physical contact regularly experienced tends to be of a 
functional nature, which can lack the necessary sensitivity 
needed to foster the development of a relationship. By 
introducing the experience of appropriate touch within a 
dance and movement session, physical contact takes on a 
deeper meaning and can form the basis for a developing 
relationship (as outlined in the previous vignette).The way a 
client responds to being held and contained both physically 
and psychically will often indicate her previous experience of 
holding. This was demonstrated very forcefully when 
beginning to work with a young child who had experienced 
the most destructive form of touch and holding, resulting in 
physical harm.  

Vignette 

F, a two year old boy who had suffered extensive brain 
damage as a result of non accidental injury as an infant, never 
sought physical proximity with others. When distressed, he 
was resistant to any physical contact offered as a means of 
comfort by an adult, stiffening his body and pulling away 
violently, his initial distress escalating alarmingly. Gradually, 
through play that incorporated rhythmic movement games 
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based on rocking and weight-giving during floor work, he 
began to interact through movement, initiating hand holding 
while rocking to indicate he wanted to repeat the play. His 
interactions began to reflect the turn taking rhythms in both 
sound and movement that are an intrinsic part of early infant 
development, developing synchrony and reciprocity in his 
engagement. Eventually, he sought out the opportunity to be 
held and cradled within his therapy session, relaxing 
completely into the sensation of being held in a safe, 
contained way. The growth of the relationship over several 
months allowed him to develop trust through the experience 
of attuned rhythmical sound and movement. This transformed 
his ability to seek and accept comfort and enabled him to 
begin to build healthy attachments outside the therapeutic 
space. 

This child’s therapeutic experience encapsulates the 
theorizing regarding the therapeutic use of dance and 
movement contained in this paper. Schogler and Trevarthen 
have researched the connection between singing, dancing and 
attunement, stating:  

 Of all the ways we human beings share company, and 
 communicate being alive, active and aware in our 
 intricately mobile bodies, singing and dancing, the breath 
 and activity of music, are the most elemental and 
 persuasive. [...] There are messages in the polyrhythmic 
 way our two-legged bodies move with pulse and accents 
 that can be varied to express the subtleties of will and 
 consciousness to others. (2007, p. 281) 
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Thus the interpersonal communications contained in the 
therapeutic relationship can be expressed through the 
rhythmic use of sound and movement. By creating the 
opportunity for the client to fully experience these rhythmic 
sounds and movements (both as receiver and initiator), the 
therapist can bring about a state of empathic attunement that 
allows even the most disabled client to experience a sense of 
self in a regulated way, allowing for a state of interpersonal 
connection to emerge. The engagement of the mirror neuron 
system through intentional, attuned movement, creates a 
framework upon which to build a relationship within the 
therapeutic space. The psychic holding and containment that 
are an integral part of this process create the opportunity for 
therapeutic growth and change to come about.  
 In the therapeutic sharing of dance and movement, 
there is the possibility of experiencing the shared recognition 
of each other as human through the growth of an 
intersubjectivity that does not have to be contained in a 
linguistically based interaction. For an infant, ‘the meaning of 
the world can only be acquired in communication and 
collaboration with other people’ (Trevarthen, 2003, p. 67). In 
therapy, new meanings are created where empathic 
attunement occurs between the therapist and client, arising out 
of the intentional movement and embodied presence of both 
in the dance of relationship.  

Note: 

In order to protect confidentiality and privacy, vignettes are a 
composite of several clients rather than one individual. 
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Witness me walk 
 
Bernadette Divilly* 
 
 We are designed to to walk with our feet underneath our 
 hips, our hearts and our heads. We are made to stand on the 
 surface of the earth and move to the rhythm of our fluids. 
 Witness me walk is an investigation by critical reflection 
 on walking and its crucial role in the development and 
 understanding of self. This paper reflects upon 
 developmental journeys and rites of passage, expressed 
 through our human gait. Witness me walk demonstrates 
 how presence to our walk and the walk of others supports 
 the evolution of self through relationship. The practice of 
 being present to our own walk and the walk of others gives 
 us direct experience of the known and unknown aspects of 
 self at any stage of our existential journey through life. 
 Walking and witnessing our walking selves allows us direct 
 experience of self in the present moment. The purpose of 
 this article is to invite other Creative Arts Therapists to 
 critically reflect on the role of our feet, gait and walk in 
 grounding ourselves in relationship with our clients. 
 
 Keywords: witness; survival; transcendence; walk; 
 somatic psychology; authentic movement; dance 
 movement therapy 
  
Why witness me walk: introduction 
 
On July 7th 2012, I performed in SÚIL, a dance movement/ 
performance that I directed/choreographed for the Town Hall 
Theatre Galway. The audience were invited to contemplate 
the dance of survival and transcendence inherent in the human 
gait. What inspired me came in part from my work as a 
                                                 
* bernidivilly@gmail.com 
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Somatic psychologist and dance movement therapist. In my 
work, I place value on the role of the walk, the gait and feet in 
the therapeutic relationship. To make that piece, I worked 
deeply with my own story of walking and its interaction with 
other body, gender and cultural stories. The making of SÚIL 
stimulated my thinking about how walking is significant to 
the therapeutic process. It also highlighted the importance of 
presence and witnessing in the unfolding walk of life. SÚIL 
engaged me deeper with the process of Reflective Practice as 
a method of knowledge making. By attending to the art of 
walking, I gained a sense of myself as a fluid force shaping 
the landscape with my footprints. I was supported by theory 
and a practical education coming from my practices within 
fields of Somatic Psychology, Health Education, Dance 
Therapy and Dance. Now writing ‘Witness Me Walk’, I draw 
on my experiences of working in private practice, one to one, 
as well as teaching groups as a method of shared reflection on 
action already taken. My intention is to deepen my awareness 
and inform myself about my next steps. In the book The 
Critically Reflective Practitioner Sue and Neil Thompson 
focus on the relationship of professional theory and practice 
(Thompson and Thompson, 2009). The authors describe three 
methods of critical reflection that I find helpful. They are: 
 

 Reflection in action (or thinking with our feet) 
 Reflection on action already taken (where we digest 

experiences) 
 Reflection for action (where we use our experience to 

inform direction and action (p.16) 
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Using reflective practice, I am beginning to gather a 
theoretical framework to explore on how standing, walking 
and the study of gait can be used to develop an understanding 
of self and relationship. 
 Deeply embedded in my work are the theorists, the 
therapists and the teachers that inform me and whose 
influence I use to guide and shape the way I work and the 
tools I use. In sharing these embodied reflections with other 
professionals, I now hope to ignite an interest in gait and 
walking in therapeutic practice. 
 
Professional background 
 
In my formative years of training in Humanistic Integrative 
Psychotherapy, I read a book called ‘The Moving Imagination 
and Depth Psychology’, by Joan Chodorow (1990). This book 
introduced me to the pioneering work of one of the founding 
mothers of Dance Movement Therapy, Mary Whitehouse. 
Whitehouse’s theory of movement that she described as 
authentic was influenced by her experience of Jungian 
analysis and Jung’s concept of the self as both egoic and 
transpersonal. Authentic movement embodies both moving 
and being moved by different aspects of the self and is a form 
of active imagination through dance. Whitehouse describes 
movement that is conscious and movement that emerges from 
the unconscious and the potential for integrating both in order 
to develop a greater sense of presence. I began practicing 
authentic movement with the Joan Davis Dance Artist/Pioneer 
Movement Therapist at Gorsehill Bray Ireland in the 1990's. 
Joan trained with Janet Adler, the person who developed 
authentic movement as a discipline. Adler advocated that we 
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humans need to be seen to grow emotionally and spiritually, 
and that through the support of being seen we come to sense 
ourselves more clearly (Pallaro ed., 1999). Through 
relationship, we develop ourselves into mature beings capable 
of loving. Adler’s work is particularly articulate about the 
witness function and the development of self (Pallaro, 2007). I 
continued developing my engagement with authentic 
movement throughout my graduate studies in Somatic 
Psychology Dance Movement Therapy at Naropa University 
in Boulder, Colorado. Authentic Movement was the method I 
used to develop a grounded research framework for 
development of Dance Diversity (Divilly, 2002). The practice 
and discipline of Authentic Movement is a core to my 
professional support to my therapeutic and choreographic 
work. The other big influence shaping my work involves an in 
depth understanding of the body and its systems (Cohen1993; 
Aposhyan 1999; Hartley 2005; Taylor 2012). 
 As a Dance Movement Therapist and Somatic 
Psychologist, I support others to meet themselves by being 
aware of their own walk. I give attention to building blocks of 
movement by bringing attention to the role reflexes, basic 
neurological actions and patterns in the expression of self. We 
walk our sorrows, joys, our love and our fears. Grief, fear, 
anger, love, excitement, joy, curiosity, and interest show up in 
the movement. Feelings held or denied imprint our gait and 
show up in how we inhabit our bodies. After many years of 
professional practice, I am still weaving connections as a 
witness to walking with others on this path called life. This 
path includes all aspects of the self, including the trans-
personal. Dance Movement Therapy involves agreement to 
enter a relationship with a professional who guides and 
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supports others through both movement and dance to be home 
within their own body, mind and spirit. In my professional life 
I assess, diagnosis and make interventions with clients on 
witnessing their walk/gait as representing their stance in the 
world. I am present to how they motor with their many ways 
of being and I do this by first being present to my own gait, 
and in communication. At times, feeling stuck or unable to 
respond to some of the challenges of daily life can be treated 
by  making contact with our feet. The following case study is 
an example of me working as a reflective practitioner. 
 
Case study 1: one to one therapy session 
 
Bonding and defending mother and child crisis of relating 
 
The early experiences of bonding and defending ourselves are 
connected, and reconnecting with our own preverbal 
experiences can support people struggling with bonding issues 
(Linda Hartley, 2005 p. 112). Shauna was referred to me by 
her GP for support with post natal depression. She described 
herself as a stressed mother. When I asked her for an example, 
she told me about an incident at the sea. She had left her son 
sleeping on blanket on a large step while she put her feet in 
the sea very close by. She had her back to him for a few 
moments and when turned towards him and saw him roll over 
the edge of the step and fall on to the sand. She was close 
enough to catch him but got stuck to the spot unable to move. 
He was unhurt but she was feeling useless and unfit to 
mother. She felt immobilised and helpless. The Moro reflex is 
an infant’s response to falling or sudden noise. It has two 
phases. The first, which involves extension, is the baby's 
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version of backing away when startled by throwing the head 
back and widening in the upper chest to prepare for an 
embrace and pulling legs up. The recovery phrase of Moro 
involves flexing and holding on with all limbs, including legs 
and head. This happens when a child is held. An integrated 
moro disappeared, however Shauna was unable to pull herself 
together with her legs beneath her, or to motor and use her 
arms to embrace the situation. This made me wonder if she 
was struck in an uncompleted Moro reflex, and whether this 
was contributing to her difficulty bonding with her baby. 
 We roleplay the scene from the beach, many times, 
each time brings in new options. A cushion becomes her son 
for the exploration. I clap my hands to surprise Shauna and 
eventually she is able to move her feet to catch the cushion as 
it falls. She hugs the symbolic child/cushion, embracing her 
new freedom to act.  
 This intervention was a significant step in helping 
Shauna develop some options around feeling empowered and 
available as a mother. 
 
Relationship with self and other 
 
From conception, we are in the process of informing and 
creating self through relationship. At six weeks, our feet are 
present, and resemble paddles (Tsiars and Werth, 2002). 
However, these will mature to become 26 bones on each foot, 
capable of taking the weight of the whole body into standing, 
walking, running, skipping, and spiralling through space in 
this delicate dance of life. We are born with a biological 
imperative to stand upright and motor. In the beginning, we 
are walked by our mothers in the fluid home of her womb. I 
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imagine the imprint of our mother’s walk can be traced in 
most of us. Babies are carried and walked, before they are 
able to walk beside another. These formative experiences 
inform our personal sense of body image and later the way we 
will inhabit our walk. These are the first influences on the 
embodiment of a self through various stages of somatic 
organisation. 
 Once we actually stand up on our own two feet, we 
move towards increasing our experience of independent will. 
We learn to assert our ‘yes’ and our ‘no’. We deepen our 
awareness of self. Once, while on holiday, I watched several 
parents with young children who were at the early stages of 
walking playing at the sea. My attention was drawn to a 
young boy of about 14 months of age who, while developing 
his ability to walk, was also showing his ability to follow his 
own interest and move away from his parents. His eyes were 
leading and his legs followed almost as if he was being hauled 
forward by his curiosity, arms held up in the air ready to break 
his next fall as he ran towards the waves. Neurologically, this 
child was using reach-pull, engaged in the head, supported by 
yield-push, from his legs. 
 Through these basic movement actions, he is 
developing a sense of his own boundaries and organization of 
his own will. The yield-push through his feet gives him a 
sense of coming into himself, of grounding. The reach-pull of 
his interest in the waves takes him forward into new 
experiences. When he falls, he has to reorganize and then 
continue spiralling upwards to follow his own path. Life is a 
continual process of falling and recovering our balance 
through various rites of passage. With each fall, we need to let 
go to yield. We need to experience the present moment with 
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the support of the earth body. The following poem pays 
respect to the order of organisation of the nervous system 
through basic developmental actions, described in the theory 
of Bonnie Bainbridge Cohen (1993): 
 
 Witness me yield 
 Witness me push 
 Witness me reach 
 Witness me pull 
 Witness me walk 
 Witness me run 
 Witness me go 
 Witness me come 
 Witness me walk 
 Towards, away around 
 Alongside 
 (Divilly, 2012) 
 
A walk suggests decision and focus that begins with standing. 
A walk can also be a journey, a process, a shifting landscape 
within and without. Every step I take involves pattern and 
repetition and each step is a new step. Each new step demands 
letting go the previous one in a moment of active surrender. 
Each step seen and sensed supports a deeper embodiment of 
self. Let me show you what I meant with the following 
personal story: 
 
 My finger touches my lips to remind me to be silent as we 
 walk along the corridor. We are a class of six year olds 
 being instructed to walk quietly. 
 ‘Bernadette Divilly.’ 
 My eyes widen hearing the teacher call my name. 
 ‘What I have done wrong?’ 
 ‘Look at how graceful she is in her walk’, she says. 
 Fear goes, I feel my blood gush through my body and I 
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 walk on full of delight. 
 
That day I started to pay attention to how I walk and how 
other people walk. Looking back, I see the significance of the 
teachers seeing me. She woke me up to the importance of my 
way of walking in the world. She was my first witnessing 
presence in shared public space and her response opened me 
up to the perception that how people walk matters. 
 
The organization of self knowledge 
 
Organization of self is initially through motor-sensory 
experience and it begins at the earliest stages of life. We begin 
as egg and sperm connect. By action we grow, we create, we 
dissolve and we are birthed. By sensing, we come to gain 
awareness of being a self and of the felt sense of our 
boundaries, through the physical template of our body. The 
self is composed of movement and perceptions of movement 
(Taylor, 2009). We are continually creating our sense of self 
through recognition of our boundaries. These are fluid and 
change over time during our lifecycle (Hartley, 2004, p. 126). 
This self can be one of the many selves within any one 
individual. Responsibility for the self and the self’s actions is 
something we grow into. Evolving a sense of self brings 
known and unknown together. I have created three different 
modules of dance workshops exploring self development from 
the perspective of formative experiences. Authentic 
Movement, Kestenberg Movement Profile, Bonnie Bainbridge 
Cohen Evolutionary Origins of Movement, and other theories 
of self development including work of psychologist Carol 
Gilligan inform this work. The Workshops include: the Dance 
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of Conception and Birth, Early Development in Action and 
the Dance of Pleasure/The Path of Love. There are aimed at 
educating adults, who are functioning reasonably well and 
want a better connection with their own psychology through 
embodiment. Being present as a witness to the unfolding self 
through authentic movement teaches me. Let’s reflect together 
on the following insight about the self. 
 
Case study 2: dance of pleasure 
 
Developing the self with the witness 
 
During an authentic movement session during the Dance of 
Pleasure workshops, Síobhan is playing with a rainstick. She 
is moving from her inner five-year-old self. Enthusiastically 
she hits the stick on the wooden studio floor and then in shock 
opens her eyes widely and says: ‘I didn’t do it’. As a witness, 
I perceive her rhythm and play – using the rainstick to make a 
connection with the earth in a strong state of excitement and 
grounding her power. I am also concerned about the impact 
on the wooden floor. Later during a verbal sharing, she has 
the following insight. When she hit the floor she feels, ‘I did 
not do it, it just happened’. She explains that she understands 
better what her children mean when they deny doing 
something such as hitting another. Her impulse has overridden 
any sense of willed action. 
 This brought up some reflections in the group about 
children and supporting them to be responsible. How could 
adult presence be used constructively to support child 
development. The boundaries negotiated through our 
motor/sensory perceptions provide us with a sense of self and 
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other. It is not possible to develop or even to desire to stand 
on our own two feet unless we experience the care and 
holding of the other, physically or through awareness of their 
presence, the witness. The witness allows us to develop 
consciousness of the many aspects of self and to transform 
and transcend the limitations of habits that no longer serve. 
The witness is present and available, capable of describing 
her/his experience and perceptions. Movement impulses can 
be registered and complete and incomplete movement 
sequences brought to awareness. Witnessing is made possible 
by having a supple awareness of self and body ego. Therefore, 
to be present as a witness, we need sense of self already 
established and able to integrate opposite energies. As parents, 
educators and therapists we need to know our own walk. 
 
Case study 3 
 
Witness me walk workshop 
 
During the introductory session of a weekend course focused 
on Standing and Walking, I invited the eight participants to 
each introduce themselves by taking the time to walk into the 
group and to track and amplify their sensations and motor. I 
included myself in the exercise. One woman began to enter 
the circle but then stopped and stood at the edge, one foot 
reaching forward to enter and the other foot standing rooted 
like a tree. She stood like this for five minutes holding the 
tension of these opposite energies, and then she withdrew the 
outstretched leg and firmly planted herself in the place of just 
standing without entering. When she later shared her 
witnessing of her own movement and received the witnessing 
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from others in the group, it emerged that the action of 
withdrawing the extended foot was actually bringing her to a 
safe place of just waiting when the circumstances were not yet 
right for her to enter. By listening to the sensations and letting 
them become action, she articulated very clearly her current 
experience of moving and being moved.  She was moved by 
deeply sensing into her own body a dilemma that was part of 
the group dynamic. Her body was reflecting and expressing a 
conflict that existed in the field about structural issues 
concerning organisation of the workshop. Once this was 
expressed by her body, it was much easier to deal with the 
house keeping issues that needed to be clarified. She was able 
to articulate her concerns verbally and with ease. 
 
Conclusion 
 
With the support of using the methodology of  Reflective 
Practice, I gather the tools and information to begin again; to 
find my feet and motor forward from here and now. I move to 
construct a theoretical framework from which to develop 
Witness me Walk as a teaching support for Creative 
Therapists, Artists and other related professions. Reflective 
Practice is useful in my work as a Dance Movement Therapist 
and also in my work as a Choreographer. Both professions 
keep me focused on the exploration of my gait and its 
interaction with the gait of others. Exploring walking from the 
physical intelligence of the body psyche supported by an 
embodiment of the witness provides a rich pathway towards 
recognition of the self in its many stages of development. It 
provides a focus to ground and engage with the self in its 
many fluid manifestations. 
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 Our patterns of survival, our cultural histories and our 
many roles and identities are expressed by how we walk, who 
we walk with and what we walk for. What do we walk 
towards and away from during this composition of life? We 
are many bodies, physical, emotional, cognitive and spiritual 
and all the bodies are present in our footprints. All of our 
bodies need to be integrated.  The support of the clear witness 
presence helps here. That presence needs to be consciously 
working with their own walk. 
 Our survival as a human species is dependent on us 
taking to our feet consciously. Through walking, we 
strengthen our bones, develop our stamina, and we remember 
who we are. We commune with our selves, each other, and the 
great earth planet. Over the course of our lifetime, we can 
walk long, long distances and cover many miles. We walk 
slowly, but can sustain walking for a long time (Solnit, 2002). 
Through walking, we humans ground and evolve our sense of 
self and relationship. Walking, developing our walk, and 
letting go of our walk, is part of our life journey and of the 
developmental cycles present in being human. As such it is an 
important aspect of who we are and one worth paying 
attention to. As Creative Arts Therapists, it is worth keeping 
our eye on what are feet are expressing. 
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Exploring potentials for the use of music and music 
therapy in antenatal care: a review and discussion 
 
Jane Edwards, Simon Gilbertson and Alison Ledger* 
 
 Music and music therapy in antenatal care can influence 
 the psychological state of the mother-to-be, and responses 
 from the foetus have been observed. As music therapy is an 
 increasingly recognised approach in the promotion of 
 parent-infant bonding, and in addressing needs of parents 
 and infants when bonding is problematic, the researchers 
 consider whether music therapy may have a beneficial 
 health promotion role at the “dawn of attachment”, the 
 antenatal period. 
 
 Keywords: music and antenatal care; music therapy and 
 infancy; parenting and music  
 
Introduction 
 
Singing is a means of promoting bonding between parents and 
infants that occurs in all cultures (Papoušek, 1996). However, 
in spite of a. the ubiquity of the lullaby across cultures, b. the 
use of singing by many parents, and c. the use of the creative 
arts therapies to ameliorate difficulties in bonding between 
parents and infants (Edwards, 2011), there is little evidence of 
the integrated use of music therapy as a systematic and routine 
part of antenatal care. 

It is recognised that many mothers-to-be use music as 
part of their preparation for labour and their new role (Dooley, 
2008). Better integration into mainstream antenatal practice of 
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therapies which use music has been recommended (for 
example, Dooley, 2008). Nonetheless a systematic 
development of this area of practice has not yet emerged.  

This paper aims to prompt future discussion as to 
possible uses of music and music therapy in antenatal care 
with a distinction made between uses of music, where music 
is played or sung, for example by the mother, a family 
member, or as part of a study of responses to music, and 
music therapy, where a qualified music therapy practitioner 
establishes a therapeutic relationship. This relationship uses 
music whether listening, playing, singing, and composing 
songs, to explore and potentially resolve issues arising for the 
mother-to-be during the antenatal period, such as coping with 
hospitalisation if medical issues need addressing, or anxiety, 
and mood changes. A further distinction can be made between 
music selected by a researcher, or as part of a study protocol, 
and the type of interventions music therapists offer, which 
follow the lead of the patient; particularly focussing on their 
experience of music, their music preferences, and their wishes 
in regards to music participation. In music therapy, music is 
used as a means of relating, between the therapist and client, 
but also has potentials to elaborate the emotional bond of the 
mother towards her unborn baby, with the mother having the 
opportunity to explore any of her feelings and/or conflicts in 
relation to motherhood.  
 
Music therapy in parent-infant bonding 
 
The applications of music therapy in the promotion of parent-
infant bonding have an increasingly well established literature 
base (see Abad and Edwards, 2004; Abad and Williams, 2005, 
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2007; Edwards, 2011). Music therapy is used with families in 
an interactive way within a group therapy setting to support 
participants to practice and refine skills that enhance parent-
child relationships (Abad and Edwards, 2004; Oldfield and 
Bunce, 2001, 2003; Shoemark, 1996). Music therapy aims to 
involve the parent and child in a programme that addresses the 
needs of both within a group setting. 
 While a detailed explanatory theoretical frame is yet 
to emerge, related studies suggest that music’s unique 
capacity to offer mutual regulation between the parent and 
infant through providing a rhythmic and tonal structure for 
interactions allows parents and infants to structure their 
interaction and play, and to anticipate what will happen next. 
For example, a study of depressed mothers found that music 
therapy reduced right frontal EEG activation, suggesting that 
the benefits observed in music therapy are due to the way that 
this therapeutic interaction is ‘mood altering’ for the mothers 
and ‘arousal reducing’ for the infants, thus allowing improved 
interaction in the dyad (Field, 1998). 
 
Creative arts therapies in antenatal care 
 
Of the creative arts therapies, Art Therapy has the most 
documented work in antenatal psychotherapy to date (see for 
example Hocking, 2007; Hogan, 2003; Wadeson, 2000). In 
music therapy, few reports of recent work exist. One music 
therapy project that has been reported is a programme of 12 
week music therapy workshops that were held with three 
groups in Brisbane, Australia with a total of 20 women 
participating who had experienced abuse in childhood, and 
were considered at risk for perpetuating the cycle of abuse. 
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The criteria included that women had to either have children 
or be pregnant. All of the participants indicated that their 
abuse experiences had commenced prior to 8 years of age. 
The participants wrote songs which expressed their 
experiences, and which were recorded and performed in a 
community context (Bruderer, 2007; Day, 2005; 2007). This 
music therapy work assisted some of the women in resolving 
and finding closure on past experience, and all of the women 
reported feelings of strength and support from the process. 
 
The foetal auditory system 
 
Foetal response to sound has been observed as early as at 16 
weeks gestational age (Grave and Browne, 2008). By this age 
the cochlea’s ganglion cells and nuclei in the brainstem are 
connected which allows for a physiological response to occur. 
At about 25 to 26 weeks' gestation, the ear is sufficiently 
developed to allow the foetus to consistently demonstrate 
skills in hearing. However, the neural connections to the 
temporal lobe are only functional at around 28 to 30 weeks' 
and it is this connection which is needed in order to perceive 
and react to the human voice, music, and discrete 
environmental sounds (Graven and Browne, 2008). 
 
Literature review 
 
Method 
 
A review of literature from pertaining to uses of music as part 
of antenatal care was undertaken. Literature published in 
English was included if it met the criteria of providing music 
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of any kind to the mother or foetus within a controlled 
experimental context.  

A Taiwanese study exploring the use of listening to 
experimenter’s pre-selected music during the second and third 
trimesters of pregnancy, found that this music listening 
decreased stress, anxiety, and depression scores for the 
women in the experimental group (n=116) (Chang, Chen and 
Huang, 2008). 

A study that compared the response of 10 foetuses to 
random presentations of pre-recorded music (Spanish guitar), 
voice (female reading nursery stories), and sham (no sound) 
found that there were significant differences in responses to 
voice and music in comparison to sham. However, there was 
no significant different between the voice and music condition 
(Al-Qahtana, 2005). 

Foetal responses to a 3 minute song played repeatedly 
for four hours via a single headphone placed on the Mother’s 
abdomen during a 72 hour period before scheduled elective 
caesarean, sought to test learning during fetal stage. Twenty 
women were randomly assigned to the music listening 
condition, or a dummy music listening condition (control). 
After birth, all babies were exposed to 20 minutes of the song 
played repeatedly, with results indicating that during the 
music exposure the babies who were exposed to the song 
during the fetal period had a higher awake state than the 
control newborns, and more state transitions (James, Spencer, 
and Stepsis, 2002). 
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Discussion 
 
There is currently a limited number of controlled studies that 
explore the effects of music in the prenatal period. Foetal 
responses to sound and music in utero indicate that it is 
possible to provide music therapy to a pregnant woman with 
the expectation that effects will be experienced by the infant.   

The potential for music therapy applications during 
the antenatal period may have some problematic features. 
Western allopathic medicine tends to view pregnancy as a 
health problem that requires intervention from medical 
experts. That is, a woman may experience illness during her 
pregnancy, and some of the experiences of pregnancy and 
birth are painful or uncomfortable, but the degree to which 
being pregnant is, or has been, constructed as a medical 
condition is an important consideration in developing new 
programmes of intervention. This is because ethical issues 
potentially arise for music therapists if treatment is expected 
to be provided where no clinical need is in evidence. The risk 
for the therapeutic relationship is that in order to be 
considered a necessity in antenatal care for women 
experiencing normal pregnancy the music therapist might 
unconsciously exaggerate the kinds of issues that might be 
faced such as anxiety, or mood issues, in order to have a right 
to treat.  

One way to overcome the requirement for clinical 
need to be in evidence in order to have a responsibility to treat 
is to find a place for music therapy within the framework of 
health promotion. That is, if it can be established that music 
therapy provided in the antenatal period is beneficial for 
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postpartum bonding, potential practice limitation issues are 
overcome. 

The profession of music therapy has focussed 
attention on the possibilities for interventions from birth 
onwards. As foetal capacity for hearing is available, the 
potentials for promoting music as a means of interacting 
between parents and their unborn baby might usefully be 
given consideration. However, attention to the earlier stage of 
relating, that is at the ‘dawn of attachment’ (Brazelton and 
Cramer, 1991, p. 17), may reveal further applications for 
music therapy in promoting bonding. 
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Music therapy: offering avenues of communication in 
dementia care 

Eli Chourdaki*  

 Many older adults face a great variety of losses, including 
 good health, independence, communication, decision-
 making, stimulation, social interaction, dignity and hope. 
 For some, this results in depression and anxiety disorders. 
 It is therefore important that these people are given 
 adequate care and support, that they feel heard and 
 understood. Studies have revealed the beneficial outcomes 
 when music therapy is applied in elder care and dementia 
 patients. Such benefits contribute to one’s physical, mental, 
 emotional, cognitive and social well-being, and thus have a 
 positive effect on the person’s overall quality of life. By 
 providing a creative, pleasant and homely space for free 
 emotional expression, music therapy assists the elderly in 
 the process of adapting when experiencing altered health 
 states, providing psychological support. The present article 
 offers an overview of the beneficial outcomes of music 
 therapy applied in elder care. It demonstrates how music 
 therapy offers an avenue of expression and communication 
 to individuals facing challenges due to old age and in 
 particular dementia.  

 Increased life expectancy and growing figures of people 
 affected by dementia, inevitably calls for health 
 professionals working in elder care to provide a higher 
 standard of service. Music therapy and the other creative 
 arts therapies have a vital role to play in such settings, 
 providing valuable connections and experiences for elderly 
 clients. Such overviews are therefore necessary and 
 important for creative art therapists and health care 
 professionals working in such settings. 

                                                 
* eli.chourdaki@musictherapyireland.com 
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 The present article does not contain any names or 
 identification of clients. Therefore, no informed consent 
 needed to take place. 

 The author would like to acknowledge the support of The 
 Alzheimer’s Society of Ireland staff, providing 
 information on the statistics on Alzheimer’s Disease in 
 Ireland and globally. 
 
 Keywords: music; therapy; elderly; dementia; aphasia; 
 memory 

Introduction 

The purpose of this article is to provide an overview of the use 
of music therapy in elder and dementia care, as portrayed in 
relevant literature. It demonstrates the significant benefits that 
music therapy can offer to those with communication 
difficulties, cognitive impairments and challenging 
behaviours. Upon providing general information and statistics 
on dementia nationally and worldwide, the author explores the 
methodology and general benefits of the intervention for 
addressing one’s cognitive, speech, physical and socio-
emotional needs. 

Dementia: an increasing need for support  

Dementia plays a predominant role amongst the older adult 
population, affecting the lives of both the patient and their 
family/caregivers. According to Alzheimer's Disease 
International (ADI), approximately 35.6 million people live 
with dementia worldwide and this figure is expected to double 
by 2030 and more than triple by 2050 (World Alzheimer 
Report, 2009). In Ireland, dementia currently affects the lives 
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of 44,000 people (approximately 4,000 people under the age 
of 65, one in twenty aged over 65 years, and one in four aged 
80 plus). The disease also affects 50,000 carers and hundreds 
of thousands of family members. The likelihood of 
developing Alzheimer's disease doubles roughly every five 
years after the age of 65, while, at the age of 85, the 
possibility of a person developing Alzheimer’s is close to 
50%. Estimates suggest that by 2036, Alzheimer’s will affect 
104,000 people in Ireland, due to increased life expectancy 
(The Alzheimer’s Society of Ireland). Some challenges that 
dementia patients face include memory loss, language 
difficulties, disorientation, mood swings, depression, gradual 
failure to perform everyday activities, and impaired 
comprehension and judgment. Behavioural changes may 
include verbal and/or physical aggression, suspicion, 
agitation, inappropriate sexual behavior, and use of abusive 
language (The Alzheimer’s Society of Ireland). 

Music therapy as a powerful intervention  

International literature in the field supports the positive 
contribution of music therapy in elder and dementia care. 
Functional benefits have been reported in areas including 
emotional expression, psychological support, pain reduction, 
reality orientation, sensory stimulation, memory enhancement, 
physical skills, creativity, and personal hygiene (Aldridge and 
Brandt, 1991; Bonanomi and Gerosa, 2002; Davis, 1999; 
Patrick and Avins, 2005; Wigram et al., 2002; Zelazny, 2001). 
The music therapist primarily aims to provide comfort and 
psychological support through a creative means of 
communication, helping the client to cope with feelings of 
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anxiety, isolation and emotional stress of aging and death. 
Opportunities for choice and control enhance the client’s self-
esteem, at a time when their freedom to make choices is often 
limited. Moreover, by providing sensory stimulation and the 
opportunity to create, perform and move to music, music 
therapy is a truly effective way of assisting the elderly in 
maintaining and improving their physical functions. 

Methodology 

The clinical use of music is based on the concept that 
everyone can respond to music, despite musical training or 
level of ability. Trappe (2012) discusses that musical stimuli 
can affect one’s physical responses in similar ways (blood 
pressure, heart rate, and breathing rate). Music can also evoke 
emotional responses and offer opportunities for 
communication that exceed the language barriers. 
 By acknowledging elders as unique individuals, the 
music therapist adopts a client-centred approach and designs 
an intervention plan based on the client’s specific needs. A 
variety of techniques (e.g. singing, instrument playing, music 
listening, song writing, lyric analysis, music reminiscence, 
and movement to music) is applied depending on the set 
goals. In particular, instrument play, songwriting, 
dance/movement, and singing were reported to improve 
mood, memory, and speech, enhance body movement, 
promote social interaction and decrease behaviour problems 
(Clair, 1996; Clair et al., 2005; Brotons, 2002; Lou, 2001). 
Also, the use of musical improvisation (through singing or 
instrument play) and here-and-now experiences, help clients 
to be in the present moment, while the rhythmic aspect of 
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music focuses their attention on the musical task. The therapy 
session can take place individually, in a group setting or may 
include the caregiver/family members, thus enhancing and 
supporting relationships from both the family and the client’s 
perspective. 

Cognitive deficits 

Studies have revealed the positive outcomes of music therapy 
intervention for dementia patients challenged by cognitive 
deficits. Research shows that people who have lost the ability 
to learn new verbal data can still learn new song material 
(Prickett and Moore, 1991, cited in Ridder, 2005), and may 
retain musical skills and the capacity to participate in musical 
activities, even in advanced stages of dementia (Bonanomi 
and Gerosa, 2002). Bruer et al. (2007) conclude that music 
therapy intervention significantly improves next-morning 
cognitive functioning among dementia patients. Gregory 
(2002) portrays that music listening can be used for 
maintaining the attention of an elderly person with cognitive 
impairments. In addition, singing can help clients to establish 
a point of contact, despite cognitive deficits. It enhances 
memory and language skills, and can evoke a response even 
when the client is unresponsive to most other stimuli 
(Brotons, 2002; Clair, 1996). 

Speech deficits 

Music therapy can also offer significant benefits to dementia 
patients challenged by speech deficits or aphasia. Aldridge 
(1993) discussed that musical abilities appear to be preserved 
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in dementia patients despite language deterioration, maybe 
because the fundamentals of language have musical origins, 
prior to semantic and lexical functions. The author also stated 
that, while language processing is dominant in one 
hemisphere of the brain, music production involves 
interaction of both cerebral hemispheres. This may explain 
why aphasic patients retain the ability to sing and play music 
even after a stroke or traumatic brain injury. This further 
demonstrates that music can offer a channel of 
communication for verbal and non-verbal persons, as it 
bypasses the need for verbal interaction and meets the clients 
where they are, providing them with emotional support (e.g. 
through reminiscence and creative life review) and the ability 
to communicate, based on their own level of ability. 

Physical benefits 

Functional outcomes are also reported through the 
collaboration of movement and appropriate music. Playing a 
preferred instrument or listening to preferred music during 
exercise can help to improve physical skills (e.g. finger 
dexterity, upper body movement, motor skills), increase 
motivation and concentration levels, and brighten the client’s 
mood (Brotons, 2002). Instrument play, in particular, was 
found to be highly beneficial for elderly affected by 
osteoarthritis, reducing discomfort and enhancing finger 
velocity and dexterity after playing (Zelazny, 2001). Positive 
outcomes in motor skills amongst the elderly were also 
reported by Hambourg and Clair (2008), who examined the 
effects of a specially designed movement programme 
(‘Motivating Moves’) combined with music. 
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Socio-emotional benefits 

By enhancing positive emotional responses, music therapy 
can also reduce agitation, maladaptive behaviour, aggression 
and depressive symptoms, while improving sleep patterns and 
nutritional intake (Hanser and Thompson, 1994; Lai and 
Good, 2005; Takahashi and Matsushita, 2006). Reminiscence 
focused music therapy can help to reduce depressive 
symptoms, allowing clients to express their own identity by 
eliciting autobiographical memory of personal experiences 
(Ashida, 2000; Davis, 1999; Patrick and Avins, 2005). 
Techniques such as song writing and music improvisation 
enhance emotional expression and provide opportunities for 
communication of feelings to loved ones. Sherratt et al. 
(2004) concluded that live music can increase levels of 
engagement and well-being, regardless of the level of 
cognitive ability. 
 Applied in group settings, music therapy can facilitate 
social integration and communication, while also reducing 
feelings of social isolation and withdrawal (Brotons, 2002). 
The therapeutic process assists clients in coping with the 
disease by enhancing communication, reminiscence, 
interaction, brighter mood, sensory stimulation, emotional 
expression and assisting in reality orientation (Brotons, 2002). 
In addition, structured activities can make people more 
comfortable and motivated to participate, even when 
cognitive, social, and physiological abilities continue to 
deteriorate (Clair, 1996).  
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Conclusion 

Music therapy has a significant role to play in the care of the 
elderly and in particular dementia patients. Through 
unconditional positive regard and by acknowledging all 
clients as unique individuals, music therapists can vitally 
contribute to the clients’ overall well-being and quality of life. 
Relevant literature in the field has revealed that music therapy 
can assist in communication when verbal means are limited; 
can help retain physical skills through movement to music; 
can provide psychological support and reduce feelings of 
social isolation; can maintain or improve cognition; can help 
with reality orientation, memory, information recall. Music 
therapy focuses on one’s strengths and abilities, to help the 
person take pride in their achievements and acknowledge the 
value of their own individuality and uniqueness. Undoubtedly, 
music therapy enriches the lives of people facing challenges 
due to old age or dementia, by providing them with a creative 
space to feel heard, supported and encouraged to reach their 
optimum potential. 
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The stray dog 

Attachment theory, intersubjectivity and 
neuroscience as a framework for art therapy practice 

Aimee O’Neill* 

 This article is taken from my master’s research into 
 attachment theory, neuroscience and intersubjectivity 
 within an art therapy context. Through this research, I 
 wanted to learn: is there something specific about the 
 process of making art in a therapeutic relationship that 
 lends itself to attachment and the treatment of early 
 relational trauma over traditional verbal therapies? 
 Furthermore, would an emphasis on clinical neuroscience 
 research on the art therapy training course inform and 
 validate our practice by compounding our understanding of 
 how art therapy can effect change, not just on an 
 emotional or psychological level, but also on a 
 neurophysiological one? Through this, my aim was to 
 develop an argument based on neuroscientific findings that 
 emphasise a rationale for using art therapy within an 
 attachment framework. This article first offers an overview 
 of some of that theoretical research, and then presents a 
 clinical vignette of the therapy that took place with an 
 eleven-year-old adopted girl during my clinical placement 
 in a child and adolescent mental health service. 

 Informed consent was obtained from clients referred to 
 within this article. 

 Keywords: art therapy; attachment theory; 
 intersubjectivity; neuroscience; trauma; children and 
 adolescents 
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Introduction 

Attachment theory proposes that our earliest relationships 
with our caregivers have a direct impact on our psychosocial 
functioning and our interpersonal relationships throughout our 
lifespan. These early relationships directly influence our 
neuropsychological development. Current neuroscientific 
trends are now able to validate John Bowlby’s original 
attachment theories. The subject of this article is a current and 
growing field and significant to art therapy practice. Findings 
from neuroscientific research demonstrate art making’s 
impact on the brain, suggesting art making can potentially 
repair damage to neural networks through connecting lower 
limbic emotions with higher cognitive functions. Further 
research suggests art making, as a right-brained activity, has 
the potential to access emotionally laden, implicit memories 
stored in the non-verbal right brain. These can then be safely 
worked through with the therapist. A clinical vignette of art 
therapy with an eleven-year-old adopted girl will be used to 
explore some of the key concepts, such as intersubjectivity 
and the non-verbal. This research demonstrates how 
neuroscience validates and affirms the use of art within the 
therapeutic relationship and develops a rational for using art 
therapy within an attachment framework. It concludes by 
proposing that attachment theory should be included as a 
theoretical underpinning of art therapy training. 

Attachment theory 

In attachment theory, early attachment experiences directly 
impact our psychological development, influencing our 
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emotional and cognitive functioning, and our ability to form 
meaningful interpersonal relationships across our lifespan. 
Bowlby describes Attachment Theory as: 

A way of conceptualizing the propensity of human beings 
to make strong affectional bonds to particular others and of 
explaining the many forms of emotional distress and 
personality disturbance, including anxiety, anger, 
depression, and emotional detachment, to which unwilling 
separation and loss give rise. (1980, p. 127) 

Bowlby postulated that a child’s strong ties to its mother 
developed out of a need for protection. In order to survive, 
the child seeks closeness to its primary caregiver whenever it 
feels anxiety and in doing so hopes to find protection, safety 
and security. Bowlby held that the child’s inner world was 
organized around their external reality and therefore if these 
bonds were disrupted or threatened psychological problems 
would result.  
 The secure base provided by the primary care giver is 
described by David Henley (2005, p. 31) as ‘an atmosphere 
of emotional security and developing trust that permits the 
infant to tolerate stress, anxiety and vulnerability’ and is 
equivalent to Donald Winnicott’s holding environment 
(1971). Within this security of attuned, sensitive behaviour on 
the part of the attachment figure, the infant learns to regulate 
affect and develops a positive internal working model. The 
securely attached individual develops a sense of self, good 
cognitive ability, self-esteem and forms healthy adult 
relationships.  
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 Insecure attachments result if the carer behaves in an 
unpredictable, inconsistent, rejecting or abusive manner. 
Disrupted early attachments or trauma predispose individuals 
to poor stress response and coping skills as well as emotional 
and relational difficulties. Alan Schore warns that early 
traumatic attachment experiences are ‘a powerful source 
generator of some of the most severe deficits described by self 
psychology’ (2002, p. 464), including reactive attachment 
disorder, psychotic experiences, dissociative identity 
disorders, conduct disorder, posttraumatic stress disorders and 
borderline personality disorder. 

The influence of neuroscience  

Neuroscience today is being used to validate the theories first 
proposed by Bowlby over forty years ago, and is 
demonstrating the efficacies of creative arts therapies in 
trauma treatment. Cathy Malchiodi (2008, p. 16) writes: 
‘attachment theory has been used as a theoretical base for 
psychotherapy for many years but has more recently become a 
major focus of neuroscience and renewed interest among 
therapists who work with trauma’. The earliest relationship 
between the primary care-giver and infant directly shape the 
infant’s emotional brain. During these years, the basic circuits 
and neural pathways in the brain are being developed through 
a process of neural connectivity. Repeated attachment 
experiences, such as holding, touching, and vocal response of 
the mother, lead to the development of neural pathways 
between the lower limbic ‘emotional’ brain and higher 
cognitive functions. This in turn leads to healthy 
neuropsychological processing and psychosocial functioning. 
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In effect, neuroscience is able to demonstrate how positive 
early attachment experiences with an attachment figure have a 
direct influence on neuropsychological growth and are key to 
developing healthy socio-psychological functioning as adults 
in later life.  

Effects of insecure attachment or trauma on the 
developing brain 

It follows that insecure attachments, early negative 
experiences or trauma have a detrimental effect on the infants 
developing brain and psychological functioning in later years. 
‘Severe maltreatment and lack of significant attachment 
figures and severe maltreatment in the crucial early years 
leads to adverse brain development’ (Klorer, 2005, p. 213). 
Sensory deprivation, through early neglect, causes insufficient 
neural circuits minimizing the creation of effective feedback 
loops. Neuropsychological assessments on Romanian orphans 
demonstrate neurocognitive impairment, attachment 
disturbances, autistic-like behaviour, impulsivity, 
hyperactivity, attention and social deficits (Henley, 2005; 
Klorer, 2005; Kravits; 2008).  
 Richard Carr (2008) proposes that sensory enriched 
art making within a therapeutic relationship can potentially 
connect lower limbic emotions with higher cortical functions 
and help to integrate these two areas, repairing damage to 
neural networks and improving socio-psychological 
functioning. Caroline Case also makes this assertion but 
stresses it is a ‘slow and uphill task’ (2006, p. 104). This 
assertion, that art making impacts the brain through the 
creation of feedback loops, renewing neural networks and 
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helping to integrate higher and lower functions, supports the 
argument for using art within a therapeutic relationship. 

Emotional processing and stress response 

In cases of overwhelming neglect, trauma, and severe abuse, 
the infant has no way of coping and may disengage or retreat 
to an ‘inner world’. Prolonged states of overwhelming hyper-
arousal and dissociation in infancy have ‘devastating effects 
on the growth of psychic structure’ (Schore, 2002, p. 460). A 
stress response causes neurophysiological changes in the 
brain, such as increased cortisol levels, which, when 
experienced over long periods, inhibit capacity for socio-
emotional learning and lead to insufficient stress coping 
mechanisms. These mechanisms, once adaptive and based on 
survival, become implicit, habitual and maladaptive. Margaret 
Wilkinson outlines: 

When trauma with its associated fight, flight and freeze 
responses has been experienced in the context of the 
earliest attachment relationship, then it becomes burned 
into the developing limbic and autonomic systems of the 
early maturing right brain. It becomes part of implicit 
memory and leads to enduring structural changes that 
produce inefficient stress-coping mechanisms’. (Wilkinson 
cited by O’Brien, 2008, p. 40) 

Our fight, flight or freeze responses are primitive reactions in 
the brain designed to help us respond quickly to adverse 
situations. To prepare for action this highly aroused state 
creates physiological changes to the body and the brain, such 
as increase in heart rate and increased cortisol levels in the 
brain. Trauma related stress can lead to ‘persistent increased 
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arousal in the automatic nervous system’ (Talwar, 2007, p. 
23). Trauma in these individuals is processed from the body to 
mind (bottom up) instead of mind to body (top down) and 
therefore higher cortical functions are not engaged to 
modulate stress response. 

Trauma, memory and the brain 

It is now generally understood that trauma reactions are both 
psychological and physiological experiences. Neuroimaging 
has been used to demonstrate the neurophysiological effect of 
trauma on the brain development. Malchiodi (2008) suggests 
that therapists working with traumatized clients should have 
knowledge of the physiology of the brain, and of body and 
mind reactions to trauma. The right hemisphere of the brain is 
the first to mature, during the first three years of life, and is 
affected on a neurophysiological level by early traumatic 
experience. It has now been shown that trauma is stored as 
implicit memory, that is, unconscious memory connected to 
the body’s memory through emotion and sensation. Memories 
of traumatic events are held in the non-verbal right brain on a 
sensory and affective level. Savneet Talwar (2007) outlines 
how it is not the verbal account of the event but the non-
verbal fragmented sensory and emotional elements that are 
important in trauma treatment. He proposes that even years 
after the event, walled off memories due to trauma retain their 
power on an affective level. Rauch et al. demonstrate this: 

Neuroimaging studies of traumatized patients show that 
dissociation occurs when patients are asked to remember 
their traumatic experience. The left frontal cortex – 
particularly the Broca’s area, which is responsible for 
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speech- remains inactive. At the same time the right 
hemisphere – particularly the area around the amygdala, 
associated with emotional and automatic arousal – lights 
up. (cited in Talwar, 2007, p. 24) 

Gussie Klorer (2005, p. 216) writes that ‘expressive therapy 
approaches are highly effective interventions for [trauma 
work] because they do not rely on the client’s use of the left 
brain and language processing and neuroscientists are helping 
therapists understand why this is so.’ There is at present a 
focus on non-verbal right-brain communications in the 
psychotherapeutic relationship. Non-verbal feelings and 
affective states connected with the trauma can potentially be 
accessed through right-brain activation during art making. 
Francis O’Brien summarises: 

The art process is a right-brained activity, it accesses the 
right-brain emotional memory of abuse and neglect: at the 
same time the relationship with the therapist is activated in 
the left hemisphere. Words are found by the therapist to 
make meaning gradually integrating left and right 
hemispheres and unifying the explicit construction of a 
narrative that accompanies the implicitly emotional 
experience of ‘making’ in art psychotherapy. (2008, p. 41)  

Creative processes such as art making, can potentially access 
traumatic memories held on a sensory level in the non-verbal 
right brain, which can then be processed within a trusting 
therapeutic relationship. It is this understanding which is 
central to the argument being put forth for art being used 
within a psychotherapeutic relationship from an attachment 
theory perspective. 
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Intersubjective relatedness, art therapy and the  
non-verbal 

In the context of the early mother-infant dyadic relationship, 
Daniel Stern (1985) proposed that at around 7-9 months the 
focus changes from regulation of experience to, instead, the 
sharing of subjective experience, that is their inner feeling 
state, between the self and other. The subjective experiences 
shared are non-verbal and include sharing joint attentions, 
sharing intentions and sharing affective states. Each of these 
are present in an art therapy session where the client uses a 
range of non-verbal expressions to share their subjective state 
with the therapist: body language, manipulation of media, 
implicit and explicit expression through the image. 
Intersubjective relatedness can help us to understand the 
effectiveness of non-verbal creative therapies. Images can act 
as mediators, allowing movement towards a person-to-person 
relationship or interpersonal connectivity. Mitchell Kossak 
refers to these connective moments as the ‘place where the 
child begins to form an interpersonal sense of self’ and states 
that ‘attunement in this personal and intersubjective state can 
then be thought of as an integral part of the practice of arts 
based psychotherapies’ (2009, p. 15). 

Reflective function and art therapy – developing a sense of 
self 

Reflective function is the ability to think clearly and 
coherently about one’s life experiences. It is regarded as an 
indicator of secure attachment. Secure attachments lead to the 
emergence of a sense of self and self-awareness, which is the 
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ability to reflect on one’s subjective state both in the present 
and in the past. 
 Reflective Function is compromised in individuals 
with insecure attachment where ‘traumatic attachment in 
childhood leads to self-modulation of painful affect by 
directing attention away from internal emotional states’ 
(Schore, 2002, p. 462). Bowlby (1988) has shown that 
attachment experiences are cyclical with parents carrying their 
attachment patterns into relationships with their children. 
Frequently in cases of child abuse, parents, who perpetrate 
violence or sexual abuse onto their children, were themselves 
abused as children. However, Case writes that research 
findings show that ‘a parent who is able to formulate and 
discuss a coherent narrative of the past and hence become in 
touch with the pain will be able to stop the past repeating 
itself’ (2006, p. 102). How a child is parented will affect the 
parent they will become. In order to survive, a parent may 
have cut off from the emotional pain and anxiety that they 
themselves experienced as an infant, and in doing so inflict 
this pain onto their own child. Freud said: ‘a thing which has 
not been understood inevitably reappears; like an unlaid 
ghost, it cannot rest until the mystery has been resolved and 
the spell broken’(cited in Case, 2006, p. 101). Therefore, it is 
only through getting in touch with the pain of their own 
experience that a parent can break the cycle of abuse.  
 Integration of emotion and experience into memory 
helps to develop self-reflective function, self-awareness and 
empathy for others. When we are able to look at our past 
experiences clearly and coherently we are better able to 
empathise with others and develop positive ways of relating. 
Robin Vance states that ‘Repeated art experiences contribute 
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to the formation and strengthening of memories’ (cited in 
Hass-Cohen 2008, p. 27). It has been shown that art making 
can tap into the right brain and retrieve emotionally laden 
non-verbal memories. Learning to talk about experience and 
feelings reflected in the image within a safe environment with 
a therapist who regulates affective arousal can help a client to 
begin to develop self-awareness. ‘The therapeutic process can 
be evaluated by the emergence of a more fluent yet 
emotionally charged coherent narrative’ (Holmes, 1994, p. 
70). Self-awareness and reflective function lead toward a 
more integrated sense of self. 

Clinical vignette 

The following case describes some aspects of the work carried 
out over seven months with an eleven-year-old girl adopted 
from Eastern Europe, whom I will call ‘Anya’ for the 
purposes of this article. Anya’s adoptive family discovered 
that as well as having been given up for adoption soon after 
birth, Anya had spent her first three months in hospital 
undergoing procedures for a minor heart defect. One can 
imagine how highly traumatic an experience this would have 
been for this infant. Anya was diagnosed with an attachment 
disorder and secondary ADHD and oppositional defiance. She 
had been in the CAMH service since she was four years old. 
Anya displayed poor social skills, and her hyperactive and 
defiant behaviour caused problems in school and at home and 
put great strain on the family. Her relationship with her 
mother was particularly difficult. Henley states that ‘the 
psychological cost of such early insult can be observed in the 
incapacity of these post-institutionalized children to form 
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loving bonds or derive nurturance from their adoptive parents’ 
(2005, p. 30). Anya did not do well in verbal therapy and had 
difficulty relating to others.  
 From my understanding of attachment theory, it 
appeared Anya presented as avoidantly attached. The 
avoidantly attached infant experiences their attachment figure 
as rejecting, unresponsive and failing to meet their needs. 
Knowing that signalling their desire for closeness will be met 
with rejection, the infant learns to inhibit attachment 
behaviours and deals with the situation by supressing their 
emotions and affects. The avoidant individual finds trusting 
others difficult and experiences relationships as unsafe. They 
live in fear of being rejected, and reject others to avoid the 
threat of closeness and intimacy. I knew I would have to 
spend time building a safe, trusting relationship. 

The therapy 

The very first image that Anya made with me became a 
significant symbol carried throughout her therapy (Figure. 1). 
When I initially invited her to tell me more about the clay dog 
she created in our first session she told me little other than he 
lived on his own and in the wild. During this first session, as I 
sat close-by and watched while she worked, she had turned 
and asked did it not feel weird just sitting there watching her. 
As an infant she had never experienced the gaze of an attuned, 
responsive attachment figure. My gaze felt threatening to her. 
 In our third session Anya returned to her dog, 
painting it black. While she worked, I invited her to tell me 
about her image. At first, she offered little information other 
than he was just asleep. Her responses to my queries were 
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often brief. However, she went on to tell me he was a stray 
who lived on the street on his own and had no family. I 
wondered aloud would the dog like a nice family to adopt 
him. Anya immediately responded: ‘Believe me, I know how 
that feels!’’ However, when I encouraged her to tell me how 
it feels she backtracked telling me resolutely: ‘you don’t feel 
anything about being adopted’. To me, this statement was 
very telling. Her feelings of loss and abandonment as an 
infant were so overwhelming that she had detached from 
them in order to cope. As a result she did not ‘feel anything’. 
 In the next session she told me that she no longer 
wanted the dog, I could throw it out or do whatever I wanted 
with it. Anya went on to repeatedly reject this dog during our 
time together. This became a theme of the work. Feeling that 
it might be important for me to hold this part of her, each 
time I would let her know that it was ok if she did not want it 
but I would still keep it safe in the room for her. 

Reflection 

I felt that this stray dog, and her rejection of it, was very 
symbolic. Case (2005) explores how children use animals to 
symbolically bring to life aspects of themselves in therapy. To 
me, this dog was her symbolic representation of her 
abandonment by her mother as an infant, her sense of being a 
like a ‘stray’. Malchiodi writes:  

When memory cannot be expressed linguistically, it 
remains at a symbolic level, which there are no words to 
describe. To retrieve that memory so that it can become 
conscious, it must be externalized in its symbolic form. 
(2008, p. 16) 
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According to Case: ‘art both expresses and find forms for 
feelings but is most importantly a way of thinking and 
reflecting on life experiences nonverbally’ (2005, p. 4).  
 Anya’s rejection of her dog could represent her 
inability to accept the overwhelming feelings connected with 
her own abandonment, and her rejection of that part of herself. 
Jeremy Holmes writes that ‘the aim of therapy becomes not so 
much to remember what was forgotten but to recognize and 
accept those parts of the self that have been disowned’(2001, 
p. 44). Holmes goes on to outline how those split off parts of 
the self can gradually be recovered as attachment becomes 
more secure in the therapeutic relationship.  

Mess-making and boundaries 

Themes began to emerge in the work regarding use of 
materials and testing of boundaries. Sometimes Anya would 
be very focused and at other times appear to become highly 
aroused by the materials. There was frequently chaotic use of 
materials; using up all of a material, painting the entire table-
top, overflowing pallets, spreading glue and sprinkling glitter 
everywhere (See floor scene in figure 2). With children on the 
ADHD and autistic spectrums, often co-morbid with 
attachment disorders, Henley (2005) observes the fine line 
between becoming overly aroused by strong stimuli (paint 
and clay), increasing the likelihood of chaotic discharge, and 
too little stimuli, whereby the child remains unmotivated. 
Interestingly O’Brien (2004, p. 2) suggests that ‘mess seems 
like a retreat from being with another person, suggesting it 
may be a form of dissociation’. This would appear 
particularly relevant for avoidant children such as Anya. 
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Anya also displayed testing and defiant behaviour and would 
push boundaries. Roger Arguile writes: 

Some children may push the relationship to the limit. They 
may attempt to destroy it. In therapy it is permissible to go 
to a limit so that a feeling is wholly expressed. The 
security of the boundary makes this possible and the 
psychotherapeutic relationship deepens and evolves. 
(1992, p. 145).  

Anya arrived to one particular session full of energy and, 
climbing upon the table she lay back, posing as if on an 
analysts couch, telling me I was the doctor and I was going to 
ask her questions. She then quickly sat up telling me she did 
not know what to do today, so, I invited her into an art 
therapy directive. I suggested she paint or draw herself as a 
rosebush. I had hoped to use this directive to see what aspects 
of self she might look at through the image. She hurriedly 
painted the image (figure 3) and afterwards I asked Anya to 
pretend to be the rosebush and tell me about herself. In a huge 
rush she told me: 

 I live by the sea 
 I have loads of branches 
 They annoy me 
 They get in the way all the time  
 I hate them  
 I am beside the pathway  
 I have lots of flowers  
 No-one looks after me  
 I am a lonely bush  
 I am in the middle of nowhere  
 Nobody knows about me 
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Excited about what Anya seemed to be revealing through her 
‘lonely bush’ image, I tried to explore it more to see if she 
could relate to it. She quickly shut down, moved to change 
the subject and start a new image. 
 In the following two sessions Anya appeared to 
withdraw, creating less embodied or personal imagery. 
Perhaps this felt safer as it did not reveal as much about her. I 
wondered, was this in defence to me having gone too deep, 
too fast. During a following review session, looking over all 
of her art, she did not engage much, becoming distracted 
easily. Interestingly, the only piece she commented on was 
the stray dog, pointing to it and telling me it was the one 
piece she did not want, and that I could throw it out.  

On learning from the client 

I learned a lot from the ‘rose bush’ session; I thought about 
Anya’s actions, lying on the ‘analyst’s couch’. I wondered 
was this how she had viewed me, as the doctor and she as the 
patient. I was concerned about this perceived hierarchical 
relationship. By directing questions at her I had, in a way, 
assumed the role of the ‘doctor’ analysing her. My questions 
were too much for her and she had quickly withdrawn. I 
could see what the image was pointing to but I had rushed her 
towards making connections. Holmes’ statement about 
‘therapists intervening enough to keep the patients thought-
bubbles air-born, but not puncturing them with premature or 
intrusive comments’ was relevant here (1994, p. 69). Anya 
showed me she was not ready to relate these difficult feelings 
to her personal experience. O’Brien speaks of ‘clients unable 
to tolerate any words being put to their confused feelings’ 
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(2004, p. 9). It was too much to connect the outer world of 
experience with the inner world of feeling. Supervision 
helped me realise that what I needed to do instead was create 
a shared space where both of us could relate intersubjectively. 
I realised it was safer and more therapeutic to stay with the 
non-verbal and symbolic material. Furthermore, this 
exemplifies what Klorer writes about imagery having the 
most potential for therapy when it comes from the child and 
is not imposed by the therapist: ‘Directives aimed at certain 
issues are not nearly as effective as the metaphors brought by 
the client’(2005, p. 218). In subsequent sessions, I worked 
with where Anya was at and let her lead the pace of the work. 

Interconnectivity 

In supervision, it was suggested that it might be helpful to 
mirror Anya’s actions or join her in her activities, and in 
doing so, possibly help her feel accepted and somewhat 
understood. This, I feel, helped me in some way to connect 
with this hard to reach client. Figure 4 was one such session 
where I joined her on the floor and engaged in the process 
with her, both of us splashing paint onto the page together. 
She then used her fingers to paint houses and showed me a 
game whereby you had to connect the houses without 
crossing lines. It was impossible to connect the houses, yet 
playing together on the floor amongst the mess there was a 
sense of the two of us connecting. I realised I needed to 
contain her and her mess by setting limits and firmly holding 
boundaries, whilst also accepting her and allowing her to be 
exactly as she needed to be. 
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 I began to notice a pattern developing in the sessions 
with Anya, whereby she seemed to need to use the space to 
release energy through mess making and chaotic discharge. 
This energy then appeared to transform into more focused 
work, or engagement in carefully executed play with me. To 
me, this said something about self-regulation. Schore (2008) 
writes about how focus on right brain regulatory systems has 
shifted attachment theory to a regulation theory that focuses 
on the enhancement of self-regulation. If, as O’Brien (2004) 
suggests, mess could be a form of dissociation, retreat from 
another, and Anya’s shift into more focused activity could 
represent self-regulation, then her creation of activities for us 
both to play together, set the space for interconnectivity and 
created potential for a movement toward a more person-to-
person relationship. 
 Around this time, I felt a shift in our relationship and 
a better rapport between us. In one session, Anya opened up 
and shared some of her frustrations with me about having 
ADHD, her strained relationship with her parents, and her 
sadness at their lack of trust in her. In this session, Anya 
became very quietly absorbed in creating a dog’s bed with a 
pillow and bone (Figure 5). This image of a dog’s bed 
seemed to appear quite unexpectedly, and many weeks after 
her initial clay dog had been created. When I asked whom 
this dog’s bed was for she told me that it definitely was not 
for the ‘homeless dog in the press’. After she left I wondered 
about this and what it might represent. Had she, in fact, 
created a home for the stray dog? Was Anya beginning to feel 
more secure in the relationship, and more at home in herself? 
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The following session Anya immediately took out her dog 
from the press and placed it in the bed she had made. I was 
amazed that, even without looking at the dog, she had created 
such a close fit. Anya decided, however, that it did not fit, 
and announcing she would ‘make it fit’, took a scissors and 
roughly chipped away at the sides of the dog. I thought about 
her rough handling of the dog to make him ‘fit’ and of how 
she did not fit into life with her adoptive family and was, in a 
similar way, being made ‘fit’. Later she put the dog aside and, 
rejecting him yet again, told me the bed was no longer for 
him, referring to him harshly as ‘disgusting’.  
 In a further session Anya decided to make a new dog, 
but gave up on this and instead proceeded to smear grey clay 
over her original dog, telling me he was now a brown dog. By 
changing his colour, I wondered about an unconscious desire 
to change, to fit in. After this, she became quietly focused 
creating a tiny chewed shoe in great detail for the dog. A tiny 
ball, food and water bowls followed (figure 6). I reflected that 
she appeared to be taking great care of this dog now and she 
responded that she never said she wasn’t! She seemed to be 
full of ambiguous feelings towards him, one minute rejecting 
and the next, taking care of him. It was as if she was almost 
accepting that part of herself. I hoped it offered some 
optimism for the future, that she too might begin to feel more 
at home and more accepted. 
 We put her art safely away. On leaving this session 
she turned and said that she did not know why we were 
keeping them, they would probably end up in the bin anyway. 
It was almost as if, having opened up and shown me her 
softer, feeling side by demonstrating care for her dog, she 
now felt exposed or vulnerable. She covered this up with an 
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offhand comment to let on she did not really care. She had 
shown me a glimpse of her true self, but before leaving the 
session to go back out into the real world, she appeared to 
need to build back up her false self, her protection. She was 
clearly full of ambiguous feelings and unsure about trust but 
appeared to be opening up more. 
 I thought about the tiny dog’s shoe (Figure 7). Most 
of the time Anya was highly dismissive of her work, which 
frequently made me wonder about her sense of self worth. 
Yet Anya worked on this piece over a number of sessions, 
carefully painting it in detail and varnishing it. It was longer 
than she had spent on any other piece and the one she 
appeared most proud of. A dog sometimes uses an old shoe to 
self-sooth, a way to take out his frustration and anxiety, and 
in doing so, almost destroys the object in the process. Could, 
what the shoe represents to the dog be what the therapy 
represented for Anya? 

Ending 

Though I gave Anya plenty of time to work towards the 
ending, it was hard to get her sense of it, and I found myself 
picking up on ambiguous feelings. In the last few sessions, 
her behaviour appeared to regress, with a marked increase in 
mess making, pushing of boundaries and defiance. I 
wondered was this unconscious expression of feeling about 
the ending she could not put into words, and I worried about 
her earlier experiences of rejection as an infant. 
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 In our final session Anya left behind most of her art, 
including the dog, which I found difficult.1 I experienced 
feelings of rejection, sadness and confusion and wondered 
was I picking up her projections. However, one of the few 
pieces that she did keep was the tiny chewed dog’s shoe. 
What that piece might have meant to her offered me some 
hope that a connection had been made and the relationship 
held some resonance for her. It is through that connection that 
positive change can take place. Working to rebuild insecure 
attachments can be a very long process and emphasises the 
need for long-term therapeutic work for these clients in order 
to affect change. 

Conclusion 

Rutter writes: ‘Key issues for psychotherapists are the need to 
clarify more precisely the links between early childhood 
difficulty and emotional disorder in later life’ (cited in 
Holmes, 1994, p. 53). Attachment theory offers a broad, far-
reaching view of human functioning that can enrich a 
therapists understanding of patients and the therapeutic 
relationship. Intersubjectivity offers a therapeutic way of 
being. It helps us understand the significance of non-verbal 
communications in the creation of a therapeutic alliance. In art 
therapy, interrelatedness is encouraged through exploration 

	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
1 I later learned that, a year on from this, the building in which the 
CAMH service was housed was closing for renovations. Anya was 
offered her art to bring home, as they could no longer store it. At 
first she turned down the offer, but a week later, decided she would 
take her folder and box of artworks home, which according to her 
mother, remain unopened but in Anya’s possession. 
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and playing with materials, just as exploration and play occurs 
within the mother/infant dyad. The image acts as the 
transitional object and mediates between client and therapist. 
As the therapist attunes to the client, and subjective affective 
states are shared within the image, connections between client 
and therapist develop. Regulatory experiences enhance the 
relationship and help to build secure attachments from which 
growth can occur. Kossak writes ‘it is this kind of mutual 
resonance experienced as connectivity, unity, understanding, 
support, empathy, and acceptance that can contribute greatly 
to creating a sense of psychological healing’(2009, p. 13). The 
record of the images can further contribute to integration of 
experience and emotion into memory. This can help a client 
develop their personal narrative and reflective function, which 
can contribute to meaning making, enhanced attachments and 
sense of self. I believe that the area of attachment theory is 
one that should be understood by art therapists and propose 
that it should be included as an integral component of art 
therapy training.  
 Vija Lusebrink writes: 

 The artistic background and understanding of visual 
 language in health and psychopathology provide art 
 therapists with an intuitive appreciation for the structural, 
 functional, and emotional qualities of art expression. The 
 understanding of the qualities in relation to brain structures 
 and functions could provide a starting point for elaborating 
 on the unique role and importance of art therapy in the 
 arenas of therapy, healing and growth. (2004, p. 134) 

Neuroscience teaches us about the neurobiological processes 
involved in brain development and also about 
neuropsychological growth that occurs within the therapeutic 

91



 
	  

relationship. Neuroscience also informs us about the 
neurophysiological effects of art making on the brain, 
connecting limbic emotions with higher cortical functions.  
 It has been demonstrated that children with insecure 
attachments, who are brought up in neglectful environments 
or who experience repeated traumatic stress, are particularly 
vulnerable to the impairment of neural systems and deficits in 
socio-emotional functioning, thus validating Bowlby’s 
theories. Malchiodi (2008) stresses that art therapists need to 
have knowledge of the physiology of trauma and how the 
brain is organized in order to help these clients. One of the 
key advantages of art therapy in trauma work is art making’s 
capacity to engage the right hemisphere of the brain and 
access non-verbal implicit traumatic memories. For 
practitioners, it is this understanding that affirms the 
advantages and efficacy of using non-verbal expressive 
therapies as a treatment modality in cases of early traumatic 
attachment experiences. From this research, it is my opinion 
that neuroscience that informs us about the effects of trauma 
on the brain, as well as the effects of therapeutic art making, 
should be included as part of art therapy training not only to 
increase our knowledge but also to validate our professional 
practice. 

Notes on contributor 

Aimee O’Neill completed her MA in Art Therapy, graduating 
from the Crawford College of Art and Design, Cork with a 
first class honours degree in 2011. She currently works at the 
National Children Hospital, Tallaght, coordinating the 
children’s arts and health programme, and has established a 
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medical art therapy service. She has worked in private 
practice with children and adolescents, and more recently 
works from, and helped establish, the Dublin Creative 
Therapy Centre.  
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Figure 2. Floor Scene 
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Figure 3. Rose Bush 
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Figure 4. Finger and splash painting 
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Figure 5. Dog’s Bed 
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Figure 6. Dog with toys and bed 
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Figure 7. Dog’s Chewed Shoe 
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Can post session image making enhance the art 
therapist’s awareness of countertransference issues? 

Gabi Beuchert* 

 This article is based on my MA research paper entitled, 
 ‘Can Post Session Image Making Enhance the Art 
 Therapist’s Awareness of Countertransference Issues?’ It 
 includes my approach to Post Session Image Making 
 (PSIM) and also points to the many positive side effects 
 image making after an art therapy session can have. 
 Centrally, it finds that countertransference issues are easier 
 explored and externalised through image making (rather 
 than merely reflecting or writing), with the added benefit 
 that countertransference phenomena which are managed 
 actively and reflectively rarely spill over into the therapist’s 
 private life. PSIM also heightens the therapist’s awareness 
 of countertransference sensations. This awareness in turn 
 supports the therapeutic relationship, giving insights to the 
 client’s problems and concerns. Another important 
 advantage of PSIM is the possibility of reawakening the 
 Art Therapist’s own creativity. The article contains 
 findings of my own research while using PSIM with 
 clients, as well as evaluating experiences of ten fellow art 
 therapists who used PSIM after one session of their choice 
 and filled in a questionnaire on if and how PSIM reflected 
 on their countertransference experience. 

 All participants referred to within this article have given 
 their informed consent for such usage. 

 Keywords: post session image making (PSIM); 
 countertransference; aesthetic countertransference; 
 projective identification; phenomena; spontaneous painting 
 and modelling; active imagination 
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Introduction 

Imagine looking out of a window of a train moving at top 
speed: While we see our own reflections and those of our 
fellow travellers as mirror images, we also glimpse the 
ever-changing landscape outside. Superimposed pictures, 
conversations, sounds and impressions change so fast that 
it is impossible to remember everything consciously. Yet, 
employing all our senses, the sum total is stored, and I will 
argue that painting these impressions would be an easier 
task than describing them in words.  
 This reflection mirrors Arthur Robbins’ (1998) 
description of patient-therapist communication in which he 
includes: ‘[…] sight, sound and motion…colour, texture 
and form; and in muscular tension, energy and special 
relation’ and outlines the complexity of countertransference 
(Robbins, 1998, p. 11). Transference and 
countertransference are termed ‘phenomena’ by Mala 
Betensky (2005). Hearing, touch, sight, bodily sensations, 
emotions, dreams, thoughts and any other cognitive 
processes belong in this category. Joy Schaverien (1999) 
described an additional, ‘aesthetic’ countertransference, 
particular to Art Therapy, which incorporates the 
therapist’s reaction to the client’s art work. 
 This article looks at the possibility to use PSIM as a 
tool for Art Therapists to gain a better understanding of 
countertransference issues during an Art Therapy session, 
as well as for discovering countertransference issues that 
might not have been in the therapist’s consciousness during 
the session. 
 Firstly, I will explain how the idea for this research 
came about. Following this, I will outline my research, 
underpinning the theory with three vignettes. I will then 
describe the research undertaken by ten Art Therapists, as 

104



well as provide a short analysis of the findings. In the third 
part of this article, I will show how PSIM might be applied 
practically, relating the theory of the client’s art making 
process back to the therapist. I subsequently mention the 
unexpected positive side effects of PSIM and will conclude 
by voicing some ethical issues as well as recommendations. 

Starting point 

The idea for this research came about after an art therapy 
session where I felt a total failure. In this session, I had 
been working very hard with a father and his nine year old 
son (the boy’s parents were separated and the nine year old 
still expressed his frustration with tantrums, leading the 
parents in turn to feel helpless and frustrated). Like many 
times before, the father had very reluctantly engaged in art 
making, voicing that he did not see any point in the session, 
and deflecting any suggestions on my part. Reflecting on 
the session afterwards, an image popped into my mind: I 
was carrying a heavy sack of stones on my shoulder! I 
theorised that this might have been my client’s ‘bag’, 
symbolising parenting as a burden. This ‘bag’ might 
therefore have been a representation of his problems and 
feelings of inadequacy, and I concluded that I might be 
dealing with projective identification. As Patrick Casement 
describes it: 

 When projective identification is used as a form of 
 affective communication, the projector has a need (usually 
 unconscious) to make another person aware of what is 
 being communicated and to be responded to. (Casement, 
 2008, p. 81) 
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I had reacted to the father’s doubts and absorbed his sense 
of failure. He had not been able to accept these aspects of 
himself and unconsciously transferred them onto me. 
 Since this had been such a vivid image and vital 
revelation, I wondered if image making after an art therapy 
session (rather than just reflecting or writing) could bring 
more clarity to countertransference issues in general. 

Transference and countertransference  

Looking at the history of Art Therapy as ‘Art as Therapy’ 
and ‘Art Psychotherapy’, we can appreciate why the 
concept of transference and countertransference has only 
been adopted by the more analytically orientated Art 
Therapists. Kathy Killick and Schaverien (1999) adopt Otto 
Kernberg’s (1975) and Margaret Little’s (1986) definition 
of transference and countertransference and explain the 
therapist’s responsibility to incorporate transference and 
countertransference issues in art psychotherapy and to 
work with them. Both art therapists agree on a new 
definition of countertransference, which the profession 
could adopt: a far wider view on countertransference has 
developed and it is now considered by most analysts to be 
the total response of the analyst to ‘the patient’s reality as 
well as to his transference’ (Kernberg 1975, p. 49). The 
countertransference is both conscious and unconscious, and 
although ‘it should certainly be resolved, it is useful in 
gaining more understanding of the patient’ (Kernberg 1975, 
p. 49). Little attempted to clarify the different uses of the 
term. She wrote that the countertransference maybe used to 
mean any or all of the following: 

a. The analyst’s unconscious attitude to the patient. 
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b. Repressed elements hitherto unanalysed in the analyst 
 himself which attach to the patient. 

c. Some specific mechanisms with which the analyst meets 
 the patient’s transference. 

d. The whole of the analyst’s attitude and behaviour 
 towards his patient. This includes all the others and any 
 unconscious attitudes as well.  

( Little, 1986, p. 34, cited in Schaverien, 1999, p. 18) 

This perspective leads to the question of how the art 
psychotherapist might experience countertransference in 
the session with the client and what his/her responsibilities 
are to the client and him/herself. Sean Mc Niff (1992) and 
Schaverien (1999) agree with Carl Gustav Jung (1997), that 
a good knowledge of oneself is essential for therapists as 
well as a sound understanding of theory. 
 For Art Therapists, then, the art making process 
seems an obvious choice to expand this acquaintance with the 
self. Chris Wood (in Tessa Dalley, 2007) refers to the 
therapist’s reflective practice towards his own creations, 
which enables him to have a deeper understanding of himself 
as well as the client.  

Research  

My exploration comprised of art making after each session 
(PSIM) with one particular client, Rita (pseudonym), over a 
period of three months. I chose this client because I started 
with her at the same time as I started the MA in Art 
Therapy. Other sessions with different clients were also 
chosen for PSIM, either because I felt puzzled, confused, 
burdened, or wanted to externalise my sensations and 
feelings. It seemed important not to limit the study to just 
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one client. The following describe countertransference 
experiences during two sessions with Rita, followed by 
PSIM. 
 
Examples of countertransference realisations through 
post session imagery 

Countertransference (condensed) / session one / Rita 

While Rita worked on her first piece, I felt very 
disconnected, and nearly frozen. I then noticed that my 
thoughts were racing and while Rita worked on the clay 
figure, I felt a huge sense of sadness.  

PSIM 

I took an A2 sheet of black sugar paper and black and blue 
crayons and while my hands made contact with the rough 
black paper, I burst into tears, overwhelmed by sadness and 
loss. I drew big tears and coloured them all in –most with 
black crayon, some with blue. The colours helped me 
express the grief I allowed myself to feel after the session 
(Figure 1). 

Conclusion / insights / reflections / questions 

These feelings were much stronger than I had experienced 
or allowed myself to experience during the session and I 
was amazed at their intensity. While I became aware that I 
might have reacted with my own experience of 
bereavement, I was wondering if I was made feel these 
emotions by my client, who might not have been able to 
feel these overwhelming feelings herself. A similar 
experienced is described by Casement: 
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If Mrs T. had been crying her own tears I would not be 
feeling so overwhelmed. What was producing this effect on 
me was her inability to show any expression of her own 
feelings. (Casement, 2008, p. 79) 

The terrible pain and loss that my client might have felt 
initially at her father’s death seemed to have turned to a 
numb, not- feeling state, which I experienced as 
‘disconnected and nearly frozen’ during the session. 
Debbie Michaels (2009) describes how dealing with her 
own countertransference through PSIM aided her in 
understanding her client’s aggressive emotions. On 
reflection, Michaels states, her mind might have acted as a 
container for her client’s feeling, which she (the client) was 
unable to experience herself. Likewise, my own mind 
might have served as a container for my client’s feelings. 

Countertransference (condensed) / session four / Rita 

While Rita worked on the outside of the box, I had a very 
uneasy, sick feeling in my stomach, while she let red paint 
dribble down one side I was reminded of blood, or tears, 
and pain. This reaction to the client’s image is termed 
‘aesthetic countertransference’ by Schaverien (1999). 
Aesthetic countertransference is unique to Art Therapy as it 
describes the Art Therapist’s reaction to the art work. I also 
noticed that my thoughts were wandering a lot, yet I 
sometimes felt calm and detached. 

PSIM 

After the session, I felt very ‘scratchy’ and looked for 
sandpaper to represent his feeling but could not find it and 
used a piece of pink A4 and a sheet of orange A3 sugar 
paper  to give expression to this feeling of ‘mismatch’ in 
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me. I crumbled up three small pieces of tissue paper and 
glued them on. While I was working, I burst into tears. I 
had not realised during the session that I was so deeply 
affected and I only now realised how sad I was (Figure 2). 

Conclusion / insights / reflections / questions 

I realised that this emotion might have brought the issue of 
loss to the surface that I had not been aware of during the 
session. I was going on holidays and had not allowed 
myself or my client to acknowledge the consequences this 
might have. On hindsight, I speculated that this extreme 
reaction from me might have been my client’s experience 
of loss through her father’s death, triggered through the 
pending separation. Casement (2008) also relates several 
occasions in his practice where pending holidays brought to 
the surface deep seated separation issues for his clients. 

Example of countertransference realisations through post 
session imagery 

Lori (pseudonym) was a seven year old girl who had 
attended six sessions with me already. Lori suffered from 
anxiety. It was Lori’s wish that her mother was always 
present during the sessions. 

Countertransference (condensed) / session seven / Lori 

Although the atmosphere seemed fun, with mother and 
daughter engaging in banter, I noticed an uneasy feeling in 
my stomach that turned into a heavy, ‘stone’ like sensation. 
It bothered me, but I did not understand what was 
happening and did not have an explanation at the time. 
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PSIM 

I chose a big piece of paper and started painting a mask in 
the same colours that Lori had been using. At first I did not 
really know what to do with the ‘gut feeling’ of anxiety but 
while I was painting eyes into the mask, it struck me that 
what I had seen in Lori’s eyes, might have been fear, which 
I had felt in my stomach as a ‘rock’ (Figure 3). 

Conclusion / insights / reflections / questions 

I was very surprised when I saw, what might be fear, in the 
painted eyes. It explained my uneasiness in what had 
seemed a light hearted session. On reflection, it might have 
been the joking during the session that could have induced 
a fear of being ridiculed in Lori, who had experienced 
being laughed at in school. Petruska Clarkson (2008) 
describes this as ‘concordant reactive countertransference’ 
(2008, p. 155), which can happen when a client does not 
want to feel certain emotions or the therapist suffers in 
empathy with the client. While Lori seemingly joked with 
her mother, I picked up her fear – an emotion she either did 
not want to feel herself or that I ‘suffered in empathy’. 

Research with ten art therapists 

I was curious if other Art Therapists might experience 
similar reactions to PSIM and at what stage of the art 
making they would be aware of countertransference issues. 
Ten art therapists, all with a minimum of two years’ 
experience and all working with individual clients agreed 
to take part. They were asked to choose one session with a 
client and to make an image after this session. I decided on 
the format of a questionnaire as data collection instrument 
because logistically it allowed for a bigger number of 
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participants. The questionnaire gave a working definition 
of countertransference and incorporated a Likert scale to 
validate the therapists’ impressions. The scaling from one 
to ten gave the participants a choice between ‘agree’ and 
‘strongly disagree’, as well as demanding little time, which 
was an important consideration given that they had already 
spent time making art.  

Questions: 

Q1: The image making enhanced my awareness of 
countertransference issues. 

Q2: The image making gave me more clarity about 
countertransference issues. 

Q3: I gained my insights while engaging in the art work. 

Q4: I gained my insights by looking at the finished art work. 

Q5: The image making process added insights to my on-going work 
with my client. 

Q6: Note taking was easier after the image making. 

Q7: Image making after a session is already an integral part of my 
practice. 

Answers: 

I strongly agree    I strongly disagree  

1         2         3         4         5         6         7         8         9         10 

Triangulation of quantitative and qualitative findings 

Nine of the ten art therapists stated that this exercise 
gave them more clarity about countertransference issues 
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and had an overall positive effect. Forty per cent said 
they would continue with PSIM and sixty per cent found 
note taking easier. Since this was a once off exercise, it 
was not possible to examine long term benefits. It would 
be interesting to conduct a long term study to determine 
how beneficial PSIM is for countertransference issues as 
well as the gains mentioned in ‘findings’. 
 Some of the answers highlight the experiences 
and benefits of PSIM: 

 ‘While making the art work I had some insights such as 
 the connection and natural tension between my client 
 and I’. 

 ‘I feel having experienced freedom using art materials 
 without limitations (like the child client) I can stand 
 back  more easily and facilitate the child in an open 
 manner’. 

 ‘Brings the feelings of countertransference alive and  
 immediate for me – I can think on this-having had this 
 brought to more of a conscious awareness- and use it in  
 my on-going work with my client’. 

Engaging in PSIM seemed to have heightened the 
countertransference experience for these Art Therapists 
and provided a deeper insight as well as being of use for 
future sessions. 

Findings 

Engaging in PSIM over a period of time revealed more 
benefits than I originally had anticipated. Although the 
art making process was sometimes accompanied by 
difficult emotions, the advantages outweighed the 
impediment for me: 
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• Clarification of feelings/sensations 
• Better or unexpected insights to clients’ 

issues/problems 
• Increased alertness to countertransference during 

sessions 
• Release (physical and emotional) of 

countertransference phenomena 
• Liberation of concern for clients outside of 

sessions 
• Overflow of countertransference matter into my 

private life was reduced 
• Recording of notes became easier 
• Rediscovery of my own creativity 

I welcomed especially that I was able to connect again with 
my own creativity and started to paint again. This artistic 
medium, so important for my own equilibrium, had been 
dormant for a while. Andrea Gilroy (1989) came to the 
conclusion that it is essential for Art Therapists personal 
and professional maturation to stay involved in their own 
art making process. She speculated that we might override 
our own mental health needs and project them onto our 
clients, should we not stay actively involved. Considering 
that most Art Therapists come from a background of Fine 
Arts, one might question why many discontinue their own 
art making while encouraging their clients to engage in 
exactly that. 

How to approach PSIM 

To assist other Art Therapists and myself, I explored 
how the art making after a session might be managed 
best. I contemplated that what is best for the client could 
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also be best for the therapist and looked at non directive 
approaches, such as E.M. Lydiatt (1971) promoted. 
 ‘Spontaneous Painting and Modelling’, termed by 
Lydiatt (1971) and rooted in the psychotherapeutic concept 
of ‘Active Imagination’ by Jung (1967) appeared to me the 
most appropriate technique to express countertransference 
creatively. This approach to image-making has the 
potential to link the unconscious with the conscious, thus 
enabling therapists to become aware of hidden 
countertransference phenomena. 

The activity referred to here as spontaneous painting and 
modelling is a technique which although not always precise 
can be learnt. It might be described as an introverted 
activity, a method of linking the conscious and unconscious 
so that a new attitude can come into being. It is a deliberate 
effort to let a mood speak without seeking to control it and 
without being overwhelmed by it. (Lydiatt, 1971, p. 3) 

This free, unstructured approach is central to allow 
communication to flow. To flow between the image and its 
creator, to flow between conscious and unconscious. 
 This method, already proven by clients to be very 
beneficial, soon confirmed its value for this type of 
reflective image making for me. An important difference, 
however, is that I used this process for the specific purpose 
to bring countertransference issues to the surface. 
 Choosing materials intuitively seemed a good start 
for every PSIM and I decided to accept any association or 
starting point (my own issues, my client’s, the image or my 
aesthetic countertransference to the image) that presented 
itself without judgement. 
 Art making after a therapy session became a 
ritual that I welcomed and dreaded at the same time. I 
embraced it at the start but sometimes became anxious 
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before the art making in anticipation of difficult 
emotions. My strong emotional response to the sessions 
reminded me of Jung who articulates: 

The doctor, by voluntarily and consciously taking over the 
psychic sufferings of the patient, exposes himself to the 
overpowering contents of the unconscious and hence also to 
their inductive action. (Jung, 2010, p. 12) 

Here, Jung highlights the pressures a therapist can be 
subjected to and implicates how important it can be to 
release these to stay physically and mentally healthy. 
 Countertransference is experienced during the 
sessions as phenomenon and it is impossible to memorise 
so many different impressions, feelings and associations. It 
is therefore equally impossible to let go of these influences 
through words alone.  

Conclusion 

From the original question as to whether Post Session 
Image Making can enhance the Art Therapist’s awareness 
of countertransference issues, I can confidently state that 
the research conducted by the ten therapists and my own 
personal experience show an affirmative outcome. As 
highlighted earlier, the study also uncovered many positive 
side effects of PSIM, which might persuade therapists to 
engage with PSIM in the future. 
 There are of course a number of issues to consider. 
For example, what to do with the images created during 
PSIM. Another question is whether we should share 
insights we gained during PSIM with our clients, and to 
what degree. Do we disclose feelings we experience? 
Mention the pain? Share the art work? It can be hoped that 
with increasing practice of PSIM these topics will be 
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discussed and may be resolved. The more therapists engage 
with PSIM and the more we encompass ethical questions, 
the more our clients, our profession, and we can benefit. 

Recommendations  

Considering the amount of suffering art therapists 
encounter during sessions, it is vital that we look after 
ourselves and find ways to release emotional stress. PSIM 
offers an opportunity to retain our own wellbeing, avoid 
burn out and rekindle our own creativity. It does not take 
up too much time either – ten or twenty minutes. I highly 
recommend using it as much as possible – if not after every 
session, at least at the end of the day, before we leave the 
work place. 

Notes on contributor 
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Can dramatherapy expedite the emancipatory 
processes of critical adult education in community 
settings?  

Two keys and a tapestry 

Una Egan* 

 This article is based on the author’s MA dissertation 
 entitled ‘Can dramatherapy expedite the emancipatory 
 processes of critical adult  education in community 
 settings?’ The work selected explores how dramatherapy 
 can support three principal processes of critical adult 
 education, namely, positive attachment, 
 transformation, and praxis. The aim of this exploration is to 
 understand how two keys,  specifically, dramatherapy and 
 critical adult education, can work concurrently with a view 
 to contributing to a tapestry of primary mental healthcare 
 initiatives promoting both health and education among 
 adult learners. The article commences with a consideration 
 of the author’s motivation. Drawing on experience, 
 dramatherapy theory, and adult education theory, it goes on 
 to present the research method and the context and 
 definitions. A subsequent analysis of the findings is 
 concerned with evaluating how dramatherapy can facilitate 
 the principal processes of critical adult education referred 
 to above, ultimately, proposing that such an amalgamation 
 is not only reasonable but desirable for dramatherapy in 
 community settings. 

 All participants referred to within this article have given 
 their informed consent for such usage. 

 Keywords: emancipatory processes; transformation 
 theory; positive attachment; praxis; community 
                                                 
* unaegan.dramatherapy@gmail.com 
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Introduction 

Drawing on my dissertation for the MA in Dramatherapy, this 
article explores how dramatherapy can support the principal 
processes of critical adult education in a community education 
setting. These processes are identified as positive attachment; 
transformation; and praxis. Essentially, the article is divided 
into two overall sections. The first section considers 
motivational and practical issues. I reflect on my initial 
impetus to train as a dramatherapist, relying on Phil Jones 
(2010), Alida Gersie (1996), Jack Mezirow and Associates 
(1990), Paulo Freire (1972), and Ted Flemming (2007, 2008) 
in drawing parallels between the focus of adult education and 
that of dramatherapy. A short outline of the research method 
employed ensues. This is followed by a brief exploration of 
the context, drawing on Jones’ (2010) argument that scope 
exists for practising dramatherapy within a socio-political 
context. Concise explanations of key terms, namely, 
‘community’ and ‘emancipatory education’, are then 
presented. The group is briefly introduced and ethical 
considerations addressed. Section two explores the findings of 
the evaluation vis-à-vis the principal processes of critical adult 
education referred to above. It commences with an 
examination of one client’s journey through three phases of 
attachment – trust-building, constructive bonding, and 
separation – and it finds that dramatherapy facilitated this 
client in moving through these phases. It goes on to explore 
transformation, proposing that dramatherapy clients 
experience a ‘weave’ of four dynamic phases that facilitate 
transformation, and examining how one client was challenged 
to transform a flawed frame of reference. An evaluation of 
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praxis in the context of dramatherapy ensues and, through 
considering one client’s experience, it is argued that taking 
account of the socio-political factors pertaining to clients’ 
lives is essential in helping them to name and change their 
world. 

Motivation 

As a dramatherapist working in community education 
settings, I hold deep convictions regarding dramatherapy’s 
ability to support adult learners to critically engage with their 
world. In ‘another life’ as a young adult education tutor, I 
facilitated drama sessions for adults in a community education 
setting. The group were fiercely resistant to the work. When I 
unwittingly introduced a projective tool in the form of a role-
on-the-wall exercise the group responded with enthusiasm, 
projecting painful experiences of life and relationships onto 
the role. As a tutor, I was concerned about the appropriateness 
of the process. Concepts such as ‘projection’, ‘containment’ 
and ‘holding’ were unknown to me at the time. My concern 
took me on a journey that led me to train as a dramatherapist. 
Hence, my concern to evaluate my dramatherapy placement 
vis-à-vis a search for emancipatory processes appropriate to 
community education.  
 As a trainee dramatherapist, I was drawn to Jones’s 
(2010) exploration of how therapy has been largely devoid of 
a socio-political critique. This offered a clear starting point for 
initiating a conversation between dramatherapy and critical 
adult education. Furthermore, I was alert to Gersie’s statement 
with regard to the clients of dramatherapy: 
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 The difficulties they experience are not purely individual, 
 nor can they be resolved by means of personal action only. 
 Within the context of brief dramatherapy treatment these 
 clients’ longing for social and economic change demanded 
 at the very least legitimization and, where possible, 
 translation into meaningful action. (Gersie, 1996, p. 18) 

However, in my clinical experience, ‘Translation into 
meaningful action’ is not always possible in dramatherapy. 
For example, in the case of Winnie (see below), dramatherapy 
could provide a place for Winnie to reflect on what it means 
to be unable to read or write but it could not provide her with 
the literacy classes essential to empower her in a world of 
words. 
 Meanwhile, Mezirow and Associates reveal the threat 
to psychological security posed by transformative learning: 
‘the challenge to comfortably established beliefs and values – 
including those that may be central to self-concept – and the 
changes in long-established and cherished relationships’ 
(1990, p. 359). While the possibility of therapy playing a role 
in critical adult education is not ruled out (Mezirow, 1990, 
Flemming, 2007, 2008), traditionally, the preference has been 
to train adult educators to provide the necessary emotional 
support to deal with these issues. My evaluation establishes 
that dramatherapy, located within adult education/community 
education settings, has the potential to foster the emancipatory 
processes of critical adult education and provide the emotional 
support necessary for transformative learning, within a safe 
space that models positive attachment. 
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Research method 

As stated above, this article is based on my dissertation for 
my MA in Dramatherapy. The dissertation took the form of a 
retrospective evaluation of a clinical placement with two adult 
populations. For reasons regarding consent, just one adult 
population is considered here. Data was gathered using 
referral forms; pre- and post-session recordings, including 
assessment and evaluation records; and material from 
sessions. The evaluation uses both case study and vignette 
formats to analyse the work of the placement vis-à-vis a 
search for emancipatory processes. An interdisciplinary 
analytical frame drawing on adult education theory, 
psychoanalytical theory, developmental psychology, and 
dramatherapy theory is employed. 

Context and definitions 

While, historically, dramatherapy has been practised 
predominantly within a health model (Jones, 2010), scope 
exists for practising it within a socio-political context (Jones, 
2010). Consequently, Gersie’s definition of dramatherapy as 
‘a learning experience with an explicit therapeutic purpose in 
which second order change is generated’ (Gersie, 1996, p. 1) 
holds particular relevance. 
 ‘Community’ has two distinct meanings in this 
context. Firstly, it is used to distinguish the setting from 
formal clinical or educational environments such as schools or 
hospitals, and describe its physical location within the 
community. Secondly, it indicates that, while the setting was 
not a formal adult education setting, it complied with elements 
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of the White Paper on Adult Education’s (July 2000)1 
definition of Community Education, in particular, in its 
explicit desire to empower clients.  
 Emancipatory education, defined as ‘An organized 
effort to precipitate or to facilitate transformative learning in 
others’ (Mezirow and Associates, 1990, p. xvi), includes three 
key elements (see Figure 1). The first is transformative 
learning, ‘The process of learning through critical self-
reflection, which results in the reformulation of a meaning 
perspective’ (Mezirow and Associates, 1990, p. xvi). 
Secondly, it includes the action/reflection dimension of 
transformative learning referred to as ‘praxis’ (Freire, 1972). 
Thirdly, the formation of an environment that promotes 
positive attachment is critical to facilitating emancipatory 
processes.  
 The group consisted of three women: Lily aged 51, 
Winnie aged 47, and Jane aged 42. They were members of a 
women’s group in a HSE Family Support Project. To various 
degrees, each of the women experienced aspects of poverty, 
social exclusion, longterm unemployment, poor education, 
and broken families.  
 The ethical considerations recommended by the HSE 
(Midlands Area) and the Irish Association of Creative Arts 
Therapists’ Code of Ethics underpinned the evaluation and 
this article. All names and locations have been changed to 
protect the identity of participants.  

 

                                                 
1 www.aontas.com, visited 22 November, 2010 
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Findings 

1. Positive attachment 

Question: How did dramatherapy facilitate the stages of 
positive attachment, namely trust building, constructive 
bonding, and a good enough separation experience (Gersie, 
1996)? 

Case study: Lily  

I met Lily when she attended a dramatherapy information 
morning. She sat well into a corner, said little, and was unable 
to identify what she would like from dramatherapy. Lily was 
in denial about her age and her lone parent status, isolated 
from her peers, distrustful of her neighbours, and pessimistic 
about her abilities. Assessment indicated an insecure family 
base plus an absence of positive attachments in school. This 
experience extended into her adult relationships. Her secure 
base centred on her relationship with her son and, as he was 
entering adolescence, Lily was grieving the loss of their 
familiar attachment, and worrying about their future 
relationship.  

Beginning phase (sessions 1-4): trust building 

In order to contain anxiety, sessions were preceded by a half 
hour ‘women’s group time’ during which the women had a 
cup of tea and the security of a familiar routine. Sessions then 
followed a three phase structure: opening – focussing and 
candle check-in; middle – development of themes; and closing 
– symbolic projection of earlier work and candle check-in. 
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 Lily ran to the bathroom before each of the early 
sessions, fidgeted, and talked non-stop. As Session 2 drew to 
a close, Lily disowned her difficulty with endings projecting 
her feelings onto a staff member by asking her if she was 
crying. As Session 3 commenced, Lily’s emerging confidence 
in the structure was evident as she was first to check in with 
the candle. Again, as the session ended Lily projected her 
discomfort onto a staff member telling her she seemed a bit 
‘unsettled’. I asked Lily if she felt ‘unsettled’ to which she 
flatly denied ‘No – definitely not’ (Session Notes). 

Middle phase (sessions 5-8): constructive bonding 

Lily’s subconscious desire for attachment surfaced in Session 
5. Wordsworth’s poem ‘The Daffodils’ instigated a 
conversation about how good Lily felt about taking part in the 
Easter ceremonies. Her picture of the Last Supper showing 
Jesus and the twelve apostles gathered around a table seemed 
to hold a family/community theme – processing the work led 
to Lily gaining a new awareness of how involvement in the 
community provided her with a feeling of wellbeing and 
belonging. 
 Lily’s experience of constructive bonding peaked in 
Session 6 as herself and Jane experienced mutual support. As 
we closed, I invited the women to share what they would like 
to take away from the session or leave behind. Lily got 
flustered and asked how she could take something away. Jane 
explained that she was taking away the feeling of peace from 
the relaxation. Lily said she wanted to take away peace and 
calm and wished for happiness for her and her son. She put 
the candle down. I suggested that she leave behind her worries 
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about her son – she accepted the offer and, as her tears fell, 
she shared her worries. Jane shared her sadness about losing 
her son who was just six years old when he died. She 
encouraged Lily to enjoy her son and reassured her that he 
needs her as he grows up despite their changing relationship. 
 During Session 7 Lily created a character she called 
‘Polly Joan who never comes home’. The name of her 
character, who was a young girl, seemed to point to a letting 
go, an acceptance of loss. It could have been about her soon-
to-be teenage son but in view of a latter acceptance of her 
‘real’ age it seemed more likely to have been about her own 
younger self. In Session 8, Lily’s lack of focus, non-stop talk, 
and general resistance was a reminder of her anxiety in early 
sessions and an indication of the necessity to end the 
placement well. 

Ending phase (sessions 9-11): good enough separation 
experience 

Gersie states that a ‘serious farewell’ (1996, p. 15) 
necessitates four tasks. The first is to acknowledge the bond 
that exists and that it will change unavoidably. This was done 
in Session 9. Lily’s response was uplifting as she owned her 
feelings: ‘Well it’s like this Una. No matter what we do we 
are going to miss it.’ (Session Notes). The second task is to 
settle unfinished business (Gersie, 1996, p.15). To this end, a 
game was devised that combined a review of the sessions with 
a plan of action beyond dramatherapy. The third task involves 
both clients and therapist arriving at an inner consent to the 
imminence of the ending (Gersie, 1996, p. 16). Lily’s progress 
was much in evidence. She acknowledged that she hates 
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goodbyes and, for the first time, she also acknowledged her 
real age of 51 (she had previously claimed to be 47, 49 and 
50), clearly relinquishing her identity as young (Beckett, 
2002, p. 147) and ready to move into a new phase of life. The 
final task involved the parting of the ways. Despite Lily’s 
resistance to the inevitable ending, by inviting me to visit her 
home, it was evident that she had successfully negotiated the 
necessary steps to experience positive attachment (see Figure 
2). 

2. Transformation 

Transformation is one of eight core therapeutic processes that 
render dramatherapy effective (Jones, 2007). In 
Dramatherapy, transformation can be seen to fall into three 
categories. Firstly, transformation can be an external act of 
virtual change, as in the transformation of props to represent 
other objects, the transformation of life events to fictional 
stories, the transformation of real people to roles and 
characters (Schechner, 1988 cited by Jones, 2007), and the 
transformation of clients to player/performer/audience 
member. Secondly, transformation can refer to an 
interpersonal experience as ‘relationships that the client forms 
with the dramatherapist or with other group members can be 
experienced as transformative’ (Jones, 2007, p. 121). Thirdly, 
transformation can be an intrapersonal experience. As 
‘everyday life experiences and ways of being are brought into 
contact with dramatic ways of perceiving and dealing with 
experiences’ (Jones, 2007, p. 121), ‘usual ways of 
experiencing the self and events are altered by the use of 
dramatic language’ (ibid). As life experiences are played and 
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replayed a combination of thoughts, emotions, and creativity, 
that were previously fragmented, can be brought together in a 
way that empowers clients to become ‘readers and scripters of 
their lives rather than feeling as if they were passive actors 
living a script for which there is no alternative’ (Jones, 2007, 
p. 125). 
 The process of transformation is also pivotal to 
critical adult education (Mezirow, 1990). In adult education, 
Transformation Theory explains the process of learning as a 
result of transforming our frame of reference: by redefining 
the problem a learner sees his/her needs from a different 
perspective. Transformative learning experiences are seen as 
emancipatory in that they ‘free learners from the constraints 
and distortions of their own frames of reference’ (Mezirow, 
2007, p. 11). Mezirow tells us that ‘The process of 
transforming our frames of reference begins with critical 
reflection […] the process of assessing one’s assumptions and 
presuppositions’ (Mezirow, 2007, p. 12). The interpersonal 
and, more particularly, the intrapersonal aspects of 
transformation, as Jones describes them, complement and 
somewhat mirror Mezirow’s transformation theory. 

Question: How does dramatherapy facilitate transformative 
learning experiences? 

Dramatherapy facilitates four dynamic phases that facilitate 
the process of transformative learning. Since completing my 
training, I have come to view these processes as a specific 
transformative learning weave of critical adult education and 
dramatherapy processes (see Figure 3). To facilitate this 
transformative experience, firstly, the therapist creates a good 
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enough holding environment (Davis and Wallbridge, 1991) to 
facilitate an experience of ‘potential space’ (Davis and 
Wallbridge, 1991). Secondly, in this potential space the client 
engages in play through dramatic language (Jones, 1996, p. 
124). The use of dramatic language creates distance between 
the client and his/her problem(s) (Jennings, 1996) enabling 
him/her to enter the third critical phase which involves 
exploring and critically reflecting (Freire, 1972) on his/her 
material. The final phase involves accommodating (Beckett, 
2002, p. 76) the information gleaned in a way that facilitates 
both health and learning. Significantly, Sue Jennings notes 
‘The main work happens within the drama’ (1996, p. 207). 
Hence, the third and fourth phases often happen symbolically 
and they are ‘simultaneous affective and cognitive 
experiences’ (Jennings, 1996, p. 207). Meanwhile, the 
therapist continues to facilitate a good enough holding 
environment to support the client(s) through the threat to 
psychological security posed by transformative learning 
(Mezirow and Associates, 1990, p. 359). 

 
Vignette 

During assessment Lily was concerned about control over her 
‘stories’. In Session 6, I used a playback technique to give the 
women an experience of being in control of their stories. Lily 
was very sensitive to being looked at and laughed at. During 
Landy’s Role Profile Cards exercise, she told me she wasn’t a 
clown but said that some people might say she was. The 
exercise involved each person telling a story to the group. The 
group were asked to ‘make a picture’ of the key moment in 
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the story. The storyteller was invited to make adjustments as 
necessary. Lily told a story about doing a ‘lap’ of the park. 
She only did one lap because there were men waving and 
looking at her. As we acted out her story she corrected us a 
number of times: ‘no. they were old.’, ‘no. they weren’t good 
looking.’ As we all had fun introducing walking sticks and 
stoops, it became evident to Lily and the group that she was 
looking at the men at least as much as they were looking at 
her.  

Five aspects of Lily’s experience are significant: (i) 
dramatherapy provided the holding (Davis and Wallbridge, 
1991) Lily required to playfully create; (ii) it offered Lily 
dramatic language to express her story; (iii) it facilitated her in 
symbolically recreating her story and challenged her to reflect 
on her presumption of being looked at; (iv) it provided the 
holding necessary for Lily in her ‘I am’ moment; (v) 
dramatherapy facilitated Lily in becoming a ‘reader and 
scripter’ of her own life (Jones, 2007, p. 125). Ultimately, 
dramatherapy challenged Lily to transform her frame of 
reference. 

3. Praxis 

Paulo Freire (1972) writes about ‘praxis’ as a process of 
reflecting and acting upon the world in order to change it: to 
name the world truthfully is to problematise the world. 

Question: How can dramatherapy acknowledge socio-political 
factors in the lives of clients? 
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Firstly, to take account of the socio-political factors affecting 
clients, the policies of the setting, the ethos of the funding 
body and the implications for dramatherapy must be 
considered (Jones, 2010). Secondly, bearing in mind that 
‘Psychotherapy is done in the overlap of the two play areas, 
that of the patient and that of the therapist’ (Winnicott, 1968 
cited in Wallbridge and Davis, 1991, p. 44), the 
dramatherapist must be alert as to their personal bias (Jones, 
2010). Thirdly, the client’s experience of social exclusion 
and/or prejudice must form part of the assessment. 
 The following vignette demonstrates how, despite the 
fact that the placement was in a setting where I knew the 
women experienced oppression, I neglected to allow for this 
in referral/assessment. 

 
Vignette 

Winnie was unable to write so I helped her to complete her 
referral form. As her reason for referring, Winnie said ‘To get 
out of the house – a break’. In response to what she finds 
difficult, Winnie said ‘writing’. I explained that dramatherapy 
could not help her with her writing and I encouraged her to 
think about other (health-related) things I could help her with 
in my role as dramatherapist. Her response was ‘getting out of 
the house, something to do, mixing with the group’. Having 
completed the referral form, I used Landy’s role repertoire 
exercise as a means of assessment. Again, Winnie said that 
she could read but that she couldn’t write. As the assessment 
progressed, Winnie needed explanations for very common 
usage words such as ‘adult’, ‘husband’, ‘suicide’, and 
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‘average person’. She apologised at the end for needing 
explanations. 

My referral form was inadequate for gathering socio-political 
information relevant to Winnie’s life. An apparently open 
question – ‘What does the client find difficult …?’ – was 
qualified by the following ‘Medical history’ question. When 
Winnie told me that she found writing difficult, I felt 
frustrated in my attempt to gather ‘essential information’ 
regarding Winnie’s health. By favouring medical history over 
socio-political history, I unwittingly colluded with a medical 
model of dramatherapy that was: (a) at odds with the 
community environment in which the project was set; (b) 
silenced Winnie vis-à-vis her desire for help with writing; and 
(c) maybe even re-enforced the taboo nature of literacy 
difficulties as Winnie apologised for needing explanations.
 Landy’s Role Profile exercise revealed the extreme 
limitations of Winnie’s register. However, as I focused on 
explaining the roles with a view to categorising them rather 
than helping Winnie to voice her experience of being unable 
to write, I, again, colluded with society in silencing Winnie.
 While dramatherapists must be alert to their personal 
politics (Jones, 2010, p. 26), it is a mistake to think that ‘the 
action of not looking at or acknowledging such forces’ can be 
neutral (Jones, 2010, p. 26). Taking account of the socio-
political factors of clients’ lives is critical in order to support 
clients in naming and changing their worlds. 
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Conclusion and recommendations 

Based on my dissertation for the MA in Dramatherapy, this 
article explored how dramatherapy can support the principal 
processes of critical adult education in a community education 
setting. These processes were identified as positive 
attachment; transformation; and praxis. Reference was made 
to my initial impetus to train as a dramatherapist, relying on 
Jones (2010), Gersie (1996), Mezirow and Associates (1990), 
Freire (1972), and Flemming (2007, 2008) in establishing a 
conversation between adult education and dramatherapy. The 
findings of the evaluation vis-à-vis the principal processes of 
critical adult education were presented. It was found that 
dramatherapy successfully facilitated one client’s journey 
through three phases of attachment – trust-building, 
constructive bonding, and separation. It was proposed that 
dramatherapy clients experience a ‘weave’ of four dynamic 
phases that facilitate transformation, and one client’s 
challenge to transform a flawed frame of reference was 
evaluated vis-à-vis the transformative learning weave. An 
evaluation of praxis in the context of dramatherapy ensued 
and, again, in the context of one client’s experience, it was 
argued that taking account of the socio-political factors 
pertaining to clients’ lives is essential in helping them to name 
and change their world. 
 As this article concludes, I am reminded that every 
ending is a new beginning, and so be it with the end of my 
training as a dramatherapist. As I completed my dissertation I 
had at least as many questions as answers. For example, 
would the adults who gave their consent in this evaluation 
have done so if they had real choices? Meanwhile, without a 
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diagnosis of mental ill-health and the means to pay for private 
sessions how could they access dramatherapy? To refer back 
to Gersie, ‘Within the context of brief dramatherapy treatment 
these clients’ longing for social and economic change 
demanded at the very least legitimization and, where possible, 
translation into meaningful action’ (Gersie, 1996, p. 18). 
‘Translation into meaningful action’ indicates a requirement 
for two keys – dramatherapy and emancipatory education. 
Consequently, I would recommend further research to 
evaluate: (i) the mutual benefits dramatherapy can offer to 
health and learning in community education settings; (ii) the 
benefits dramatherapy can bring to people who experience 
marginalisation and who are at risk of developing mental ill-
health. Ultimately, offering dramatherapy as a support service 
to adult learners in community education settings can 
contribute substantially to a tapestry of primary mental 
healthcare initiatives promoting both health and learning. 
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The body as presence: the Grotowski method in 
dramatherapy with women with long-term depression 

Monika Rejtner* 

This article is based on work by the author as a Trainee 
Dramatherapist and describes and summarizes qualitative 
research undertaken in the form of a case study based upon 
the therapeutic process of one female client. The topic of 
this research concerns the possibilities and values of using 
the Grotowski Method in the context of dramatherapy with 
women suffering from long-term depression. It focuses on 
the concept of body issue as outlined in Grotowski’s theory 
and practice. The first part describes the Grotowski Method 
with a special perspective on Jerzy Grotowski’s terms 
‘body-memory’, ‘disarming’, ‘via negative’ and 
‘encounter’. This part also includes considerations from 
Grotowski’s ethic. The second part comprises of 
Grotowski’s ideas on dramatherapy and his influence in 
dramatherapy development. This part contains brief reviews 
of the approaches of Steve Mitchell and David Read 
Johnson, who were directly inspired by the Grotowski 
Method.  The third part presents a vignette from a twenty-
week placement with a dramatherapy group of five women 
with long-term depression and analyses the value of the 
Grotowski Method for one client. Finally, the conclusion 
shows the limitations and values in using The Grotowski 
Method  in Dramatherapy.  

 All client names for this article have been replaced with 
 pseudonyms and identifying details have been altered in 
 order to ensure client confidentiality. 

 Keywords: Grotowski; dramatherapy; depression; body  
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Introduction 

The subject of my research came from a basic question: what 
is the difference between dramatherapy and other forms of 
therapy, and what is special and unique about dramatherapy? 
Steve Mitchell underlines how important it is for the 
dramatherapist to identify a conceptual system not only from 
psychology or psychotherapy theories but also from drama 
theory and practice. I followed Mitchell’s theories and I 
focused on the uniqueness of the drama process in 
dramatherapy and its therapeutic values. These methods and 
techniques come from the Grotowski Method. 
 My question is repeated in David Read Johnson’s 
question from his important article about Grotowski’s 
influence on psychotherapy in the United States and Britain. In 
this text he reminds us of the environment in which Grotowski 
worked, and compares this with the environment in which 
therapists work. He states: 

 It is one thing to enter the personal realms of the actor in an 
 isolated Laboratory, where talented students work ten hours 
 a day for months. It is another to meet with people 
 diagnosed with schizophrenia in a long-term hospital and 
 work with theatre; or to meet an hour a week with an 
 individual who comes to you to help solve everyday 
 relationship problems. This is the arena of the 
 psychotherapist; not the Laboratory Theatre or Workcenter. 
 How can a bridge between these two environments be 
 made? (Johnson, Wplyw Grotowskiego na Psychoterapie w 
 Stanach Zjednoczonych i Wielkiej Brytanii, 2000, p. 231) 

The question was as to the possibility of transferring 
Grotowski’s practice and theory to the context of 
dramatherapy. Grotowski worked with professional actors who 
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had physical and drama training. My ‘arena’ was a twenty 
week placement, one hour a week, with five women suffering 
from depression and other mental disorders. In addition, they 
had never had any experience with drama or any art work, 
including art therapy. I asked myself: Is this ‘bridge’ possible 
at all? 

Body in the Grotowski method 

For this research, I used the Grotowski Method. This method 
encompasses extensive material; therefore I focus on the ideas 
about the body and ‘disarming’, which is the process of 
eliminating all blockages, either mental or physical, between 
the actor and his body. First of all, this narrowing is linked 
with the needs and aims that I discovered in my research 
dramatherapy group. The clients had experiences of being 
abused, both physically and mentally. Their body awareness 
and their connection with the bodies were lost. Secondly, other 
terms of Grotowski’s theory, such as, ‘Performance’, 
‘Montage’, ‘Transformation of Sign’, ‘Myth’ and ‘Trans’, 
were concerned with performance and the stage, and could not 
be applied to the context of this dramatherapy group.  
 Grotowski asked a fundamental question: what is the 
basis of theatre, without which the theatre could not exist? 
What is the essence of theatre? (Grotowski, 1997). He 
discovered that theatre can exist without make-up, autonomic 
costumes, scenography, sound effects, lighting, even without 
the stage. However, theatre cannot exist without an actor and 
his relationship with the audience – direct and ‘live’ 
communion. Therefore, the Grotowski Method is focused on 
the actor’s body and his training to achieve maximum clarity 
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and to discover his/her truth, and through these the actor can 
perform an act of ‘trans-lumination’, which means moving 
toward a radiant, lucid, and inspiring state of being, 
(Grotowski, 1997, p. 19). He did not believe in the division 
between the body and the mind. In particular, in the actor’s 
case this division was artificial and useless. Grotowski argued 
that for the actor this primeval contact between the mind and 
the body is the most important. ‘Not trusting your body means 
not having confidence in yourself: to be divided. Not to be 
divided: is not just the actor's seed of creativity, but is also the 
seed of life, of the possible whole’ (Cuesta & Slowiak, 2007, 
p. 95). Consequently, the actors in Grotowski’s theatre spent 
lots of time not only in creating a role but also on body 
exercises, which meant the body would be flexible and open – 
in constant standby. However, just focusing on the body alone 
is not the aim; the way in which we can reach a higher 
dimension and spirituality is also important. Johnson writes 
that for Grotowski: ‘the body is a vehicle for revelation of 
spirit, not gratification of desire; the actor works to negate his 
or her body, not to indulge it. The body is always the servant 
to the pure expression of the human spirit’ (Johnson, et al., 
1996, p. 234). 

Body-memory 

Grotowski said simply that the body does not have memory, 
the body is memory. An actor does not remember emotions, 
but the body remembers what he/she did and the body can 
repeat details of the actions (Grotowski, 1997). The concept 
that the body is the memory was not only proposed by 
Grotowski. Jennifer Kumiega mentions William James, who 

148



was the American psychologist and philosopher and who 
formulated the idea of ‘bodily sounding-board’ (Kumiega, 
1985, p. 121). James discovered that the body reacts 
automatically to a situation before the mental perception of the 
experienced emotions (Kumiega, 1985). 
 It is not my task to refer all connections between 
Grotowski and psychiatric theories, which could prove 
Grotowski’s thesis. I note only the fact that his revolutionary 
idea that ‘emotional memory is part of the body itself’  has a 
strong similarity with psychiatry theory (Kumiega, 1985, p. 
95). The ‘body-memory’ and body impulses are the source of 
art and being from Grotowski. For this reason, an actor must 
adjust to his/her body, and not treat it as an ‘intimate enemy’ 
(Kumiega, 1985, p. 122). To achieve this state, Jerzy 
Grotowski used the techniques ‘via negativa’ and ‘disarming’. 

‘Via negativa’ 

Therefore, an actor’s task is not learning something, but 
eliminating his organism’s resistance, which can appear during 
the psychic process (Grotowski, 1997, p. 16). In this context, 
Grotowski uses the term ‘via negativa’, which means the 
process of creation, not by a collection of skills, but instead by 
an eradication of blockages. For this, it is necessary for the 
actor to be in a state of passive readiness, in which the actor 
‘resigns from not doing it’, but instead, ‘wants to do that’ 
(Grotowski, 1997, p. 17). 
 Grotowski wrote that ‘via negativa’ is the process of 
‘distillation of signs by eliminating those elements of ‘natural’ 
behaviour which obscure pure impulse.’ (Grotowski, 1997, p. 
18). At the end of this process, the body becomes dense or 
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sometimes transparent (Cuesta & Slowiak, 2007, p. 21). An 
actor creates himself/herself again and he/she ‘must be able to 
construct his own psycho-analytic language of sounds and 
gestures in the same way that a great poet creates his own 
language of words’ (Grotowski, 1997, p. 35). The question 
that arises is: How to achieve the state of distillation and clear 
expression? According to Grotowski, this is thanks to the 
process of ‘disarmament’/ ‘untaming’. 

‘Disarmament’/ ‘untaming’ 

The process of ‘disarmament’ or ‘untaming’ can happen only 
by the experience in which the body is involved. However, the 
point is not only to disclose oneself, but also to impart the 
structure on one’s consciousness on of that which has been 
disclosed (Grotowski, 1997). Grotowski describes this state as 
in the samurai’s training: a samurai and an actor must forget 
everything he has learned up to now: 

 From the moment we are born we are tamed in everything: 
 how to see, how to hear, what is what, how to be, how to 
 eat, how to drink water, what is possible and what is 
 impossible […] and so the second possibility is to untamed 
 the tamed. This is very difficult work. Untaming demands 
 greater effort and self-discipline (Kumiega, 1985, p. 129). 

‘Untaming’ brings liberation. Grotowski wrote that his aim is 
to steal that which is problematic for the actor and in return 
give him/her the ability to create. An actor can find his 
fulfilled self but also exceed himself. ‘Disarming’ needs 
concentration, trust and openness. David Read Johnson and 
Tadeusz Burzyński agree that the first step towards 
‘disarmament’ is ‘the loss of fear others’ in the safe meeting 
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with others (Johnson, 2000, p. 234; Kumiega, 1985, p. 172). 
Grotowski expressed this idea in his specific way: ‘How to 
disarm ourselves step by step from our daily acts, how to free 
ourselves of this fear that divides human beings, how to find 
the simplest and elementary relationship?’ (Grotowski cited in 
Mitchell, 1992, p. 51). Grotowski answered this in the 
‘encounter’. 

‘Encounter’ 

Grotowski said in one interview that the ‘encounter’ is the 
core of theatre. (Schechner, 2001, p. 234). The ‘encounter’ 
takes place between the actor and the audience, but also 
between the actor and the producer. Grotowski treated his role 
as producer very seriously. He proposed that the behaviour of 
the producer should be marked by feelings of acceptance, 
sympathy and warmth towards one’s fellow man. The 
producer should be motivated by the doctor’s principle 
‘Primum non nocere’ (‘First, do not harm’). If the producer 
makes demands on the actor, he must make twice as many 
demands on himself. (Grotowski, 1997, pp. 48-49). 
 Grotowski said that working with an actor is an 
attempt to understand oneself as well as their common growth 
and revelation. It is not teaching, but making an effort to meet 
someone. Grotowski used the term of ‘shared or double birth’, 
which is when the actor is reborn not only in his/her craft but 
also in his personality. His/her rebirth is accompanied by 
another person – a guide in the action, someone who sees 
him/her but who also has ‘a total acceptance of one human 
being by another’ (Grotowski, 1997, p. 25). 
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 In the ‘encounter’ the partner is the necessary factor, 
which involves specific work with the body. The body should 
be seen; it needs and receives an answer. The partner can be 
the producer, the audience, or the other actor. The partner is a 
kind of screen and the body impulse appears from the 
partner’s reaction: 

 Each physical action is preceded by an inner movement, 
 which flows from the interior of the body, unknown but 
 concrete. The impulse does not exist without a partner. Not 
 in the sense of a partner in acting, but in the sense of 
 another human being. Or simply - another being (Kumiega, 
 1985, p. 135).  

Grotowski knew that for an effective ‘encounter’ to happen 
and for the actor to make the act of self-revelation, that 
boundaries and limitations are necessary. 

Ethic 

Some critics – especially in the context of the Paratheatre 
phase – indicate that Grotowski did not pay enough attention 
to a reintegration process, which helped participants return to 
the everyday lives after the extraordinary experience (Cuesta 
and Slowiak, 2007, p. 39). Grotowski did not consider his 
practice as therapy, even though he used this word in his text. 
He did not focus on containment or holding for actors or 
participation in the terms of the therapeutic meaning. 
However, in his method there is a noticeable awareness of 
some responsibility for process and safety. 
 A part of this protection for the actor, in the process of 
self-exploration, is the principal of ‘conjunctio-oppositorum’, 
which means the contradiction between spontaneity and 
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discipline (Grotowski, 1997). Grotowski was an opponent of 
unlimited spontaneity and unlimited improvisation: ‘The actor 
brings the reality/spontaneity of her or his experience and 
humanity to the discipline/illusion of the stage role’ 
(Grotowski cited in Kumiega, 1985, p. 134). This situation is 
very confusing and demanded a discipline and rigor from 
actors and producers so that the actor does not become lost 
between illusion and reality. Therefore, Grotowski argued that 
clear rules were very important so that everything can happen 
on ‘a fair playing field’ (Grotowski, 1997). 

The Grotowski method in dramatherapy 

In almost every basic dramatherapy book, Grotowski’s name 
is referenced as the one of the most important drama theorists 
for dramatherapy. However, if we try to find dramatherapy 
practitioners who embrace Grotowski’s ideas we find only two 
names: Steve Mitchell and David Read Johnson. This 
demonstrates difficulties with complete understanding of 
Grotowski’s concepts and ideas and with applying them to 
dramatherapy practice. 

Steve Mitchell 

Steve Mitchell is the author of the unique dramatherapy 
approach ‘The Theatre of Self-Expression’. The initial idea for 
Mitchell’s approach emerged from the early ‘The Therapeutic 
Theatre’, which has a direct connection with his experience of 
Grotowski’s practice (1992). Mitchell focused especially on 
Grotowski’s Paratheatre phase and the process of ‘disarming’. 
He writes that ‘In the Para-Theatrical Activities of the 
Laboratory Theatre, participants would devise ‘experiences’ to 
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liberate energies and disarm them from the ‘dead skin’ accrued 
in everyday life and thereby move towards what Grotowski 
called ‘what’s most essential in life’’ (1998, p. 3). 
 What followed was Mitchell’s discovery of the power 
and strength of the rituals in working with an individual client, 
as demonstrated in ‘The Ritual of Individual Dramatherapy’ 
(1996). Finally, Mitchell creates seven approaches in his work 
with groups and individuals: ‘The Theatre of Self-Expression’  
(Mitchell, 1998) The most important feature of this method is 
its dramatic nature. A client – named an animateur – creates 
his/her image or ritual with the active help of a dramatherapist 
and a group. The ritual is based on the natural process of 
improvisation. 
 Mitchell describes in detail all his seven approaches: 
‘Therapeutic Theatre’, ‘The Vision’, ‘Personal Theatre: The 
Ritual Image’, ‘Personal Theatre - Ritual Enactment’, 
‘Transformations in Character’, ‘Rituals of Transformation’ 
and ‘Rites of Passage’. However, Mitchell offers these 
structures as just a template. The therapist should always be 
open to suggestions that come from a group and its needs. 
Notably, this was also the principal of the Grotowski Method 
(Mitchell, 2011, p. 247). 
 Mitchell sees a paradox, which was already in the 
Grotowski Method: the contradiction between spontaneity and 
discipline This is the theory that the structure and the rigor are 
very important but they cannot block organic expression, 
rather provide the clients’ safety. Mitchell reminds us that the 
core of Grotowski’s Laboratory Theatre was ‘no absolutes, 
only methods to find methods’ (Mitchell, 2011, p. 247). 
 I used Steve Mitchell’s approaches and particularly his 
idea of ‘The Ritual Theatre’ because they gave the group 
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safety during the process of creation. However, I did not have 
a chance to achieve in the group the same intensity and 
spontaneity as Steve Mitchell in his works. In addition, I 
focused more on the body issue and working with it. Steve 
Mitchell proposes that working with body is the basis for 
every different action on the session, however he does not 
write a lot about this in his texts. Therefore, in this context, the 
second practitioner David Read Johnson and his work 
‘Developmental Transformation: Towards the Body as the 
Presence’, was more useful in my research and practise. 

David Read Johnson 

Whilst Steve Mitchell focuses on the structure, the ritual and 
especially on the Grotowski’s Paratheatre phase, David Read 
Johnson is more interested in the journey to the inner life, the 
act of self-revelation and free improvisation. The essence of 
David Read Johnson’s approach, ‘Development 
Transformations’, is ‘the transformation of embodied 
encounters in playspace’ (2009, p. 89) This approach is 
relational and the most important therapeutic factor is the 
inter-subjective ‘encounter’ between clients and a therapist. It 
references other methods such as the ‘Authentic Movement’ or 
Jung’s ‘Active Imagination’, but in the ‘Developmental 
Transformation’ clients do not only use words or movement 
(Johnson, 1991). He/she uses inner impulses and his/her body 
in any organic improvisation. The impulse comes from the 
body because the body in ‘Developmental Transformation’ is 
the essential source of thoughts and feelings; the mind is 
viewed as an aspect or component of the body. 
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 Johnson describes the forms in which the body 
manifests itself through life. In the beginning we have ‘Body 
as Presence’, next ‘as Desire’, then ‘as Persona’ and finally the 
‘Body as Other’. All these forms are present at the same time 
but they are imbalanced inside us, we do not treat them in the 
same way. ‘Developmental Transformation’ focuses on the 
recovery of the ‘Body as Presence’. (2000, p. 239) 
 The therapist, who is subject to interaction with 
clients, reacts through self-impulses and self-body in free 
improvisation. Johnson named his method the ‘Poor Drama 
Therapy’, following Grotowski’s term  the ‘Poor Theatre’. It 
means that other props and objects are removed from the play 
space. The therapist is the play/object to the clients as in the 
Poor Theatre the actor is the essence of theatre (Johnson, et al., 
1996). The ‘Developmental Transformation’ approach is a 
very complex method and it is not possible to describe in a 
brief way. Therefore, I have outlined terms and ideas that are 
especially relevant to the Grotowski Method and in particular 
his ideas about the body, as these are most applicable to my 
study.  

Vignette: Sara and the lion  

My research dramatherapy group consisted of five middle 
aged women with depression, some of whom had also 
experienced psychotic episodes. They had been hospitalized 
previously due to their mental health problems and they now 
attended the Mental Health Day Care Centre. They did not 
receive any other therapy, either individually or as a group. 
Clients agreed to participate in the dramatherapy sessions and 
they signed a consent form. They were given information 
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about this research and about using their stories in the case 
study. For this research, I have hidden their identities by 
changing their names and I do not provide any details of the 
Mental Health Day Care Centre’s location. 
 The group was female and I observed that the gender 
issue was very significant. Clients had long stories of mental 
disorders, especial suffering from depression. Often their 
illness had a strong linking with their past experiences of 
physical and mental violence from men: their fathers, partners 
or husbands. Many feminist psychologists believe that 
depression, which is suffered by women twice as much as by 
men (Hammen, 1997, p. 48), has a strong connection with the 
experience of violence and trauma. And they also see the 
connection between body issues and the mental health 
problems of women. Studies of particular relevance to these 
issues are: Michelle N. Lafrance Women and Depression 
(2009); Janet M. Stoppard Understanding depression: feminist 
social constructionist approaches (2000); Jane M. Ussher 
Body Talk: The Material and Discursive Regulation of 
Sexuality, Madness and Reproduction (1997); as well as 
others.  
 For example, Michelle N. Lafrance remarks that the 
female body is scrutinized and pathologized in the biomedical 
model of psychiatry, where all the natural processes, which 
involve hormonal change such as menopause, period, 
premenstrual or postpartum, are seen as sickness states 
(Lafrance, 2009, p. 53). Jane M. Ussher mentions that 
women’s bodies are treated as objects that can be changed 
under social pressure (Ussher, 1997, p. 39). These ideas can be 
compared with Grotowski’s theories. Susan Orbach mentions 
the concept of  ‘true body’ - an authentic sense of one’s own 
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body and ‘false body’ – a falsified sense of one's own body 
which can be compared with the Grotowski’s idea of 
‘untaming’ and ‘via negative’ – the process of eradication of 
blockages and exploring an actor’s authentic body. In another 
example, equivalent to Grotowski’s ‘body-memory’ is Anne 
McDougall’s idea that the body is a mode of expression where 
the earliest pre-verbal distress manifests in physical symptoms 
(Hogan, 1997, p. 120). 
 Below, I describe one vignette that focuses on just one 
client, Sara. I have chosen Sara, who was the youngest person 
in the group, for detailed discussion because her reactions to 
the therapeutic process were very significant and her case 
demonstrates clearly the benefit and the challenge in 
application of Grotowski method in dramatherapy. 

Body mapping 

My main aim, in following with the Grotowski Method, was to 
sensitize and open clients up to the organic body’s reactions. I 
introduced exercises that were focused on creating a 
consciousness of their bodies, their blockages and abilities. 
Jairo Cuesta and James Slowiak describe this exercise as 
‘Body Mapping’ (Cuesta & Slowiak, 2007, p. 123). The 
women had some limitations in their movement caused by 
their physical conditions, long term psychiatric treatments and 
also their own anxieties and resistances. Therefore, at the 
beginning I focused on the activities using small areas of their 
body – such as their hands. I applied the exercises of hand 
improvisations: touching their own palms and free movement. 
Grotowski mentions that hands are the substitute for voice. 
However, the majority of people have stiff fingers and palms. 
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Grotowski states: ‘These extremities have a great power of 
expression’ (Grotowski, 1997, p. 164). 
 Clients started to discover the pleasure of having 
contact with their own hands. When this pleasure appeared 
and the trust in the group increased I brought in other exercises 
which allowed clients to touch other clients’ hands. For the 
group it was an important and crucial moment because 
generally the women avoided having any physical contact 
between them. After the ‘Body Mapping’ activity Sara created 
her own ritual which she showed us at the session. Sara 
touched individual parts of her body and she said: ‘These are 
my legs, these are my hands and this is my belly’. When she 
touched her breasts she said: ‘these are my breasts because I 
am a woman.’ At the end she added ‘and God created me’. 
She told us that she invented this ritual for taking back her 
father’s rights to her body. Now she has her body. Johnson 
writes that for Jerzy Grotowski the body is sometimes the last 
bastion towards the ‘Others’, the last thing that a man can own 
(Johnson, 2000, p. 231). Through her ritual, Sara owned her 
body again.  

Mandala 

The term mandala came from Sanskrit and it means ‘magic 
circle’ or ‘centre’. The first person who used the term in the 
therapy context was Carl Gustav Jung. For Jung, the Mandala 
symbolizes ‘a pictorial statement of the psyche and a key to 
the process of individuation’ (Slegelis, 1987, p. 302). 
 For this activity, the group created a mandala of 
scarves, fabrics and props. Then one by one, they came to the 
centre of the mandala. The mandala symbolized the 
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wholeness, connection between mind and the body but also 
created a security barrier around the person. However, the aim 
for these exercises was to allow the women direct experience 
of discovering themselves and to focus on the physical 
experience of being in the middle of the mandala, the middle 
of the ‘wholeness’. 
 The group created the mandala a few times and each 
time it was a significant experience for them. Sara was the 
person who reacted most enthusiastically to the mandala. 
When we created it first she said that she felt warm and 
relaxed in the centre of the mandalas: ‘I felt as if I had some 
dreams and they came true, for the first time in my life.’ 
Therefore, when Sara experienced her breakdown during the 
session I decided to also use the mandala as the intervention. 
During the tenth session of dramatherapy Sara’s condition was 
clearly deteriorating. Her mental state was worse and she 
wanted to leave the session because she was not able to sit 
down for a long time in one place and she was unable to stop 
talking. She was extremely nervous and overexcited.  
 I offered her the mandala as a space to express her 
stress and feelings. The group created the mandala shape for 
her and she came into the centre. I asked her to focus on her 
breathing and her body’s reactions to this experience. This 
allowed her to calm down and she could think more clearly. 
She wanted to create the music ritual in which she expressed 
her fear and obsession. It helped her throw away her feelings 
of being overwhelmed and also allowed her to better control 
her thoughts. It worked for her and she was able to stay on the 
dramatherapy session and later she felt much better. She 
experienced the grounding in the body and the closing shape 
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of mandala by which established strong boundaries between 
her and her symptoms. 

Sisiutl  

In ‘The Dramatherapist ‘In-Role’’ Johnson describes many 
techniques used in ‘Developmental Transformation’ (1992). 
One of them is ‘act completion’. In that structure the client 
might cope with unfinished actions such as saying goodbye to 
dead family or friends, expressing anger or acknowledging 
vulnerability in the self. The research group had many 
unfinished emotional situations and unexpressed feelings, 
especially connected with loss. Therefore, I created a special 
structure similar to Johnson’s ‘act completion’ on the one 
session. 
 I used the story from Alida Gersie’s ‘Storymaking in 
Bereavement: Dragons Fight in the Meadow’ about Sisiutl 
from the Native American Indian tradition. Sisiutl is the 
gruesome monster and he lives in deep sea. The only way to 
defeat him is to stop being afraid of him and to ‘stay firm’. 
‘Whatever you do, stay firm. Do not run away. If you know 
words of protection, say them, and above all else, stay firm’ 
(Gersie, 1991, pp. 266-267). 
 At the session, the group first created the ‘sea’ where 
the monster lived. They used scarves, puppets, stones and 
shelves. Next, they chose some photos which represented their 
painful experiences from their past. Sara took the picture of 
father and daughter, which reminded her of her difficult 
relationship with her father. After choosing, they laid down in 
the ‘sea’ as the symbol of their Sisiutl. Then they stayed 
around the ‘sea’ and as I read the story I asked them about 
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focusing on the body experience and body reactions during 
reading.  
 The group was very concentrated. The advice of ‘stay 
firm’ touched them and this was very visible in their body 
posture. They stayed strong and stable. After reading, I asked 
them about any body reactions to this story and to their sad 
pictures. They could make any action toward the ‘sea’, the 
photos or anything else in the room that they needed. Sara 
entered the ‘sea’ and she stepped on her photos. Then she 
threw outside the ‘sea’ a puppet of a shark that reminded her 
of her father. 
 This structure was focused on the body experience and 
the reactions that appeared from physical impulse, another 
very important term in the Grotowski Method. Grotowski 
describes impulse:  

 Before a small physical action there is an impulse. Therein 
 lies the secrets of something very difficult to grasp, because 
 the impulse is a reaction that begins inside the body and 
 which is visible only when it has already become a small 
 action (Grotowski cited in Richards, 1995, p. 94).  

In the simple ritual, Sara could find the inner body impulses 
and according to them they could then react. These 
spontaneous reactions were not only verbal but also physical. 
Sara had the chance not only speak or feel but also do 
something with their feelings. She expressed their anger and 
disagreement by her body. 

Metaphor of the depression  

Around the fifteenth session, I observed that the group had 
built trust and a sense of community and they were ready to 
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speak about the taboo, which was their illness. I discovered 
that, despite long-term treatment, clients never really had the 
chance to speak openly about their illness and they never 
shared their experience of, or feelings about, depression. With 
this subject, I decided to use the structure from Steve 
Mitchell’s practice: the ‘Threshold Ritual’ with the organic 
evolution: ‘The important principle is the client takes the ‘here 
and now’ feeling and finds a three-dimensional dynamic, a 
bodily form, to ventilate or acknowledge the feelings that 
belong to it’ (Mitchell, 1996, p. 77). 
 After assessment and later I observed that nature had a 
strong impact on the women and they were especially sensitive 
towards the animal and plant world. Therefore, I decided to 
use these metaphors in the final ‘Threshold Ritual’. I asked 
them to create their metaphors of their illness. They could use 
photos of animals or draw a picture. I also asked them to write 
some sentences about their metaphors. The next two sessions 
were spent working on the individual ritual. Clients had a 
chance to physically respond to the pictures they had 
previously created.  
 Sara chose the photo of a lion and she wrote beside it 
on the paper: ‘I have two demons that I have fought with for 
15 years. My illness is the lion that I have battled with for 15 
years. The demon inside of me is the devil. I have feared the 
devil for years. I am in fear of the devil. The devil is I’. It was 
interesting that during previous sessions when the group chose 
positive animals to describe themselves she also picked the 
lion. Her first lion ran on the savannah, her second lion had 
aggressive roars. 
 When Sara came to the ritual space her reaction to the 
lion’s picture were very violent. She shouted that she hated her 
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lion, her illness, her father and all the men in her life. She said 
that she wanted to hit them and to destroy them. Because she 
was overwhelmed by strong feelings, I asked what her body 
needed to do in this moment. She wanted to create angry 
music and used the thunder drum. She thumped and played on 
this drum for short time. After few minutes she stopped and 
she said that ‘it was an amazing and refreshing experience’. At 
the next session she told the group that she felt this ritual 
allowed her to leave some things behind. Now she had decided 
to take care of herself rather than her father. 
 For this Threshold Ritual I used every principle of the 
Grotowski Method. Clients’ bodies were the sources of 
feelings and memories. They did not play any roles, but they 
disarmed the roles which already had: a weak woman, passive 
wife, or patient. Emotions were so intense because their 
‘disarming’ happened in the presence of others. It was really 
an ‘encounter’. Finally, according to the ‘Developmental 
Transformation’ method, clients used their bodies ‘as 
Presence’, ‘here and now’ and they reacted to the ‘illness-
animals’ which transformed them. After this session, Sara said 
that she felt unchained from her prison and this therapy was 
the most important experience in her life. 

Research conclusion  

My research concerns the possibility of applying the 
Grotowski Method in dramatherapy groups with women 
suffering from long-term depression. My central question was 
about possibility of transferring Grotowski’s practice and 
theory to the context of dramatherapy. My focus in this regard 
was on the experience of being and listening to the body, 
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rather than physical experiments or acrobatics. Quite a few 
times, the group put aside their resistance and discovered the 
natural reactions why lay behind their social masks and roles. 
At the end of Dramatherapy, clients reacted spontaneously and 
organically and they experienced freedom and joy. They also 
focused more on their body abilities and body strength rather 
than their limitations and weakness. In breathing or grounding 
exercises they discovered that their body could be a source of 
support rather than problem.  
 My research lasted only twenty weeks. It is very 
difficult to assess the long-term effects of the dramatherapy. 
Clients had been battling with their illnesses for the last ten to 
fifteen years. In comparison this six months dramatherapy was 
a brief intervention. However, all of them experienced contact 
with their body and discovered bodily strength and they had 
the unique chance to see themselves as whole, without a 
body/mind split. I observed that it was possible to implement 
the Grotowski Method in the group of women with long-term 
depression and this method could have the therapeutic value 
for them. Johnson writes about identification of the body in 
Grotowski approach: ‘Grotowski's answer to ‘who am I? 
would be to strike his own body and shout ‘Here! am I. I 
survive your definitions of me; I breathe beneath my roles’ 
(2000, p. 231). I believe that after the dramatherapy some 
clients, including Sara, would answer as Jerzy Grotowski: to 
strike their own body and shout ‘Here! Am I’. 

Notes on contributor 

Monika Rejtner is a dramatherapist. She holds an MA in 
Theatre Studies from National Academy of Dramatic Art, 
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Warsaw and an MA Dramatherapy from National University 
of Ireland, Maynooth. Monika has a private practice in South 
Tipperary, where she works with children and adults in mental 
health. She has experience working in ‘physical theatre’, 
especially Grotowski method and pantomime. She has a 
Certificate in Jungian Psychology with Art Therapy and she 
implements Jung’s approach in her practice. Monika is an 
active member in an international project ‘Storytelling in 
Human Rights Education.’ 
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CLINICAL COMMENT 
 
 
Let’s truly listen: working with people who hear 
voices1  

Angela Carrazza* 

 This article provides information on research carried out by 
 Marius Romme and Sandra Escher (1993) into the 
 phenomenon of hearing voices, the development of the 
 Hearing Voices Movement and the ethos and benefits of 
 Hearing Voices Groups, which have recently started in 
 Ireland. Its aim is to inform the reader of the approach, 
 which can be used to great effect with people who hear 
 voices. The author believes this to be relevant to arts 
 therapists, as hearing voices is a common human 
 experience, and it is likely that some of our clients hear 
 voices. The approach described below has similarities to 
 the arts therapies approach, in that it encourages the person 
 to communicate about their experience to help make sense 
 of it in the context of their lived experience. Both the arts 
 therapies and the Hearing Voices approach aim to help the 
 person explore, recognise, own and integrate various 
 aspects and parts of themselves. 

 Keywords: Hearing Voices Movement; Hearing Voices 
             Groups; arts therapies 

	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
1 This article is based on an article that was first published in Inside 
Out, the official journal for the Irish Association of Humanistic and 
Integrative Psychotherapy, No. 70. Summer 2013. 
* For information on Hearing Voices Groups in the South Lee 
Mental Health Service, please contact Angela Carrazza ph.: 086-
7871187 or email angela.carrazza@hse.ie. 
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The research 

In the late 1980s, Marius Romme (Professor of Social 
Psychiatry) and Sandra Escher (Science Journalist), both from 
the Netherlands, researched what helped people cope with 
hearing voices. Their study showed that the problem is often 
not the actual hearing of voices, but the person’s difficulty or 
inability to cope with them. They found that voice hearing is a 
rather common phenomenon, and that many voice hearers 
cope well with this experience without ever using the mental 
health system (Romme and Escher, 2009. p. 24). The research 
showed that at least 70% of voice hearers have had some 
traumatic event, which they connect with their voices 
(Romme and Escher, 2009, p. 25). Voices can appear in the 
context of a profoundly threatening situation, e.g. stress, loss, 
abuse (physical, emotional, sexual), isolation, unbearable or 
unsatisfactory conditions, conflict between idea and reality, 
turmoil in personal relationships, problems tolerating 
emotions (Romme and Escher, 2000, p. 29). 
 The research illustrated that accepting one’s 
experience of hearing voices, communicating about this 
experience, having a personal explanation for the voices, and 
setting the voices some limits enabled voice hearers to cope 
better (Romme and Escher, 2009, p. 10). Romme and Escher 
suggested that hearing voices is not in itself a sign of a mental 
illness but a sign of a problem that needs to be addressed, and 
that becoming a patient is due to the difficulty in coping with 
the voices and the underlying problems (Romme and Escher, 
2009, p. 7-8). People with a weaker sense of identity (linked 
to life experience) tend to find it harder to accept and cope 
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with voices and tend to be more overwhelmed by them 
(Romme and Escher, 2000, p. 15). 

The approach: accepting voices 

With the results of their research, Romme and Escher 
developed ways of working with people’s voices, and did so 
in cooperation with voice-hearers. Their approach places the 
person’s potentially distressing experience centre stage. They 
believe that we miss the point if we just treat the voices as 
hallucinations, i.e. something that does not exist. Instead, they 
suggest looking beyond diagnosis and labels and the need to 
validate the voices as a real influence (Romme and Escher, 
2009, p.25). A person’s voices can be uncomfortable, but they 
can hold wisdom, which can be discovered if we explore the 
voices and show interest in the underlying problems. This 
approach normalises the experience of hearing voices and 
helps the voice hearer become more confident in talking about 
their experience. We must trust that what the voices say has 
meaning and that it is linked to the voice hearer’s life 
experience, albeit often contained and communicated in 
metaphors. To understand this metaphoric language we need 
to be curious about the voices and work with them. The voice 
hearer can become empowered by learning to own, respect 
and manage their experience. Some voice hearers may do so 
on their own, others may benefit from the help of a friend, 
family member, fellow voice hearer or a mental health 
professional/therapist. 
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The Hearing Voices Movement (HVM) 
 
Following Romme and Escher’s groundbreaking research, the 
Hearing Voices Movement (HVM) was founded and the first 
Hearing Voices Groups (HVGs) were established in the UK. 
There are now around 188 HVGs in the UK. This is a 
grassroots movement, in which voice hearers are experts and 
activists who advocate for a radical shift in the way we 
understand the phenomenon of hearing voices. Instead of 
hearing voices being seen as a sign of mental illness, the 
movement asserts that we need to recognise the experience as 
a sign of underlying problems, often linked to adverse life 
events – and it is these problems that we need to address. The 
movement is now international, with networks in countries 
around the world and an international network called 
Intervoice.  

Hearing Voices Groups (HVGs) 

HVGs facilitate people with shared experience in hearing 
voices to come together to support one another within a 
confidential setting. They offer a safe haven where people 
who hear, see or sense things that other people do not, can feel 
accepted, valued and understood. At a HVG emphasis is 
placed on: ‘Who are you?’ and ‘What happened to you?’ 
rather than ‘What is wrong with you?’ They are peer support 
groups, in which members of the group are considered the 
experts of their experience. HVGs provide social support and 
belonging – not therapy or treatment. They offer an 
opportunity for people to accept and live with their 
experiences in a way that helps them regain hope and some 
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control over their lives. HVGs encourage voice hearers to 
explore their feelings, thoughts and coping skills. Group 
members work together towards recovery, towards a life one 
wants to live, not one dictated by the voices. For many people 
this means integrating the voices in a meaningful way into 
their lives. The aim is not to get rid of the voices, yet at times 
they may disappear through this kind of work. 

HVGs in Ireland 

In June 2012, the author attended Hearing Voices Group 
Facilitation Course, which was organised by the Catherine 
McAuley School of Nursing and Midwifery in University 
College Cork and the Critical Voices Network Ireland. This 
three-day course was facilitated by Jacqui Dillon, head of the 
Hearing Voices Network UK (HVN UK), who is a voice 
hearer. The aim of the training was to enable staff members 
(experts by profession) and voice hearers (experts by 
experience) to co-facilitate HVGs in Ireland. Trainees learned 
about Romme and Escher’s research, the Hearing Voices 
Movement, and HVGs. The author found the course  useful, 
particularly as Ms Dillon is an experienced, articulate and 
charismatic individual who willingly shared first-hand 
experience and helped trainees to empathise through lots of 
role-play, discussion and work in small groups. This training 
took also place in Dublin and Galway in 2012.  
 Ms Dillon visited Cork again in November 2012 to 
deliver a keynote presentation at the University College Cork 
(UCC) conference of the Critical Voice Network Ireland. She 
gave a powerful account of her experience of hearing voices 
and how she learned to cope with it. She still hears voices and 
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says she now would not like to be without them. Ms Dillon 
learned to change her attitude towards her voices; she learned 
to treat them with curiosity, empathy and friendliness. 
Through dialogue with her voices, her negative voices became 
less hostile: changing her attitude to them transformed her 
voices from being tormentors to becoming guides and 
guardians. She learned to draw links between what the voices 
were saying, her adverse life experience, and her past and 
present feelings. She now values her voices as a creative, 
resourceful and appropriate response to severely traumatic life 
experiences (Dillon, 2012). 
 The author had started a HVG in one sector of the 
Cork Mental Health Service in August, together with a 
Clinical Nurse Specialist (Sharon Walsh)2 and two service 
users, all of whom had attended the training. After attending 
the conference and hearing Ms Dillon’s and other voice 
hearers’ inspiring presentations, the author felt she needed to 
do more to help raise awareness about the Hearing Voices 
Movement. In January 2013, together with a mental health 
nurse (Sean Spillane) who works within the same service and 
a service user/ expert by experience (Michelle Dalton) as co-
facilitators she opened a HVG, which is open to all service 
users of the South Lee Mental Health Service. Since then, the 
facilitators of this group have given interviews for national 
newspapers and radio programmes to raise awareness among 
the general public on the voice hearing approach described 
here. The facilitators also see it as part of their role to educate 

	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
2 The people named here agreed to have their names published in 
this article. 
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staff, including nurses, psychologists and psychiatrists, about 
the hearing voices approach. 
 The Irish HVN is growing steadily; new groups are in 
the process of being opened. Please see the webpage of the 
Irish HVN for further details (www.voicesireland.com). 
 
Art therapy and the Hearing Voices approach 
 
The author had been working within the mental health service 
in Ireland for 11 years before hearing about this approach. She 
urges other arts therapists to inform themselves in greater 
detail about the HVM and how to work with voices. In her 
experience, this approach is efficient, down-to-earth, easy-to-
grasp and in line with the ethos of the arts therapies. The 
author is now using the Hearing Voices approach, as 
developed by Romme and Escher, alongside her art therapy 
practice. In the following extract from a Health Service 
Executive (HSE) press release publicising the HVG as a new 
HSE initiative, she summarises her opinion on this work: 

 It has always been my belief and experience that by giving 
the distressed person time and a listening ear, they are able 
to make sense of their distress. At times it might be 
difficult and painful to work through underlying causes of 
distressing feelings, yet I believe this to be an essential part 
of the journey towards recovery. If as mental health 
professionals we want to meet a distressed person’s need, 
we need to place trust in the person’s narrative, and take 
cognisance of the metaphoric meanings that often lie 
hidden within ‘psychotic’ beliefs and behaviours. We need 
to rediscover and connect with a person’s story, listen to 
their account and think outside the literal meaning and the 
illness model. It has been my experience that this will 
automatically bring life, energy and interest into the work 
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with people in severe distress. In orthodox psychiatry the 
hearing of voices can be treated as a symptom of 
‘schizophrenia’ and other mental health diagnoses and the 
voice hearer may not be offered an opportunity to own and 
explore their voices in a meaningful way.  

I find the HVM’s innovative approach of working with 
people who hear voices truly inspiring, hopeful, and 
reassuring, as it reaffirmed my trust in distress being 
meaningful. It is in a way a very simple, down-to-earth, 
logical approach, which places emphasis on narrative, 
metaphor, and on sense-making between voices, feelings, 
and life experience. Most importantly, it acknowledges that 
voice-hearing can be a significant, creative, attempt to 
survive and cope with adverse and traumatic life 
experiences. I urge my colleagues in the mental health 
services and indeed society in general to learn from those 
who hear voices and acknowledge that the voices may have 
helped the person hearing them to cope with and survive 
adverse life events. We stand to perhaps gain more from 
listening to them rather than by trying to extinguish them.  
If we fail to do so, we may risk prolonging the distress for 
the voice hearer.3 

 
The author believes that arts therapists can play a role in 
normalising the experience of hearing voices by first of all 
educating themselves about it, being open to listen to a 
client’s experience, and helping the client to explore 
underlying issues through Romme and Escher’s approach 
and/or arts therapy work. The author has successfully used 
Romme and Escher’s tool The Maastricht Interview (Romme 
and Escher, 2000) with voice hearing clients. This interview 

	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
3 The press release was made in cooperation between Angela 
Carrazza and Norma Deasy of the Communications Department of 
the Health Service Executive (HSE) South, January 2013. 
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helps the voice hearer to reflect on his/her voices in great 
detail. It encourages conversation and exploration of the 
history of the voices, their characteristics, the content of what 
they say, and how this is interpreted and coped with by the 
voice hearer. The author has also found that clients benefitted 
from Voice Dialogue (Corstens et al, 2012, pp. 166-178), 
which is similar to dialoguing with images in art therapy. The 
therapist/professional gets into dialogue with one of the 
voices with both the voice hearer’s and the voices’ 
permission. Like in an ‘empty chair’ exercise, the voice hearer 
takes the role of the voice. There is a guideline for a set of 
questions to ask the voice in this exercise, and it is 
recommended that one follows particular precautions and 
boundaries when facilitating this process for a voice hearer 
(ibid). The Arts Therapies can play a role during the 
exploration of the voices to help the voice hearer make sense 
of the voices and gain some control over the experience, as 
well as offering ongoing arts therapy sessions to support the 
voice hearer in addressing the underlying issues the voices 
might be hinting at. As art therapists are skilled in working 
with metaphors and symbols, we are well equipped to help 
voice hearers decipher what the voices are saying, whom they 
represent and what they want the voice hearer to pay attention 
to. Naturally, it is important that the meaning emerges from 
within the voice hearer, and that we do not interpret. Voice 
hearing clients can also benefit from being given information 
on the HVM, HVN and information on HVGs within their 
area.  
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Conclusion 

HVGs and the HVM encourage voice hearers to understand 
their often distressing experience as meaningful and to take 
the courage to explore their voices in the context of their life 
experience and possible underlying trauma or conflict. Voices 
often speak in metaphors and as messengers have the ability 
to help the voice hearer address important issues. The author 
sees arts therapists as skilled in helping facilitate this process 
for voice hearing clients. We need to educate ourselves and 
the public about this approach, which is now 25 years old, to 
help normalise the experience of voice hearing, and to offer 
hope by delivering the message that the only power the voices 
have is the power one gives them. 

Notes on contributor 

Angela Carrazza (Art Therapist PG Dip, MA) was one of the 
first art therapists to graduate in Ireland in 2001. As one of the 
first art therapists to receive full-time employment within the 
HSE, Angela has been developing the Art Therapy Service 
within the Mental Health Service of the HSE South over the 
past 12 years. She has extensive experience in working with 
both with inpatients and outpatients, offering individual and 
group art therapy. She is also a trained Hearing Voices Group 
Facilitator and has had exhibitions of her own artwork. 
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BOOK REVIEWS 
 
 
Reflections of body image in art therapy: exploring self 
through metaphor and multi-media, by Margaret R. 
Hunter, foreword by Richard Carolan, London and New York, 
Jessica Kingsley Publishers, 2012, 198 pp., £19.99 
(paperback), ISBN 9781849058926	  
 
Margaret Hunter is an American art therapist and licensed 
Marriage and Family Therapist. She is co-founder of 
Meghan’s Place Eating Disorder Centre in California. In this 
book, she shares her work from over the last 10 years with 
women who experience difficulties around body image and 
identity by presenting a creative treatment programme with 
insights into her particular approach.  
 It is a beautifully written book full of metaphor and 
symbolism for creative therapists to enrich their own personal 
awareness and their group therapy practice around this subject 
matter. Although not explicitly stated in the title, the 
programme targets only groups of women participants. Hunter 
offers a poetic invitation to women experiencing difficulties 
around identity and body image to embark on a creative 
journey below the surface to where they can engage in 
creative dialogue with their ‘body- vehicles’ whilst navigating 
through the waters and paths of their unique life journeys. She 
provides a refreshingly creative approach to this subject by 
providing a range of directives, which explore embodiment 
and projective techniques whilst also encouraging participants 
to engage in Mindfulness. 
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 The reader is presented with a programme of creative 
experiential exercises from each chapter, which build together 
to enhance creativity, insight and self-help supports. There are 
thirteen chapters included which consist of: 1. ‘Hoisting the 
Sails: The Journey of Self Discovery Begins’; 2. ‘Lessons 
from the Ocean: Riding the Waves of Emotions’; 3. ‘Art and 
Mindfulness: The Maiden Voyage upon the Waters of Life’; 
4. ‘The Heroine’s Journey: Finding Hope and Strength from 
Within’; 5. ‘Notion of Emotions: Rating Intensity and 
Environmental Influence’; 6. ‘A Woman’s Purse: Reflection 
of Self’; 7. ‘If the Shoe Fits: Footwear for the Life Journey’; 
8. ‘Beyond Skin Deep: Barbie Finds Her Voice’; 9. ‘Reframe 
Your Frame: Celebrating the Culture of the Human Body’; 
10. ‘Tree of Life: Exploration of Self in Nature’; 11. 
‘Thinking Outside of the Mirror: A Celebration of the Human 
Body’; 12. ‘A Vase of Flowers: Depicting Self in Still Life’; 
13. ‘Heads and Tales: Creating a Body for Life’. The book 
also includes participant’s black and white images and journal 
statements, which help the reader gain a deeper insight into 
the programme. 
 Hunter states that the book: 
 
 contains art processes that may be used effectively in 
 prevention and early intervention related to body image 
 concerns, or which may complement the model of a multi-
 disciplinary approach to treatment of eating disorders. 
 (p. 27) 
 
One can see how useful this approach could be for each work 
setting. However, Hunter’s ease in sharing her considerable 
experience of working with this creative programme and her 
clear practical guidelines for each exercise may give the 
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inexperienced therapist or mental health worker a belief that 
they can use the book as a ‘How To’ manual, with little or no 
other supports in place. This, I believe, would be a mistake. 
 Hunter offers a brief explanation of the theoretical 
models that inform the work in the introduction. These 
include: Humanistic, Existential, Gestalt, Psychodynamic, 
Object Relations Theory, Narrative Therapy, Body Image 
Theory and Mindfulness. However, notwithstanding the clear 
evidence of the author’s sensitivity and wisdom towards her 
clients throughout the book, not enough depth is theoretically 
explored. 
 Hunter says  
 

The presentation of ideas in chapter introductions is in line 
with the overall message of the book: celebration of 
diversity; joy in connection and strength to stand alone if 
needed. Consistent themes and messages connect each 
chapter to the book as a whole; however, the chapters are 
not dependent on each other for meaning or value. (p. 14)  
 

I do not agree with this statement. In my opinion, the 
exercises do not stand alone; instead, each activity taken in 
sequence builds on previous experiential activities and helps 
to create a sense of containment for participants. I have 
concerns about the intensity of feelings that participants 
would experience, given the subject matter, the directive 
nature of activities, and the power of engaging in creative 
expression.  
 Throughout the book, Hunter gives no mention to 
contra indications for the programme, nor does she provide an 
examination of the extent of mental health difficulties that 
participants may face. Although she mentions that the 
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treatment programme may be suited to working as part of a 
multidisciplinary ED package, given the lack of special 
services available in Ireland it may be that this programme is 
more suited to preventative or early intervention work.
 Readers could have benefitted greatly had the author 
also included areas such as: theoretical approaches, 
supervision, contra-indications in terms of which groups of 
individuals may not have the ego strength to withstand this 
process, and issues around ethical discussion, for example, the 
need for co-facilitation to be employed in order to ensure safe 
practice for vulnerable clients and support for therapists 
working in this very difficult but fertile area of work. 
 In his foreword, Richard Carolan tells us that the 
author:  
 
 invites women to open their purses, consider their mirrors 
 and try on new shoes. […] She facilitates a dialogue with 
 ‘Barbie’ and invites all women to become the captain of 
 their ship. More than that, she offers navigational plans for 
 the journey. (p. 10).  
 
Although Hunter’s invitation is much needed and will no 
doubt be embraced by creative arts therapists looking for 
inspiration with this client group, more in-depth navigational 
plans could have been provided in order to help keep the ship 
as safe as possible through the inevitable storms.  
 
Claire Colreavy Donnelly, 
Art Psychotherapist 
Email: claire.c.donnelly@gmail.com 
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Forensic music therapy: a treatment for men and women 
in secure hospital settings, edited by Stella Compton 
Dickson, Helen Odell-Miller and John Adlam, Foreward by 
Estela V. Welldon, London and Philadelphia, Jessica 
Kingsley Publishers, 2013, 256pp., £24.99 (paperback), ISBN 
9781849052528 	  
 
This book adeptly negotiates the complexities and challenges 
as well as clinical successes that unfold in secure hospital 
settings. It comes at a time when the arts therapies are gaining 
a more established credence in the multi-disciplinary team 
(MDT) in forensic mental health settings in the UK. As a 
point of departure, the editors acknowledge an environment 
which may be seem to hold a set of competing values and 
functions; in particular attention is drawn to the relationship 
between care and control. This book deftly highlights that a 
shift has occurred from the more traditionally held attitude, 
which saw arts therapies as supplementary, to a more 
progressive engagement with music therapy and its potential 
to offer a bridge to psychotherapeutic interventions in 
previously treatment- resistant patients. The book provides a 
range of vignettes, clinical examples and reflections from the 
authors with particular attention paid to the role of 
transferential behaviour. It is presented in three sections: the 
institutional setting; the clinical setting; and research. In doing 
so, it provides a multi-disciplinary and considered approach to 
understanding the impact and efficacy of music therapy in 
secure settings. 
 ‘Care and Control’ (Phyllis Annesley and Lindsay 
Jones) grapples with the complex dynamic of balancing care 
and control in the high secure hospital setting. High secure 
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hospitals in the UK context provide care and treatment for 
patients who are considered a grave and immediate danger to 
others and themselves as deemed under the Mental Health Act 
1983 (amended 2007). The dyadic nature of the environment, 
framed by two somewhat competing goals inform the 
structure of this chapter. Annesley and Jones highlight the 
range of different elements that contribute to the hospital 
milieu, such as the levels of security and the unpredictability 
of the high secure regime. For example, a music group 
therapy session may be cancelled at very short notice due to a 
security breach. Music therapy may also be conducted in a 
panoptical state, such as in a room with large windows which 
may leave patients feeling exposed and vulnerable. Such 
environments also operate conversely; the patient is able to 
observe what is going on in the ward. Annesley and Jones 
suggest that this ‘observable space’ may promote a sense of 
security and safety for the patient, although there is the risk of 
such a physical setting having the opposite effect. 
 Helen Odell-Miller highlights yet another schism in 
the delivery of therapy in a forensic setting, that of clinical 
supervision ‘outside the walls’, in particular the dynamic that 
occurs between the supervisee who is based inside the wall 
who is being supervised by a therapist outside of that domain. 
She writes ‘contrary to the ‘super’ ‘visory’ expert, the 
experienced music therapy supervisor may be neither a 
superior musician nor more experienced in the forensic setting 
than her music therapist supervisees’ (pg.43). In keeping with 
contemporary service user argot of the service user as expert, 
Odell- Miller attributes a particular expertise to an offender: 
‘Undoubtedly the patient is a more practiced skilled ‘offender’ 
than the therapist’ (pg.43).This somewhat reductionist 
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assertion can be limiting and at times prevents us from 
transcending the descriptive and developing a more analytical 
approach to understanding the actors in the therapeutic 
relationship. Odell-Miller provides two case vignettes from 
music therapy supervision that deal expertly with the issue of 
musical counter transference and the inside/out dynamic of 
supervising individuals working in a secure setting. In such a 
therapeutic relationship, the role of supervisor is complex and 
Odell- Miller accentuates the necessity for the supervisor to 
encourage creativity in the supervisee who inhabits an 
environment which may be diametrically at odds with creative 
development and creative freedom. 
 Philip Hughes and Irene Cormac, a music therapist 
and forensic psychiatrist respectively, deal with the challenges 
facing music therapists that work with long-stay in-patients in 
forensic settings. The average length of stay in a high secure 
hospital in the UK is 7.9 years. The phenomenon of 
institutionalisation is dealt with in this chapter and Hughes 
and Cormac, who also refer to the sensory experiences felt by 
individuals who spend years in such institutions. Although 
patients usually have access to television, radio, and a range 
of magazines and books, they do not experience such things 
as live music or hear the sounds of nature in their 
environment. This sensory deprivation presents a challenge 
and Hughes and Cormac cogently highlight that what many of 
us take for granted evades the long-stay patient: ‘Patients may 
not see, touch or smell a range of flowers, plants or trees [...] 
Taste is often restricted to the food provided by the institution 
and sold in the hospital shop’ (pg.60). In such an 
environment, in particular the high secure setting, the sensory 
palette is one lived under the hospital gaze and such 
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deprivations can often be disempowering for patients, evoking 
feelings of dependency and loss of control. Hughes and 
Cormac also refer to the often neglected subjects of physical 
and mental disability as well as intellectual disability. Issues 
such as literacy, deafness, learning difficulties, and physical 
discomfort brought on either acute or chronic physical ill 
health, providing further challenges.  
 The final chapter of the section on Institution by 
Sarah Hill is exemplary in its aim to capture the threats upon 
the work in a medium secure unit. The current fiscal climate 
that emphasises cost-effectiveness can result in a burgeoning 
pressure felt by staff and institutions. The so-called ‘primary 
task’ of the medium secure unit is ‘to rehabilitate the patients 
so that they move as quickly as possible to the lowest level of 
security as possible and are enabled to most fulfilling and 
meaningful life possible’ (pg.74). As highlighted by previous 
authors, fulfilling such a task can often go against the very 
environment it emerges from, particularly if there is a 
discordance and breakdown in staff/patient relationships. Hill 
highlights the potential for the polarisation of management 
structures and psychotherapeutic goals, the former action and 
outcome oriented and the latter rooted in dynamic and 
emotional content. 
 Departing from the powerful presence that is 
presented by the secure institutional setting, Stella Compton-
Dickinson offers a clinical case study and describes the 
development of a music therapy treatment with an 18-year old 
man named Jacob. The case study deals with early onset 
psychosis and describes Jacob’s varied reactions from 
prodromal stage to florid psychosis. Framed theoretically by 
object relations theorists (Klein, Balint, Winnicott and 
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Fairbairn) Compton-Dickinson traces Jacob’s progress from 
the initial meeting with Jacob, where he displayed a level of 
grandiosity and defiance, to Jacob’s gradual acceptance that 
the therapy was coming to an end. Compton Dickinson 
reflects comprehensively on her responses to her musical 
interactions with Jacob and the level of attunement and 
connectedness felt.  
 Alex Maguire and Ian Merrick further reflect on the 
limitations of the recovery approach in the high secure setting, 
in particular recognising the omnipresent spectres of security 
and control: ‘For example, the role of service users in 
becoming experts in their own care is compromised when 
other agencies (in particular the Ministry of Justice, formerly 
the Home Office) must make decisions about the risks that 
patients pose to others’ (pg.105). The authors remark on what 
is often untreaded terrority in the arts therapy forum; the 
reality of neglecting individuals who have no desire to express 
themselves creatively nor skills to assert their needs. This 
chapter also touches on the subject of ‘us vs them’, a staple of 
the prison environment often replicated in secure settings. The 
efficacy and indeed sheer existence of music therapy on wards 
often requires the input of staff, for administrative, security 
and therapeutic purposes. The chapter is also cemented by the 
provision of a vignette in the case of ‘Barry’, a patient who 
proactively sought to engage with the music therapy 
department, seemingly on his own terms, which initially is 
met with reticence by the music therapist. As the vignette 
develops, it is clear that far from producing a grandiose 
reaction in the patient, it has a transformative power that 
allows the patient to consider his interactions with others as 
well as allowing the patient to develop effective leadership. 
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 Compton-Dickinson and Manjit Gahir describe the 
development of long term treatment with a patient suffering 
from paranoid schizophrenia and an index offence of 
manslaughter. Ewan’s clinical biography was characterised by 
disengagement from offence related work and an inability to 
form relationships with female staff. Ewan self-referred to 
music therapy and the authors note this was his main 
psychological treatment. This case study in particular 
illustrates an Oedipal desire, as well as unresolved narcissistic 
traits and insecure attachment. The case of ‘Ewan’ provided 
by Dickinson and Gahir provides us with insight into the 
cathartic potential that music therapy holds.	  
 Rebecca Roberts focuses on group dynamics in a 
forensic music therapy group, in particular the resultant 
implications of the death and loss of a participant. Roberts 
reflects on her own struggle and negotiation of this loss and 
how it effected the development of the group. Loss, Roberts 
highlights is often de rigeur for forensic patients, their lives 
punctuated by a series of losses, be it in the form of a death or 
indeed their loss of liberty or mental health. And within a 
controlled environment such as the secure setting, loss 
presents yet another opportunity for a forensic patient to not 
be in control. It is how this loss is dealt with, Roberts 
pointedly illustrates, that informs the sanctity of the group and 
the subsequent development of a new group identity. 
 In the final chapter of the Clinical section, Compton-
Dickinson addresses the efficacy of cognitive analytic music 
therapy (CAMT) and its application in patients with severe 
personality disorders. The chapter provides the case study of 
Colin, a patient whom Compton-Dickinson re-assessed 
following his subsequent readmission to high secure 
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treatment. The case of Colin offers insight into the breakdown 
of trust, pervasive in the forensic setting. Cognitive Analytic 
Therapy (CAT) was developed by Ryle (1991) and integrates 
the psychoanalytical tradition of the British Object Relations 
school with cognitive techniques found in activity theory.  
Ryle conceptualised a specific CAT model for the treatment 
of personality disorders, the multiple self states model which 
has been used in the treatment of dissociative identity disorder 
(DID), a condition in which patient can suffer amnesia 
between the different alters or self-states, Compton-Dickinson 
notes. Colin, admitted to a long term high secure hospital 
treatment, was classified as treatment resistant with a 
diagnosis of borderline personality disorder. Colin’s 
renegotiation of his different self-states, graduating to a 
veritable joining up the dots, resulted in an acceptance of his 
different states and an acknowledgement that they all existed 
within him. Compton-Dickinson highlights the rehabilitative 
and anthropomorphic qualities of the sounding bowl, which 
Colin utilised, providing him with an alternative approach in 
his interaction with females, which hitherto had been 
characterised by disassociation.	  
 The final section of Forensic Music Therapy provides 
the reader with both traditional and eclectic approaches to 
research in forensic music therapy contexts, with particular 
regard to efficacy and evaluation. Researching such initiatives 
and interventions can prove challenging, especially in time-
limited approaches. Victoria Sleight and Compton-Dickinson 
return to the topic of disassociation and highlight its pervasion 
amongst people who have committed violent offences. 
Looking at G-CAMT, a combination of music therapy and 
CAT applied to a group setting, the authors emphasise the 
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development of listening skills as well as the fostering of an 
inner sense of creativity as key to a group’s ability for to 
remain intact. The authors reflect on working with men who 
have killed and how this requires contemplation of the reality 
of their own death, which was expressed within the group. 
This reflection is imperative, in particular the context of time 
limited groups, where participants may struggle with the 
conclusion of the group. 	  
 Compton-Dickinson and Rebecca Lawday continue to 
explore the application of G-CAMT in their chapter which 
focuses on its application to a Women’s Enhanced Medium 
Secure Unit and to gain evidence of clinical efficacy. This 
pilot study was developed with the hope of offering women a 
‘new mode of expression through finding their musical 
‘voice’’ (pg.189) and this chapter elucidates some of the 
challenges faced in the context of working with females in an 
enhanced medium secure environment. This particular 
application fostered a DBT approach, tapping into four key 
skills of mindfulness, emotional regulation, distress tolerance 
and interpersonal effectiveness and we are again re-introduced 
to the sound bowl which was used in sessions, in particular 
for its dialogical capactities, through turn-taking. The authors 
acknowledge the limitations of working with such a 
vulnerable client group, in particular noting the length of time 
it may take to build up rapport with group members as well as 
successful management of the closure of the therapeutic 
intervention.	  
 In the final chapter, we have come full circle and face 
again the ubiquitous challenge that dominates the whole book: 
finding a balance between care and control. Petra Hervey and 
Miller address this challenge in the context of music therapy 
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clinical work in a Dangerous and Severe Personality Disorder 
unit, a relatively recent development in the secure services’ 
history. Patients in the DSPD unit often have extensive 
violent offending histories or/and sexual offending histories. 
This chapter addresses the important issue of staff attitudes’ 
towards music therapy. In this case study, music therapy is 
offered to patients on the basis of a six week assessment. 
Emergent themes from the interviews conducted reveal that 
staff considered the potential of such therapy to provide both 
staff and patients insight into the internal world of the patient. 
The phenomenon of splitting is described, where we read of 
staff insecurities elicited from such therapeutic interventions, 
in particular feelings that such therapy is exclusive. Staff 
interviews also reveal whether the enjoyment brought about 
by participation in such therapy should be provided to patients 
on DSPD unit and indeed whether it was safe to do so. This 
raises an important and challenging issue and returns to the 
earlier question of primary task and whether the task of such 
institutions is to rehabilitate or simply manage risk or whether 
institutions can strive for both.	  
 This book is an informative and multidisciplinary 
approach to the delivery of music therapy in secure settings, 
offering a breadth of case studies which elucidate the practical 
problems faced by music therapists working in such unique 
settings. There is undoubtedly room to explore further issues, 
such as staff patient relations, how the music therapist 
interacts with other members of the MDT and indeed how the 
therapist negotiates their own feelings of dislike towards 
patients, which can often arise when working with individuals 
who committed heinous crimes. Most importantly, this book 
highlights time and time again, that music therapy has the 
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potential to provide individuals with a voice in a multitude of 
ways as well as acting as a potent tool for creative expression 
and transformation.	  
 
Sarah Byrne 
srbyrne@gmail.com 
 
 
Developmental drama: dramatherapy approaches for 
people with profound or severe multiple disabilities, 
including sensory impairment, by Mary Booker, London 
and Philadelphia, Jessica Kingsley Publishers, 2011, 144 pp., 
£14.99 (paperback), ISBN 9781849052351	  
 
Mary Booker is a long-standing dramatherapist and teacher of 
children and young people with special needs. She is also the 
Dramatherapy trainer on the MA Dramatherapy programme in 
the University of Worcester (UK). In Developmental Drama, 
Booker integrates her experience in all three areas, resulting in 
a text that consistently relates theory to practical application 
and personal experience. Her focus is on developmental 
drama and play, which she regards as being essentially 
interrelated: ‘Play lies at the heart of Developmental Drama, 
just as it is at the heart of human development, creativity and 
drama’ (p. 20). Booker describes developmental drama as a 
holistic approach, working with the whole person on many 
levels and areas simultaneously (p. 19). Booker encourages 
the use of ‘scaffolding’, a predominantly educational process 
‘designed within the zone of proximal development, with the 
intention of supporting a person to become progressively 
more autonomous and to develop skills, confidence and 
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expertise’ (p. 21). Practicing what she preaches, Booker 
delivers a beautifully scaffolded text as she takes the reader on 
a journey that starts with an initial introduction to the client 
group, travels through key concepts of developmental drama, 
engages with many inspiring ideas around practical 
application, and concludes her journey by handing over to the 
would-be developmental dramatherapist with an enthusiastic 
plea to: ‘please have a go!’ (p. 121).	  
 By way of introduction, Booker uses the metaphor of 
working in the dark to capture her early experience of 
working with multiply disabled and visually impaired clients. 
Booker acknowledges her seemingly impossible task: ‘I was 
woefully ignorant of the developmental hurdles confronting 
my clients with learning disabilities, never mind the additional 
obstacles facing people with profound multiple learning 
disabilities and sensory impairment’ (p. 8). She attributes her 
early learning to ‘the basic tools of instinct, intuition, 
imagination and observation’ (p. 9), with subsequent learning 
happening in the context of the expertise of a variety of 
practitioners.	  
 Chapter 2 introduces the client group ‘who inspired 
the approaches’ (p. 11), and Booker highlights two key points. 
Firstly, regardless of age, clients living within the range of 
PMLD/SLD (profound or severe multiple learning 
disabilities) are generally at a very early stage of 
development. Secondly, these clients cannot be typified. An 
apparent omission at this point is the absence of an 
introduction to the specific setting. While Booker informs the 
reader that she works in educational settings, it is only as the 
text progresses that her role as part of a multi-disciplinary 
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team that includes speech and language therapists (p. 105) and 
teachers (p. 111) becomes obvious. 
 The next two chapters address the theory that 
underpins Booker’s work. Chapter 3 explores the aims of 
developmental drama, and Booker highlights the importance 
of working within what Vygotsky (1978) termed the client’s 
‘zone of proximal development – the space encompassing 
what someone can already do independently and what they 
could manage to do either alongside others or with the direct 
assistance of others’ (p. 21). The development of emotional 
intelligence is a key aim and it is the specific focus of Chapter 
4. Booker pays particular attention to two aspects of 
emotional intelligence, namely, the development of empathy 
and the ability to experience and identify one’s own emotions, 
and she isolates five feelings – happiness, anger, sadness, fear, 
and love (attachment) – as being of particular relevance to her 
client group (p. 32).	  
 Booker devotes Chapter 5 to the exploration of 
working with support staff. She cautions that ‘Creating a safe 
and trusting relationship with someone who is multi-sensory 
impaired is a long task (Aiken et al., 2000) which the support 
staff have a head start on’ (p. 37). Booker insists that 
‘bringing the staff in the session on board by understanding 
and empathising with them, providing them with information 
and support and role-modelling’ (p. 38) is essential. She 
introduces her concept of the ‘support-actor’ role (p. 40), 
which involves staff in ‘trying to support (the clients) to be 
actors – to take an active part in the drama, at whatever level 
they can –by being an actor yourself’ (p. 42). This is an 
important chapter in that it explicitly addresses the 
collaborative component essential to working with individuals 

199



with PMLD/SLD as they are enabled to encounter the world 
outside of themselves through the facilitation of their support 
workers.	  
 The two chapters that follow are concerned with 
practical application; as Booker reflects firstly on the 
structures used in developmental drama and goes on to 
explore the use of the senses. In Chapter 6, Booker reflects on 
the interconnected structures she uses under the heading of 
‘The 3Rs’ (p. 47), namely ritual, repetition, and rhythm, 
adding a fourth ‘R’ for routine which, she claims, is essential 
(p. 48). The significance of the 3Rs becomes apparent as 
subsequent chapters explore specific interventions. 
Meanwhile, Chapter 7 considers the area of sensory 
exploration, and Booker draws attention to the need to be 
mindful of clients ‘efforts to maintain some kind of control 
over their own sensory experience’ (p. 72). Booker 
recommends a ‘hand-under-hand’ (p. 77) approach to 
exploring props with clients, rather than the commonly used 
hand-over-had approach that ‘can promote either excessive 
passivity or resistance’ (p. 77). Grounded in experience, this 
advice is typical of Booker’s approach throughout the text, as 
she consistently moves between what clients can do and what 
clients could do with client-centred support.	  
 Chapters 8 through 11 are concerned with specific 
interventions that Booker has developed. The first of these 
chapters, ‘Elemental Play’, essentially draws on the elements 
of reciprocity that can be observed in the interaction between 
primary care givers and babies (p. 82). Booker identifies 
Elemental Play as a starting point ‘if you have profoundly 
disabled clients’ (p. 121) and, in concluding her book, draws 
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interesting parallels between the development of the client 
group and the development of a dramatherapist in the setting: 
 
 Development is always a slow and gradual process, even 
 more so when confronted with the barriers of profound or 
 severe multiple disabilities and sensory impairment. This 
 applies to your development as a dramatherapist or drama 
 facilitator, as well as the development of the people in your 
 group. (pp. 121-122)  
 
The repetitive use of the word ‘mother’ begs for clarification. 
While Booker refers briefly to primary care givers (p. 22; 81; 
120) and to support actors taking on the ‘role’ of mother (p. 
83), this chapter would benefit from contextualising and an 
explicit consideration of ‘mothering’ in the setting. 
 Chapter 9 continues to focus on interventions, as the 
possibilities around developing role play are considered: 
while clients with PMLD/SLD can take up roles, their 
situation is such that ‘Like babies, people with profound 
disabilities are compelled to draw others to them in order to 
have their basic needs met. They need to illicit the ‘carer’ role 
in others and some people with PMLD can be quite active in 
how they do this’ (p. 90). Promoting a scaffolded approach to 
the work, Booker explains how role play builds on Elemental 
Play and happens within the context of the 3Rs. Again, the 
key concepts are grounded in experience and are made as 
easily accessible and applicable to the work of trainee 
dramatherapists as to seasoned practitioners.  
 By way of contrast, Chapter 10 introduces the concept 
of ‘Interactive Theatre’ (p. 99) – a highly stylised intervention 
operating on several dramatic and therapeutic levels at once, 
and requiring organisational and directing skills as well as 
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human resources in the form of (student) actors. This 
intervention casts the clients largely in the role of witnesses to 
a story presented to the group by professional actors. Similar 
to pantomime, audience interaction is a key feature of the 
intervention, facilitating clients in confronting difficult 
emotions through the characters. It also involves a very 
specific approach to endings in that the penultimate session is 
attended by an invited audience while the clients take the back 
row and witness others interacting with ‘their’ characters. 
While Interactive Theatre may not be an appropriate tool for 
dramatherapists new to this client group, it certainly offers 
experienced dramatherapists an exciting opportunity for 
collaborative work, possibly in keeping with the objective of 
‘mainstreaming’1, should collaboration with drama students or 
a drama group in a local arts centre be an option.	  
 As Booker’s text and journey conclude, Chapter 11 
presents ‘The Storyteller’s Circle’, a beautifully ritualised 
client-centred intervention that celebrates the individual at the 
heart of each session’s story. The Storyteller’s Circle, ‘takes 
inspiration from the practices of playback theatre, 
psychodrama and ritual theatre, combined with the use of 
sensory stories’ (p. 113). Unlike other interventions, The 
Storyteller’s Circle works explicitly on life-drama connections 
and makes no demands on the client vis-à-vis an ability to 
believe in the ‘as if’. 
 By way of conclusion, Booker refers back to her early 
days of ‘working in the dark’ (p. 119) and her hope that her 
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
1 Vision Statement for Intellectual Disability in Ireland for the 21st 
Century. Discussion document prepared by the National Federation 
of Voluntary Bodies Providing Services to People with Intellectual 
Disability, April 2009, www.fedvol.ie, visited 18/3/13. 	  
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book can be a support to other dramatherapists at the start of a 
similar journey. She draws attention to how ‘Developmental 
Drama is based on approach, relationships and structures’ (p. 
119) and she explicitly includes relationships with support 
workers. She encourages others to have a go, to start small, to 
expand on her ideas, to work towards creating new 
approaches, and, eventually, like Booker, share them with the 
rest of us (pp. 121-122). 
 
Closing Thoughts 
 
This book is an essential inclusion in the library of all 
dramatherapists working or intending to work with people 
with PMLD/SLD. Furthermore, dramatherapists working with 
clients with special educational needs are likely to find the 
book equally valuable. 
 
Una Egan 
Dramatherapist 
Email: unaegan.dramatherapy@gmail.com	  
 
 
Art therapy and learning disabilities: ‘don’t guess my 
happiness!’, edited by Stephanie Bull and Kevin O’Farrell, 
New York and London, Routledge, 2012, 200 pp., £19.99 
(paperback), ISBN 9780415583244	  
 
The intriguingly entitled Art therapy and learning disabilities: 
don’t guess my happiness! (2012) is the first book to focus on 
art therapy with people with learning disabilities since Mair 
Rees’ (editor) Drawing on difference: art therapy with people 
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who have learning difficulties in 1998. Valerie Sinason, in her 
Foreword to the book, describes it as a: “significant addition 
to the small but growing library” of literature that addresses 
the emotional lives and creativity of people with learning 
disabilities (LD). This succinct synopsis addresses both the 
reason for publishing such a compendium and also highlights 
the need for more research and more publications regarding 
creative arts therapies working with this client group.	  
 I will begin by looking at the structure of the book 
and the areas of practice it addresses. I have chosen to divide 
the book review into key areas which I feel are unique to 
working with people with learning disabilities within art 
therapy practice; this addresses the many positives of this 
book and looks at some of the negatives (though these are 
few). I have also specifically highlighted two chapters, which 
I found to be extremely engaging, well structured and well 
considered. 
 The book is divided into seven specific themes related 
to working with people with Learning Disabilities. As 
explained in Kevin O’Farrell’s introduction, these are distilled 
directly from practice experience – they include loss, 
attachment, fear and identity. However, the central theme, 
spanning all chapters, is of exploring a sense of self and 
identity – the client’s experience saturates the book. Themes 
are introduced with an excerpt of client or carer experience – 
six voices in all. These are often brief, but combine with the 
tapestry of images and narratives in the chapters to create a 
book which ‘draws’ an image of the experience of having a 
learning disability. The chapters, written by ten practicing art 
therapists, follow. These address living with the label of 
learning disability, as well as the lifelong impact of the 
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learning disability on the person and their context. Transitions 
in life are covered and brief attention is given to the impact on 
the family unit and staff working with someone with a 
learning disability. 
 The use of art therapy as a way to learn someone’s 
language through art, words and transference is repeated 
through the book and vividly illustrated in case studies. The 
progress of the evolving relationship paralleling the 
development of understanding between the therapist and the 
client, and the client and themselves, is expounded. This 
shared space enables knowing and not-knowing to co-exist. 
Art therapy is often referred to as a ‘thinking space’ set apart 
from daily life. Elizabeth Ashby, in her well-considered 
chapter on fear, highlights the gap in literature about attacks 
on thinking from within and outside of the therapeutic 
relationship. She highlights the numbing power of 
transference experiences within therapy and how ‘disabling’ 
this can be for therapists. She does mention the importance of 
supervision and writing about the work creative arts therapists 
do, as a means to process this difficult and emotionally 
saturating work. Reassurance is offered to art therapists in the 
frank discussion of the shadow aspects of the work such as 
denial and numbing. This honesty enables greater depth 
within the therapeutic relationship and also for the profession 
as a whole. This chapter highlights, again, the need for further 
research but successfully brings awareness to areas of self-
care, projective identification and prevention of burnout. Is 
this ‘gap’ in literature because it is hard for art therapists (and 
other creative arts therapists) to write about the work that we 
do because we are saturated with non-verbal responses, or is it 
a reflection of the cognitive impairment that clients are 
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diagnosed with (the learning disability) and the inherent 
impact on ease of communication? 
 Throughout the book, research and theorists from 
beyond art therapy are linked to practice, including Donald 
Winnicott and Heinz Kohut. Writers also draw on learning 
disability research, both within art therapy (such as Edward 
Kuczaq) and psychotherapeutic thinkers (for example Joan 
Bicknell and Valerie Sinason). It is worth noting that these 
links tend to be to older literature, from the 1990s and before; 
there seems to be a scarcity of academic publications in the 
21st century. Of course, there have been some journal articles 
and publications punctuating the first decade of the 21st 
century; perhaps this compendium aims to address the need 
for a ‘whole book’. This could be due to the seminal 
reputation of some of the psychotherapy and art therapy texts, 
but it is essential for contemporary practitioners to build on 
the foundations laid by great theorists. Practice based 
evidence is also essential for the continued development and 
commissioning of art therapy within various health, social and 
educational settings. The links with other therapeutic thinkers 
sets art therapy within a valid academic context while 
enabling the differences in practice to also be explored. This 
is done through the discussion of the process of making, the 
choice of materials and the products of art therapy, which 
flows through the book. 	  
 Art and all that it entails, a core skill for practitioners, 
is present throughout the book: how therapists or clients use 
or do not use materials; the making of choices about which 
medium to use; clients directing the therapist to make; and the 
creative play expressed while art making. These experiences 
will be familiar to art therapists, but their thoughtful 
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description and the possible meanings of the process or 
product provide the non-art therapist reader with a valuable 
insight into the skill of the therapist and the power of using art 
in therapy. Both the respect for the client and for the art are 
very clear throughout this book, each case and each object 
made seem carefully handled by the authors. This expresses 
the sense of privilege it is to work within a therapeutic 
relationship and witness the changes that are possible. I would 
have liked more colour images, though I am sure most art 
therapists would prefer a book of pictures rather than text – 
since the images say so much! This is one of the problems, 
often encountered with books about art therapy. The images 
and process of making are essential and central within the art 
room (and the therapeutic relationship), but when therapists 
write about the work, naturally words tend to dominate. This 
balance is a difficult one to achieve and can be further 
unsteadied by the pressure on publishing houses to reduce the 
number of costly coloured plates. 
 For the Irish reader, this book is UK focused; this 
only really impacts on the relevance of the book in terms of 
the political and legislative landscape in the UK compared to 
the Irish context. The chapter by Stephanie Bull addresses this 
area, it is succinct and manages to clearly order the plethora of 
learning disability directives, laws, and reports produced since 
the Human Rights Act, 1998 – bringing discrimination on the 
grounds of disability into focus within socio-politics. While 
this may not be directly relevant to those practicing in Ireland, 
a sense of the drive towards change and valuing difference for 
those with disabilities will be gleaned and is comparable to 
the Irish context. This framework of legislation, like the frame 
of art therapy, sets the boundaries and the standards for 
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working with and respecting those who are different. The 
importance of discussing this context also enables the reader 
to experience a book that is relevant to contemporary practice 
and socio-political thinking. This brings us back to the 
centrality of the client voice and their lived experience within 
the book and in any psycho-therapeutic work. 
 Differences with other areas of art therapy practice 
are discussed throughout the book. Practice based differences 
include the tendency for referrals by others, over self-
referrals, and the need for extended assessments. These 
differences are principally due to the impact of the cognitive 
impairment on the client. Unique to work with this client 
group, is the need to address practical issues, such as how best 
to enable a person to attend – is a carer needed or transport to 
get to sessions? The structure beyond art therapy becomes 
very important when working with this client group, but also 
the structure within the relationship may have to adjust. Art 
Therapy is neither a behavioural nor medical intervention – it 
is person-centred and may be alien to the client and their 
context. There are practical adaptations that may be required, 
such as height-adjustable art table, however issues of psycho-
education may also arise, beginning with, ‘what is art 
therapy?’, and moving into areas of death and sexuality. 
Therefore, the art therapist is required to think on several 
levels, as well as to be the ‘container’ for complex emotional 
expression – this requires a varied skill set. Some further 
discussion of the problems art therapists face with regards to 
ethical issues and informed consent in the field of learning 
disability could have added extra depth to the book.  
 In Kevin O’Farrell’s conclusion, he states that the 
concept of the book was to provide an insight into practice in 
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the area of Learning Disability; this has certainly been 
achieved. He also says that the authors and editors wanted a 
book that would be widely accessible and still relevant to 
practitioners; this is also true. However, as an art therapist in 
this field, I would have liked to have read a chapter on 
supervision and also one on research into the field. Both of 
these areas are mentioned in various chapters, but since both 
are integral to our continued ability to practice and the long-
term survival of specialist interventions for people with 
Learning Disabilities, more discussion would have been 
beneficial. Perhaps this may have been too profession specific 
for the broad reaching goal of the book, but I was a little 
disappointed. This is the first book in fourteen years to draw 
together practitioners working specifically with learning 
disability and these are some of the areas where we need to be 
advocating for our profession as well as for our clients. 
O’Farrell also highlights that the voice of others involved in 
the care of the learning disabled person is absent or whispers 
through the book. I found there to be a thread of context 
through the chapters – for some it was family, for some their 
community – but there is very little account of joint working 
by professionals involved in care. These closing thoughts of 
wider inclusion suggest a direction for moving forward in the 
face of economic downturn and social funding cuts.  
 The voice of the client is central to this book; yet, art 
therapy practice and links to psychotherapeutic academia are 
not overlooked. The emotional depth of the chapters and the 
shared experience of therapy, illustrated in case studies, make 
this an absorbing read. This book conveys the altered socio-
political context in which people with learning disabilities 
now live and in which teams engage in attempting to ensure a 
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full and active life for their clients. This book is sure to be a 
milestone in the publications focusing on psycho-therapeutic 
work with this client group, following on from Valerie 
Sinason and from Mair Rees. 
 
Nicki Power 
Art Psychotherapist 
Email: nickipower@yahoo.com	  
 
 
Play-based interventions for children and adolescents with 
autism spectrum disorders, edited by Loretta Gallo-Lopez 
and Lawrence C. Rubin, New York and London, Routledge, 
Taylor and Francis Group, 2012, 400 pp., £39.99 (hardback), 
ISBN 9780415890755	  
 
This book brings together a collection of essays by multi-
disciplinary researchers and clinicians who use play based 
techniques in their work with children and adolescents with 
autism spectrum disorder (ASD). Weaving theory and practice 
from a wide range of disciplines, its purpose is to demonstrate 
how play-based interventions can be applied to improve 
social, emotional, cognitive and behavioural functioning for 
those with ASD. Each individual chapter provides well 
nuanced layers of evidence based practices and empirically 
supported theory to demonstrate the value of play within 
clinical settings. It also aims to establish itself as a practical 
resource for clinicians working with children and adolescents 
with ASD on how to incorporate play into existing practices. 
 Divided into four parts, it is generous in its delivery 
of integrated theory with practice. The first part lays the 
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foundation for an accessible account of the neurobiological 
theory of play (Badenoch and Bogdan), setting the tone for a 
mostly developmental framework throughout. The notions 
and judgements towards how children on the spectrum play 
are acknowledged and challenged (Rubin). Once the 
significant differences between ‘typical’ children and those 
diagnosed with ASD have been clearly defined, parts two, 
three and four focus on the specific application of play-based 
techniques. Each of these sections are useful in not only 
marking the mix of cultures across therapeutic communities 
using play, but also in the sub categorisation of the 
interventions into ‘individual’, ‘programmatic’ or ‘creative’, 
in parts two, three and four respectively. As there is no 
assumption from the authors that the reader is familiar with 
their work, each chapter also provides an overview of the 
individual discipline.  
 In part two these disciplines include canine-assisted 
play therapy (VanFleet and Coltea) Family-Theraplay 
(Bundy-Myrrow), dramatic play therapy (Gallo-Lopez), 
LEGO based therapy (LeGoff, Krauss and Allen), 
developmental play therapy (Courtney), child-centred play 
therapy (Ray, Sullivan and Carlson), Jungian play therapy 
(Green), filial play therapy (VanFleet) and sand tray centred 
play therapy (Ferris Richardson). Part three brings together 
the Developmental, Individual, Relationship model (DIR©) 
(Hess), a train the trainer model entitled ‘The PLAY project’ 
(Solomon) and a dramatherapy perspective; ‘The ACT’ 
project (Powers Tricomi and Gallo-Lopez). Part four explores 
the creative and expressive arts therapy approaches with 
chapters on Art therapy (Goucher), Music therapy (Walworth) 
and Dance Movement (Devereux). The diversity of clinicians, 
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each with their own theoretical underpinnings reflect a general 
consensus that the flexibility of play based techniques all 
respond to client centred and relationship based approaches.  
 The value of play therefore is interwoven with the 
interpersonal dynamics of relationship. Each of the authors 
gives priority to the creation of a safe environment through 
their own presence or otherwise in order to allow for a playful 
and meaningful interaction to occur. This emphasis on safety 
is well established in the first chapter when Badenoch and 
Bogdan explain how, from a neurobiological perspective, the 
ability to create relationship is linked with the perception of 
safety. This point, which has communicated complex theory 
in an accessible and thought provoking manner, offers a solid 
grounding in the neurobiology of play. This scientific 
framework draws the reader in and in a parallel sense almost 
creates a sense of safety for the reader, through providing her 
with the necessary tools and vocabulary to navigate the rest of 
the chapters. The theory is then developed to include multiple 
approaches inclusive of scientific and psychological, 
empirical and evidence based theories. As a result of the 
theory being well articulated throughout, the rationale for 
intuitive responses is validated, and the potential positive 
outcomes of such an approach for children and adolescents 
with ASD emerge with clarity.  
 The diversity of techniques explored throughout 
respond to the stated purpose of the book, and so from that 
perspective it achieves its aim and cannot be faulted. From a 
personal stand-point, I found the diversity both enthralling 
and at times routine. Naturally, some of the chapters expanded 
my horizons and captivated my sense of curiosity, as I am 
keen to explore new possibilities in my work. Of course, I 
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also felt that there were particular chapters that did not capture 
my imagination; for such simple reasons as they were beyond 
the scope of my own personal interests. I also found that 
while the authors shared their expertise in a clear and often 
inspiring manner, for the majority of chapters there was 
limited space for exploration of the difficulties and challenges 
that arise when using a play and client centred approach. 
 A compelling study throughout, I particularly enjoyed 
the integration of science and the study of embodiment. I 
could almost sense into the delight in my cells when the 
increasing awareness around the potential for embodiment as 
a relational field is scientifically justified. Indeed, the clarity 
of each chapter acts a supportive guide for clinicians working 
with children and adolescents with ASD. I would like to offer 
three words to synopsise my experience of this collection: 
stimulating, encouraging and accessible.  
 
Elaine Scahill 
Drama and Movement Therapist 
Email: escahill@gmail.com	  
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