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Editorial on the Research Topic
 The Psychological and Physiological Benefits of the Arts



The role of the arts in healing has a long history. From the first cave markings and healing performance rituals, the arts have been used to represent, communicate, and elevate human experience. In recognition of the power of the arts to improve wellbeing, the World Health Organisation (WHO) published a report on the evidence for the arts in improving health and wellbeing (Fancourt and Finn, 2019). Furthermore, the WHO has officially launched their arts and health program, organizing events, supporting research and raising awareness (Arts and Health). It is therefore not accidental that this Research Topic, that has called for new evidence on the psychological and physiological benefits for the arts, includes a commentary by Christopher Bailey, the lead for arts and health at the WHO. This call for evidence also includes studies on the social impact of the arts on families, neighborhoods and communities including research on implicit bias and the role of the arts in reducing social stigma. The result is a portfolio of evidence on both prevention and treatment, for both individuals and groups, in clinical and community-based settings, and across the lifespan.

With an international editorial team of researchers specializing in the psychology of the arts as well as the creative arts therapies, this Research Topic has attracted publications from around the world on different aspects of the arts including visual arts, music, dance and theater alongside studies on the creative arts therapies including music therapy, art therapy, drama therapy, dance movement therapy, and integrated approaches. We maintained this interdisciplinary focus by prioritizing studies that reflect collaborations across countries and between university research partners and community organizations. We are also proud to showcase studies by doctoral students presented jointly with their supervisory teams thus advancing academic and research discourse with direct implications for clinical practice and policy.

In this editorial, studies have been organized by artistic practice with an emphasis on the benefits to individuals and groups in specific settings such as schools, museums, hospitals, age care facilities, and community centers. We also have studies that combine different forms of arts practices; the benefits of these combined interventions are also highlighted in our summary of these studies. This collection of studies affirms the value of the arts in addressing and communicating health concerns and improving quality of life thus further reinforcing the need for national frameworks, such as those developed in the UK (Arts for Health and Wellbeing) and Australia (National Arts and Health Framework), to enhance the profile of the arts and health and promote better integration of arts practice across settings and agencies. Given the range of methods used, this collection also offers important roadmaps for how to measure the impact of the arts on wellbeing and reinforces the need to dedicate funding toward further research in this area.


VISUAL ART AND ART THERAPY

In this Research Topic, the visual arts was the artistic discipline with the greatest number of studies—-with almost a third of the articles on this topic (23 out of 82) focused on either the visual arts, art therapy, or phototherapy, which may be indicative of the proportion of art therapists in the creative arts therapies. While we can only speak to those articles submitted, the sheer volume of articles focused on the visual arts suggests that the visual arts play a crucial role in promoting health, preventing mental and physical illness, and alleviating both acute and chronic conditions.

The articles in this Research Topic focused on a wide variety of populations across the lifespan and included those suffering from psychological, neurological, and physical illnesses as well as healthy children and adults. The studies were conducted in a variety of settings—schools, museums, hospitals, and in the community—suggesting that art can be done anytime and anywhere and included both short-term and long-term interventions. It is important to note that almost half of these articles were conducted with children, families, or art therapists working with children. Perhaps, the focus on young people is not surprising given the pervasiveness of the visual arts in childhood. From a young age children are encouraged to draw, paint, sculpt, and create and it is likely that this is a familiar and comfortable medium for children to express themselves.

The studies covered a range of methodologies from experimental and correlational studies to systematic and comprehensive reviews. A commonality across several studies was the analysis of children's and adult's drawings in terms of what was drawn and how it was drawn. There were also several pieces that focused on participants' experiences.

For the articles that focused on the benefits of engaging in the visual arts, there was a strong emphasis on improving social and emotional wellbeing. For example, engaging in a visual arts intervention was found to reduce neuropsychiatric symptoms and improve quality of life in Alzheimer's patients (Savazzi et al.). A museum-based program focused on drawing faces was shown to improve socio-emotional skills (Kastner et al.); and in separate studies, drawing was shown to help children regulate their emotions (Drake) and promote wellbeing in sailors (Pipere et al.). Thus, emphasizing the potential emotional, cognitive and economic contributions that can come out of bringing the arts back into schools, and introducing them in universities and the workplace, as a means to enhance wellbeing. It may also point to the potential benefit of the social prescribing of the arts, investing in a creative economy and utilizing the arts as preventative measures.

The art therapy and phototherapy articles focused on both the psychological and social benefits of engaging in the arts. Art therapy allowed adolescents in a school setting to express their emotions freely (Harpazi et al.). Art therapy with adults suffering from personality disorders was found to improve their emotional and social functioning (Haeyen et al.), as well as reduce anxiety and depression in adults, when implementing an arts-based dynamic interpersonal therapy (Havsteen-Franklin et al.). Other studies focused on how the development of different art therapy techniques had the potential to improve mental health and wellbeing. For example, the joint drawing technique was demonstrated to aid adults in learning more about their internal representations of closeness and intimacy (Snir et al.). Drawings of hearing families who have a deaf or hard of hearing child were found to assist in better understanding family dynamics (Avrahami-Winaver et al.).

Several additional studies focused on the validation of art therapy techniques that will nonetheless make a contribution to art therapy practice. Kastner et al. developed and validated a tool for the identification, recognition, and expression of emotions associated with traumatic experiences. Wolk et al. interviewed adolescents on their use and perspective of an art therapy technique aimed at improving wellbeing. In a systematic review, Bosgraaf et al. examined art therapists' behavior during sessions finding they respond in eclectic, directive and non-directive ways toward children and adolescents. Finally, in a scoping review, Finkel and Bat-Or found specific core principles of conducting the open studio with a wide variation on its implementation.

It is interesting that the use of digital technologies was found to be on the rise (Zubala et al.) and the incorporation of virtual reality was found to assist in understanding the needs of children and adolescents coping with anxiety and depression (Shamri Zeevi) and was found to be positively received by healthy adults (Kaimal et al.).

Finally, the papers in this special issue span across countries and cover multi-cultural aspects of engaging in the visual arts. In a qualitative examination of perceptions of art therapists working with ultra-orthodox children, significant perceptual and value-based disparities were found between therapists and clients, which pose difficulties and challenges to all participating parties and require therapists to be highly sensitive (Keidar et al.). The incorporation of Chinese art materials in art therapy was deemed to increase self-efficacy and social functioning in Chinese adults with schizophrenia (Tong et al.).

The range and type of impact of the visual arts and art therapy reported in this collection of studies is vast, as is the impact of dance and dance movement therapy.



DANCE AND DANCE MOVEMENT THERAPY

Eleven of the published articles dealt with dance and six with dance movement therapy, covering a range of topics, populations and methodologies. It is noteworthy that eight out of 11 studies on dance included the elderly population. For example, Hansen et al. explored the impact of a dance intervention in the elderly, whereas Douse et al., and Shuper-Engelhard conducted intergenerational interventions, highlighting the value of dance in bringing not only families but also communities together.

The value of dance and dance movement therapy for clinical populations is also evident in this call. There are three papers that explore the impact of dance practices for Parkinson's (Fontanesi and DeSouza; Sundstrom and Jola; Bar et al.), five studies on dance movement therapy for adults with mental health problems (Hyvönen et al.; Pylvanainen et al.; Majore-Dusele et al.; Payne and Brook; Kleinlooh et al.) and one study that explores the impact on dance movement therapy with children with Autism Spectrum Disorder (Aithal et al.). The capacity of dance and dance movement therapy to support motor, social, and psychological outcomes for both the general population as well as vulnerable groups is evident in these papers.

Overall, motor outcomes were very wide; from improved gait, balance (Fontanesi and DeSouza), to weight loss and improved fitness levels (Karkou et al.). The latter, for example, showed that a dance intervention used across five different European countries on women recovering from breast cancer positively impacted on weight loss, right and left forearm circumference and hip changes and reduced 6-min walking time, stronger right and left handgrip and further improvements in sit-to-stand and sit-and-reach tests. This, and other studies in this call, suggests that dance is a very successful tool to improve motor control as it engages the whole body and can support physical changes in a pleasurable manner. Whilst the range of motor changes associated with dance can make it challenging to select a limited number of measures, it is noteworthy that motor improvements through dance and dance movement therapy are often achieved alongside improving the quality of life (e.g., Karkou et al.).

Another consistent outcome of dance and dance movement therapy across our Research Topic is related to social components. For example, Shuper-Engelhard assessed the experience in joint dancing between granddaughters and their grandmothers through reflective diaries, video transcriptions, and interview analysis. The study showed that grandmothers' state of mind became more positive and uplifting through dancing together with their granddaughters. Interestingly, the study by Sundstrom and Jola found that playful interaction with young grandchildren in the form of improvisational dance is also an important aspect in the lives of people with Parkinson's. The authors' explored the experiences of people with Parkinson's and their care partners in and beyond dance through qualitative interviews conducted individually with each participant. This novel approach allowed participants to openly discuss their perceptions of dance for Parkinson's programmes, with many expressing doubts on the impact of dance on motor control. Nevertheless, a few participants noted how they could transfer dance movements into their everyday lives. Dancing also presented itself as an opportunity to relate to others through exchanging knowledge and comparing physical abilities, which is particularly relevant considering the many unknowns of the disease.

Dance can certainly support us to turn to the body and, appropriately used, it can impact on physiological states as well as widen psychological experiences. For example, the psychophysiological study by Tang Poy and Woolhouse found that seeing others dance in synchrony impacts on aesthetic appreciation and causes pupil dilation, a measure frequently used for cognitive and emotional processing. Whereas, using electrodermal activity (EDA), Fontanesi and DeSouza also employed a psychophysiological measure for emotional arousal. The authors found that EDA was significantly higher during dancing than during an exercise class. Also after dancing, people with Parkinson's reported significantly higher self-efficacy (which includes a beauty subscale) compared to after exercise. The authors conclude that intrinsic artistic elements of dance may influence affective responses which have been evident in self-report and direct measures taken from the body.

Strong evidence for psychological improvements come from the multi-centred randomized controlled trial with over 100 participants who suffer from depression in Finland (Hyvönen et al.; Pylvanainen et al.). This work gives us confidence that in the hands of qualified dance movement therapists, the positive impact of dance can be substantial for people who struggle with depression on both reducing depression scores as well as improving body image. These positive results can be sustained over at least 3 months after the completion of the intervention. Smaller pilot randomized controlled trials conducted in Latvia and the UK indicate similar positive outcomes. The Latvian study (Majore-Dusele et al.) for example, showed that women with chronic pain who attended dance movement therapy groups not only decreased levels of depression compared to the treatment as usual group but also lowered their pain intensity. The study on autism in the UK (Aithal et al.) indicated that both social communication as well as overall wellbeing were improved in the dance movement therapy groups for all children, including both those with verbal as well as those with non-verbal skills.

It is notable that in the papers included in this Research Topic, methodological designs that follow a health-related hierarchy of evidence are adopted such as randomized controlled trials (Hyvönen et al.; Majore-Dusele et al.; Aithal et al.) or systematic reviews as is the case with the study from the Netherlands on personality disorders (Kleinlooh et al.). Most studies however, involved a mixture of hard and soft data with only a few studies relying exclusively on qualitative information (Sundstrom and Jola; Kipling-Brown and Gray; Payne and Brook); interviews on user perspectives, autoethnographic approaches and action research were some of the approaches adopted in the qualitative studies included in this compilation of papers. In a complex art form such as dance, attending to both what is nuanced and internal as well as what is measurable and external appears to be the way researchers approach this subject.

Overall, it seems that dancing makes us joyful, happy, and connected across generations and despite illnesses with authors exploring why dance is so good for us in psychological as well as physiological terms. Similar explorations can be found in the studies relating to theater, drama therapy and psychodrama.



THEATER, DRAMA THERAPY, AND PSYCHODRAMA

Ten studies in this Research Topic focused on how theater and drama based processes promote social and psychological health, and address specific concerns across the lifespan, with half of these focused on adults.

In one of the two studies on theater, Panero and Winner's quantitative study in the U.S. suggested acting students scored higher than non-acting students did on some components of flow and of empathy in their everyday lives, which could indicate positive psychological experiences of acting. Actors' dissociation rose significantly post-performance, however, which could indicate negative psychological experiences of acting. None of these characteristics were related to acting quality as judged by independent raters. García-Arch et al. conducted a quantitative controlled study in Spain showing that a 14-day performing arts program designed to shift biased attitudes toward physical illness among the general population could be effective in reducing levels of implicit bias toward illness.

In drama therapy, a 10-week manualized protocol was used to enhance maternal insightfulness and reduce children's behavior problems in mixed-method study (Feniger-Schaal and Koren-Karie). The findings indicate improved maternal insightfulness and a corresponding decrease in children's externalized and general behavioral problems. In another drama therapy study, a qualitative grounded theory approach was used to explore the benefits of a 16-week group drama therapy protocol with adolescents with an identified intellectual/developmental disability (Musicka-Williams). The findings highlight the value of dramatic imitation not only as an entry point to the dramatic work but also in facilitating relational connection to others in the group. A different mixed methods study examined the benefits of a 10-month drama therapy group culminating in autobiographical therapeutic performance with ten court involved adults (Ray and Pendzik). The pre- and post-interviews and self-report measures indicated that participants experienced a sense of self-acceptance and understanding, empathy for others, and a potentially improved ability to engage in human service programs designed to increase job readiness and enhance adaptive living skills.

In a psychodrama study, Kushnir and Orkibi illuminated four benefits of concretization as a mechanism of change: reducing the ambiguity of the problem, externalizing the protagonist's problem, enhancing the therapist-protagonist therapeutic bond, and bypassing the protagonist's defense mechanisms, based on interviews with seasoned psychodramatists. The operationalization of concretization that is offered could be useful for future experimental examination. In a different qualitative study from Israel, an open psychodrama group with abused women residing in domestic violence shelters was observed to reduce anxiety, stress, guilt and self-blame while reinforcing perceptions of self-worth and confidence (Ron and Yanai). Giacomucci and Marquit's quantitative single group pretest-posttest study explored the effectiveness of trauma-focused group psychodrama in the treatment of post-traumatic stress disorder (PTSD) at an inpatient addiction treatment center in the U.S. The results suggest clinically significant reduction in overall PTSD symptoms, but this should be taken with caution given the lack of control group and clients' exposure to other treatments while treated in psychodrama. In a mixed methods psychodrama study in Portugal, Pires et al. examined the therapeutic use of masks created by five adolescents suffering from anxiety. The most significant experiences quantitatively reported by participants during sessions were awareness, insight, self-understanding, empowerment, and relief. At the end of the study, participants also qualitatively reported a perceived increase of calmness and world connection, satisfaction in interpersonal communication, and better emotional expression and regulation. Importantly, the mask technique was experienced as playful and engaging. In Italy, Testoni et al. explored the effects of a death education project on 89 high school students coping with traumatic grief due to the death of two classmates. The intervention involved eight 2-h meetings of psychodrama aimed at helping students elaborate their feelings, as well as meditation. A battery of quantitative self-report measures indicated that the intervention reduced students' fear of death and its avoidance, normalized death as something natural, and improved wellbeing.

On the whole, these studies demonstrate that theater based processes can increase our empathy, reduce bias, deepen insight and self-acceptance, strengthen relationships, and impart both a sense of relief and vitality. Managing psychological distress as well as developing socially-needed skills were some important highlights from this group of studies.



MUSIC AND MUSIC THERAPY

Fifteen studies in this Research Topic focused on the benefits of music listening, music making, and music therapy. Five studies focused solely on music, 10 studies of music therapy, and covered populations across the lifespan. Studies were carried out with people with intellectual disabilities, dementia, depression and people living with and beyond cancer. The remaining studies were conducted with non-clinical samples. Quantitative, qualitative and mixed-methods studies examined the impact of music listening and music making. Further, two studies examined neurophysiological responses to music. The benefits of music and music therapy included improvements in wellbeing, quality of life, mood and emotion, anxiety, stress and distress and growth mindset. A range of changes in social functioning and social processes were also noted. For instance, increased communication, confidence and social interaction, building resilience and political agency and supporting relationships.

Some music therapy studies that are worth drawing the reader's attention to include the randomized controlled trial by Elkkila et al. in Finland, the study by Clark et al. in Australia and by Chong and Yun in South Korea. Erkkilä et al.'s randomized controlled trial examined the efficacy of a music therapy approach to treating adults with depression. Effects were large and significant on depression when improvisational music therapy was combined with the breathing exercise and listening homework. In Australia, Clark et al. also found a songwriting program was not only feasible and acceptable in people with dementia and their caregivers; there was also a large reduction in depression and improvements in mood next to improved cognitive performance and social connection. Chong and Yun adopted a mixed methods design to study the impact of music therapy on young offenders. The resource-oriented program led to improvements in self-concept, stress coping skills, and resilience.

Studies that focus on the content of music and music therapy interventions are also included here. Scrine for example, critiques the dominant trauma paradigms. Instead, she highlights how music therapy can challenge power relations by enabling young people to reframe perceived risk, foster resistance and building political agency, while encouraging young people to challenge assumptions of safe spaces and instead move toward practices of structuring safety. de Witte et al. analyzed focus group interviews with music therapists who worked with people with mild intellectual disabilities where they focused on stress reduction. The analysis revealed that active interventions led to synchronizing, tension release, and direct relaxation. Tempo and the dynamics of the music were the most critical to consider when selecting music interventions for stress reduction.

There are also some interesting studies in community music and music education included in this collection of studies that highlighted the value of music for emotional and social skill development, growth and wellbeing. A mixed-methods analysis of a community music programme for people with disabilities identified improvements in self-expression, confidence, mood, and social skills. There were also increases in communication, social interaction and joint interaction. Music-making was recognized as an important non-verbal mode of self-expression (MacGlone et al.). Attention to growth and attainment is given by Holochwost et al. This team found that children at risk of poverty who were enrolled in orchestral music education programmes had significantly higher levels of growth mindset, with evidence of a dose-response relationship for 2–3 years of participation in such programmes. A new measure of eudaimonic music listening functions was developed by Groarke and Hogan which measures peak experiences, flow and transcendence in music listening experiences. Scores were associated with higher positive and negative affect, indicating that eudaimonic music listening is associated with greater emotional experience, rather than greater emotion regulation. A qualitative interview study by Krause and Davidson found that among older Australian adults in residential care music listening supported their wellbeing by providing entertainment, enjoyment, relaxation and mood regulation.

There is also evidence that music and music therapy can be of value for people living with cancer. For example, the systematic review and meta-analysis by Kohler et al. found that music therapy significantly improved psychological wellbeing, quality of life and significantly reduced physical symptom distress among adults with cancer. A pilot study involving music-based play activities aimed at managing distress for children undergoing hematopoietic stem cell transplantation (HCST) and their caregivers was found to be feasible and acceptable (Holochwost et al.).

Hunt et al. also focused on cancer care, but they used EEG in a mixed-methods design with case series to examine the neuronal effects of listening to entrainment music compared with preferred music in patients with chronic cancer pain. Analysis showed common brain responses to personalized entrainment-healing music in theta and low beta range in right pre- and post-central gyrus. The authors observed somatosensory changes consistent with processing pain during entrainment-healing music that were not seen during preferred music. Bower et al.'s systematic review which synthesized brain imaging data about the neural processing of music in children, found infants and children process music more slowly and utilize different cortical areas compared to adults.

Both of these two studies are important for reporting on the impact of music on the brain and begin to build a picture of how not only music, but maybe also all the arts can have a major positive physiological impact. Looking at the impact of all the arts in different combinations have also been included in this call, as we see in the section following.



STUDIES COMBINING ARTISTIC DISCIPLINES AND MULTIPLE ARTS THERAPIES

Six studies examined the impact of interventions that involve multiple arts forms in educational and combined arts therapies in clinical contexts with people across the lifespan. Two randomized controlled trials are worth flagging up here: the study by Moula et al. in the UK and the study by Ho et al. in Hong Kong. In a pilot randomized controlled trial, Moula et al. investigated the effectiveness of arts therapies interventions (music, drama, dance movement and art therapy) on child- and teacher-reported mental and physical outcomes. In a sample of 62 children, the results indicated not only significant improvements in life functioning and improvement of overall wellbeing, but also significant improvements in childrens' duration and thus, quality of sleep, making a strong case that the arts therapies can have a positive impact on physical and emotional health of children. The trial conducted by Ho et al. in Hong Kong involved over 100 Chinese adults with intellectual disabilities, who were randomized into an expressive arts-based intervention group and a control group of routine care. Although, overall, the quantitative results indicated no intervention effects on wellbeing, behavior, and mood, analysis of drawings pre-post intervention indicated that those in the intervention group used a wider variety of colors which may imply a more positive state of emotional wellbeing. Also, the interview findings suggested that those in the intervention group were more emotionally expressive and stable after the intervention.

In all cases, the need for further research is evident, research that can benefit from work across disciplines. For example, the effects of school-based arts education on various competency outcomes were examined in a systematic review by Schneider and Rohmann. The authors concluded that the evidence across arts domains, and for different outcomes, remains limited due to small sample sizes, small number of studies, and a range of effect sizes. In a complementary conceptual article, Holochwost et al. provides guidance of how the quality of the studies can be improved, arguing that “arts education” researchers should (1) define the specific domain of the arts education activity (e.g., acting vs. drawing vs. singing), (2) describe the contexts in which the activity occurs (e.g., handled by a facilitator vs. taught by a professional artist), (3) explain the socioemotional development concept targeted in the study (e.g., self-concept in adolescence), and (4) take into consideration participants' demographic information (e.g., socioeconomic status, gender, and ethnic/racial identity).

The importance of laying out clearly what is responsible for change has been an important motivation for the study by de Witte et al. who conducted the first scoping review on arts therapies therapeutic factors. For further randomized controlled trials to take place, it is crucial that researchers are clear of what are the active ingredients of interventions. Through the 67 studies included in this review, the authors distinguish between factors specific to a particular arts therapies discipline, factors shared by all arts therapies disciplines, and factors that are common across all psychotherapies. Also, 19 domains of therapeutic factors were identified, of which three domains (“embodiment,” “concretization,” and “symbolism and metaphors”) were composed solely of factors unique to the arts therapies. The authors offer a detailed evaluation of the findings, suggestions for future research, and discuss implications for clinical practice and training.

Finally, Vulcan conducted a phenomenological-hermeneutic qualitative study that explored the particular challenges faced by 28 therapists in Israel who work with children who have an autism spectrum disorder. The therapists were from diverse orientations: dance/movement, arts, music, and drama therapists, clinical psychologists, and clinical social workers. The findings underscore the key role of the concrete body in intersubjective relationships and in the therapeutic process, pointing to the potential impact of somatic and kinetic interventions.



SUMMARY

The 82 articles included in this Research Topic affirm the value of the arts as a cost-effective global resource for keeping us well, living fuller lives and meeting major challenges facing health and social care such as aging, implicit bias, chronic medical conditions, and mental health. And as promised, they also offer valuable evidence and insight into the psychological, physiological, and also the social benefits of the arts. Each contribution advances our understanding of what works where and with whom and offers methodological roadmaps and recommendations for future research. Collectively, the papers in this compilation also offer opportunities for cross pollination highlighting the benefits from working across a continuum of care from community arts, arts and health and arts therapies.

Over 20 studies look at the benefits of the arts and arts therapies for children and adolescents in mainstream education, special schools or hospitals. The remaining studies look primarily at adult populations ranging from members of the general public to vulnerable groups and individuals with medical conditions. Older age groups also receive substantial attention with Parkinson's and dementia being two areas repeatedly reported on.

Several studies in this call argue that the arts can act as social glue that brings together families, generations, and wider communities. For example, the intergenerational and community interventions using dance by Douse et al., and Shuper-Engelhard show the power of dance to bring people together. Participatory music has been researched for its capacity to enable expression (MacGlone et al.), growth and attainment (Holochwost et al.), wellbeing (Groarke and Hogan), while may offer entertainment, enjoyment and relaxation (Krause and Davidson) for children, adults and older people alike. Findings from García-Arch et al. suggest that a performing arts intervention program reduced levels of implicit biases among the general public. Acting training, in particular, was related to higher levels of emotional, cognitive, and compassionate empathy in everyday life (Panero and Winner). Several studies focused on short-term and long-term interventions of visual arts and art therapy improving socio-emotional skills in adolescents (Kastner et al.) as well as the expression (Harpazi et al.) and regulation of emotions (Drake) in children. Other studies examined how art could improve quality of life and wellbeing in clinical (Savazzi et al.; Tong et al.) and non-clinical adult populations (Pipere et al.).

We have some large multi-centered randomized controlled trials that argue convincingly, through robust designs, that there is a significant power in dance movement and music therapy to lower depression (Hyvönen et al.; Erkkilä et al.). Similar impact on reducing anxiety and depression is reported in art therapy (Havsteen-Franklin et al.), while evidence is presented on the contribution of psychodrama to reducing symptoms of trauma (Yanai and Ron; Giacomucci and Marquit), adding to the substantial growth of evidence of the effectiveness of the arts therapies in reducing symptoms of ill health. In order to further advance our understanding of direct cause-and-effect and generate strong empirical evidence, it is necessary to engage further with randomized controlled trials that look at the effectiveness of the arts with different populations as well as experimental studies that target a smaller number of specific quantifiable components enriched by an in-depth understanding of subjective experiences. We feel that with financial support, the arts and arts therapies can be implemented in a powerful, and more targeted manner.

Contemporary developments in the use of digital technologies are reported in the art therapy publications (Zubala et al.; Shamri Zeevi; Kaimal et al.), responding not only to the needs created by the pandemic but also to the longer term and evolving artistic digital language spoken by the diverse populations we serve. It is expected that as digital technologies are growing in sophistication, research in the other artistic practices will also grow, supporting embodied 3D real time artistic experiences with important psychological, physiological and/or social value.

Finally, there are studies that highlight the impact of the arts and arts therapies on neurophysiology, motor skills, physical health and other biomarkers such as studies by Bower et al. and Hunt et al. on the impact of music on the brain, by Moula et al. on the impact of arts therapies on the quality of sleep of children and the physiological and neurological benefits of engaging in visual arts and art therapy for Alzheimer's patients (Savazzi et al.). The use of wearables, EEG, FMRI scans and similar devices are gaining popularity, attempting to capture ways in which our physiology is directly affected by not only watching the arts but also by active participation. The interest from the neuroscientific community in the arts is clearly evident. However, expensive equipment also requires equivalent financial investment. Similar investment is needed for large, multi-centered randomized controlled trials. Research in the arts have been traditionally under-resourced; for large and expensive studies to take place that can fully de-code why the arts are so impactful for our mental health, a similarly large amount of financial investment is required.

For now, it is possible that some of the therapeutic factors proposed by the systematic review by de Witte et al. for the arts therapies may also hold true for several different uses of the arts. It is likely for example, that the potential of the arts to support full immersion in arts-making processes (“embodiment”), to make tangible what may be difficult to articulate or comprehend (“concretization”) and to simultaneously clarify experience while maintaining complexity and possibility (through “symbolism and metaphors”) can be an answer to a lot of our struggles and difficulties.

While research on the mechanisms that are responsible for change through the arts is ongoing, so are studies on the outcomes from engagement in the arts. The range of benefits of the arts and arts therapies that are included in this rich compilation of studies is impressive, the results are promising and the future research possibilities proposed are exciting. Our editorial team hope that this Research Topic is not only enjoyable, but also highly stimulating, offering opportunities for future growth in this exciting area of research and practice.
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The 1947 Constitution of the World Health Organization states, “Health is a state of complete physical, mental and social wellbeing and not merely the absence of disease or infirmity.” (World Health Organization, 2020). With this in mind, WHO has always used the arts in its work on health promotion and communication. However, this effort was given serious focus with the publication of the first scoping review on the evidence for the health benefits of the arts (Fancourt and Finn, 2019) published by the WHO Regional Office for Europe. With the publication of this report, we have affirmed what so many in the diverse field of arts and health have long known: the arts are a vital partner in our health, care, and wellbeing.

What remains now is to advance our understanding on specifically when, how, and with whom the arts contribute to positive psychological, physiological, and social wellbeing. We need to drill down to the evidence base of the health benefits of the arts and to areas that have stood out demographically. One area that is attracting attention is the older generation: there is a demographic boom and associated expansion of conditions, diseases and challenges of growing older. An anecdote from my own experiences: my father in law suffers from dementia, and he is in a constant state of emotional anxiety. When we ring the doorbell, he answers the phone. When we try to talk to him, he is hearing voices of people long dead around him. And yet when he plays the piano, he experiences these moments of concentration of clarity and of peace, that are really quite remarkable. The second important area is younger people, like my son, who are also going through great anxiety right now. They are losing faith in the older generation to make the right decisions to make this planet habitable for the next generation. They are losing faith in the ability of the community to share and collaborate and care for one another. Through the arts, in his case film, my son is trying to create a narrative that rediscovers that connection between people to find a way forward. And of course it is also all of us, going through the third year of a pandemic that has kept us apart, resulted in losses of people, property and ways of living and challenged our mental health. For me, the healing power of the arts lies in the hope it has brought to me and to so many during this time.

This Research Topic on the psychological and physiological benefits of the arts is a significant contribution to this evidence base. The 82 articles offer insights into the benefits of participating in the arts for the general population as well as treatment outcomes for specific populations such as the role of dance and dance movement therapy in alleviating depression and improving gait for people with Parkinson's disease; the use of art and art therapy to support children and adults in working through and communicating mental health concerns; the role of theater, drama therapy, and psychodrama to increase social connection amongst neurodiverse youth, and reduce stigma and symptoms of PTSD; and the use of music and music therapy in pain reduction and quality of life in patients with cancer. This collection also offers a rigorous analysis of therapeutic change factors involved in the creative arts therapies which gives us insight into why and how these clinical practices facilitate change.

We have much more to discover about how the arts can change how we feel, think, and behave. Given the collective challenges we face now from social inequity, the pandemic, climate change, and sustainable peace, we need to invest in artists, arts therapists, and in alliances between the arts and wellbeing at all levels of government, education, and care provision. Research, like the kind demonstrated in this excellent collection of articles, is an essential part of this investment and offers important avenues for policy. Working with UNESCO, the WHO can imagine a day in the not too distant future where both organizations jointly present evidence with relevant policy recommendations to a combined convening of ministers of health and culture, ushering in a new era of investment in the arts, culture, and creativity, not simply for its own sake or the creative economy, but as an investment in the health of communities.
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Art therapy is widely used and effective in the treatment of patients diagnosed with Personality Disorders (PDs). Current psychotherapeutic approaches may benefit from this additional therapy to improve their efficacy. But what is the patient perspective upon this therapy? This study explored perceived benefits of art therapy for patients with PDs to let the valuable perspective of patients be taken into account. Using a quantitative survey study over 3 months (N = 528), GLM repeated measures and overall hierarchical regression analyses showed that the majority of the patients reported quite a lot of benefit from art therapy (mean 3.70 on a 5-point Likert scale), primarily in emotional and social functioning. The improvements are concentrated in specific target goals of which the five highest scoring goals affected were: expression of emotions, improved (more stable/positive) self-image, making own choices/autonomy, recognition of, insight in, and changing of personal patterns of feelings, behaviors and thoughts and dealing with own limitations and/or vulnerability. Patients made it clear that they perceived these target areas as having been affected by art therapy and said so at both moments in time, with a higher score after 3 months. The extent of the perceived benefits is highly dependent for patients on factors such as a non-judgmental attitude on the part of the therapist, feeling that they are taken seriously, being given sufficient freedom of expression but at the same time being offered sufficient structure and an adequate basis. Age, gender, and diagnosis cluster did not predict the magnitude of perceived benefits. Art therapy provides equal advantages to a broad target group, and so this form of therapy can be broadly indicated. The experienced benefits and the increase over time was primarily associated with the degree to which patients perceive that they can give meaningful expression to feelings in their artwork. This provides an indication for the extent of the benefits a person can experience and can also serve as a clear guiding principle for interventions by the art therapist.

Keywords: art therapy, personality disorders cluster B and C, quantitative survey, treatment goals, indication, visual arts, benefits


INTRODUCTION

Personality disorders (PDs) are enduring and inflexible patterns of cognitions, emotions, interpersonal functioning or impulse control that lead to significant distress or impairments with an impact on a broad range of personal and social situations (American Psychiatric Association, 2013; World Health Organization, 2015). Recent meta-analyses have shown that psychotherapy is effective for reducing PD pathology, with significant but small to moderate effect sizes (Stoffers et al., 2012; Budge et al., 2013; Cristea et al., 2017), while psychosocial functioning seems to remain severely impaired in individuals with PDs, and subsequently forms a substantial risk factor for relapse, occurrence or recurrence of symptoms (Zanarini et al., 2009, 2010; Keuroghlian et al., 2013; Chakhssi et al., 2019). Thus, current psychotherapeutic approaches may benefit from additional therapies that may improve upon their efficacy.

Art therapy is one of the therapies that is widely used as an additional therapy in the treatment of patients with PDs1. Art therapy is an experiential form of treatment that makes use of art media, creative processes, and the resulting artwork to improve a patient’s symptomatic functioning while enhancing their well-being. Art therapy is aimed at artistic self-expression and reflection of problematic feelings or themes and guided by an art therapist. These feelings or themes can be explored without being directly expressed in words [e.g., Moschini, 2005; Schweizer et al., 2009; Malchiodi, 2012; American Art Therapy Association, 2017; British Association of Art Therapists [BAAT]., 2017]. Difficulties with emotion-regulation are a central issue for people diagnosed with a PD (Dixon-Gordon et al., 2017; Haeyen, 2018). Emotion regulation refers to the processes of how people influence experienced emotions: when we have emotions, how we experience them and how we express them (Gross, 1998). The way people express emotions plays an important role in social interactions (Gross, 2002). Art therapy may help patients to recognize difficult emotions, to integrate conflicting thoughts, feelings or behaviors, and to find a more constructive way of dealing with them (Eisdell, 2005; Simon, 2005; Haeyen, 2011b, 2018, 2019). Art therapy is an integrative health profession which has roots in the social sciences, medicine and art (Czamanski-Cohen and Weihs, 2016).

Art therapy for patients with PDs has shown to be effective in a randomized controlled trial, in which art therapy was compared to wait list control showing large effects on PD pathology (N = 74) (Haeyen et al., 2018). Additional analyses showed that art therapy contributed equally to decreasing symptoms and improving well-being (Haeyen et al., 2017b). Also, in two pilot studies, art therapy among patients with primarily antisocial PDs was effective in provoking experiences and feelings (mental states) and promoting a healthy adult attitude to these feelings and experiences. It also improved self-esteem and social relations (Green et al., 1987; van den Broek et al., 2011). Several smaller non-comparative quatitative studies report positive results of art therapy regarding global functioning, treatment adherence (Franks and Whitaker, 2007; Eren et al., 2014), sense of solitude and self-centered isolation (Gatta et al., 2014), distress tolerance, service use (Springham et al., 2012), and expression of emotions (Haeyen, 2011a).

Despite the scarce evidence, this form of therapy is named in some national care guidelines (Landelijke Stuurgroep Multidisciplinaire Richtlijn ontwikkeling in de GGZ, 2008; Alliantie Kwaliteit in de geestelijke gezondheidszorg. [Akwa GGZ], 2017). While it seems to be related to positive experiences in the practice of professionals and service users, there has been little specific research of this form of therapy. RCTs and other effect studies are important, but they mainly look at the degree of change in complaints and coping. That is not the whole story. How do patients view the therapy? What do they think of it themselves? So if we ask them explicitly, we can map out the valuable perspective of the patients and let have their opinion taken into account. This could also help to facilitate a better indication for art therapy.

The experiences of patients with PDs are important, however, these have not been the subject of many studies. Of the few studies performed in samples of patients with PDs, patients perceived relatively more benefits of art therapy than all other therapies (Group psychotherapy, cognitive group therapy, problem solving group, body-oriented group therapy, household group, and pharmaco therapy) and were given significantly higher scores. Also, the perceived benefits of art therapy correlated significantly with the perceived overall benefits of the therapeutic program [Karterud and Pedersen, 2004 (N = 319)]. More recently, two qualitative studies [Haeyen et al., 2015 (N = 29); Haeyen et al., 2017a (N = 11)], found that participants experienced more insight in their problematic patterns of feelings, thoughts, and behavior, which had not been addressed before and that this process went beyond a conscious, cognitive level. However, these studies leave questions unanswered regarding the more specific benefits of art therapy for patients with PDs, which specific therapeutic goals are perceived, which factors are important for increasing the benefit of the therapy, and for whom art therapy shows the largest benefits. To the best of our knowledge, no study has explored whether PD patients’ demographic or clinical characteristics, as well as art therapy elements, is associated with their perceived benefits of art therapy.

Therefore, the object of the present study is to focus in depth on studying the personal benefits experienced by patients as a result of art therapy. If we know how patients experience art therapy, then we can investigate whether the extent to which benefits are experienced is influenced by characteristics that have to do with the therapist’s attitude or the extent to which patients felt they were able to express their feelings in the artwork. This study focuses on the questions: To what degree do patients diagnosed with a PD experience benefits from art therapy, does this contribute to perceived improved daily, emotional and/or social functioning and which treatment goals are addressed? Is the experienced benefit related to the extent to which patients can express their feelings in making artwork? This question was added because emotion-regulation problems are a key issue for people diagnosed with a PD. Furthermore, we wanted to explore if some factors or patient characteristics are predictive. Is the extent of benefits gained related to the attitude of the therapist, and what conditions he or she creates? And is art therapy more beneficial for certain persons than for others, looked at from the perspective of age, gender and diagnosis cluster?



MATERIALS AND METHODS

This study is a practice-based, quantitative survey study with two assessments covering a period of 3 months.


Participants

The participants were patients (18+) with at least one DSM-5 PD (American Psychiatric Association, 2013), who were undergoing specialized treatment as usual, and where art therapy was offered as an additional therapy. Exclusion criteria for the current study were the inability to read or speak the Dutch language.

Data were collected from 539 patients with a PD at measurement points 1 and 2. In this group, 27.1% were diagnosed with a Cluster B personality disorder (Borderline PD n = 116, Narcissistic PD n = 2), 30.1% were diagnosed with a Cluster C PD (Avoidant PD n = 95, Dependent PD n = 13, Obsessive compulsive PD n = 23), and 34.5% with PD not otherwise specified. Most patients, 78.6%, were women. Age ranged from 19 to 65 (mean: 35.67, SD: 10.12). In a number of cases (n = 104) diagnostic information was missing. These cases were still included in the analyses because the patients were in treatment in PD specialized care units, which always requires a PD diagnosis. Finally data from 528 of the 539 patients were analyzed based on the completion of the questionnaires at both T1 and T2.



Survey

The survey contained 8 questions and 13 statements about perceived benefits from art therapy, associated factors and patient characteristics.


Benefits

The possible benefits from art therapy were evaluated with a question about the extent to which patients had benefited from the treatment (item: “Have you benefited from art therapy?”) and three sub statements on improvement in their daily/emotional/social functioning during treatment thanks to art therapy (item example: “My daily functioning has improved through art therapy.” The overall question was formulated following the study of Karterud and Pedersen (2004). In this study every patient was asked “how much benefit did you gain from therapy x?” We added the three sub statements focused on daily/emotional/social functioning based on the practice based classification of treatment goals used in a top clinical institute for PDs. The question and the statements were scored on a 5-point Likert scale from “(1) none” to “(5) a lot.” The Cronbach’s alpha of this scale was 0.88, minimum 2.86, maximum 3.55, a range of 1.06, variance of 0.24 and a mean of 3.55. Test–retest reliability with average interval of 2 weeks showed a Pearson’s correlation of r = 0.89 for the overall question, r = 0.79 for the item about daily functioning, r = 0.79 for emotional, and r = 0.72 for social functioning.

Perceived benefits related to treatment goals were then examined using nine items which asked whether art therapy had contributed to a specific treatment goal such as a clearer self-image, increased self-confidence/self-esteem, or the expression of feelings/showing emotions (“Which personal areas have improved through art therapy?” Item examples: “Clearer self-image (who I am, what I want, what I can do)” or “Making your own choices and self-determination”). This selection of specific treatment goals emerged in previous research as relevant for this target group (Haeyen et al., 2015). The various treatment goals were evaluated by participants with a dichotomous scale asking participants to indicate for each goal whether or not it had been achieved in art therapy. The internal consistency of these items was 0.82 measured with Cronbach’s alpha. The test–retest reliability with average interval of 2 weeks of each item/each treatment goal varied from 0.51 to 0.70 measured with Spearman’s rho (ρ). These items were analyzed on a single item level and because we wanted to explore each goal by itself and therefore were not considered as a scale.



Associated Factors

The factors related to art therapy and the therapist’s attitude were examined using five independent statements: – the relationship with the therapist, in which the therapist adopted a non-judgmental attitude (item: “The art therapist responds to me in a non-judgmental manner”); – the feeling that patients were taken seriously (item: “I feel that I am taken seriously in art therapy”); – the degree of structure offered (item: “I receive sufficient guidance to create artwork during the sessions”); – the level of freedom offered in the therapy (item: “I have sufficient freedom to express myself through working in art”). These aspects were scored on a 5-point Likert scale from “(1) never true” to “(5) almost always true.” One item asked about the extent to which a person could express his or her feelings in creating artwork in the art therapy sessions, for which the same Likert scale was used (item: “I am able to express my feelings through the process of making art”). These items were analyzed on a single item level because we wanted to have a specific look at the content of each item. Test–retest results showed a Pearson’s correlation in the range of r = 0.50 to 0.85. More specifically: Non-judgmental therapist r = 0.60, Feel taken seriously r = 0.80, Sufficient freedom for expression r = 0.50, Sufficient guidance r = 0.70 and Expression of feelings in the art work r = 0.85.



Patient Characteristics as Predictors

In order to investigate which participant reported more benefits than for others, the following aspects were examined: age (continuous), gender (male/female), and diagnosis cluster. Diagnosis cluster was divided into the subgroups of cluster B, cluster C, and PD (not otherwise specified), since these were the most frequent diagnoses within the entire group. The division in clusters was also based on meaningful clinical groups with a large enough sample to be looked at separately. These aspects were variables on a single item level.




Procedure

The participants were recruited by 18 art therapists working in specialized departments for PD treatment at six large mental health care institutions in Netherlands in order to obtain a nationwide representative sample. All treatments were multidisciplinary, with a group form of art therapy (and to a much lesser extent, individual therapy) as additional therapy. Participants agreed to their participation by means of an informed consent form and then completed the questionnaire at the first measurement point (after at least three sessions) and at a second measurement point, after 3 months. The first and second author are working in one of these health care institutions. Since the data collection was performed in six institutions, we consider there was no conflict of interest. There seems to be no question of effects of social desirability bias because data collection was performed in six institutions and the questionnaire was handed out by the therapist or by colleagues, but in any case by persons other than the researchers.

The procedure for data handling was as follows: we prevented as much as possible missing data by collecting a large part of the survey digitally and missing data were not accepted to the completion of the questionnaire. For the other part, the survey was offered paper and pencil wise. If only very few missing data occurred in a questionnaire, the mean value of a variable was used in place of the missing data value for that same variable (mean substitution). The mean is a reasonable estimate for a randomly selected observation from a normal distribution. The sample seems large enough and power does not seem an issue.



Data Analysis

Data were analyzed with IBM SPSS 24 (International Business Machines [IBM], 2013). Firstly, we investigated the level of reported benefit from art therapy (research question 1) (overall and in the case of daily, emotional and social functioning) and change over time using GLM repeated measures procedure with time as a within-subject factor. The nine items referring to specific treatment goals and whether these changed over time were examined based on chi square tests.

In order to examine the research question 2, we correlated the associated factors with the overall perceived benefits and three sub questions: benefits for daily, emotional, and social functioning.

For research question 3 “to examine whether differences in patient characteristics could predict the magnitude of perceived benefits” (patient characteristics as predictor), we used Pearson correlations for age and chi square for gender and diagnosis. In overall hierarchical regression analyses we also tested whether benefits after 3 months could be predicted by benefits experienced at T1, the specific treatment goals, associated factors, age and gender, and PD diagnosis cluster. This model (see Figure 1) was tested for overall benefits and for the three domains, i.e., daily, emotional, and social functioning. It was tested in five steps using the enter method, i.e., step 1, perceived benefits at T1; step 2, specific treatment goals at T1; step 3, associated factors; step 4, age and gender; and step 5, cluster of PD diagnosis. This model was tested for overall benefits as well as the three domains of daily, emotional, and social functioning.


[image: image]

FIGURE 1. Frequencies of specified benefits of art therapy (%) (N = 528).





RESULTS


Research Question 1: Reported Benefits of Art Therapy

The majority of patients reported that they had quite a lot of benefits from art therapy in general with a mean of 3.70 (SD = 0.99) on T2 (T1: 50.3%; T2: 56.4%). Only 2.2% (T1) and 1.5% (T2) of patients reported that they perceived no benefits in general. For benefits relating to emotional functioning, 25.2% of the patients reported these benefits at T1 and 31.8% reported this at T2. For daily and social functioning the percentages were lower (daily functioning, T1: 14.3% and T2: 16.5%; social functioning T1: 12.1% and T2: 16.9%). The results of the GLM repeated measures showed that the reported overall benefits increased after 3 months of art therapy F(1,527) = 13.05, p < 0.001. This was also the case for benefits in emotional functioning F(1,526) = 6.262, p < 0.05 and in social functioning F(1,527) = 5.73, p < 0.05, see Table 1.


TABLE 1. Benefits of art therapy, GLM repeated measures analyses (N = 528).

[image: Table 1]As to whether art therapy contributed to specific treatment goals, a similar pattern over time was seen, see Figure 1. At both points, the most frequently reported specific treatment goals were expression of emotions (T1: 71.5%; T2: 76.1%), improved (more stable/positive) self-image (T1: 69.2%; T2: 73.1%), making own choices/autonomy (T1: 68.3%; T2: 72.7%), recognition of, insight in and changing of personal patterns of feelings, behaviors, and thoughts (T1: 62.7%; T2: 71.2%) and dealing with own limitations and/or vulnerability (T1: 62%; T2: 67.5%). Using chi square, it was shown for each specific treatment goal that it was more often reported at T2 than at T1 (p < 0.01).



Research Question 2: Associated Factors

Pearson’s correlation coefficient (r) was used to examine whether the reported benefits were associated with specific factors relating to the therapist’s attitude or the extent to which patients were able to experience expressing their feelings in the artwork in the art therapy sessions (see Table 2). The various aspects proved to correlate with the degree of perceived benefits. Particularly the extent to which a person can express his or her feelings in the artwork showed a high correlation (ranging from r = 0.47 for social functioning to r = 0.72 for overall benefit).


TABLE 2. Pearson correlation (r) between benefits and a number of variables at T2 (N = 528).

[image: Table 2]


Research Question 3: Patient Characteristics as Predictor

Diagnosis, age, and gender were not related to the reported benefits in general, nor to the benefits reported on daily, emotional, or social functioning; see Table 3. Only on the item “my social functioning improved thanks to art therapy” did 16.1% of the women indicate more often than men (6.1%) that their social functioning had not improved thanks to art therapy. And 18.3% of the men stated more often than the women (12.5%) that their social functioning had improved thanks to art therapy.


TABLE 3. Chi-square test on benefits and several variables on T2 (N = 528).

[image: Table 3]Testing the overall model using hierarchical regression analyses, it was shown that the increase in reported overall benefits at T2 is associated with the extent to which the patient experienced being able to express his or her feelings in the artwork during the art therapy. The baseline values were predictive for increase in reported benefits of art therapy. No other specific benefit, therapeutic or patient characteristic was found to be associated with this increase. A similar pattern was shown for the effect of reported benefits on emotional functioning. Only for social functioning, the increase in reported benefits was associated with whether art therapy focused on coping with limitations and/or vulnerability. Table 4 shows the results of these hierarchical regression analyses.


TABLE 4. Hierarchical regression analysis between perceived benefits at T2 and variables at T1 (N = 528).

[image: Table 4]



DISCUSSION

This study investigated the extent to which patients who have been diagnosed with a PD experienced benefits from art therapy, and whether it contributed to the improvement of their daily, emotional, and/or social functioning. It also looked at the correlation with the extent to which people can express their feelings in making artwork, with the conditions created by the therapist, and whether some persons reported more benefits from art therapy than others.

The majority of patients in the group studied (mainly Borderline, Avoidant, and PDs not otherwise specified) reported that they had gained quite a lot of benefits from art therapy in general with a mean of 3.70 (SD = 0.99) on T2 (T1: 50.3%; T2: 56.4%). The greatest positive change could be seen in answer to the overarching question as to overall benefit. Benefits in emotional functioning and social functioning also showed significant improvements, whereas any benefit to daily functioning did not involve a significant change. This fits the expectation that art therapy is focused on emotional aspects and because art therapy is mostly in a group, it also affects social functioning. The improvements are concentrated in specific target goals of which the five highest scoring goals affected were: expression of emotions, improved (more stable/positive) self-image, making own choices/autonomy, recognition of, insight in and changing of personal patterns of feelings, behaviors and thoughts and dealing with own limitations and/or vulnerability. Patients made it clear that they perceived these target areas as having been affected by art therapy and said so at both moments in time, with a higher score after 3 months.

These findings are in correspondence with previous studies in which art therapy came forward as highly suitable for and appropriate to the key problems of patients with PDs, that it offers a well-defined route to a stronger emotional awareness and contributes to constructive emotion regulation (Green et al., 1987; Franks and Whitaker, 2007; Eren et al., 2014; Haeyen et al., 2015, 2017a,b, 2018). Also, the present study looked into the interplay between the degree of benefit and various factors: the specific treatment goals, associated factors, age and gender, and PD diagnosis cluster.

A strong correlation was found between the level of benefit reported and factors such as a non-judgmental attitude on the part of the therapist, feeling that one was taken seriously, having sufficient freedom of expression, while at the same time offering sufficient structure and an adequate basis. Particularly, the extent to which patients can express their feelings in their artwork shows a strong correlation with social functioning, and is highest for overall benefit. So, when patients feel they can express themselves in the art work, they also feel they can share this experience with others. Doing so, it also affects social aspects, which fits the idea that making meaningful art in the presence of others can function as a bridge for communication about emotion related themes between the patient and others, including therapists.

Factors that did not show any significant correlation were age and gender. Art therapy in this study came forward as not primarily beneficial for men or for women, for younger or older people. Only the aspect “improved social functioning” scored somewhat higher for men than for women. This might indicate that the women see this less as a goal for themselves, whereas the group of men finds just the opposite. There was no difference between extent of benefit and the various diagnostic clusters. So in this study it made no difference whether a person had a diagnosis in the categories cluster B, cluster C, or PDs not otherwise specified. For each of these diagnostic clusters, art therapy was equally beneficial.

What ultimately came forward is that the increase in reported overall benefits is associated with the extent to which a patient has experienced that he or she can express his or her feelings in the artwork during the art therapy. No other specific benefit, therapeutic characteristic or patient characteristic was found to be associated with this increase. A similar pattern was shown for reported benefits on emotional functioning. For daily and social functioning, the increase in reported benefits was associated with coping with disability and/or vulnerability. This does not mean that only patients are indicated for art therapy who have previous experience with expressing themselves in art or have the expectation that they will be able to express their feelings in art. Being able to express feelings in art is a skill that can be stimulated in art therapy, for which coming out of their comfort zone is therapeutic and triggering this possibility for self-expression in alternative way next to verbal expression.

This study has a number of limitations. Firstly, the dropouts from art therapy were not included in the analyses since no data were known at the time of measurement 2. This may have affected the results. Even so, the sample involved was large enough to be concerned representative. A second limitation is that the period of 3 months was a period in the course of an ongoing treatment. A clearly defined starting point might yield a clearer image or clearer results. However, the beginning of a specialized treatment is seldom a clear starting point in the assistance and support programs of the patients in this target group, who have often had to deal with issues in various fields of life for many years, and have often been through numerous therapy processes, often resulting in few, temporary or variable effects. After all, their issues often consist of persistent patterns that have long existed and are typical of this diagnosis.

A third limitation is that art therapy is not isolated in this study. It was generally offered as part of a broader treatment program, so that changes in benefits might be dependent on several factors, and not just on art therapy. An argument against this is that this survey posed specific questions with a focus on art therapy. Nevertheless, this study does not have a control group so cause and effect conclusions are not possible and the repeated measures analyses yielded results with small effect sizes. A fourth limitation is that this study did not look at the relationship between the experienced benefits and aspects such as culture or IQ. These aspects might also be of influence, and it is recommended that they be included in subsequent studies. Lastly, this study gives no insight into how benefit from art therapy is achieved, what factors are operative in art therapy and what interventions are decisive in this regard. This study primarily looked at secondary factors.

The strengths of this study are that it was conducted in the target group concerned, it was close to daily practice and involved a large group of participants, meaning that a sample of sufficient size could be assumed as the starting point. As far as we know, a study of art therapy of this scope within this specific target group was not conducted previously. In addition, often the participants in this study could not specifically choose art therapy, but it was a standard part of a broader, multidisciplinary treatment plan. This does not mean that only participants with an affinity for art therapy took part, but that a considerable number of participants may have had little or no affinity with art therapy or artwork. In practice, patients often say that art therapy is outside their comfort zone. Because the study did not involve only participants with leanings toward artwork, the results would probably give a more objective picture if this had been the case.



CONCLUSION

Patients diagnosed with a PD indicated that they experienced quite some benefit from art therapy. This is primarily shown in learning to express emotions, reinforcing and stabilizing their self-image, learning to make their own choices and strengthen their autonomy, recognizing, gaining insight into and changing their own patterns in feeling, thinking and acting. They also regarded learning to deal with their own limitations and/or their own vulnerability as an important goal of therapy. These target areas are perceived at the outset by patients as applicable in art therapy, and after a while it is seen even more strongly in this light.

The extent of the perceived benefits is highly dependent for patients on factors such as a non-judgmental attitude on the part of the therapist, feeling that they are taken seriously, being given sufficient freedom of expression but at the same time being offered sufficient structure and an adequate basis. Age, gender, and diagnosis cluster make no difference for the extent of the benefits experienced by a person. Art therapy provides equal advantages to a broad target group, and so this form of therapy can be broadly indicated. What does come forward is that the extent to which people perceive that they can give meaningful expression to feelings in their artwork is decisive. This provides an indication for the extent of the benefits a person can experience and can also serve as a clear guiding principle for interventions by the art therapist.
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FOOTNOTES

1Art therapy is an integral part of the treatment for personality disorders in many larger national healthcare institutes in Netherlands, e.g., GGNet/Scelta, De Viersprong, Mediant, GGZ Friesland, Mondriaan, ProPersona, Synaeda, University Medical Center Groningen, GGZ Noord Holland Noord, GGZ Drenthe, GGZ Oost Brabant, Dimence and Lentis.
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Introduction: Music therapy is used as an adjunct oncological treatment aiming at the improvement of psychological and physical well-being through music. A growing body of randomized and non-randomized controlled trials has been published and reviewed recently. However, a global, quantitative assessment of the effectiveness of music therapy in adult cancer care is missing. The present study thus aims to synthesize the evidence of music therapy in different oncological treatment phases.

Methods: We conducted a pre-registered systematic review and meta-analysis (PROSPERO-ID: CRD42019133084) following standard guidelines. We searched electronic databases for studies on music therapy performed by a therapist with adult cancer patients.

Results: The narrative synthesis included thirty studies showing that music therapy overall had positive effects on a broad range of outcomes, with techniques and effects varying in different phases. During curative treatment, results were most promising with regard to anxiety, depression, and pain medication intake, while in palliative settings, improvements with regard to quality of life, spiritual well-being, pain, and stress were reported. Twenty-one studies were included in the meta-analysis which showed small but significant effects of music therapy on psychological well-being (d = 0.35, p < 0.001), physical symptom distress (d = −0.26, p = 0.017), and quality of life (d = 0.36, p = 0.023). Heterogeneity between effect sizes was small to medium. Moderator analyses identified studies with a single session of music therapy and the use of receptive techniques to produce larger effects regarding psychological well-being.

Conclusion: Music therapy can improve relevant health-outcomes in cancer patients and should therefore be offered in various treatment phases. Future research should include potential moderators such as individual information about patients to find out who benefits most from different kinds of music therapy.

Keywords: music therapy, oncology, cancer, effectiveness, randomized controlled trials, quality of life, supportive care, complementary therapies


INTRODUCTION

Music therapy is a frequently used complementary and creative arts treatment in psychosocial cancer care (Bro et al., 2018). The general goal is to relieve symptom distress and to improve quality of life of patients in various stages of an oncological disease. Particularly in advanced cancer populations and palliative care, music therapy has recently received high attention in both research and clinical care (Stützlinger et al., 2018; Warth et al., 2019a). The use of music and sounds to affect human spirit and to heal dates back to ancient times. However, the modern understanding of clinical music therapy as a psychotherapeutic health-care discipline has developed after World War II, when academic courses and trainings as well as national associations were established around the world (Edwards, 2008). Today, music therapy is defined as “the systematic use of music within a therapeutic relationship which aims at restoring, maintaining and furthering emotional, physical and mental health” (Deutsche Musiktherapeutische Gesellschaft, 2019). Highlighting the importance of the therapeutic relationship, this definition clearly distinguishes music therapy from music medicine or mere listening interventions, such as listening to prerecorded music during surgery (Bradt et al., 2016). Nowadays, various health-care settings, including psychiatry, geriatrics, palliative care and oncology, offer music therapy to promote psychological, physical, or spiritual well-being (Deutsche Musiktherapeutische Gesellschaft, 2019).

In psycho-oncological care, music therapy is recommended by national guidelines in Germany as a treatment option to alleviate anxiety or existential fears (Leitlinienprogramm Onkologie., 2014) In the course of a life-threatening illness and its treatment, patients and relatives can experience a multitude of physical, psychological, social and spiritual distress strongly impairing their quality of life (Holland et al., 2010). Therefore, a multi-professional oncological treatment team is necessary to provide both medical and non-pharmacological interventions to address the patient's diverse needs. Psychosocial interventions, like psychotherapy or creative arts therapies, particularly aim at improving psychological well-being, building coping skills, and establishing social resources (Holland et al., 2010).

For this purpose, music therapy specifically can use music as a way of non-verbal expression and communication of cancer patients. Particularly, music therapists in oncology can offer multifaceted support in dealing with anxiety related to the disease or the medical procedures, in coping with stressful physical and emotional conditions, in stabilizing mood fluctuations, and in symptom management (e.g., pain, dyspnea, fatigue). Moreover, music therapy has been used to facilitate communication in patients and relatives as well as to address spiritual needs and existential fears (Bradt et al., 2016).

Moreover, music therapy was shown to promote relaxation and thus reduce stress, respiratory problems, and pain (Stützlinger et al., 2018). To achieve these goals, music therapists can offer a wide range of techniques to cancer patients and mostly tailor their therapeutic program to the individual's needs. Generally, active techniques can be distinguished from receptive techniques. In active music therapy, the patient participates in the production of music (e.g., by singing or playing an instrument), whereas receptive music therapy guides the patient in listening to live or recorded music (Stützlinger et al., 2018). In the treatment of cancer patients, techniques mainly encompass music-assisted relaxation and imagery, songs and improvisations (Warth et al., 2015b).

Previous reviews and meta-analyses of music interventions in oncology have shown positive effects on anxiety, depression, fatigue, and pain as well as physiological parameters (heart rate, respiration rate, and blood pressure) in cancer patients (Boyde et al., 2012; Zhang et al., 2012; Archie et al., 2013; Nightingale et al., 2013; Tsai et al., 2014; Bradt et al., 2016; Bro et al., 2018; Stützlinger et al., 2018; Gramaglia et al., 2019). However, the validity of these reviews was often restricted with regard to the inclusion or exclusion of certain patient populations, outcomes or interventions, which impeded a general conclusion about the quantitative effect of music therapy in adult cancer patients. For instance, one review was limited to evidence available in Chinese (Zhang et al., 2012), while other meta-analyses included studies with underage cancer patients (Boyde et al., 2012; Bradt et al., 2016), which from a clinical point of view requires a considerably distinct therapeutic approach. Another recent meta-analysis (Bro et al., 2018) included only cancer patients who underwent curative treatment while studies investigating patients in other treatment phases (e.g., during diagnoses, rehabilitation, or palliative care) were excluded. Similarly, some reviews focused solely on palliative care (Archie et al., 2013; Gramaglia et al., 2019) or included studies with music medicine interventions (Nightingale et al., 2013; Tsai et al., 2014).

A recent health technology assessment in Germany (Stützlinger et al., 2018) specifically considered music therapy interventions with more than one session attended by full age cancer patients in all treatment phases and concluded that music therapy has a positive short-term effect on psychological outcomes in cancer patients. No evidence was found for long-term or physiological effects. However, these results are based on a systematic review without meta-analytical support. Therefore, the aim of the present review and meta-analysis was to provide a narrative and quantitative synthesis of the effects of music therapy in adult cancer patients in all stages of the disease.



MATERIALS AND METHODS

The review was conducted in accordance with the Preferred Reporting Items for Systematic Review and Meta-Analyses (PRISMA) guidelines (Liberati et al., 2009). Additionally, we performed a meta-analysis with studies providing sufficient data. At the beginning of our research, a study protocol was published in the international prospective register of systematic reviews (PROSPERO-ID: CRD42019133084).


Eligibility Criteria

Criteria for inclusion were pre-specified according to the PICOS framework (participants, interventions, comparisons, outcomes, study design) (Liberati et al., 2009) and can be seen in Table 1. Studies investigating adult patients with more than 80% of them having a primary cancer diagnosis of any type at any stage were included. Patients received either inpatient or outpatient oncological treatment. To meet the definition of music therapy, the interventions needed to be delivered by a trained therapist. Active as well as receptive interventions were included. Outcomes were not specified in the search syntax in order to get a complete list of variables measured in this context. Experimental groups could be compared to a waiting list group, a treatment as usual group or an active control group with a pretest-posttest-comparison. Randomized controlled trials as well as controlled clinical trials were accepted.


Table 1. Eligibility criteria.
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Literature Search

Electronic sources for primary studies search were the databases PubMed, PsychInfo, and CINAHL. The syntax used for literature search in PsychInfo was:

(AB oncol* OR AB cancer OR AB carcinomatosis OR AB cancer patients OR AB carcinosis OR AB palliative care OR AB leukemia OR AB carcino* OR AB neoplasm OR AB chemotherapy OR AB end of life OR AB hospice OR AB tumor OR AB malign*) AND (AB drumming ORAB choir ORAB melody OR AB music OR AB singing) AND (AB random* OR AB rct OR AB controlled trial OR AB cct OR AB clinical trial).

Additionally, relevant reviews concerning this topic and references of primary studies were hand-searched. Only studies published in English or German were included. The literature search was conducted in February 2019.



Study Selection, Data Extraction, and Risk of Bias Assessment

Detected studies were imported into Rayyan (Ouzzani et al., 2016). Two researchers independently screened abstracts and rated them according to the eligibility criteria. In case of exclusion, the most prominent reason was given. Discrepancies were resolved by discussion. Afterwards, full texts were read and if in line with eligibility criteria, data was extracted from the selected studies and entered into a coding sheet containing the PICOS categories and the Cochrane Risk of Bias Assessment Tool (Table 2) which helps to assess methodological study quality and was adopted for psychotherapy research (Munder and Barth, 2017). Again, two researchers rated independently and discussed discrepancies.


Table 2. Study characteristics.

[image: Table 2]

Regarding the systematic review, all studies matching eligibility criteria were considered. Only studies providing sufficient data were then included in the meta-analysis. In case of missing information in the papers, authors were contacted by email. If they did not answer or could not provide the missing data, the study was excluded of the meta-analysis.



Statistical Analysis

The list of outcome variables was grouped into categories. Three of them (psychological well-being, quality of life, and physical symptom distress) were applicable for meta-analysis (i.e., more than five effect sizes per category; pre- and post-means, sample sizes per study group, and standard deviations reported). Psychological well-being encompasses outcomes such as mood, anxiety, and depression, whereas physical symptom distress includes pain, generic physical symptom scales, and fatigue. Data of other categories (spiritual and social well-being as well as biomarkers) were only considered in the narrative synthesis. If a study reported multiple outcomes of one category, the measurement or kind of outcome that was used more often in other studies was included to avoid dependencies within categories.

Effect sizes were estimated based on the difference of mean pretest-posttest change in the treatment and control group divided by the pooled standard deviation before intervention. This calculation takes most advantage of the information given in the studies as it considers baseline differences between groups (Morris, 2008) and is recommended in a recent methodological review of meta-analyses in clinical psychology (Rubio-Aparicio et al., 2017). This effect size is a variation of Cohen's d and can be interpreted correspondingly (small: d = 0.2–0.5, medium: d = 0.5–0.8, large: d = 0.8) (Cohen, 1992). To calculate sampling variance of standardized mean change differences, the pretest-posttest correlation for quality of life, psychological well-being, and physical symptom distress was estimated based on previous research (Warth et al., 2015a).

Meta-analysis was performed using the “metafor” package in R (Viechtbauer, 2010). As it is implausible to assume that true effect sizes in all studies are the same due to variance e.g., in participants, interventions or study designs, a random effects model was computed. Heterogeneity was analyzed with τ, Q-test, and I2. τ describes the standard deviation of the true effect size, Q allows a significance test and I2 is the relation of true to observed heterogeneity (Borenstein et al., 2011). Plausible sources of heterogeneity were setting of cancer treatment (inpatient vs. outpatient/mixed), treatment phase (palliative vs. curative), type of music therapy (active/mixed vs. receptive), duration of music therapy session (short ≤ 30 min vs. long ≥ 30 min), frequency of music therapy sessions (one vs. more) and type of control group (treatment as usual/waiting list vs. active control). To find out if these possible moderators explained variance between effects, their values were dichotomized due to the small amount of studies in each category, and a moderator analysis was conducted.

To test presence of publication bias, funnel plots were inspected, and Egger's regression test for asymmetry was conducted (Egger et al., 1997). In case of asymmetry, the trim-and-fill method was applied to correct asymmetry in the funnel plot (Duval and Tweedie, 2000). In order to identify outliers and influential studies, Baujat plot was inspected and a set of diagnostics (e.g., standardized residuals, Cook's distance) was conducted. If an effect showed a pattern of deviation in graphical outputs of these statistics, it was excluded and sensitivity analysis was performed. Type I error probability was set at α = 0.05.




RESULTS

After the description of the study selection process, we provide a narrative synthesis of information from primary studies, categorized into different oncological treatment phases, and then proceed to the results of the meta-analysis. Table 2 presents an overview of the study characteristics. Of note, nine studies described in the narrative synthesis were excluded from statistical meta-analysis due to insufficient data reporting.


Study Selection

Data base search according to our syntax resulted in n = 363 studies. Two additional studies were identified through other sources. After removal of duplicates n = 228 studies remained. Their abstracts were screened and n = 171 studies were removed due to reasons listed in in Figure 1. Full texts of the remaining n = 57 studies were assessed for eligibility. After that n = 30 studies remained for the narrative synthesis. For quantitative analysis, studies with insufficient data (n = 7) as well as studies with measures that did not fit into one of the outcome categories (n = 2) (Cook and Silverman, 2013; Ramirez et al., 2018) were excluded and n = 21 studies remained. The full study selection process is shown in Figure 1.


[image: Figure 1]
FIGURE 1. Flow Diagram of study selection. Studies with insufficient data and outcomes which did not fit into meta-analyses categories were not included in quantitative syntheses of results.




Risk of Bias Assessment

Results of risk of bias assessment can be seen in Table 3. Although ratings overall show high bias in all studies, the extent of different biases varies among studies. Only four studies out of 30 had low risk of bias in four categories (Palmer et al., 2015; Warth et al., 2015a; Letwin and Silverman, 2017; Bieligmeyer et al., 2018) and five in three categories (Cassileth et al., 2003; Hanser et al., 2006; Horne-Thompson and Grocke, 2008; Bradt et al., 2015; Dóro et al., 2017).


Table 3. Risk of bias assessment.
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With regard to the specific categories, the risk in randomization and allocation sequence was low or unclear in all studies, except one that was a controlled clinical trial (Domingo et al., 2015). Risk of bias in blinding of participants and personnel was high or unclear because no study reported assessment of patients' expectancies. Five studies reported blinding of outcome assessors, the others did not provide sufficient data on outcome assessment or lacked blinding of outcome assessors. Four studies showed a high risk of inappropriate handling of missing data. No study was rated high on selective outcome reporting and four studies provided a study protocol (Palmer et al., 2015; Warth et al., 2015a; Tuinmann et al., 2017; Bieligmeyer et al., 2018). Only one study provided information on treatment implementation (Allen, 2010).



Study Description and Narrative Synthesis
 
Music Therapy During Chemotherapy and Radiation

Ten studies examined the effects of music therapy in the course of chemotherapy or radiation treatment on diverse outcomes. Three focused specifically on music therapy as an adjunct treatment during chemotherapy. A study by Lin and colleagues investigated the effectiveness of three different study conditions in patients undergoing chemotherapy: A 1 h single music therapy session, a 30 min verbal guided relaxation, and standard care (Lin et al., 2011). Both music therapy and verbal relaxation showed to be effective in reducing chemotherapy-related anxiety compared to standard care alone. Besides, the music therapy group achieved a greater increase in skin temperature compared to the other groups. Hanser et al. (2006) compared three sessions of music therapy targeted at stress coping with standard care in breast cancer patients receiving chemotherapy. They detected positive effects on relaxation, comfort, and happiness, as well as on stress biomarkers (resting heart rate and blood pressure). A quasi-experimental trial studying the same population and cancer treatment found a reduction in depressive symptoms, helplessness, hopelessness, and cognitive avoidance after participation in a group music therapy program (Chen et al., 2018).

Two studies assessed the effects of music therapy in the course of radiation therapy and found reductions in anxiety and distress (Rossetti et al., 2017) as well as improvements regarding quality of life, fatigue, and depression (Alcântara-Silva et al., 2018). Techniques used in these studies encompassed listening to prerecorded music, live music therapy, and conversations with a therapist.

Five more studies were identified that studied patient populations receiving some sort of combination of chemotherapy and radiation treatment. Three of these were RCTs by Burns and colleagues that compared music-based imagery with different control conditions. In the first study, the guided music intervention led to greater improvements in mood states and quality of life than the waitlist control group (Burns, 2001). In the second study, the authors found improvements in both study groups regarding positive and negative affect as well as fatigue and anxiety (Burns et al., 2007). In the third study by this group, single sessions of music-based imagery attained higher responsiveness to music therapy and benefit finding, whereas preferred music listening led to lower distress (Burns et al., 2018). Fredenburg and Silverman (2014) conducted two pilot RCTs with post-transplantation patients receiving chemotherapy and/or radiation. The first study with a very low sample size found no between-group difference in fatigue compared to a waitlist control group (Fredenburg and Silverman, 2014). In contrast, the second study showed a single session of receptive music therapy with patient-selected live music to be effective with regard to reductions in negative affect and pain (Verstegen, 2016).

Hence, findings for music therapy as an adjunct treatment during radiation and chemotherapy are mixed, and allocation of studies to a certain primary treatment phase was partially ambiguous. Techniques used by music therapists were heterogeneous including relaxation and imagery, listening to music with a therapist, improvisation, and songwriting. Effects were most promising with regard to the reduction of anxiety, distress, depression, and pain.



Music Therapy During Surgery and Transplantation

Eight studies were included that focused on the use of music therapy in the course of surgery and transplantations. In one of them, lung cancer patients listened to relaxing music played by a therapist before and after surgery (Wang et al., 2015) and showed less anxiety, lower blood pressure, and heart rate parameters as well as a lower need for analgesics. Patients in Palmer and colleagues' study (Palmer et al., 2015) listened to a song before surgery and verbally reflected on it. During the operation, they listened to music chosen by the therapist. As a result, patients reported less anxiety and faster recovery in comparison to the control group. Yates and Silverman (2015) focused on the effect of music therapy after surgery and found a positive effect of receptive music therapy in combination with therapeutic conversation on anxiety and relaxation.

Another RCT studying patients undergoing blood and bone marrow transplantation (Verstegen, 2016) found no significant difference in pain but patients participating in two sessions of hope-oriented music therapy reported higher levels of hope than those in the control condition. Moreover, four studies examined the adjunct use of music therapy in the course of stem cell transplantations. In one study with two song-based music therapy sessions per week, greater improvements in mood, but no differences in self-rated pain were observed in comparison with the control group (Dóro et al., 2017). In another trial using non-standardized interventions, patients receiving two music therapy sessions required less pain medication even though the subjective pain reduction was similar in music therapy and the control group (Bates et al., 2017). The reduction in analgesics intake was also found in a similar study, where stem cell transplantation patients additionally reported a short-term reduction of subjective pain perception (Tuinmann et al., 2017). Moreover, positive effects of music therapy on immunological parameters and frequency of toxic side effects were found (Tuinmann et al., 2017). Another study investigated music therapy with stem cell transplantation patients over a longer period of time and with varying session numbers (Cassileth et al., 2003). The music therapy group showed positive effects on depression, anxiety, and mood in comparison to the control group.

Taken together, evidence on the use of music therapy during surgery and transplantation is promising, particularly with regard to the supportive management of anxiety and pain.



Music Therapy in Aftercare

In the only available pilot study on music therapy in oncological aftercare, successfully treated breast cancer patients took part in a group music therapy program over 10 weeks (Allen, 2010). Sessions encompassed receptive techniques like relaxation and imagery followed by debriefing, while the control group received cognitive behavioral psychotherapy. The small sample of 11 patients showed that patients in music therapy groups reported improved feelings of identity, family role relationship, self-esteem, and body image compared to the control group.



Music Therapy in Palliative Care

Seven trials were identified that studied palliative patient populations. One study (Warth et al., 2015a) investigated the effects of two sessions of guided music relaxation on psychological and physiological outcomes. The experimental group showed improvements in relaxation and well-being, an increase in heart rate variability and a reduction in fatigue in comparison with the active control group. Only with regard to pain, there was no significant group difference. In contrast, another study (Gutgsell et al., 2013) found an improvement in pain after one session of music relaxation with live music in palliative care compared to standard treatment. The effect of music relaxation was also supported by a study with electroencephalogram (EEG) data analysis (Ramirez et al., 2018). Patients in the music therapy group showed an increase in valence and arousal in comparison to the active control group which had loose conversations about music with the same music therapists. Moreover, questionnaires also indicated an improvement of psychological well-being through music therapy (Ramirez et al., 2018).

Other studies used a variety of techniques individually tailored to the patient's needs. For instance, in one study, terminally ill patients received at least two home visits from a music therapist (Hilliard, 2003). These patients reported a higher increase in quality of life than those with routine hospice service only. Regarding length of life or physical functioning, no differences were found. In another study using multiple, non-standardized techniques, a single session of music therapy was superior to a volunteer visit in reducing self-reported anxiety (Horne-Thompson and Grocke, 2008). A non-randomized trial also employing various techniques found the music therapy intervention to be superior with regard to well-being, anxiety, depression, and overall symptom distress compared to standard care alone (Domingo et al., 2015). A recent pilot RCT reported high patient drop-out and found improvements for existential well-being, but not for other quality of life domains in response to music therapy (Porter et al., 2018).

Hence, evidence regarding patients with a terminal disease in palliative care settings was mixed. Standardized treatments mainly focused on relaxation techniques while the majority of studies offered tailored interventions. Effects were most promising with regard to quality of life, pain, and spiritual well-being.



Music Therapy in Non-specified Treatment Phases

Four other studies examined the effects of music therapy on different outcomes in cancer patients, but did not specify a particular phase of cancer treatment. One study investigated a 2-days resilience-focused music therapy intervention. The authors found no significant group differences between the intervention group and the waitlist control group regarding resilience and pain (Letwin and Silverman, 2017). Another study compared music therapy and music medicine in cancer patients. They found both interventions to be equally helpful and supportive with regard to mood, anxiety, relaxation, and pain (Bradt et al., 2015). A third study examined a 10 min vibro-acoustic music therapy intervention vs. resting time within a cross-over-design. They reported immediate improvements in well-being, quality of life, and physiological changes. However, no group differences were found in pain and social extraversion (Bieligmeyer et al., 2018). The fourth study found positive effects of music therapy on spiritual well-being in comparison to standard care (Cook and Silverman, 2013). In this study, the music therapist played live music accompanied on the guitar.




Quantitative Analysis
 
Meta-Analysis on Psychological Well-Being

Nineteen studies reported outcomes referring to psychological well-being. As mentioned above, one outcome per study was chosen for inclusion in our meta-analysis (k = 19). Included psychological outcomes encompassed anxiety, depression, psychological distress and well-being, mood, emotional functioning, relaxation, hope and resilience. Measurement instruments are shown in Table 3. Effect sizes of three primary studies indicated significantly better psychological well-being through music therapy in comparison to control group, other studies included zero in their confidence interval (Figure 2).


[image: Figure 2]
FIGURE 2. Forest plot for psychological well-being. CI, 95% confidence interval, PSYCH, psychological well-being.


The overall effect calculated by the random-effects model was significant and small-sized (d = 0.35, CI = 0.19–0.50, p < 0.001), indicating that music therapy improves psychological well-being of oncological patients in comparison to control group treatment. Heterogeneity between studies was low and not significant (τ = 0.20, Q = 27.77, p = 0.066, I2 = 36.39%). Even though not necessarily indicated, moderator analysis was conducted, and frequency of music therapy sessions had a significant moderating effect (F = 15.79, p = 0.001). Thus, heterogeneity was lower and no longer close to significance (Q = 14.40, p = 0.639, I2 = 0.01%). Surprisingly, studies with a single session of music therapy showed greater improvements (d = 0.47) than therapy programs involving a higher number of sessions (d = 0.18). Moreover, the type of music therapy was a significant moderator (F = 6.20, p = 0.023) and contributed to the observed heterogeneity (Q = 20.06, p = 0.271, I2 = 22.59%). Receptive methods (d = 0.33) improved psychological well-being significantly better than active or mixed methods (d = 0.19). Other tested moderators did not explain variance across studies (p > 0.05). Egger's regression test was not significant (p > 0.05) indicating symmetry. However, visual analysis of funnel plot showed asymmetry. As a result of using trim-and-fill method, the effect size was smaller but still significant (d = 0.27, CI = 0.11–0.43, p = 0.001).

Inspection of Baujat plot and model diagnostics showed two highly influential studies (Dóro et al., 2017; Rossetti et al., 2017). One of them was the only negative effect size (Doro: d = −0.17, n = 100) and the other one had a large, positive effect size (Rossetti: d = 0.88, n = 78). Both analyzed a large sample size in comparison to the other studies. Exclusion of these studies did not lead to change in pooled effect size (d = 0.35, CI = 0.21–0.48, p < 0.001) but heterogeneity was lower (τ = 0.07, Q = 15.27, p = 0.505, I2 = 5.84%).



Meta-Analysis on Quality of Life

Seven studies reported sufficient data on quality of life. Hence, k = 7 effect sizes were included in our analysis. Two measured general well-being, the other studies measured quality of live. Three single studies indicated significantly better quality of life in music therapy groups in comparison to control groups, the effect sizes of the other studies included zero in their confidence interval (Figure 3).
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FIGURE 3. Forest plot for quality of life. CI, 95% confidence interval; QOL, quality of life.


A small overall effect was statistically significant (d = 0.48, CI = 0.11–0.85, p = 0.019), indicating a positive effect of music therapy on quality of life in cancer patients in comparison to control conditions. Heterogeneity across effects was moderate but not significant (τ = 0.26, Q = 11.11, p = 0.085, I2 = 46.52%). The moderators were not able to explain variance across studies (all p > 0.05). Frequency of session was excluded as a moderator since all studies in this meta-analysis investigated more than one session. The funnel plot showed symmetry and Egger's regression test was not significant (p > 0.05), indicating absence of a publication bias. Based on Baujat plot and model diagnostics, one study with a large effect size (d = 1.09, n = 68) was identified as highly influential (Domingo et al., 2015). After exclusion of this study, the pooled effect size was lower, but still significant (d = 0.36, CI = 0.07–0.65, p = 0.023). Measurements of heterogeneity were all low after exclusion (τ = 0.00, Q = 4.73, p = 0.449, I2 = 0.00%) hinting at a large variance within studies due to small sample sizes. No moderator analysis was thus conducted. Funnel plot as well as Egger's regression test (p > 0.05) indicated no publication bias.



Meta-Analysis on Physical Symptom Distress

In the meta-analysis on physical symptom distress, k = 12 studies were included. Outcomes were pain (nine studies), physical well-being/symptoms (two studies) and fatigue. Measurement instruments are shown in Table 3. Three primary studies showed significant benefits of music therapy, while the other effect sizes did not differ significantly from zero (Figure 4).


[image: Figure 4]
FIGURE 4. Forest plot for physical symptom distress. CI, 95% confidence interval; PHYSIC, physical symptom distress.


The pooled effect was small-sized and significant (d = −0.34, CI = −0.55–0.13, p = 0.004). The included effects were heterogeneous (τ = 0.26, Q = 27.59, p = 0.004, I2 = 55.72%). Variance could not be explained by the tested moderators (all p > 0.05). Among these, frequency of sessions was closest to significance (F = 3.79, p = 0.080) and was able to contribute to overall heterogeneity (Q = 15.25, p = 0.123, I2 = 39.22%). Again, one session led to higher improvement of physical symptoms in comparison to control condition. Funnel plot showed symmetry of study distribution and Egger's regression test result supported this assumption (p > 0.05). Hence, there was no indication for a publication bias.

Inspection of Baujat plot and graphical outputs of model diagnostics pointed out one highly influential study (Gutgsell et al., 2013), which examined many participants (n = 200) in comparison to the other studies and found a medium-sized effect size (d = −0.77). Exclusion of this study led to a small decrease of effect size which was still significant (d = −0.26, CI = 0.06–0.46, p = 0.017). Heterogeneity among effects was no longer significant (τ = 0.18, Q = 13.54, p = 0.300, I2 = 33.09%). Hence, no further moderator analysis was conducted. Funnel plot as well as Egger's regression test (p > 0.05) indicated no publication bias.





DISCUSSION

In order to provide an overview of the impact of music therapy in adult cancer care, we conducted a systematic review and meta-analysis. We included only studies investigating music therapy performed by a therapist. Overall, we found a positive effect of music therapy on outcomes regarding psychological well-being, quality of life and physical symptom distress. With regard to different oncological treatment phases, the outcomes and techniques used in music therapy studies were heterogeneous. During curative cancer treatment, music therapy had a positive impact on well-being, anxiety, depression, mood, and pain, although findings were mixed. Interestingly, several studies showed a reduction of analgesic intake in response to music therapy in the course of surgery or transplantation. The interventions used in these treatment stages were mainly relaxation and imagery, singing, and improvisation with instruments that were feasible to play. Evidence on the effects of music therapy in aftercare is very scarce. Only one pilot study examined group music therapy after breast cancer treatment and reported positive effects on body image and feeling of identity. The validity of this finding, however, is very limited due to the extremely low sample size (Allen, 2010). In palliative populations, music therapy was successfully used to reduce anxiety and stress, and to improve spiritual and psychophysiological well-being. Findings with regard to pain reduction were mixed although the largest RCT provides promising evidence for a positive effect (Gutgsell et al., 2013). Studied techniques in these settings were either music-based relaxation or individually tailored interventions.

Considering the meta-analytical results, the effects of music therapy were small but significant for all three outcome categories. In comparison with previously reported findings (Archie et al., 2013; Bradt et al., 2016; Bro et al., 2018), the effect sizes in our meta-analysis were smaller. One reason might be the inclusion of similar outcomes in one category rather than one meta-analysis for each outcome which would have increased statistical bias due to multiple testing. Additionally, our effect size calculation method took pretest-discrepancies into account and is a more conservative method than often used posttest-comparisons (Morris and DeShon, 2002).

Heterogeneity between effect sizes was small to medium. With regard to quality of life and physical symptom distress, no moderators were found. Differences with regard to patients (inpatient /outpatient, curative/palliative treatment phase), treatment (active/receptive music therapy, duration, and frequency of sessions) or methodology (standard care vs. active control group) were not able to explain any variation in the calculated outcomes. This finding, however, does not necessarily lead to the conclusion that these and other moderating factors have no influence at all. The small number of effect sizes per outcome and the deliberate categorization of moderators may also contribute to the lack of significant findings. Moreover, other factors might be relevant which could not be monitored and tested in this analysis, such as pain medication or musical background. The moderators that explained variance between effect sizes of psychological well-being were session frequency and type of music therapy. Contrasting our expectations, studies that were limited to single sessions of music therapy produced more positive results than music therapy programs with higher session frequencies. It is possible that the first music therapy session in the work with chronically-ill cancer patients may induce strong reactions as music can instantaneously address feelings which the patient might not have been aware of. Moreover, studies with single-session music therapy often may have a less emotionally-challenging therapeutic focus, e.g., on relaxation or acute pain reduction (Gutgsell et al., 2013; Warth et al., 2015a). In an ongoing study on a biographic music therapy technique in palliative care (Warth et al., 2019b), we observe that the process of emotional and spiritual integration of past live events in some cases only starts to work after three or more sessions. Hence, the risk of wrong timing of the post-intervention assessment may be lower in single-session studies. The observed effect, however, might also be due to a methodological artifact, as the time span between pre and post assessment is very low in single-session studies and patients may remember their previous response to questionnaires. Moreover, receptive methods led to stronger improvements in psychological outcomes, which is consistent with previous meta-analytic findings on music therapy in dementia (Tsoi et al., 2018). One reason might be that active methods can be more challenging for patients due to insecurities or inhibition to express their feelings with music or simply because of physical weakness. Therefore, the immediate reaction of a patient to active music therapy might be less positive than the immediate reaction to receptive techniques. This is in line with Yates and Silverman (2015) describing that patients in their study tended to prefer receptive methods, especially in the first session.

In all three categories, exclusion of studies after sensitivity analysis led to smaller but still significant effect sizes. With regard to psychological well-being and physical symptom distress, the excluded studies were highly influential but also relevant because they had large sample sizes in comparison to the other studies (Gutgsell et al., 2013; Dóro et al., 2017; Rossetti et al., 2017). Regarding quality of life, the identified highly influential study was the only non-randomized controlled trial (Domingo et al., 2015) and therefore likely to be biased.


Limitations

One of the key strengths of this review is the inclusion of only music therapy studies distinguishing the effects from other music interventions without a therapeutic relationship. Therefore, our conclusions can be applied for the evaluation and practical improvement of music therapy. Additionally, the categorization of effects in different oncological treatment phases constitutes a precise overview of the patients' needs in each phase and helps to design specific music therapeutic interventions for different cancer stages.

However, there are some limitations that should be considered for interpretation of results. First of all, seven studies could not be included in our meta-analyses due to insufficient data limiting the generalizability of our results. Second, risk of bias was high in all studies which may be due to the Cochrane tool for assessment originally developed for general randomized controlled trials. Even though it was adjusted for psychotherapy research (Munder and Barth, 2017), many studies performed poorly in this assessment. Another critical issue refers to the small number of studies included, especially in the meta-analysis on quality of life, as well as the small sample sizes of some studies. These factors might contribute to an underpowered analysis. Furthermore, due to missing evidence in the studies, we cannot draw conclusions about long-term effects of music therapy in psycho-oncology. As the number of sessions partially moderated the effects in our analysis, future studies are encouraged to employ longitudinal study designs to assess the long-term impact. With regard to moderators, interesting factors like experiences with and preferences of music (Bro et al., 2018) could not be taken into account because they are rarely assessed in studies. Still, as the individual relationship with music plays a key role in music therapy, further research should consider examining aspects of the patients' musical background, such as subjective value of music in one's life, years of musical and instrumental training and years of active musical participation, preference of musical style or prior amount of experience with music therapy, as potential modulating variables. Another possible influence which studies often do not report is pain medication. However, it could be an interesting control variable as cancer patients especially in palliative care settings often receive high pain medication and its effect might be confounded with the effect of music therapy on pain.




CONCLUSION

Considering the results of the present systematic review and meta-analysis, we found mixed, but overall positive and significant effects of music therapy on psychological well-being, quality of life and physical symptom distress in different phases of oncological treatment. As the diagnosis and treatment of cancer is often accompanied by challenging physical symptoms and psychological distress, even small improvements through music therapy may be relevant for patients with oncological diseases. With regard to research, studies on music therapy are encouraged to reduce risk of bias, e.g., through publishing primary and secondary outcomes in a study protocol, and to assess long-term effects of music therapy. In addition, potential moderators should be included in the measurements, such as individual information about patients, to find out who benefits most from different kinds of music therapy and to provide techniques that fit the individual needs of a patient.
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A Corrigendum on
 Music Therapy in the Psychosocial Treatment of Adult Cancer Patients: A Systematic Review and Meta-Analysis
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In the original article, there was a mistake in Table 2 as published. The “Setting and patients” description of the study by Rossetti et al. (2017) should read “Outpatient medical center, patients with breast or head and neck cancer, N = 78” instead of “Inpatient medical center, patients with breast, head or neck cancer, N = 78”. The “Intervention” description of the study by Rossetti et al. (2017) should read “Music therapy (multiple techniques); 1 session, 60 min” instead of “Music listening; 1 session, 60 min.” The corrected Table 2 appears below.


Table 2. Study characteristics.
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In the original article, there was a subsequent error in the description of the intervention in the study by Rossetti et al. (2017).

A correction has been made to “Results,” “Study Description and Narrative Synthesis,” “Music Therapy During Chemotherapy and Radiation”, Paragraph 2:

“Two studies assessed the effects of music therapy in the course of radiation therapy and found reductions in anxiety and distress (Rossetti et al., 2017) as well as improvements regarding quality of life, fatigue, and depression (Alcântara-Silva et al., 2018). Techniques used in these studies encompassed listening to prerecorded music, live music therapy, and conversations with a therapist.”

The authors apologize for these errors and state that they do not change the scientific conclusions of the article in any way. The original article has been updated.
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Shared leisure activities fulfill a central role in strengthening the relationship with adult grandchildren and provide a vehicle for transmission of values. Thus, it is likely that joint activity alongside support and focused guidance in communication between adult grandchildren and grandparents will help strengthen their relationship. Based on theory and research on dance/movement therapy in old age, and on development processes in the family, the aim of the present study is to discover the significance of free-form dance jointly engaged in by adult grandchildren with their grandparents, for each of the generations. Using action research, 16 dance-movement therapists and their grandmothers participated in three dance meetings in their grandmothers’ homes. Based on filmed videos of the sessions, personal diaries, and semi-structured interviews, it was found that among the granddaughters, the meeting aroused concerns about their lack of skill to create a meaningful meeting and to protect their grandmothers throughout the meeting. It was also found that regular free-form dance meetings in which the granddaughter mirrored her grandmother’s movements while suggesting expansions to the movements, encouraging eye contact, touch, and playfulness, and empowering her ability, while also granting legitimacy to rest, created a change in the grandmother’s state of mind: positive memories and feelings appeared, as did uplifted spirits. For the granddaughters, the meeting altered their perspective on old age and provided a space for processes of parting. The implications of identifying assistive components of joint dancing for creating an intervention model for adult grandchildren’s support of the elderly in the community are extensively discussed.

Keywords: adult grandchildren, alternative interaction, dance, dance/movement therapy, elderly, free-form dance, grandparent


INTRODUCTION

The over-age-65 population has consistently grown and is likely to double and constitute 22% of the population by 2050 (World Health Organization, 2018). Thus, the search for targeted interventions relevant to the full range of physical, mental, and social aspects of the older person is needed (Mcneill and Anstey, 2016). These are precisely the areas influenced by dance in old age: dance significantly improves muscle strength, endurance, balance, regulation, and motor control; prevents anxiety and depression; and is of help in dementia (Hwang and Braun, 2015). The aim of the present study is to examine the significance of joint free-form dancing in meetings between grandparents (GPs) and their adult grandchildren (GCs) for each of the parties.


Dancing in Old Age and the Uniqueness of Dance/Movement Therapy

The impact of dance on the elderly cuts across cultures. In a study conducted in a community center in South America, it was found that dance had a positive impact not only on physical aspects of old age but also on self-perception, psychological well-being, social integration (Vadineia et al., 2016), self-esteem, and mood (Silva et al., 2016). In a study conducted in the United Kingdom that examined the effect of social dancing on an older adult population, it was found that dance was a means of self-discovery and a sense of worth (Cooper and Thomas, 2002). For older people with dementia, dance expands limited expression and social communication and enhances quality of life (Lelièvre et al., 2015; Pereira-Stubbs, 2018). Weekly dance sessions provide a communal experience, mutual support, a sense of worth, respect, enjoyment, and autonomy (Schneider, 2018).

In parallel to the positive impact of dance, in the above-age-60 population, there are physical and medical limitations as well as issues of available time, funds, and cultural perceptions that lead to a decline in physical activity (Chong et al., 2012). Dance/movement therapy (DMT) bridges the gap between the advantages of dance and the difficulties in performing physical activity and offers a combination of expressive movement and creativity (which does not require any physical abilities or prior knowledge of movement), along with emotional discourse aroused in consequence of the movement (European Association Dance Movement Therapy, 2018). Extensive theoretical (Bräuninger, 2014; De Tord and Bräuninger, 2015) and clinical (Guzmán et al., 2016; Low et al., 2016) bases show that the unique framework of this treatment provides physical activity adapted to the physical, emotional, and social needs and limitations of the older person.

In DMT, the therapist invites the participant to engage in free-form movement, whose characteristics the therapist mirrors. This, along with the therapist’s familiarity with the significance of prominent motifs in each individual’s personal movement profile, enable the therapist to promote cognitive and social facets and verbal and non-verbal expressions in a safe and supportive environment (Shuper Engelhard, 2017). The therapist’s sensitive attunement to the individual’s spontaneous movement serves to encourage its expansion and encounter its resources; as such, it represents a source for an experience of renewal and development of mental resilience in old age (Capello, 2018). Moreover, in research with various populations, it was found that DMT makes a significant contribution to the reduction of anxiety and depression (Koch et al., 2013) prevalent in old age (World Health Organization, 2018).

In studies conducted in senior homes, it was found that DMT with older people with dementia contributes to cognitive, motor, and social functioning (Hokkanen et al., 2008; Duignan et al., 2009; Karkou and Meekums, 2017). For those moving into sheltered housing, DMT contributes to an increased sense of belonging, emotional well-being, and social involvement (Kluge et al., 2012). Similarly, several studies found that DMT interventions contribute positively to older adults with mental health disorders (Jiménez et al., 2019), whereas DMT’s contribution to the well-being of older adults living in the community (not in homes for the elderly) has not been examined to date. It is possible that this is related to the lack of DMT training in community settings and to the difficulty in recruiting participants for an intervention that requires leaving the house, and due to the expense of therapy. All these necessitate examination of methods for transferring the focus of treatment to the home, to expand the circle of the older person’s support within the family framework and to provide the family with tools to care for the elderly person.



Relationships Between Adult Grandchildren and Their Grandparents

Only a few research studies have highlighted the unique dynamic of the relationship between adult GCs and their GPs (Scharf, 2016; Silverstein, 2019). Adult GCs are not dependent upon their parents to make a decision as to the frequency and quality of their relationship with their GP. They describe their relationship with their GP as one of mutual support and similar to friendship (Kemp, 2005). Close relationships between GPs and adult GCs are tied to better mental health in the two generations, including lower levels of pressure, depression, and loneliness (Even-Zohar and Tzurit Garby, 2016). In addition, the GC’s involvement in the GP’s life relieves and helps the family’s “main caregiver” and contributes to the older person’s quality of life (Sheehan and Petrovic, 2008).

In research on the quality of relations throughout the years, a single study found that there was a decline in the relationship with the GP during adolescence (Geurts et al., 2009); in contrast, other studies found that the quality of the relationship is preserved throughout the life span (Hakoyama and MaloneBeach, 2013). A close relationship during childhood increases the likelihood of a close relationship in adulthood (Geurts et al., 2012) as well as provision of assistance to the GP (Silverstein and Xu, 2016). Moreover, when the relationship in childhood is distant, the GP does not expect a close relationship during young adulthood (Pusateri et al., 2016). Thus, it can be assumed that a less-close relationship with the GP during childhood will need support and guidance in order for change to take place in the relationship during the life span.

Other studies have shown that the level of comfort felt by adult GCs when listening to their GP’s painful self-disclosures was linked to closer relationships (Fowler and Soliz, 2010). Accordingly, open communication with the GP increases GCs’ sense of familial belonging (Soliz and Harwood, 2006) and is related to more positive attitudes towards the elderly (Tam et al., 2006) and to greater closeness (Scherrer, 2016).

Generational differences in the perception of values and worldviews is another variable that can create communication difficulties between the generations. At the same time, it was found that shared leisure activities fulfill a central role in strengthening the relationship with adult GCs and provide a vehicle for transmission of values (Hebblethwaite, 2016; Silverstein and Bengtson, 2018). Thus, it is likely that joint activity alongside support and focused guidance in communication between adult GCs and GPs will help strengthen their relationship.

One study on adolescent GCs and dementia shows that they are interested in maintaining a close physical and emotional relationship with the older adult while not knowing how to do so (Celdrán et al., 2014). A recent study in which students participated (Miron et al., 2019) examined the nature of the participants’ concern and their coping strategies during face-to-face interactions with their GPs who were diagnosed with dementia. The GCs mentioned concerns regarding their lack of skill in reinforcing and preserving relations, not knowing what to say or how to behave, paucity of skills needed for conducting themselves in the situation, and few strategies for regulating emotion, alongside difficulty in interacting with a constantly changing other.



Goals of the Study

Despite the importance of intergenerational relations, the contribution of guided, structured activity to encounters between the older adult and his or her adult GCs has not been studied to date. The current study is the first of its kind, and its aim is to examine how accepted DMT techniques can serve the generation of adult GCs in the attempt to provide physical, cognitive, emotional, and spiritual support to the older person. As the literature suggests, as the aging process progresses, intervention to support alternative ways of communicating with GPs is needed (Miron et al., 2019) and will provide the ground for shared activities (Hyden, 2014; Majlesi and Ekström, 2016). DMT provides tools for an intimate encounter that facilitates self-disclosure and emotional empowerment (Shuper Engelhard, 2017, 2019b). As mentioned, to date, the contribution of a DMT-mediated intervention with older persons in the community has not been examined, and neither has the contribution of tools from the DMT field to the interaction of GCs with their GPs. In addition, the connection between adult GCs was examined only with respect to a sample of adolescents and students (young adults). This study pertains, for the first time, to GCs who are mature adults.

The assumption underlying the present research is that joint dancing of an adult GC with his or her GP will contribute to improving the relationship and to familiarity between them, and will improve the older person’s physical, social, and mental status. Due to the nascent nature of work in this field, the goal of the current study is to learn about the emotional and mental contribution of dyadic experiencing of free-form dance by granddaughters (GDs) who are dance/movement therapists with their grandmothers (GMs). The intention is for this to serve as a foundation for developing a community intervention model that will provide support to adult GCs in strengthening the relationship with the generation of GPs. The current study focuses on the viewpoints of the GM and the GD during their joint meeting, so as to provide an expansive picture of the dynamics of the relationship (Celdrán et al., 2014) and to answer the following questions: What concerns do the GDs harbor with respect to the dance encounter with their GMs? In what way does dance contribute to relations between GDs and their GMs and to their communication? Which elements of dance assist the older adult, and with which areas?



MATERIALS AND METHODS


Research Participants

Sixteen dance/movement therapists between the ages of 30 and 45 (M = 36, SD = 2.4) whose GMs ranged in age from 80 to 95 (M = 88, SD = 0.32) responded to a call issued on social media for participation in a study. The call for participants was made to men and women alike, and it is probable that the response of women only was related to the DMT profession’s majority of women. The participants came from diverse backgrounds with respect to religion, origin, and culture. Among the GMs, 4 used walkers, and 14 reported on a decline in memory. Two of the GMs had severe short-term memory impairment. The GDs typically met with their GMs once in 3 weeks. All lived an average of 1 h traveling distance from their GM. One-third of the GMs regularly engaged in physical activity for an average of 2 h weekly. In recent years, all had been suffering from health problems and decreasing independence. All the GDs reported on the family’s feeling of helplessness with respect to the deterioration in the GM’s health.

This research was approved by the ethics committee at the academic institution by which the researcher is employed.



Data Collection

Sixteen dance/movement therapists and their GMs participated in three dance meetings within the framework of participatory action research (action research is an approach in which the action researcher and a client collaborate in the diagnosis of the problem and in the development of a solution based on the diagnosis; Bryman and Bell, 2011), which took place in the GM’s home where just the two were present. Due to the germinal nature of the research in this field, the participants’ professional background helped identify key topics in the field (Keirnan, 1999). With the aim of facilitating continuity and familiarity with the meaning of an ongoing process, the meetings took place at 1-week intervals. All the meetings were identical in structure. The GDs were instructed to clear space in an area suitable for movement in their GM’s home (move aside a table in the living room, etc.), to prepare the camera and tripod to film the meeting, and to invite their GM to move along with the music chosen by the GM. To start off, the GDs were asked to suggest that their GMs lead the dance, after which the GD would lead it. In accordance with key DMT techniques, the GDs were asked to be attentive to their GM’s movement and move as a reflection, to mirror it, and to propose expansion to it while being sensitive to the individual nuances of the movement (such as the intensity of muscle use, rhythm, space) (Koehne et al., 2016). The invitation is to free-form dancing, which is not structured in advance, can be performed while sitting or lying down, and does not require any previous knowledge or skills. Beyond these instructions, the GDs were asked to be flexible and sensitive to their GM’s needs in each meeting and to respond as needed. The duration of the joint dance was between 10 and 15 min (similar to the structure of the mirror game, a frequent exercise used in DMT; for more information, see Feniger-Schaal et al., 2018).

The GDs kept a diary all through the sessions. They were asked to detail why they chose to participate in the study and what their feelings were about the dance meetings with their GMs. Writing a diary facilitated free-from writing about thoughts, feeling, and memories (Aldwin and Revenson, 1987) and helped define the GD’s personal experience of the interaction with her GM. At each meeting, following their joint dance, the GDs were asked to record in their diaries what they felt about the movement, the relationship, their GM, and old age, and how they perceived their GM’s experience with reference to all these. They were also asked to describe what characterized their own and their GM’s movement suggestions and, in their opinion, the reason these characteristics appeared in the movement. Afterwards, they interviewed their GMs using a semi-structured interview guide given to them in advance and in which they asked their GM to describe the significance of the dance to her and to describe emotions, feelings, and memories that arose during the dance.



Data Analysis

The stated and implicit significance of structured, free-form dance meetings of GMs and adult GDs was examined using interpretive phenomenological analysis (IPA) (Smith, 1996) of the video transcriptions, the personal diaries, and the interviews. This method has been used in the past in research on adults with dementia (Clare, 2003; Miron et al., 2019) and is unique in its focus on the subjective experience of the research subject along with its recognition of the role played by the investigator’s interpretation (Quinn and Clare, 2008). Data analysis was performed by the study author, who is an expert in the field of gerontology and DMT, and by two additional experts in action research and family relations.

During the first stage, all the diaries, video transcriptions, and interviews were analyzed by identifying relevant topics and dividing topics into clusters. In the second stage, a list of themes was compiled. In the third stage, all the materials were reread so as to ensure all topics were identified; this resulted in a complete list of relevant themes for each topic. In the fourth stage, the data and the topics were checked by an additional researcher experienced in use of the IPA method and by experts in dementia and DMT. At this stage, the GDs were invited to a focus group where there was an atmosphere of acceptance and lack of judgment (Krueger and Casey, 2015), in which the themes uncovered were conveyed to them and they were asked to share their feelings, emotions, and thoughts about them with the aim of gaining a more precise familiarity with the less conscious experiences (Henry and Fetters, 2012).



RESULTS

All the GDs expressed concern with respect to the responsibility for creating an encounter that would be significant and for safeguarding and protecting their GMs during the meeting. Each of these is a separate, legitimate concern, though for all the pairs, the first one dissipated towards the third meeting, while the concern about safeguarding their GM persisted for some even into the third and final session (n = 3). At the same time, they stated that the sessions painted old age in a new light and made possible a valuable space for eventual parting. The GDs and their GMs felt dance changed the “state of mind” of old age: it empowered positive perception and emotions and led to an uplifted spirit. Based on all the GM–GD pairs, it emerged that these implications depend on the framework for the meetings and on the nature of the instruction given by the GD (see Tables 1–3).


TABLE 1. Granddaughters’ concerns and dilemmas with respect to the meetings.
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TABLE 2. Significance of free-form dance in meetings of adult granddaughters with their grandmothers.
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TABLE 3. Unique components for a successful meeting.
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Granddaughters’ Concerns and Dilemmas With Respect to the Meeting


The Concern That I Will Not Be Able to Create a Meaningful Meeting

The majority of GDs (N = 12) shared that despite their close relationship with their GM they had never tried to dance with her or even saw her dancing. Thinking about the meeting aroused feelings of embarrassment and worry regarding their ability to successfully engage in it: “Movement with Grandma is new, strange and unfamiliar to me. Our relationship is one of talking. I worry that we won’t know what to do, that I’ll be embarrassed to suggest that she move, that it’ll be odd for her or that she’ll want to stop in the middle.” And, “I’m anxious about the embarrassment, that something won’t flow and I won’t know how to change course so that it’ll be easier; I wonder if my grandmother will lead the movement and how she’ll do it. I hope we’ll feel at ease.”

All of the GDs expressed concern regarding their needs in contrast to those of their GMs and worry that the meeting may lack meaning. This was especially prominent when the GM danced without making eye contact with the GD. In such instances, the GDs felt “confused,” “helpless,” and “disappointed.” “It seems that Grandma is in her own world when she dances; I had the feeling that it made no difference if I was there or if someone else was.” And, “It was hard for me that Grandma didn’t make eye contact with me… we dance together but I feel that she doesn’t need me.” These situations aroused a dilemma among all the GDs about whether and how to encourage a more intimate connection: “Most of the time I felt that Grandma didn’t need me, I felt I was trying hard to capture her gaze, she should be dancing with me. I was surprised and delighted with Grandma’s dedication to the dance. But I wondered whether and to what degree to mediate my need for her gaze.” Another concern (N = 6) was regarding the right course of action in situations where the GM showed a lack of desire and energy: “At our meeting, my grandmother didn’t feel well and didn’t want to get out of bed at all. I wondered whether it was right for me to put pressure on her.”



Concern That I Would Not Be Able to Safeguard and Protect Her

All the GDs expressed concern that in their wish to please their GD, their GM would not say the movement was hard for her: “When Grandma became tired, I found myself debating whether to continue or stop, I didn’t rely on her to stop.” And, “I fear and worry. She’s in pain. She’s tired and she continues to move and doesn’t want to stop.” Most of the GDs described the physical tension in their own bodies during the meeting, resulting from their worry for their GM’s welfare: “I noticed that when she moves backwards my senses are heightened and I worry, I was afraid.” With respect to the eventual separation old age brings with it: “Something in these meetings increased thoughts about the day we will part. It brought up a very great fear and sadness.”

Similarly, all the GDs expressed concern about the nature and intensity of the emotions that would be brought to the fore after the movement. Fear that the movement would bring up dormant memories that would harm their GM’s health: “I want to be careful not to raise demons with which she won’t be able to cope and I won’t be able to help her.” And, “Despite our closeness she never told me details about her past, she almost never spoke of her emotions. Suddenly, the movement brought up many memories and I was afraid for her wellbeing.”



Significance of Adult Granddaughters’ Free-Form Dancing With Their Grandmothers


Old Age in a New Light

All the GDs felt that through the dance, their GMs’ bodies surprised them with their youth: “The intensity of the movement together with her facial expressions and hand movements really surprised me. Suddenly she moved with her pelvis and seemed free.” Through the dance, the GDs observed their GMs “beyond the aging body.” They discerned playfulness, sexuality, and amusement, which, until now, were not part of the image they had of their GMs: “When I look at her moving, old age is less frightening.” And, “It was moving and surprising to see how beautifully and freely she dances. I was given the opportunity to see her as a woman, as a person, not only as a grandmother.” All the GDs were surprised by the energy of their GM’s body: “I was surprised that when I jumped and moved quickly and Grandma mirrored my movement at my rhythm and with the same energy; I noticed at each meeting that her animation and vitality surprised me and her range of rhythms were as wide as mine.” And, “Her lightness and range of movement surprised me. This is how I remember her from when I was a girl.”

All of the GDs related to how the dance bridges the generation gap. The GDs related to the difference between conversation and movement: “I usually talk to her about things that are going well for me and less about difficulties; when I did share I felt the gap between us in how we look at things today versus in her time. Dance differs from talk because it’s something we share and we both enjoy.” And, “In the dance, I felt our age gap decrease. When we talk, the difference between her world and mine is obvious, dealing with health, doctors, and Grandma doesn’t always remember from one conversation to the next; in dance, our ideas are equal. I learn from her and she observes me and mirrors my movements, it’s another kind of encounter. I felt joy, closeness, love and great appreciation for her.”

Dance expands the roles in the relationship. It creates a meeting in which there is enjoyment, spirituality, and less care: “I’m very close with Grandma and lately I accompanied her to checkups. Suddenly, dancing with Grandma created something new, closer, in which there’s laughter and excitement.” And, “Today, as we began, I felt closer to her. Something in our relationship changed a little. Now I’m not only her youngest granddaughter but someone with the ability to help. Even when we sat in the yard, I noticed that we weren’t in our regular places, we switched.” The nature of the encounter enabled change: “My interest in her, being attentive to her rhythm, her needs, her pleasure, were significant for the both of us. A role reversal occurred which created uniqueness and closeness.” And, “I felt I was in the role of the adult, the instructor, the protector, the ‘professional.’ This focus was significant for us both.”

Dance exposed all the GDs to their GMs’ strength of character: “Owing to the meeting, I was able to see another side of my grandmother. I saw how much she fights, how persistent she is.” And, “My grandmother enjoyed moving very much, she gave it her all. Despite it being hard for her to stand, she exerted herself and moved in her chair, powerfully, clearly, with a lot of attention to herself and her needs.” Much of the energy was related to the connection with the GD: “It was pleasant and surprising when Grandma bent down. She exerted herself, didn’t hold on to her cane or to a pillar. She felt secure in using me as mental support.” And, “It feels strange to me to see her imitate my movements, secure, willing to try.”



The Dance Provides a Space for Eventual Parting

All the GDs spoke of the need to create shared memories: “To spend as much time with Grandma as possible. For her, or even more, for me.” After the meetings, the GDs were full of gratitude. Statements such as the following were repeated: “Thank you for making it possible for me to participate”; “This was a one-time opportunity that won’t recur, I wouldn’t have experienced it otherwise. It will remain with me forever”; “Thank you for this huge gift that was given to me”; and “This was an opportunity to give Grandma more moments in which her body feels different and for me, to be close to her in a new way.”

All the GDs expressed the hope to engage in a unique experience with their GMs: “This is different than the usual experience because it has a purpose and is planned. It’s just the two of us. Doing something together. I haven’t yet experienced something like it. I’ve never danced with her.” And, “I’m not sure I’ve ever seen her dance. She is a happy, good and pretty woman, brave and strong. And alone, so alone.” The sense that this is an “opportunity for an ‘other’ and ‘different’ type of meeting,” which will facilitate greater familiarity, came up again and again: “I’m especially curious whether there’ll be spontaneity, dependence and contact; my grandmother is independent, strong. I wonder what more I’ll learn about her through movement.” All the GDs expressed a longing for new intimacy in the relationship that the meetings can bring about: “I know that this will lead to something new in the relationship with Grandma.” And, “To move together with Grandma is to return to childhood, I remember that we used to dance together when I was a child and apparently it stopped when I got older.” The same experience is mentioned by the GMs: “It takes me back to those times when you used to come home from the army and you didn’t want to sleep alone. Only with me.”

For the GDs, movement gave them permission to feel, ask, listen: “In the dance there was joy and also longing for each other. It was the first time I allowed myself to miss our being together.” “There was excitement and closeness. There was longing, sadness and a feeling of something having slipped away. Fear, love, thoughts of parting and death arose. All these feelings are familiar. I didn’t allow myself to feel some of them for such a long time.” And, “After the movement I felt more comfortable asking questions about emotional things that don’t normally come up. I wanted to know more about her.”



Dance Changes the Older Person’s “State of Mind”

Among most of the GMs, the first meeting with dance gave rise to discussion about physical losses. Complaints such as the following recurred: “I have no feet” and “I have no strength.” Throughout the meeting, however, for all the GMs, their outlook on life was painted in a more positive light. The GDs describe: “The experience is very different, I’m used to hearing stories about difficulties and griping about caregivers and neighbors. This time Grandma chose to tell me about their generous sides.” And, “Grandma remembers dances she danced with Grandpa and talks about happy events in the future. She talks about dances in childhood; I discern a spark in her eyes and excitement, it seems as if the same feeling she once had in her body is present today too.” Most of the GMs shared memories of being courted by the opposite sex and of dances: “Grandma remembers when she danced the tango. She says that Jews used to dance a lot when they came back from Auschwitz. They only wanted to dance. She relates that she danced a lot with her brother who was like a father to her.” And, “As soon as we started to dance, Grandma spoke of the hardship in her life but as the joint movement continued, it surprised me that Grandma started to talk about good things, she recounted how she met Grandpa. This was the first time I heard this story. Then Grandma remembered another story and then another story. It’s amazing how Grandma remembers so many pleasant memories from that time.”

The dance encouraged expression of feelings of love: “In contrast to our regular conversations which are more informational, it surprised me that after the movement, positive feelings and emotional conversation were aroused in Grandma.” “Grandma says that during movement she thought how much she loves me. She can’t stop thanking me for coming. This is a different intimacy than conversational meetings.” And, “In contrast to other times in which Grandma makes gestures that show her love of me, this time she spoke of her positive feelings and her enjoyment of our shared time.” The dance created excitement and emotion, and in a number of cases, the GM wanted to also dance with the grandfather (N = 4). For all the GMs, dancing brought greater freedom of movement and physical contact in its wake: “The hug was surprising. The movement facilitated enjoyment, touch and connection. As the meetings continued, the greater use of space was noticeable, as was the longer duration of the movement, larger movements, more variation and changes in movement.” And, “The third time, I feel we are truly dancing together, there is a lot more eye contact and even a bear-hug dance.”

In all cases, the GM felt loved in the dance. Memories of love, nurturing, and concern arose from the GMs: “I was loved at home, I always felt that everyone loves me.” And, the experience of love in the meeting itself: “Grandma says that for her to move together with me makes her feel that she’s not alone, in the movement she thinks of closeness.” And, in her own words: “For me, to dance with my grandchildren and great-grandchildren makes me the happiest in the world. It makes my day and my night.” It was noted that gestures of love were made outside the meeting as well. One GM excitedly related: “Yesterday, at my age, someone asked me to dance.” In almost all of the pairs, the GM wants to brag and proudly tell of the meetings. In a number of cases (N = 5), following the meeting with the GD, the grandfather asked to see the GM dance. In one case, the daughter (the mother of the GD) joined the GM in dance classes: “She wanted to do it for a long time already and now it happened.” In a few cases, the meeting aroused curiosity and excitement in the family, and the GM’s continued attempts with dance even after the study ended was made possible by the guidance of the caregiver who lived with the GM.

The joint movement led to uplifted spirits. The GD made statements such as: “In contrast to regular visits, when we dance (and not speak) Grandma feels better, I felt her joy of life, vivacity, smile.” And, “The movement made Grandma happy and excited.” And from the GMs: “Something good happened in my soul, it was good, if it were possible to start the day free-form dancing together with you, it would put me in a good state of mind.” And, “Aside from cooking, I sit all the time. It’s very good to dance, I feel young and it’s even more fun with my granddaughter… to dance with you, (smiles) it’s an experience that certainly must have distorted my features with the smile that I couldn’t stop. (Breathes…) This is a huge gift.” For all of the pairs, dance provided a breath of fresh air. An actual example is brought by one of the GDs: “Grandma smokes several packs of cigarettes a day. It’s like her lifeline. At the end of our meeting, she says that the time passed so quickly and it’s the first time in her life that she completely forgot about her cigarettes.” Movement as food for the soul also emerges from the statement of one of the GDs: “From the moment I enter, I almost always eat something, and in these meetings I didn’t eat anything, maybe the dancing was the food.”



Unique Elements Contributing to the Meeting’s Success


Meeting Framework

All the GMs related to the necessity of their GD’s presence in order for movement to take place. They related to the gap between the longing for a joint dance meeting and the difficulty of moving in an independent manner: “It’s so good, and so hard to do alone.” “I want so much to move freely around the house and don’t do it.” “One quarter hour and it is so meaningful and improves my state of mind. It’s hard to do these things alone.” “If only I were able to dance when you’re not here… with you it’s so enjoyable but I have no patience to do it on my own.” And, “I never dance, only when you’re here.”

The GDs all stressed the need for the regularity of the meetings and their purpose: “I’m excited to come for the third time in a row for a specific purpose, at a regular hour. She opens the door, smiles, is dressed nicely, made up.” And, “The experience for Grandma is a huge thrill. Expectation, pride. She put on makeup, dressed nicely, planned, chose music, called to confirm.” The same things emerged from the GMs: “These are significant days for me. I wait for it. Too bad we can’t continue longer… it’s special.”

In contrast with dance classes, in all the cases, the interaction and pleasure are from dancing and not the performance itself, which is the main point. This is expressed by one of the participating GMs: “I didn’t make any impressive movements or acrobatics… (laughs) I didn’t stand on one leg… but the touch, the movement, the gaze were fun, fun. The hug and the smile were more meaningful.” And, “I went to dance classes but I stopped, it was hard for me. With you it’s extraordinary fun. It worries me that I can’t control my smile. Great pleasure. Celebration. Every grandmother, if they knew, would be jealous of me.”

According to all the participants, the uniqueness of the meeting is in the invitation to free-form dance. As one of the GMs expresses it: “The pleasure derived from the freedom in the movement. You can do whatever you want. Let the body and the music take the lead. I waited for the sessions.” And, “I felt that the movement came from me, to effortlessly do something special. It was spontaneous, unplanned.” Many of the GDs (N = 10) emphasized that structured movement (repetition of a series of familiar movements) generally prevented eye contact and touch. Despite the fact that it enabled the GDs and GMs to synchronize their rhythms and forms of movement, it allowed only limited time for an experience of closeness. This contrasts with free-form dance: “I had a feeling of success when at the end of the third dance we did something together, there I felt synchrony, it was pleasant though in the more advanced sessions the need arose for a more spontaneous and close experience. The more spontaneous moments of improvisation create eye contact and closeness.”



The Granddaughter’s Instruction

According to all the GDs, their initiation of touch, joint breath, and eye contact are elements they added to the meeting in the goal of encouraging interaction and flow of free-form movement (and not a replay of a regular series of movements). “When I led, eye contact, touch, smile occurred. I see that Grandma also enjoys these and my leading creates a spontaneous dance and brings in other rhythms.” There is an attempt to create eye contact through movement with touch, the GD’s proximity, and the suggestion to use the space of the room. A playful culmination, more grandiose and amusing, made by all the GDs, led to an embrace from their GMs.

All the participants viewed their GM’s leading the movement as the main point of the movement interaction. “Grandma begins to move immediately and to lead the movement which I, with great happiness, join.” When the GD leads, she is attentive to how her GM continues to move in the movement she suggests, so that leading is more of a “suggestion” of movement, which the GM can use when she continues to lead. “I saw that when she borrows movements from me and leads the movement herself, she enjoys it more.” The GDs’ leading included gradual movement, starting with the limbs, then the body, and finally, the pelvis. It was evident that the gap between the generations was free of competition and the need to control: “If this were with my mother it would definitely be uncomfortable but with Grandma, I enjoyed her leading.” The GDs mirror their GM’s movement and suggest slowing it down or making it larger. The changes are small and gradual. The GDs’ movements encourage a sense of stability, crossing movements and rotation, and repetition of the movement on both sides of the body. After each change, the GD makes sure to repeat the movement and create eye contact before another change: “I tried to be attentive to her needs, and at the same time, I attempted to challenge her a little.” The suggestions are characterized by consideration of the GM (“A thought about something flows, an easy and simple movement we can do together.”) and mutuality (“We listened to one another. What felt inappropriate to me, we changed, both of us danced ‘the truth,’ we enjoyed.”). The GDs felt that their presence – showing interest in their GM’s body and her needs – created a space for expressive movement on the GM’s part: “My observance of her, my physical presence together with curiosity about her movement, were experienced as meaningful for my grandmother.”

All the GDs gave their GMs “permission to rest”; it was evident that they paid attention to hints of fatigue and responded to them with a suggestion for an alternative movement – movement while sitting, adding a pillow or a supporting wall: “When Grandma gets tired I stop. Only then does Grandma let go and allow herself to rest.” And, “Despite the fatigue and pain in her knees, Grandma continues a bit more and only when I bring the chair near does she agree to sit down a little.” The GMs all said that this attitude helped them greatly in the movement: “It was very comfortable for me sitting down, it allowed me to relax while I regained strength. I felt that I was still dancing. I lived the rhythm, the tune, the creation. And that’s what enabled me to get back up.” Alongside this, it was seen that all the GDs used words of encouragement and persuasion, highlighting the sense of ability by showing enthusiasm for the body’s movement, such as: “Well done,” “What a beautiful movement,” and “Wonderful, Grandma.”



DISCUSSION

In the present study, using a qualitative paradigm (“action research”), adult GDs who were dance/movement therapists participated in free-form dance meetings with their GMs. Their professional training notwithstanding, the GDs expressed concern about lacking the tools to lead the meeting towards being a meaningful experience and about being able to safeguard their GM’s health during the course of the meetings. Alongside these concerns, the meetings were found to have significance for the way the GDs perceive aging and their GMs and for the process of eventual parting, an element inseparable from aging. Likewise, the nature of the meetings and the unique instruction (which included regular sessions of free-form dance, joined by the GDs with sensitivity and maintaining their focus on the GM) led to a change in the GMs’ state of mind; it empowered positive outlooks and feelings and expressions of uplifted spirit.

Previous research identified some of the GDs’ concerns; for example, it was found that GCs worry about the health of their GP (Boon et al., 2008) and that they do not possess the skills needed to create an alternative interaction with a GP suffering from dementia (Miron et al., 2019). The present research expands these insights and stresses that concern about successfully creating meaningful interaction is also shared by 30- to 45-year-old GCs. Thus, the invitation to incorporate dance in a meeting aroused worry over the health of the GM, which may be affected due to the physical effort or overwhelming emotion connected with the meeting. Being familiar with these concerns can help in understanding the dynamics of relations that can either prevent or promote closeness and help in creating interventions that support GCs in their support of their GPs.

Specifically, the GDs’ concern that they would not be needed in the meeting and would not be of significance to it (“concern over lack of significance”) should be emphasized. The concern emerged in light of the GMs’ tendency not to make eye contact with them during the dance movements. The disparity between this finding and the finding that discusses the GD’s unique role in the movement meeting (“movement accompanied by a closely related partner”) may find answers in research on physical stability in old age (Rahal et al., 2015). In a study that compared the stability of older people during couple dancing to stability in tai chi practice, it was found that there was greater stability with eyes closed during couple dancing and greater stability with eyes open during tai chi (ibid). It may be hypothesized that the GM’s attempt to imagine the dance steps while maintaining stability is the reason for the frequency of cases in which the GMs did not initiate eye contact while they led the joint dance. Without the knowledge related to old age, this experience is interpreted as rejection and can affect the closeness of the relationship and the degree of satisfaction derived from the joint encounter.

As mentioned, in line with previous studies (Even-Zohar and Tzurit Garby, 2016), the present research indicates that the close relationship between the generations positively contributes to both the GM and the GD. Moreover, the results of the present study reveal the specific advantages of joint dancing for the GD and her GM. For the GD, the dance puts old age in a new light and changes roles and attitudes in the relationship. These changes can lead to closeness even in situations where relations are characterized by emotional distance (Silverstein and Xu, 2016) and endow strength to GCs with respect to fears and anxieties that old age brings up (Miron et al., 2019). The current research also emphasizes the significance of unique experiences for the GM and the GD as part of the GD’s process of leave-taking from her GM and coping with the finiteness of life, and loss – an area that has not, to date, been researched.

Additionally, a previous study highlighted the importance of maintaining close and open discourse between generations (Werner and Lowenstein, 2001), but the understanding of how to promote the features of optimal communication remains open. From the current research, we can learn that joint spontaneous dance not only creates a physical experience but also leads to meaningful interaction that aids in developing discourse and sharing memories. Earlier studies showed that movement arouses emotional discourse (Shuper Engelhard, 2019a) and feelings (Shafir et al., 2016). The present study emphasizes the effect of free-form (in intensity, size, and rhythm of movements), GM-focused dance on awakening memories and positive feelings. Many studies have found that deep breathing and good eye contact are activities that lead to calmness and regulation of the autonomous system and contribute to interpersonal communication (Muro et al., 2016). Furthermore, in research on an older population with dementia, it was found that physical activity reduces the level of depression (De Souto Barreto et al., 2015). The current research reinforces these findings, adding and emphasizing how joint dancing changes the state of mind in old age from repetitive, negative discourse to optimistic, positive discourse.

With respect to the structure of the meetings and the uniqueness of free-form dance as opposed to structured dance, the significance of creativity and playfulness in dance is that they are known to have advantages over synchrony alone, as elements that contribute to the experience of closeness. As extensively described in the findings, the GDs all related to coordination of their movements with their GMs as a pleasant, though insufficient, experience. In many studies, the social advantages of interpersonal synchrony receive broad recognition. In comprehensive literature reviews, it was found that coordinating physical rhythms has a positive effect on relations and on forming empathy (Ramseyer and Tschacher, 2011) and that synchrony contributes to an increase in pro-social behavior, belonging, and group cohesion (Behrends et al., 2012). In addition, there is evidence that synchronous (dance) movement increases endorphin levels and thus serves to relieve pain (Tarr et al., 2015, 2016). Alongside the clear advantages of interpersonal synchrony, a current study found that too much of it may harm the individual’s ability to self-regulate (Galbusera et al., 2019). The present research broadens the understanding of the synchrony component and indicates that without permission to be spontaneous and playful in joint dance, synchrony alone provides a limited experience of shared enjoyment and closeness. Similar findings were obtained in research with couples, which found that the combination of synchrony and permission to spontaneously switch the roles of dance movement leader is a factor in the satisfaction derived from the joint couple experience (Shuper Engelhard, 2018).

It is interesting to note that the research results are based on just three meetings of 10 to 15 min of joint dancing. This expands on and reinforces findings that showed that even very low-level movement leads to an improvement on tests of memory and intelligence in old age (Ratey, 2008), and that short-term intervention with a psychiatric population that included physical activity brought about changes in psychological status (increased level of happiness) and brain activity (EEG showed activity in regions associated with relaxation) (Barton, 2011). Extending this, the present research emphasizes that dancing jointly for a very short amount of time is sufficient for the inter-generational meeting to take on a new cast and for it to bring about a change in the older adults’ state of mind and the GDs’ perception of their GMs.


Main Conclusion

Joint dancing helps both the GD and the GM improve their quality of life. For the GD, the movement meetings create opportunities for greater closeness with her GM and provide valuable moments in which to work though separation processes, which can be of comfort as the GM’s aging process progresses. For the GM, the dance as a spiritual experience is the “vitality” required for coping emotionally with the losses aging brings. Elements of the dance meeting can be taught by non-experts in dance and movement and thus affect the older person’s interpersonal relationships and quality of life in various and diverse populations. It is important to note that none of the GMs had been a professional dancer, but in her own way, each one was reminded of events connected with dance. This, in practice, is the uniqueness of DMT – it is an emotional encounter through movement that does not require any pre-existing knowledge of dance.



Limitations, Future Research, and Implications

The present research included only women, all above the age of 30, this with the aim of examining the significance of a free-from dance intervention on the interaction between GDs and their GMs. All the GDs are professionals with expertise who possess the tools, although not defined as such, to conduct a therapeutic-type encounter and to identify therapeutic characteristics during its course. In the future, it is important to examine whether similar findings are obtained with other populations and other age groups and, in doing so, to increase the research population of GCs and GPs.

It can be assumed that extending this research with other, gender-diverse groups will have similar results. These areas are important to research further in order to recognize the unique characteristics of meetings of different types. Despite their professional training, all the participating GDs expressed concern prior to the meetings. It may be assumed that without training in the field, the difficulty of generating a creative and alternative encounter would have been greater. Their training as therapists also likely influenced the manner in which they coped with the emotional content that arose in the meetings. This factor emphasizes the necessity of support circles and sources of knowledge that underpin inter-generational relations between adult GCs and the elderly in the family.

Another significant topic likely to affect results is the use of music. The participants were not instructed in regard to anything excepting the request to be sensitive to their GM’s needs. Mostly, they asked their GM to choose the music or they themselves selected music tied to their GM and her culture. In almost all cases, the GM asked for younger, quicker music than suggested by her GD. It is likely that the memories that came to the fore during the research were influenced by the music, and there is certainly much more to learn about this area through further research.

Likewise, the present study was conducted with a narrow sample and a qualitative paradigm due to the area’s nascence. Follow-up research should employ quantitative analysis to examine the effect of the dance on the GD, the GM, and their relations using physical, cognitive, and emotional measurements and thus expand and build up understanding in the field. Previous studies examined the significance of joint activity of GCs and older people (Majlesi and Ekström, 2016). The choice to focus on free-form dance is based on previous research in the field of DMT in old age (Jiménez et al., 2019). DMT makes an emotional and social contribution in old age and was found to be a factor inhibiting deterioration in regions of the brain affected by dementia (Hole et al., 2015). Positive correlations were also found between movement ability and normal functioning of the temporal lobe, which is related to Alzheimer’s disease (Ratey, 2008). The increase of the proportion of elderly in the population (World Health Organization, 2018), along with the increase in the age group of adult GCs (Kridahl, 2017), necessitates creativity and innovation in providing diverse resources and support. Follow-up studies should examine additional types of joint interventions and compare the effectiveness of different activities.

The current study serves as preliminary research that aims to expand knowledge in the area of gerontology and as the infrastructure for promoting interventions that will support the older person and his or her family. Adopting tools and techniques from the field of DMT to be used in interventions in the community prepares the ground for low-cost support of the elderly with access to many people. Unique DMT techniques include: mirroring and joining the movement; encouraging spontaneous movement; and creativity and attention to emotional content emerging from the movement (Koehne et al., 2016), served by the GDs in dancing with their GMs. Use of movement mirroring is central to the field of DMT. Paying attention to the various articulations of the patient’s body and his or her echo in the therapist’s body contributes to an increase in empathy and self-cohesion (Behrends et al., 2016). All these can support communication between GCs and their GPs.

Beyond the acknowledged contribution of physical activity (Lelièvre et al., 2015), dancing with the GD stimulated positive perception and feelings and created closeness and a spiritual experience – all these can contribute to the older person’s and her family’s quality of life. Familiarity with the concerns of the generation of adult GCs can help build support frameworks adapted to their needs and thus reduce avoidance of creating meaningful relations and engaging in joint activities with the GP. The unique framework of the meeting (a regular structure that combines free-form dance with a closely related person who mirrors the GM’s movements, encourages playfulness and touch, gives permission to rest and bolsters abilities) promoted physical activity even when the body was fatigued and weak and in circumstances where the GM was not accustomed to participating in other physical activities. This emphasizes the significance of the close and familiar relationship as a means to promote new experiences (which can occasionally seem impossible) for the older person. The research indicates the need to recruit the generation of GCs to fortify the spirit, creativity, and optimism in old age, and the necessity of developing models of community intervention to provide support for the GCs’ generation. This should include space for working out concerns and learning unique techniques and communication alternatives in old age.
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Background: Drawing from observation (DFO) is an art therapy method that entails drawing an object, along with guided reflections on process and outcome. In this qualitative study, we explored adolescents’ perspectives on their DFO experience, and how they perceive it as having influenced their emotional well-being.

Methods: We interviewed 10 adolescents who participated in a DFO group, regarding their perspectives on DFO. Participants were asked to refer to their experience, as well as to provide examples of their drawings. Through a thematic analysis we integrated data from interviews and drawings.

Results: Adolescents experienced three lines of tension in DFO: Between self-acceptance and self-judgment, between merging and separation, and between similarities and differences. Processing these tensions has the potential to increase their emotional well-being.

Conclusion: DFO could make a meaningful contribution to adolescents’ emotional well-being. The unique intersection between object, observation, and drawing in art-therapy addresses adolescents’ emotional-developmental challenges.

Keywords: art therapy, drawing, mindfulness, observation, adolescence


INTRODUCTION


Drawing From Observation as Therapy

The art therapy literature provides various definitions for the concept of drawing from observation (DFO; Monahan, 2016). With regard to therapy, DFO can be broadly defined as a creative arts therapy (CAT) method that is based on the drawing of an external object, such as a model, a still life, or any other visual object, along with guided reflections on the process and/or product of drawing (see, Hoptman, 2002; Newman, 2003; Ashwin, 2016).

When DFO is facilitated in a therapeutic setting, participants can gain insight into a variety of personal issues. As DFO is never merely copying, participants ultimately explore how the external object, and the drawing itself, might be a projection of their inner self and/or inner consciousness (Ramm, 2005). Thus, according to Friedl Dicker-Brandeis, the participants in a DFO session “are invited to seek the subject’s essence, to see it both inside and out, to become one with their subject, to empathize with it” (Elsby, 2012, p. 1). The product and process of drawing, in this sense, become the means for self-exploration.

Wix (2009), in this regard, offered the term “empathic aesthetic.” According to Wix, DFO promotes the observer’s ability to project and to have empathy with the other, as well as with the natural world. This process allows for mindful, “transitional” play, creativity and artistry, both during the creative process and when looking at the end product (Milner, 2005a, b). Cognitively speaking, an “empathic aesthetic” calls for drawing without exclusively relying on top-down processes, such as memories and previous knowledge, and instead emphasizing bottom-up processes, such as current sensations and spontaneity (Yaniv, 2018). Being in such a spontaneous “zone,” participants of DFO sessions may reexamine and process issues related to their emotional well-being.



Drawing From Observation and Adolescents

Adolescence is a critical age for achieving one’s human potential (Patton et al., 2016). It is therefore crucial to understand the challenges to adolescents’ emotional well-being, a multilayered and complex structure that is affected by various factors. For one thing, familial support and relationships play a primary role in adolescents’ well-being. In this regard, the amount of quality time spent together with family (Offer, 2013), as well as family history – and within it, the existence or absence of adverse childhood experiences (Balistreri and Alvira-Hammond, 2016) – have a crucial influence on future emotional well-being. These issues should be understood against the backdrop of an inherent tension that adolescents experience between striving to separate from their parents and at the same time needing close and supportive relationships with them (Meltzer and Harris, 2011). Thus, being able to negotiate these tensions with parents might result in greater well-being. Social connectedness is also paramount for adolescents’ emotional well-being (Jose et al., 2012; Olsson et al., 2013); that is, the more that adolescents are positively connected to peers, the more they will experience greater emotional well-being, and vice versa. In some cases, however, when social connectedness is achieved through increased social media engagement, this connectedness might lead to feelings of isolation and depression (Best et al., 2014). Finally, future orientation – that is, having a positive vision of a future “possible” self – can influence the present well-being of adolescents (Johnson et al., 2014). These factors are influenced by adolescents’ sense of identity and the amount of acceptance they feel that their emerging identity might receive from others (Barak and Barak, 2019).

Can DFO assist adolescents in negotiating these challenges to their emotional well-being? Only a few accounts describing the significance of DFO for adolescents exist, mainly in the educational field (Drake et al., 2016; Duncum, 2018). These accounts demonstrate how therapists who use DFO during their sessions consider adolescents to be a target group that stands to gain significantly from its use (e.g., Albert, 2010). The combination of educational and therapeutic components in the DFO method is regarded as essential for enabling adolescents to gain different points of view and a broader perspective on their lives (Burton, 1984). Moreover, through these educational processes of DFO, adolescents are invited to be creative without feeling threatened by the therapist’s interpretation or their skill level (Riley, 1999). Shapira (1993), referring to adolescents in a psychiatric ward, claimed that by having them observe a visual image and copying it, they would be encouraged to create a “transitional image” through which they could process their emotions. Through such mechanisms of sublimation, Graham (1994) explained, DFO would allow adolescents a safe way to process traumatic experiences.

The abovementioned studies, while supporting the use of DFO with adolescents who experience mental health challenges (Burton, 1984; Riley, 2001), do not provide us with adolescents’ perspectives on how DFO contributes to their emotional well-being. To address this lacuna in the research, we set out to study the unique intersection of object, observation, and drawing in DFO based CAT, from adolescents’ perspectives. Specifically, we asked the following research question: What are adolescents’ perspectives, experiences, and insights regarding participation in DFO sessions? This question was divided into three sub-questions: What are adolescents’ perspectives and experiences regarding (1) the process of observation (2) the process of drawing, and (3) the DFO product, within a therapeutic group.



METHODOLOGY

We used a descriptive qualitative approach (Eisner, 2008), integrating a textual thematic analysis of adolescents’ interviews with examples of drawings. Specifically, Braun and Clarke’s (2006) thematic analysis in psychology seemed most suitable as a flexible method, which could form the basis for textual analysis referring to visual imagery, as is more fully described below.


Research Process

All participants in this study were Israeli adolescents between the ages of 13–20 who agreed to participate, with a minimum experience of one year and up to three years in DFO groups. These DFO groups were conducted by the first author, between the years 2008 and 2014, in a post-hospitalization therapeutic boarding school and in an alternative, “open” school. Both schools allow their students to choose their own scholastic timetable. During the sessions, the participants in both groups were invited to engage, explore, and express themselves via the practice of DFO.

Drawing from observation sessions lasted for 1 h and were guided by an art therapist (first author). At each session, the art therapist offered guidance for observation, stressing a bottom-up approach. The therapist offered objects to draw at each meeting. She made this suggestion in order to promote listening and self-expression, and to prevent unnecessary pressure; however, participants had the freedom to choose whether to follow the therapist’s guidance or find other ways that suited them (see Table 1).


TABLE 1. The outline of a DFO session.

[image: Table 1]All in all, each group held between 30 and 36 meetings, depending on the school’s calendar. Participants were apprised of the timetable and end date at the first group meeting. Each group had one weekly meeting.

Upon receiving approval from the university’s ethics committee, the research team, via the participating organizations, invited adolescents who had participated in CAT DFO sessions at either of the two organizations mentioned previously. Ten participants provided written consent to volunteer and participate in the research. For minors, parental consent was obtained. An interview was then scheduled for each participant; the interviews were conducted by the first author (see, Ethical Considerations section for a discussion of this issue). All interviews were conducted in a single session, lasting between 1.5 and 2.5 h. During the interview, which was semi-structured, participants were asked to refer to their drawings. Most of these drawings were gathered in sketchbooks that had been given to the participants in the period during which they had participated in the DFO sessions. Some drawings and sketchbooks were brought to the interviews by the participants. Other drawings were brought by the interviewer, who kept patients’ drawings per their request, in compliance with the ethical code of the Israeli association of Creative and Expressive Therapies (The Israeli Association of Creative and Expressive Therapies, 2018). Participants were asked to share their drawings and their insights regarding the following topics: their general experience of the DFO sessions; their perspective on the role of observation and the drawing process during DFO; their perspective on specific drawings that had meaning for them (they were also asked to reflect on that meaning, as well as on the process and insights they gained through creating these drawings). All interviews were recorded and transcribed for analysis. Participants gave their written permission for the researchers to use their drawings and data in the analysis and future publications.



Sample

The sampling strategy in this research study was based on criterion sampling (Patton, 1990). The criterion for inclusion in this research was participation of at least one year in DFO sessions. Nowadays, adolescence is defined as an ongoing developmental period between childhood and adulthood, starting at the age of 10 and ending at the age of 24 (Sawyer et al., 2018). Interviews were held until data collection had reached a point of saturation – that is, the point at which the interviews stopped yielding new insights regarding the identified themes (See, Morse, 1995; see also Bowen, 2008; Hennink et al., 2017). This determination, as Saunders et al. (2018) explained, should be based on the assessment of the researchers, in an ongoing process of examining the data as they accumulate, and concluding that more data will not make a significant contribution to the theoretical understanding already established. Pursuant to this idea, we engaged in such a process until we could determine, based on an ongoing analysis of interviews throughout the data collection phase, that new data would not provide new or meaningful insights into our research questions.

Table 2 summarizes participants’ demographics.


TABLE 2. Participants’ demographics (N = 10).
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Data Analysis

This research was based on a descriptive analysis of participants’ interviews, which included references to the participants’ drawings and allowed them to reflect on their work/process with regards to these drawings. In the presentation of our analysis, we integrated interview data with visual data – to allow for a better understanding of participants’ references to their work.

As noted, analysis of the interviews and drawings was done in accordance with the six steps of thematic analysis as described by Braun and Clarke (2006). Our justification for asking participants about their drawings was based on Gillian’s (2007) third principle of critical visual methodology. The latter states that one must pay maximal attention to participants’ explicit observations and interpretations of their art, while the opinion of the researcher is to be considered as guesswork or speculation (see also Guillemin and Drew, 2010). Based on this idea, interview analyses allowed for an integrated understanding of participants’ experiences with regards to specific drawings. The results of this integrative phase are summarized in the “Findings” section.

The analysis presented in this article is based on the Hebrew transcripts of the interviews. That is, the analysis process was conducted in Hebrew, with only the final research report being translated into English. Thus, translation did not constitute a barrier to understanding. Regarding the presented results, all three authors were responsible for confirming separately that the translation of the results reflected the actual meaning of the original text, and disagreements were discussed until agreement was achieved. The final translation of the quotes was sent to a bilingual language editor who made sure that the language was correct and reflected the actual meaning of the original Hebrew quotes. The revised-edited texts were then sent to the authors for final approval. The results presented in this paper are the end products of this process and reflect the original Hebrew texts as accurately as possible.

Although conducting research on groups facilitated by a particular author could potentially introduce bias into the interpretation process, we made sure that an analysis was conducted by all three authors; disagreements were openly discussed, with the goal of generating a deep, contextualized, and coherent interpretation. In this process of multiple coding, “what is ultimately of value is the content of disagreements and the insights that discussion [between researchers] can provide … alerting researchers to all potentially competing explanations” (Barbour, 2001, p. 1116). Given that DFO is not commonly practiced in Israel, the sample had to be limited to the author’s facilitated groups (see section “Limitations and Conclusions”).



Ethical Considerations

The university’s ethics committee granted approval to conduct the research. As a DFO research study deals with the therapeutic experience, steps were taken to ensure the well-being of research participants. Participants were approached only after the therapeutic process was completed. An elaborate consent form was presented to the participants, and signing it was obligatory for their participation. Adolescents under the age of 18 were required to provide custodial consent in writing. Participants were invited to participate by a third party (i.e., their educational organization). No direct contact between the art therapist (first author), the other researchers and participants was made before participants’ consent was given.



FINDINGS

In their interviews, the adolescents in our study described movement across three related dimensions: the aesthetic, mindfulness, and reflection. In all three dimensions, there were evident tensions inherent in the triad of object, drawer, and drawing. Specifically, in the aesthetic dimension participants described a tension between self-acceptance and judgment; in the mindfulness dimension participants experienced a tension between merging (fusion) and separation; and in the reflection dimension participants were challenged with issues of similarities and differences.


The Aesthetic Dimension: Between Judgment and Self-Acceptance

An aesthetic dimension manifested in participants’ tendency to judge and label the aesthetic quality of their product, as well as by striving to accept the product as it was. This dimension reflected their engagement with self-acceptance, and often began with their judgment of the artistic qualities of their drawing. Self-acceptance, which ultimately followed, was expressed as satisfaction, an acknowledgment of one’s capability despite the inevitable imperfections in one’s work, and a sense of wonder and discovery regarding one’s artistic creation, alongside an understanding that there are many ways to be artistic.

This process can be identified in the words of some of the interviewees, who expressed this tension between their initial tendency to be judgmental of their work and their developing ability to look at their art with joy and excitement. Participant 2 said:

I just like that scribbling with the pencil [doing drawing movements with her hand] and suddenly – it turns out to be beautiful. It’s always such a surprise! Sometimes it’s “Wow” and sometimes it’s less than that, but it’s always prettier than what I thought it would be.

Though sometimes unsatisfied with their drawings, all of the participants described a wish to create a beautiful end-product. This wish often resulted in stress or disappointment. Participant 5, for example, described a sense of frustration that was associated with his striving for perfection:

The number of pages that are thrown away [in a drawing session] is very large. I felt that everything should be perfect. Do you know what? Perfectionism! For me drawing increases the need to be perfect.

Indeed, the aspiration for perfection, which sometimes served as a motivational force, also caused difficulty, frustration, and resentment toward the artistic product. Participant 9’s words illustrate the difficulty in wanting to achieve a perfect aesthetic product:

It is frustrating but in many cases it’s like [a positive] part of the challenge … However, in many cases I think it could cause me to give up on painting.

The judgmental element, accompanied by a sense of worthlessness and frustration, might have led participants to draw in a more casual manner. Scribbling, in this regard, allowed for an expression of worthlessness, but also represented playfulness and freedom – both stemming from relinquishing the attempt to create a perfect copy of the object they were trying to render.

Participant 2 (Figures 1, 2) discussed her scribbles and expressed the tension between harsh self-judgment and liberating playfulness:


[image: image]

FIGURE 1. A ferret (participant 2).



[image: image]

FIGURE 2. A rabbit with fork ears (participant 2).


… While I’m looking at most of the artworks, I see that they are not so serious, kind of a doodle … I know, though, that if I want to paint seriously, I can do so … On the other hand, it’s fun sometimes to scribble a little bit, a release, yes, you do not have to do anything specific, even if it does not come out well.

Participants highlighted an aesthetic approach that offered new insights into the question: What is beautiful? They moved from an objective approach that emphasized “serious” or “accurate” as being essential to their product, to a subjective approach that stressed “playful” and “liberating” as being essential. This shift also revealed a change in their ability to disconnect from an external “normalizing” gaze on their art, and revealed an inner, subjective gaze.

Finally, participants demonstrated how DFO could affect their consideration of their own art and how it had helped them move beyond their previous way of defining and appreciating aesthetics. Participant 1, for instance, when asked what she gained from the process of DFO, explained how she’d learned that what could have been considered “ugly” by her or by others, could, alternatively, have an aesthetic value. Choosing handwriting as an example, she said:

I once read that artists are supposed to have really beautiful handwriting. I have the ugliest handwriting in the world, but [through the DFO process] I realized that there are different kinds of beauty: There is the beauty of a flower and the beauty of a fire.

In sum, in the process of DFO, participants developed a flexible way of looking at aesthetics which may in turn have affected their self-perceptions. This shift may have led to a greater ability to accept their own imperfections.



The Mindfulness Dimension: Between Merging and Separation

Participants often addressed different forms of what could be regarded as mindfulness and considered it an essential aspect of DFO. What we term “mindfulness” was described by the participants as a sense of increased concentration and a certain detachment from the external world, while merging themselves with the act of drawing. However, at the same time, and perhaps paradoxically, this mindfulness was also characterized by participants’ increased alertness to and awareness of their surroundings. Thus, we identified mindfulness in DFO as a process that involves movement between merging and separation. Essentially, this movement was associated with the actual act of observing/drawing, which demanded back-and-forth attention from an external image to an internal image. Participant 8, for example, described a feeling of getting inside herself and at the same time connecting to the environment:

I can observe for 4 h and draw one piece consecutively. I correct it, I concentrate, I think I’m actually closing myself off [to the outside]. I hear nothing, really. People could call my name, but I don’t hear a thing. …kind of being alone with myself. On the other hand, I sort of hear all the things that others are saying to me.

The merging aspect also included a feeling of “taking a break” from the external world. This feeling was described as a pleasant, relaxing feeling, and generally as something to aspire to. Several participants addressed this aspect:

Participant 3: It’s like having a break from all the other activities and having a new activity which is different. Like a screen-saver on a computer.…

Participant 7: [Observing the object] It kind of silences the thoughts. …it’s just like virtually giving an anesthetic to your thoughts.

Along with this break, the merging experience connected participants to themselves and made them aware of their most delicate bodily sensations. Participant 1 for instance described a sense of tension in her head when she was concentrating:

I felt at the time, when I was observing, as if I were entering into the lines of the picture … I could not just sit and draw. I had to concentrate very deeply, and I felt a sense of tension, which I felt in my head.

Participants explained that the act of observing an external object in DFO allowed their attention to be focused simultaneously on themselves and on the outside, thus enabling a unique space of mindfulness to come into being. The drawers noticed that on the one hand, the external, observed object marked a reality. On the other hand, they engaged in the process of DFO with a profound connectedness to their internal reality. An example can be seen in the words of Participant 6:

You paint something external, but you have something inside you, and your inner thing is reflected in your work.

In sum, DFO allowed flexible movement between merging with the object and separating from it, upon which participants could connect with their inner feelings and sensations.



The Reflection Dimension: Between Similarities and Differences

The reflection dimension was related to participants’ search for themselves in their drawings or, at the least, for traces of their unique identity in their drawing style and product.

Participant 4, for instance, described how he recognized parts of his personality and history in a cowboy figure he drew (Figure 3):


[image: image]

FIGURE 3. A cowboy figure (participant 4).


[This drawn cowboy] has the face of a little baby, it has the wig of an Ultraorthodox Jew, it has a sheriff’s star, it has the spiky hairstyle of, what do they call it? A punk. I know now why it made me laugh. [It is] because when I was 16 years old, I often visited Jerusalem. Every 2 meters people would stop me and ask me if I was a punk, and I would tell them “no, no, no,” and there’s the cowboy’s hat. Who didn’t want to be a cowboy at least once when they were children? And the wig, it’s because I was religious… The swastika? I just discovered something about it: I discovered it after I left home, I discovered that my grandfather was in the Holocaust and I didn’t know that.

Identifying one’s personal narrative in one’s reflections about the drawing was facilitated through the drawing’s themes, as well as through the identification of one’s unique drawing style as a personal signature. Participant 8, for instance, learned to recognize her line-style, as well as to identify “foreign” lines that could not have been drawn by her.

It is clear to me that [lines that others draw] will be different because each one has his own unique line. … I recognize my line so well that I can tell where in the painting [the art therapist] drew and where I drew, because I see this line, because one can see the marking here of someone experienced and the marking of someone who just started to learn.

The recognition of the self was often mediated through the observed object, that served, perhaps, as a target for the projection of internal “materials.” In this regard, the process of drawing a neutral object enabled participants to consequently acknowledge and recognize the difference between “reality-object” and “drawing-self,” and thus to see how their own emotions and perceptions were projected onto the object. The reverse process also occurred, when drawers incorporated aspects of the object being drawn into their perception of self-identity. The object could, thus, become a source for generating new emotions and meanings.

Participant 9, for example, described how in the process of observing and drawing other participants’ faces, his own facial expressions and emotions ended up being reflected in the drawing. Similarly, he adopted and internalized his peers’ expressions and emotions. One notices, in his quote that follows, that it is difficult to distinguish between what belongs to the object – in this case, other participants’ faces – and what belongs to the self:

When I draw facial expressions, I often capture some kind of emotion without even noticing that I’ve captured it, for instance when I draw someone’s eyes, and there’s some kind of expression in his eyebrows … and then I notice that my eyebrows have the same expression, like this emotion passed to me, and if there’s a smile on the face of a person in a drawing, like, a particular smile, I begin to smile in the same way. It’s like I feel this expression subconsciously … it’s like what I feel is passed to the paper.

Indeed, the drawn object was often perceived by participants as a mirror, but one that captured an internal reality more than an external one. This phenomenon was evident mainly in drawings that were defined as self-portraits, in which participants could learn about themselves by viewing the difference between the “object” (a photograph of themselves, which served as the object for drawing, for instance) and the actual portrait. For instance, Participant 1, in her self-portrait (Figure 4), expressed different parts of her personality, rather than her actual appearance:


[image: image]

FIGURE 4. A self-portrait (participant 1).


Since it is a self-portrait, I didn’t just decide how to draw it. I also decided what facial expression [would be in it]. Well, I know that while I’m looking at it, I am seeing myself from the inside; I am aware of the fact that if I were to look in the mirror now, I would see something different.

Additionally, participants saw in the drawing materials elements of their personalities or of their mood, and they realized that some materials expressed their personalities and moods better than other materials. Participant 7 explains:

Although you gave me charcoal, and I didn’t touch it till now, it [the charcoal] is so me. [Back then, when] I took art lessons, I always chose watercolors. It doesn’t matter if I paint something in charcoal that is “open” and “sunny,” it will always come out as something that is not very naive. Watercolors are very polished and childish. Charcoal, like a piano, feels very old. charcoal will have something a little tired in it, maybe even depressing.

Insisting on a certain material, or on a certain drawing style, however, made participants feel at times that they were trapped in their tendency to draw what was familiar to them, or to use a style/material that “resembled” them in some way, thus emphasizing, perhaps, the challenge of getting to know and experience new, unfamiliar aspects of themselves.

In summary, the reflection dimension enabled participants to reflect upon identity and self, by using the object as a target of projection, and as a point of comparison.



DISCUSSION

Our results demonstrate that adolescents experienced three distinct tensions in the process of DFO: between self-acceptance and self-judgment, between merging and separation, and between similarities and differences. These tensions, we claim, might have a unique therapeutic value: they elicit a contemplation of issues related to identity and self, and may also promote the emotional well-being of participants through the processing of these tensions (see Table 3).


TABLE 3. A summary of the process and mental-health benefits of DFO as described by adolescents.

[image: Table 3]Adolescents’ perspectives on seeing, contemplating, and maybe judging different selves in the representation of the object echo psychological theories on adolescence as a period during which self-exploration, self-discovery, and identity formation take place (Blos, 1967; Kroger, 2005). Our results, however, further suggest that DFO might be considered a containing and distancing mechanism for this exploration through the object/subject dichotomy and as a safe projection of personal issues onto an artistic process. We consider this process to be safe, as the object is both external and internal (Harty, 2012); clients, therefore, have some agency in deciding the degree to which they identify with it and the degree to which they reject it.

Although one might claim that every CAT offers this kind of mechanism (see, for instance, Potash, 2009), we suggest that the existence of an identifiable external object in DFO makes the method more amenable to enabling this distancing of self from the product, while also enabling the individual to recognize the represented self in it. In the highly emotional period of adolescence (Cummings et al., 2014), this mechanism can be truly valuable.

Indeed, Ramm’s (2005) description of DFO as “inner thought” aligns with our findings on the drawn object as reflecting an inner reality but not imposing it on the individual. It seems that although the object exists “on its own,” it also functions as a mirror and is thus a target for projection. These ideas also correspond with Fougner and Kordahl’s (2012) findings that observational drawing allows one to relate to the observed object both as an object and as a subject, thus facilitating self-reflection.

Our findings point to an interesting phenomenon in which some participants tend to both project themselves onto the object, as well as to internalize the object and change themselves through it. For example, they adopt another person’s (object of drawing) mood and/or facial expression. Thus, Wix’s (2009) notion of an empathic aesthetic could be expanded to include not only projection but also introjection. Therapists could make use of the projection and introjection processes that take place with an object, in order to allow clients flexibility and attentiveness to different possibilities of being.

The processes of projection and introjection that take place with an object also involve an aesthetic judgment and comparison with drawings made by peers in the group. Indeed, it is well-established that the peer group has a crucial influence on adolescents’ identity and behavior (Dumas et al., 2012), sometimes in a negative sense. Thus, the aesthetic dimension, while serving as a basis for judgment and competition, could also provide leverage for processing issues related to the development of self-compassion and self-acceptance (see, Neff and McGehee, 2010). When engaging in DFO, self-compassion and acceptance could be accompanied by a loving, flexible gaze directed toward both the aesthetics of the final product, as well as toward the creative self and the creative process (see also, Marsh et al., 2017). Moreover, focusing on the aesthetics of the visual object might allow for the adoption of a flexible perception toward the concept of beauty, which could become a way to process and contain the extensive preoccupation that adolescents have with their physical selves (Hargreaves and Tiggemann, 2004; Burnette et al., 2017).

Non-judgmental identity contemplation cannot be understood, however, without taking into consideration the idea that such contemplation is based on a mindful liminal experience of both being and not being “me.” In this regard, our results align with Milner’s (2005a,b) psychoanalytic conceptualization of CAT, mainly with her idea of drawing as opening a mindful space for playfulness and creativity (see also Cain, 2006). Mindfulness, as such, is promoted through the act of drawing and affects participants’ well-being outside the group work. It is important that therapists be aware of this mechanism and encourage participants to explore it in their lives beyond the DFO sessions.

The observational mechanism of being both the object and the subject of drawing invited drawers to become “external” and perhaps retrospective witnesses of themselves (Yaniv, 2012). The idea of witnessing has been previously explored in the CAT literature regarding the therapist-client dyad; seeing participants in CAT groups as witnesses of others in their group (Peleg et al., 2014; Keisari et al., 2018), and as external witnesses of artworks created in the context of CAT (Knill, 2011; Barak and Stebbins, 2017). However, DFO expands this notion to include not only the witnessing of self and others, but also the witnessing of an actual object. Our results suggest that through the processing of a benevolent witnessing gaze toward the object of drawing, and toward the drawing as object, participants can process their perspectives on self, potentially toward the development of a positive self-image.


Practical Implications

Practical implications can be drawn from the three dimensions highlighted in this article, namely: the aesthetic, mindfulness, and reflection. Based on the aesthetic dimension, art therapists should be aware of instances in which clients are critical of their drawing. Art therapists could suggest to their clients that they observe the object in different ways, focusing, for instance, on texture, zooming in, or zooming out. Alternatively, art therapists could encourage clients to use scribbling, rather than attempting to copy the object, while instructing them to observe an inner object – that is, an object that they imagine based on the object at hand. Such exercises could help clients adopt a more flexible gaze on what is a “beautiful” or a “good” drawing, and by doing so, potentially allow for a less critical viewpoint on other aspects of their lives.

In order to promote mindfulness, art therapists could encourage their patients to explore the here and now of the act of drawing. Such mindfulness could be encouraged by instructing clients to focus their attention not on their expectations of a future product, or on negative accruing thoughts and feelings, but rather on the present moment of the act of drawing. Based on such experiences, therapists could engage clients in a discussion about mindfulness, as a kind of attentive, non-judgmental awareness of the present moment. Practicing mindfulness in DFO sessions might very well become a resource for clients to use in other aspects of their lives.

As for reflection, therapists can offer their clients a chance to think about how they perceive their drawings as a manifestation of their identity, and within this search, to see if they can identify their unique artistic “fingerprint.” As this fingerprint is likely composed of different materials, line styles, colors, and composition, searching for these identifiers within the artistic product could encourage reflection on issues of identity. Art therapists, encouraging discussion, further exploration of, and experimentation with new modes of artistic expression, might enable an “opening up” of new reflections on self-identity.



LIMITATIONS AND CONCLUSION

This research study has a few limitations: (1) The researcher who conducted the interviews was also the art therapist who conducted the DFO groups (see section “Methodology” and “Ethical Consideration”). This factor might have influenced participants’ ability to be completely open in their expressions. However, the prior acquaintance and already-established trust may have allowed for a confident sharing of personal views. Moreover, cooperation between the three researchers during the analysis reduced potential bias. (2) Although we referred to some possible influences that being in a group may have had on the study’s results, it is possible that the group influence had an even greater effect than was assumed here. While this is not necessarily a limitation, but rather pertains to the scope of this particular paper, it remains for future studies to further explore DFO in individual settings as well. (3) Our study is based on a small sample of adolescents from Israel and, as such, a different sample from a different country might have yielded different conclusions. Research studies from other parts of the world could broaden the picture we currently have on this topic with perspectives from different contexts and cultures. However, although the generalizability of this study might be limited, given that research on this subject is scarce, it can nevertheless provide important knowledge that could inform other researchers.

In sum, this research provides a road map of adolescents’ perspectives on DFO, a subject that has not yet been explored in the CAT literature. As DFO could make a profound contribution to adolescents’ mental health and their emotional well-being, we call upon other researchers to provide their own accounts of DFO in therapeutic settings and expand our knowledge on DFO and emotional well-being.
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PhotoTherapy represents a recent psychotherapeutic intervention which, through the medium of photography, has the objective of helping a patient reach a higher self-knowledge and explore thoughts, desires, and intimate perceptions that would otherwise remain hidden. Because of this, it may help people overcome their cognitive and emotional boundaries and bring out their interiority, even when exploring some of the most distressing themes. The objective of the present research was to demonstrate that the elaboration and expression of inner desires, fears and needs of wellbeing among adolescents and young adults, who were either sick or had been cured of cancer, could be facilitated through the use of PhotoTherapy. Their responses were also compared with those of healthy young adults, in order to be able to explore the kind of impact such a pathology can have on those who are affected by it and highlight eventual differences in the kind of desires and needs expressed instead by those who never had a diagnosis of cancer. A qualitative research design was adopted. 45 people took part in the study, aged between 12 and 25 (mean age 19). The participants were divided into three groups: those currently being treated for cancer, those with a history of cancer and those who had no experience of cancer (third group). From the data analysis, different preferences and attitudes toward the presented pictures and themes emerged among the participants, depending on the specific group they belonged to. The article discusses these preferences and considers how PhotoTherapy can help treat psychological distress caused by cancer.

Keywords: PhotoTherapy, wellbeing, desire, cancer, adolescents, young adults, qualitative research


INTRODUCTION

PhotoTherapy is a recent form of art therapy utilized in both the therapeutic area and supportive interventions aimed to promote wellbeing by facilitating people’s adjustments to stressful events and relieving psychological pain (Stewart, 1979). It utilizes the medium of photography, either directly produced by participants or collected from external sources. The main objective of the reflection on images is that of helping people to reach a higher self-knowledge and to explore states of mind, thoughts, desires, and intimate perceptions that would otherwise remain hidden, to the point that Joel Walker (1982), one of the fundamental pioneers in the conceptualization and implementation of PhotoTherapy, describes it as “a catalyst in psychotherapy” (p. 454).

Judy Weiser (1999, 2010), another theorist of this methodology, describes five forms of PhotoTherapy, which are mutually interconnected but nonetheless substantially different from each other: elaborating on pictures made by the patients; elaborating on photos of patients taken by other people; producing self-portraits; reflecting on family albums; and engaging in what are known as “photo-projective” interactions. The photo-projective form uses pictures chosen by the therapist to open the dialogue. The images are considered metaphors of the individual’s internal world. This form is particularly important, as the psychological projection characterizes all the other strategies, and can be considered the basic psychological dimension activated in PhotoTherapy (Weiser, 2004). In this peculiar process, people spontaneously express their inner meanings, transforming the photos into a mirror that reflects their most significant personal experiences and feelings (Musacchi, 2016), allowing them to achieve a meaningful moment of self-confrontation, as highlighted by phototherapist Fryrear (1983). To activate this dynamic, the therapist does not need to directly address significant and potentially distressing themes but simply asks patients how they interpret the images and what kind of thoughts, feelings and memories emerge.

This dynamic allows participants to confront strong topics and emotions while maintaining a protective distance (Weiser, 1999), and it helps the therapist explore not only patients’ discomfort but also positive aspects, moving the therapeutic process toward wellbeing (Weiser, 1990). All these characteristics make use of photographs, which are particularly useful for facing threatening issues such as psychological and physical illness. Walker (1991) has also successfully applied PhotoTherapy with terminally ill people, thus highlighting how this methodology can represent a useful tool even in those cases in which the extremely delicate theme of human fragility and death needs to be addressed.

Indeed, this technique has been successfully applied in a variety of situations; for example, with HIV-positive people (Weiser, 1999), with adolescents presenting socio-relational difficulties (Milford et al., 1983), or in the psychosocial field, with the objective of facilitating integration, and contrasting the marginalization of specific social groups (Musacchi, 2016).

In particular, it has already been shown to be efficacious with young people, enabling them to manage issues inherent in illness and death (Testoni et al., 2018a) through activities which help them face future crucial moments (Bell et al., 2009).

Art Therapist Moon (1998) who frequently worked with adolescents, in this regard highlighted how PhotoTherapy could represent a valuable alternative to more traditional kinds of psychotherapy, since, in his experience, these patients do not usually feel at ease with a merely verbal approach, while, on the other hand, many adolescents find it easier to express their complex inner world through the arts, since “for adolescents in need of psychotherapy, art is not a frill or a time-filler, but rather, a dynamic, validating, integrating, expressive and entirely natural and necessary activity” (1998, p. 12).

Consequently, this technique becomes even more important with seriously ill young people, since there is also the necessity to help them make sense of their sickness and improve their wellbeing (Testoni, 2016), which still appears to be rather challenging (Jones, 2012; Smith et al., 2013; Sawyer et al., 2017).

Literature considering the efficacy of PhotoTherapy with young people affected by cancer is scarce. Among the rare studies is that of Gaggiotti et al. (2019), which showed the positive effect of the production of pictures with 27 adolescents and young adults suffering from the illness. Other projects used photography as a means to facilitate young people’s reflection upon the theme of death (Testoni et al., 2019b, e). These projects involved the production of photos and confirmed how the procedure significantly facilitated a more serene discussion of difficult issues.



MATERIALS AND METHODS


Objectives

The objective of the present qualitative study was to explore how PhotoTherapy can facilitate the elaboration and expression of inner desires and needs for the wellbeing of adolescents and young adults in relation to their experience of cancer. The results were compared to those of peers who had never faced such a diagnosis, in order to be able to explore the kind of impact such a pathology can have on those who are affected by it and highlight eventual differences in the kind of desires and needs expressed instead by those who never had a diagnosis of cancer.



Participants

Forty-five adolescents and young adults took part in the study. The participants were divided into three groups based on their health conditions: those currently being treated for cancer; those in the follow-up phase of a history of cancer (within the last 5 years); and those with no experience of oncological or other severe pathologies. The inclusion criteria were as follows: understanding and speaking Italian well; having no psychiatric illness; seeing well; and being motivated to participate in the study. Table 1 describes the composition of the three groups.


TABLE 1. Participants’ characteristics.

[image: Table 1]
Participants in the first group were under antineoplastic treatment at an oncological center in Northern Italy which has an area that is specialized in treatment and multidisciplinary support for young patients. The second group was composed of people who had terminated their treatment for cancer at the same hospital within the past 5 years. Both groups were recruited thanks to the oncologist working with youth in the same department. The PhotoTherapy was administered in a specific room of the hospital (the “Room of the Self”) by a psychologist trained in Weiser’s methodology. When participants were not well, the procedure was conducted in their rooms. Participants falling into the third group were recruited from local high schools and universities. An announcement describing the objectives and main procedures of the research was attached to message boards at the different institutions.



Data Collection

The intervention used the photo-projective method elaborated by Weiser (1990, 2004). Participants were invited to choose the picture from among a group of 35 photos that had previously selected by the researchers and that could most adequately facilitate a reflection upon the theme of desire. The pictures were divided into six clusters of meaning: leisure activities, sports and arts (e.g., pictures of books, promenades, and sports, etc.); medical treatments (e.g., tightrope walker, healthcare professionals, etc.); school and working career (e.g., classroom, office, etc.); family life (e.g., breakfast, family happily running on a lawn, etc.); personal identity (e.g., a girl sitting in dim light; a running man, etc.); and change (e.g., some gears, a girl walking on railway tracks, etc.). As suggested by Weiser (2010), the consistent number of photographs selected (35) was aimed to offer the greatest variety of pictures possible, to help participants find a theme, a representation or an element that could attract their attention. In this regard, there were ten pictures which more explicitly referred to common everyday activities and themes (for example the picture of some different sports in the cluster n. 1 “Leisure activities, sports and arts”), however, the rest of them were purposely more ambiguous, in order to stimulate the participants’ creativity and to allow them to pour their inner world in them, giving their unique interpretation of the photograph and making it a symbol of their personal thoughts, emotions, desires, and fears (for example the picture representing some gears from cluster n.6 “Change”).

All pictures were colored, some with brighter, highly saturated tints, and others with darker shades. In 15 pictures there were people represented, both during some common activities (for example a family having a walk on a beautiful field), and in a more complex, symbolical condition (for example a girl crying sitting on the floor, a tightrope walker), while in the remaining ones only objects or landscapes were visible. All the pictures were in focus, with a high resolution.

Some examples of the pictures used for the present research, and more precisely the very pictures chosen by the participants direclty quoted in the “Results” section of the manuscript, can be found as Supplementary Material for the present article.

Each participant took part in one encounter. At first they were asked to look at the 35 pictures displayed in front of them, and to freely choose, without rushing, the ones that appealed to them the most, and which reminded them of their strongest, deepest desire and related emotions, thoughts and needs. This first request had the aim to allow the participants to take their time, explore the pictures, and start to think about their personal feelings and desires. In doing this, the participants could move, touch and pick up all the pictures they wanted, if they felt the need.

After that, as a second step, the participants were asked to select only one of the previously chosen pictures, the one which appeared to be more meaningful to them.

Subsequently, the interview could start, and as a first question they were asked to try and define desire, in their own words (i.e., “In your opinion, what is desire?”), which was useful for finding a starting point for a dialogue with the PhotoTherapist on needs, hopes for the future and wellbeing.

The participants were then asked to explain why they had chosen that final, peculiar picture, what it meant to them and what kind of feelings, thoughts and memories it enhanced in them.

Moving from the description of the chosen picture and of the specific effect it had on the participants, the researcher then proceeded to further explore the participants’ needs and desires, together with their eventual fears and uncertainties concerning their present condition and their future.

Since the interview was a semi-structured one, even though the PhotoTherapist followed a basic pattern of questions for all the participants (starting from a first broader question concerning their definition of desire, asking subsequently about the chosen picture and then progressively exploring the related thoughts, needs, fears and hopes of each person), the dialogue was not conducted in a strict way but followed instead the participants’ spontaneous rhythm and interests, while the PhotoTherapist simply directed the flow of the conversation, in order to offer each participant the possibility to fully express his/her opinions and feelings, and to introduce different themes, provided that they were related to the picture he/she chose, and to the broader ideas of personal desires, needs, and fears.

At the end of each meeting, the researcher also gathered feedback from each participant concerning the PhotoTherapy session, through the simple questions: “What do you think of this activity, did you like it? Is there anything you think should be improved?”

This allowed the participants to express their point of view concerning the experience, and to eventually suggest any possible improvements.

All the participants answered enthusiastically, reporting high levels of satisfaction concerning the PhotoTherapy experience.



Data Analysis

The research part of the project adopted a qualitative design (Denzin and Lincoln, 2005) and analyzed participants’ narratives, which had been audio-recorded and literally transcribed. The corpus obtained was analyzed using thematic analysis, which allowed texts to be examined in terms of their principal contents (Testoni et al., 2019d). The analysis proceeded by recognizing the reasons that had led participants to choose specific pictures and by identifying the most significant thoughts and feelings, through six main phases: engaging in preparatory organization; reading the texts deeply; coding data; interpreting themes; searching for alternative explanations; and producing the final report (Zamperini et al., 2016, 2017).

The heart of this process was the identification of some fundamental themes, following a “bottom-up” kind of approach (that is, the themes only became clear as the analysis proceeded), that emerged from the participants’ interviews, for all the three groups. This was performed by highlighting some recurrent words or concepts that appeared to be particularly meaningful for a participant (since during the interview the person had repeated them often or had given emphasis to them), and by subsequently confronting these elements with the ones that could be found in the other participants’ narrations (Testoni et al., 2019c). The elements that appeared to be shared the most among the participants were then grouped together and formed different broader thematic categories.

Lastly, as a final step of the process, the researchers also proceeded to compare the fundamental themes discussed by each group with the ones emerged from the other two, in order to assess common elements and differences (Testoni et al., 2016).

The analysis was performed with the software Atlas.ti (Muhr, 1991), which allows researchers to directly work on written texts, highlighting portions of them, creating labels to insert in each text that can adequately represent its fundamental themes, and elaborating broader clusters of meaning comparing the data gained from each text.

The study was approved by the Ethics Committee of the Friuli Venezia Giulia Region (prot. n. 144 del 03/04/2019).




RESULTS

The analysis showed that each group was characterized by specific themes, which were really different, despite some similarities. The prevalent theme of the first group, still under oncological treatment, was “observing life’s equilibrium from above”; for the second group, in a follow-up phase, it was “the absence of a future”; and for the third, made of people who had never received an oncological diagnosis, “from the past, the future.”

These peculiar themes emerged explicitly from the participants’ words as general considerations, thoughts and feelings, expressed with different terms and modalities, and were then identified by the researcher who managed the data analysis, regrouped together and renamed with the expressions that can be read in the present manuscript (“observing life’s equilibrium from above,” “the absence of a future,” and “from the past, the future”), in a way that could clearly and faithfully express the fundamental elements that had emerged from the participants’ narrations.

All participants responded that they enjoyed the experience; no one suggested making any changes, and almost all expressed the wish to have further encounters.

The most preferred photos represented gears; a family (parents with two children) running in a meadow; a girl walking on railway tracks. Table 2 illustrates the frequency of choice for each cluster of photos.


TABLE 2. Frequency of choice for each cluster of pictures.

[image: Table 2]

Main Theme of the First Group: Observing Life’s Equilibrium From Above

Participants in this group, still under oncological treatment, showed a significant preference for pictures related to medical treatment and images of change. Stefano, a 17-year-old boy with a diagnosis of an inguinal giant cell tumor, for which he faced surgery, chose the picture of a person doing a rock-climbing activity, commenting:

“In my opinion, desire consists of something people want to reach in their future. I think that the best desire is feeling good with yourself and with others. In this picture, I see a person who is climbing a mountain and who is putting a lot of effort into it in order to reach his objective. It is very similar to my brother because he wanted to enter the military. Unfortunately, he didn’t succeed because the psychologist rejected him. However, he should not give up and should try again to reach his objective. I’ve been experiencing something similar. I have to overcome difficulties, like my brother.”

Giada, a 23-year-old girl who was suffering from non-Hodgkin lymphoma, and who chose a picture representing a person climbing a mountain, said:

“A desire when you are healthy is very different compared to when you have cancer. I chose this picture that shows a person climbing a mountain because I used to do that on weekends. When you reach the top of the mountain, you see the world in front of you and feel so little. Now, I want to get back and do it again and experience the final wellbeing that the panorama always offers you. My desire is to enjoy the general things in life more. When I’m healed, I’ll live as before, but loving everything more and more.”

Luca, a 23-year-old with a diagnosis of gonad cancer undergoing surgery and chemotherapy, chose a picture representing some gears, and said:

“I chose this picture of gears because they are perfectly paired. I believe that wellbeing consists of the equilibrium derived from perfectly matching everything. However, when you are healthy, it is very difficult to understand this. However, it is impossible for everything to always go so perfectly, and it is precisely when things go wrong that you actually appreciate everything you do and have. This photo describes a perfect equilibrium between your wellbeing and the world around you.”

Similarly, Heidi, a 25-year-old undergoing chemotherapy and radiotherapy after two surgical operations because of intestinal cancer, chose a picture representing railway tracks, and explaining:

“My desire is life; it is the biggest desire I have. Living and wellbeing, compatible with my actual oncological condition. Wellbeing is to know that life is made from both happiness and pain. Indeed, all these therapies that cause so much suffering offer me the possibility to live. This prolonged illness has taught me that we must be flexible and adapt and appreciate the fact, even when they cause terrible suffering.”

Enrico, a twenty-one-year-old who had undergone chemotherapy and a surgical operation because of a medulloblastoma, chose a picture representing a desert with a man walking in the distance, leaving footprints in the sand:

“This photo reminds me of the possibility to move on, to travel not only physically but also metaphorically. It also reminds me of the importance of never forgetting loved ones and of sustaining each other. These people look ahead and never forget their past. This image gives a sense of help between people. They are people who support each other.”

Lycia, a 15-year-old girl who faced a surgical operation, chemotherapy and radiotherapy because of a bone sarcoma, chose the picture of the family running in a field because before being sick, she liked jogging:

“I wish I could be like I was before; I wish I could run again, be with my family everywhere. I love to stay with my parents and siblings and do everything with them. Now I miss them.”



Main Theme of the Second Group: The Absence of a Future

One of the themes preferred by the second group, in a follow-up phase, belonged to the first photo cluster (i.e., leisure). 20-year-old Marco, who had been cured of Hodgkin lymphoma, expressed the desire to “return to play sports, to get back in shape,” choosing a picture representing a variety of sports. Conversely, Francesca, a 17-year-old girl, healed from a temporal ganglioglioma, chose a picture representing a group of healthcare professionals, however, she was extremely undecided between that and another one representing dancing, and said:

“I really love dance, and when I dance, I can express many emotions, but I am not sure what I would like to do in the future, whether to continue to dance or not. When I was sick, I discovered that thinking about becoming a nurse made me feel better.”

Giulia, an 18-year-old cured of a Ewing sarcoma 2 years before, chose a picture representing a journey, commenting:

“A desire of mine is something I want to realize that would make me really happy. Before cancer, I liked to visit new cities so that I could discover different cultures and languages, making new friends in different contexts. Before cancer, I liked seeing new places and jumping into new adventures. This photo reminds me of all this because it is very similar to a photo I took with my mobile phone when I went to Greece,… with a hat and a pair of sunglasses on display.”

Laura, a 21-year-old cured of Hodgkin lymphoma a year before, also chose the picture representing a journey, and saying:

“It gives me the idea of traveling and having new experiences. After cancer, I realized that before it, I tended to postpone everything. It is better not to delay. I don’t mean do everything immediately; however, we need to be active. The picture gives me an idea of wellbeing as light-heartedness, freedom and peace of mind.”

Paola, a 25-year-old, who had Hodgkin lymphoma up to 4 months earlier, chose a picture representing a tightrope walker, and referring to her situation:

“My present desire is to have some peace, to live my life fully without having to think about other things that constantly jeopardize my wellbeing. I like this photo because it really expresses my current feeling since this person is actually walking on a wire. It is an extreme sense of uncertainty with respect to the future.”

Maria, a 15-year-old girl who had overcome Hodgkin lymphoma a year before, chose the picture of the family running in a field, and saying:

“This picture makes me think of the wellbeing of a family. I want my family to be all right, and I don’t want those I love to have thoughts that could be too painful about me. This is my desire; that my family could indeed be happy.”

Elisa, an 18-year-old, healed of Hodgkin lymphoma 8 months before, chose a picture representing some colorful crayons, commenting:

“I want to color my life a little more now. I wish to engage in more activities. Especially during summer when I have more time and I do not have to go to school, I would like to travel. The meaning of this picture is to make life colorful.”

The theme most preferred, however, was that of the second photo cluster, and Camilla, a 21-year-old, who had been affected 27 months earlier by non-Hodgkin lymphoma, perfectly represented the narrations of other participants of this group. She chose a picture illustrating a blank piece of paper, saying:

“This is my desire. It represents something that you strive to reach. This white describes everything you need in life. Something temporary, that is, which is constantly evolving. It seems that you can write your life as you want on the white paper. Actually, I am still trying to decide what my specific desires are, and this picture represents this emotion.”



Main Theme of the Third Group: From the Past, the Future

Participants of the third group, who had never experienced a serious pathology, chose mainly photos related to “family life” and “change.” Matteo, a 17-year-old boy who chose a photo representing a family, explained:

“My desire would be to study dramatic arts. This is my true passion. However, I understand that it is difficult to find a job in this field, and this could make it difficult for me to start a family. Indeed, what I feel more urgently now is starting a family. I was an orphan, so I know how important it is to have a family where you are loved. Living without parents was very difficult, even though I have always had many people surrounding me who offered me their support. This photo reminds me of a picnic I had with my grandparents. I remember I came back home that evening and before going to bed, I cried because I was happy.”

Elisabetta, a 17-year-old, also chose the picture of a family:

“I believe a desire can be a specific expectation or something a person strongly wants to reach. There are many pieces that compose my life, and I am trying to complete them all. I prefer to choose the few people I can trust to talk to about myself and spend time with to deepen the relationship. I love my sister very much, but she got married. I miss her, but she has two little children, and it is as if they are another piece of my life. And with them, I have discovered another kind of intimacy, a new part of me, as if another piece of the puzzle has arrived. I hope to have a family of my own soon.”

Sofia, a 19-year-old, chose the picture of rock climbing, explaining:

“Desire refers to something I don’t have right now; it’s something I aspire to for the future. It is a way to set a goal. Something to achieve. When I have a desire, I do everything in my power to realize it. I want to do everything in my power now because one day I will not be able to do it anymore. In fact, there are desires that you cannot realize anymore, especially when you meet death. A few months ago, the mother of a friend of mine died. I had never visited her; I kept postponing this duty because I would not have been able to say anything. When she died, it was traumatic, and this made me want to do everything, even though it pushes me out of my comfort-zone.”

Similarly, 19-year-old Massimo chose the picture of a girl walking on some railway tracks and described how desire develops in a negative context:

“This girl is trying to go down her road, but she has the train behind her, which is almost crushing her or is making her run and is leading her in a certain direction. She cannot walk peacefully in this environment. However, this picture gives me courage because she is trying to do what she desires serenely without worrying about the context. The context is negative, but the girl’s reaction is positive, because she does not see the train or is ignoring it, or she has decided to keep going anyway.”




DISCUSSION


Main Themes Emerged Within the Three Groups

This study confirmed that PhotoTherapy can help adolescents and young adults manage difficulties related to severe illnesses and negative past experiences by allowing them to reflect upon their present condition between the past and the future. The groups of themes that were most popular were as follows: changes (first and third groups, that is, participants with a current oncological diagnosis and people who never had one in their life), in particular the images of climbing mountains; medical treatment (first and second groups, that is, once again participants with a current oncological diagnosis and the ones who had a past one), often images of physicians and surgeries; family (third group, made of people who had never experienced cancer), and especially people at the table. The most important themes that emerged in the narratives of the first group (oncological patients) were related to the difficulties caused by illness and the desire to have the strength to face the fatigue of the climb that the disease entails, to finally be able to look at the panorama of life and its equilibrium from above, finally reaching wellbeing. On the contrary, the main representation that emerged from the narrative of the second group (former oncological patients) describes the present, with an intense need for the restoration of wellbeing, while the third group (people who had never experienced cancer) considered it something that may be put aside.

Some important differences between participants in the first (oncological patients) and third (people who had never experienced cancer) groups also emerged with regard to the idea of change. In fact, the latter interpreted it as wellbeing that had developed from the maturation process, whereas the first group interpreted it as its restoration. In the first group, the desired change was related to past passions that cancer had blocked, as described by Giada and Luca, who were reminded of their previous condition and considered the present as a transitory situation. In contrast, the third group, made of people who had never been ill, desired future perspectives that involved friendship and the construction of family, as narrated by Camilla and Matteo. Furthermore, among these last participants, someone found the pictures to serve as a starting point from which to spontaneously explore themes of death and vulnerability. For example, Sofia expressed her regret for not having had the courage, in the past, to visit the terminally ill mother of a friend of hers.



Peculiarities of the Second Group

Particular attention should be paid to participants in the second group, that is, people who had a past oncological history, now in a follow-up phase, who presented some peculiarities. Those participants preferred themes related to the process of treatment, and the image of a white piece of paper described by Camilla excellently represented their particular condition of uncertainty with respect to the future. Furthermore, in contrast to participants in other groups, who described expectancies related to health restoration or to the classic developmental tasks of their age, the second group chose pictures representing neither “change” nor “school and job.” On the one hand, they mainly expressed the hope that everything would remain stable for their present health condition, and on the other, they mentioned a void with respect to future aims. This condition was clearly depicted by Paola, who compared her situation to that of a tightrope walker, on the edge between health and illness, between the will to move forward and the risk of not being able to do so.

Examining the differences in the representations of the family, we can suggest a connection between the third and first groups (that is, participants who had never experienced cancer and who had a current oncological diagnosis, respectively) in order to understand what could have happened in the second group. The desire to establish their own family was represented by participants in the third group as a way of building their own future. In contrast, the first group paid particular attention to and demonstrated a great sense of responsibility with regard to their natural family. This was related, as Enrico described, to the need to be close to those he loved, not only to receive support from them but also to give it back in a mutual act of love. In the second group (made of people who had received an oncological diagnosis in the past and completed their treatment), this characteristic reached its maximum expression, as Maria made clear when describing her concerns with respect to her family’s wellbeing. Indeed, she expressed her intense desire not to be a burden for those she loved. In this horizon of insecurity, the most relevant desire was the restoration of wellbeing through leisure because it made it possible not to think too much about past suffering, duties and sense of responsibility toward others.



The Impact of an Oncological Pathology on Young Patients and Future Perspectives

All this indicates that the end of the pathological condition does not correspond to the resumption of psychological wellbeing. As indicated by the literature (Smith et al., 1991; Grinyer, 2007; Sawyer et al., 2017), cancer has a very significant psychological impact on young people, even when the pathology has been overcome. Our research confirmed that the actual impact of threatening illness on people this age is particularly grave (Grinyer, 2007) because the negative psychological and social consequences may last for a long time even after the disease has been cured (Smith et al., 1991).

Finally, some significant information was also offered by the pictures that were not chosen. For example, the cluster related to personal identity was neglected by all groups, and absolutely so by people who were currently under oncological treatment (first group). This result could be interpreted as the effect of an intense uncertainty concerning the perception of the somatic dimension, which for young people is constantly evolving but which is frustrated by the experience of cancer (Tindle et al., 2009; Lee et al., 2012). This particularity suggests that the emergence of this pathology blocks any further expression of desire with respect to the body, which is entirely exemplified by the words for physical health losing both their aesthetic and erotic characterization.

Furthermore, on the one hand, the third group, that is, participants who had never experienced cancer, avoided speaking about the wish to remain sane, but on the other hand, they spontaneously considered the issue of death and loss, saying that they had not had the opportunity to speak of these experiences before. All this allows us to consider the fact that there is a lack of educative reflection on these themes at school, as is widely considered by the literature on death education, and confirms that the use of photos can significantly help to facilitate this matter (Testoni et al., 2018b, 2019a).

Our study confirms that PhotoTherapy can be considered a useful methodology that facilitates discussion concerning delicate and potentially distressing issues, as some other researchers have previously highlighted (Weiser, 1999; Musacchi, 2016; Gaggiotti et al., 2019). It proves to be a particularly useful tool for therapists, especially when dealing with seriously ill adolescents or young adults whose wellbeing represents a complex challenge for healthcare providers (Wiener et al., 2015).




CONCLUSION

The research has highlighted that PhotoTherapy can support seriously ill adolescents and young adults suffering from the psychological consequences of cancer by facilitating the expression of their desires, hopes and fears and enhancing their wish to have their wellbeing restored. Indeed, the expression of satisfaction regarding the experience confirmed how positive it was precisely because it allowed everyone to address significant existential issues, such as sickness, loss or being an orphan.

However, the study dramatically confirmed that cancer has an intense impact on young people, negatively affecting the way they imagine their future, their desires and needs, and the way they approach wellbeing. In particular, the research highlighted that during the illness, the main desire is healing, and this need has the power to erase all other desires beyond a sense of gratitude and responsibility toward the natural family.

PhotoTherapy could serve as a useful tool to support the recovery of images that ignite desires and needs in young people, to fully reactivate their strength to imagine a future and to motivate their achievement of the next developmental steps. Indeed, this technique is able to help suffering people reflect upon existential issues in a condition of emotional safety, thus offering them an occasion for a proper reactivation of their aspirations to wellbeing.

The limits of this study are related to the small number of participants. Further studies could consider more specifically the different psychological conditions crossing the pathology and the iatrogenic effects of the active cures with time and age, defining the effect of PhotoTherapy on more specific groups of participants. Furthermore, it would be very important to utilize all the forms of intervention described by Judy Weiser and to survey their different effects.
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This single group pretest-posttest study explores the effectiveness of trauma-focused psychodrama in the treatment of post-traumatic stress disorder (PTSD) at an inpatient addiction treatment center. The results contribute to the limited research bases of both psychodrama and PTSD treatment outcomes in inpatient addiction treatment. The present study supports the potential effectiveness of two trauma-focused psychodrama models, the Therapeutic Spiral Model and the Relational Trauma Repair Model. Findings of the research demonstrate clinically significant reductions in overall PTSD symptoms (over 25% change) and each PTSD symptom cluster (i.e., re-experiencing and intrusion, avoidance and numbing, and hyper-arousal). Additionally, patient satisfaction exit survey data support overall treatment effectiveness and highlight its tolerability, and capacity for establishing emotional safety, connection, and group cohesion. Patients even described the trauma-focused psychodrama treatment approach as enjoyable and helpful. Overall, the results of this study are promising, and support continued clinical application of trauma-focused psychodrama treatment with other subpopulations diagnosed with PTSD. However, the ability to isolate effects of trauma-focused psychodrama in this study is compromised due to the absence of a control group and participants’ involvement in other inpatient treatment services.
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INTRODUCTION

Nearly 8% of Americans will meet diagnostic criteria for Post-Traumatic Stress Disorder (PTSD) in their lifetimes, and about 8 million adults during any given year, according to the United States Department of Veteran Affairs (2016). In recent years, the treatment of trauma has become a popular focus in clinical practice and addiction treatment. Research has demonstrated a strong connection between addiction and trauma.

Over 80% of women seeking treatment for Substance Use Disorder (SUD) report a history of physical or sexual assault (Cohen and Hien, 2006). Men with a SUD are 7.2 times more likely to have PTSD than those without a SUD; women with a SUD are 12.4 times more likely to have PTSD than those without a SUD (Creamer et al., 2001). The comorbidity between PTSD and Alcohol Use Disorder (AUD) is even higher with a 36–52% co-occurrence rate (Roberts et al., 2015). The groundbreaking Adverse Childhood Experiences (ACE) study has uncovered a significant connection between childhood trauma and later adult issues with substances, alcohol, mental illness, and other medical issues (Felitti, 2003; Forster et al., 2017). In the addiction treatment industry, many believe that trauma and PTSD cannot be treated concurrently with addiction due to fears of relapse or dropout. This belief is supported by very little empirical evidence (Torchalla et al., 2012; Flanagan et al., 2016); instead, an integrated treatment approach that treats both addiction and trauma has demonstrated the best outcomes (McCauley et al., 2012; Torchalla et al., 2012; Ralevski et al., 2014; Roberts et al., 2015; Morgan, 2019).

Simultaneously, the rapid evolution in neurobiology research has provided clinicians with a more comprehensive understanding of the ways that trauma impacts an individual. As a result, many treatment approaches have been challenged to orient their approaches with these neuroscience findings. Recent research has indicated that when a traumatic memory is activated it appears to significantly impact the functioning of the speech and language centers of the brain (Rauch et al., 1996; van der Kolk, 2014), which theoretically challenges the effectiveness of talk therapy. These neuroscience findings (Siegel, 2012; Cozolino, 2014; van der Kolk, 2014) have been used to suggest that experiential therapy is the treatment of choice when working with PTSD (van der Kolk, 1996, 2014; Hudgins and Drucker, 1998; Hug, 2013; Dayton, 2015; Hudgins, 2017; Giacomucci and Stone, 2018).



BACKGROUND

Psychodrama is an experiential approach, often used in psychotherapy, that integrates role-playing techniques, dramatic enactment, and spontaneous improvisation (Moreno, 1946). Classical psychodrama was developed nearly 100 years ago by Dr. Jacob Moreno, who also coined the terms “group therapy” and “group psychotherapy” (Moreno, 1946, 1953, 2019; Nolte, 2014). Moreno’s psychodrama emerged from his early work with children, immigrants, refugees, prostituted women, prisoners, and later severely mentally ill patients at his sanitarium in upstate New York. By 1952, over two dozen Veteran’s Administration Hospitals around the United States had integrated Moreno’s work into their programs (Moreno, 2019). Until 2004, St. Elizabeth’s Hospital outside Washington D.C. was home to a prestigious psychodrama internship program which provided extensive training to psychodramatists from around the world (Buchanan and Swink, 2017). St. Elizabeths Hospital was a major provider of treatment for US military veterans. Although Moreno died in 1974, six years before PTSD was recognized by the American Psychiatric Association in the third edition of the Diagnostic and Statistical Manual of Mental Disorders, his psychodrama was used extensively to treat PTSD in inpatient hospital programs.

In the past few decades, the treatment of PTSD has become a major clinical concern which gave way to two trauma-focused psychodrama models – the Therapeutic Spiral Model (TSM) and Relational Trauma Repair Model (RTR). TSM is a clinically modified version of classical psychodrama which emphasizes safety, containment, and strengths for treating PTSD (Hudgins and Drucker, 1998). TSM is a comprehensive experiential trauma therapy model complete with its own clinical map which is conceptualized in role theory and guided by neurobiology research and attachment theory (Giacomucci, 2018). The TSM model includes six safety structures focused on strength-based experiential sociometry (Giacomucci et al., 2018). RTR is also grounded in the interpersonal neurobiology research and attachment literature offering a variety of experiential group processes ranging from experiential psychoeducation, action-based sociometry tools, and psychodramatic enactments (Dayton, 2015). The RTR model is unique in that it has been adapted for clinical use in shorter groups and offers a potent alternative to full psychodrama sessions for time-limited sessions. RTR offers multiple experiential processes for working with relational trauma that focus on the psychosocial metrics within the group (Giacomucci, 2020a). While a TSM or classical psychodrama would often include multiple roles and scenes, an RTR psychodrama most often only has two or three roles. RTR’s founder, Tian Dayton, describes it as ‘surgical role reconstruction’ which allows trauma survivors to renegotiate internalized trauma scenes for moments of repair (Dayton, 2014).

Experience changes the brain (Siegel, 2012). A psychodramatic experience has the potential of changing the intrapsychic and somatic imprints of trauma by accessing the traumatic neural network and providing the client with a safe way of renegotiating their trauma and facilitating a completion of the central nervous system’s survival responses (fight/flight/freeze) (Levine, 2010; Porges, 2017; Giacomucci and Stone, 2018). Thus, unlike other treatment approaches that focus on symptom control, TSM provides an avenue for renegotiation, integration, and resolution of unresolved trauma or loss (Hudgins, 2000, 2002, 2007, 2017; Giacomucci and Stone, 2018; Giacomucci, 2019, 2020a).

While the current literature on TSM psychodrama is quite limited, preliminary findings suggest possible effectiveness in reducing PTSD symptoms and even resolving trauma (Hudgins et al., 2000; Gow and McVea, 2006; Hudgins and Toscani, 2013; Perry et al., 2016). The currently published research on TSM is limited to a study of individual sessions using the Containing Double, which is a TSM specific intervention, and a multi-day workshop for female service members. There does not appear to be any research published about the use of TSM in inpatient treatment settings. At the same time, the RTR model, does not appear to have any published research demonstrating its efficacy in treatment. This research study will contribute to the growing research base in the psychodrama literature by exploring the effectiveness of trauma-focused (TSM and RTR) psychodrama groups for reducing PTSD symptoms in an inpatient addictions treatment center trauma tract.

Although the research literature on TSM and RTR psychodrama is limited, there have been multiple other studies on psychodrama’s effectiveness published. The most recent systematic review of the psychodrama research states “psychodrama intervention research in the last decade suggests there are promising results” while also highlighting the need for higher quality psychodrama research studies (Orkibi and Feniger-Schaal, 2019, p. 1). Similarly, Wieser, 2007 meta-analysis on the efficacy of psychodrama psychotherapy states that the psychodrama research shows some evidence of positive effects for a variety of mental health disorders, but that more rigorous scientific research needs to be completed. A significant meta-analysis published by Kipper and Ritchie (2003) indicated that psychodrama groups demonstrated an overall effect size “similar to, or better than that commonly reported for group psychotherapy in general” (p. 1). Additionally, they note that “although the initial empirical research on the effectiveness of psychodrama revealed some encouraging results, the data were insufficient” (p. 14). Kellermann’s (1987) synthesis of psychodrama research indicates that while there are limitations to the empirical evidence, “Psychodrama was a very valid alternative to other therapeutic approaches, primarily in promoting behavior change with adjustment, antisocial, and related disorders” (p. 467). Similarly, Rawlinson (2000) concluded that “there is some research evidence to support the use of Psychodrama” and that psychodrama can be used “as a tool for helping people to develop self-esteem, to change elements of their behavior and to develop empathy and social relationships” (p. 93).

Wieser indicates that “neurotic, stress-related and somatoform disorders are the best validated area for psychodrama therapy” (2007, p. 278). Various psychodrama research studies in the addictions field have demonstrated its efficacy in increasing quality of life (Dehnavi et al., 2016) and motivation (Testoni et al., 2018), reducing depression (Dehnavi et al., 2015) and aggression (Nooripour et al., 2016), and for relapse prevention training (Somov, 2008). While the use of psychodrama in the addictions field is increasingly common (Dayton, 2005, 2015; Giacomucci, 2017, 2020a), there have been few studies to date on its effectiveness.

The currently available literature related to psychodrama as a treatment modality supports its efficacy in improving emotional/psychological stability (Schmidt, 1978; Wood et al., 1979; White et al., 1982; Carpenter and Sandberg, 1985; Choi, 2003; Kang and Son, 2004) interpersonal relationships (Petzold, 1979; Shim, 2002; Gow and McVea, 2006; Gow et al., 2011; Bendel, 2017), improving conflict resolution skills (Karatas and Gokcakan, 2009; Karatas, 2011), reducing depression (Hall, 1977; Carbonell and Parteleno-Barehmi, 1999; Costa et al., 2006; Avinger and Jones, 2007; Wieser, 2007; Sharma, 2017; Souilm and Ali, 2017; Erbay et al., 2018), reducing anxiety and panic disorder systems (Hall, 1977; Schramski et al., 1984; Carbonell and Parteleno-Barehmi, 1999; Park and Lim, 2002; Avinger and Jones, 2007; Wieser, 2007; Sharma, 2017; Tarashoeva et al., 2017; Erbay et al., 2018), increased self-esteem (Carbonell and Parteleno-Barehmi, 1999; Gow et al., 2011), increasing empathy and self-awareness (Dogan, 2018), as well as treating PTSD and trauma (Baumgartner, 1986; Bannister, 1990, 1991, 1997; Clarke, 1993; Paivio and Greenberg, 1995; Burge, 1996; Hudgins and Drucker, 1998; Hudgins et al., 2000; Lind et al., 2006). Another study found a significant effect difference between action-based interventions and unstructured support groups for decreasing anxiety, depression, and interpersonal conflict within Latino families (Smokowsky and Bacallao, 2009). Interestingly, while psychodrama does not have much standing in American scientific communities, it has been accredited by the governments and insurance systems of Austria (Ottomeyer et al., 1996), Hungary (Pinter, 2001), and by the European Association of Psychotherapy (Cruz et al., 2018).

Psychodrama is often included as a modality within experiential psychotherapy, along with Gestalt, Existential therapy, Humanistic therapy, and Emotion-Focused Therapy. The efficacy of experiential psychotherapy has been demonstrated through empirical research (Smith et al., 1980; Elliott, 1996, 2001; Elliott and Friere, 2008; Elliott et al., 2013) since the 1980s and suggests it is at least as effective as psychodynamic, cognitive behavioral therapy, and other behavioral therapies (Greenberg et al., 1994, 1998; Greenberg and Paivio, 1998; Greenberg and Malcolm, 2002; Elliott et al., 2013; Greenberg, 2013). Elliott et al. (2004) conducted a meta-analysis of 86 studies which found experiential therapies to be statistically equivalent to talk therapies in their effectiveness. They confidently state that the existing research (in 2004) “is now more than sufficient to warrant a positive valuation of experiential conclusion in four important areas: depression, anxiety disorders, trauma, and marital problems” (p. 423). Greenberg (2013) anchors psychodrama and the Therapeutic Spiral Model of psychodrama within the body of experiential psychotherapies research while highlighting that “there is now solid evidence for the efficacy and effectiveness of experiential therapies” (2013, p. 144).



MATERIALS AND METHODS


Treatment Program and Patients

This study explored the effectiveness of psychodrama group psychotherapy in the treatment of PTSD as implemented in an inpatient addictions treatment center trauma tract at Mirmont Treatment Center in Lima, Pennsylvania. Mirmont is a 115-bed inpatient drug and alcohol facility that primarily treats substance use disorders and co-occurring disorders. The inpatient program includes psychoeducation lectures, yoga, mindfulness groups, psychiatric evaluations, medication management, process groups, individual therapy, case management 12-step support groups, and the following specialty groups: pain management, young adults, relapse prevention, emergency responders, and trauma. Mirmont clients access treatment through state insurance, commercial insurance, their Employee Assistance Program (EAP) or self-pay; though the majority of clients are commercially insured. Mirmont’s trauma tract is a special program for clients who meet all or most of the following criteria: (1) an identifiable trauma history, (2) an expected length of stay of at least two weeks, (3) acceptance of primary diagnosis of substance use disorder, (4) willingness to participate in the trauma program, (5) medical and psychiatric stability, as well as adequate ego strength, containment skills, and internal resourcing, and (6) capacity for ongoing trauma therapy upon discharge.

Patients are assessed by their primary counselor upon admission to the inpatient unit for appropriateness of a referral to the trauma group and/or individual trauma therapy sessions of Eye-Movement Reprocessing and Desensitization (EMDR) therapy which includes the completion of the PTSD Checklist Civilian Version (PCL). The trauma program is composed of a group meeting two times each week for a total of 4.5 h with a maximum of 17 participants in the group. The first group of the week lasts 1.75 h and primarily implements educational sessions, sociometric interventions, psychodrama warm-ups, RTR processes, and psychodramatic letter-writing exercises. The second group of the week is 2.75 h in length and each week includes a psychodrama warm-up, sociometric protagonist and topic selection, a full psychodrama, and sharing. Each psychodrama session was facilitated by a board certified psychodramatist or a psychodrama trainee working under supervision towards their certification. Each group was facilitated with curriculum content from RTR and/or implementation of the TSM clinical map to guide the psychodramatic process.

Upon completion of their final trauma group, discharging patients are invited to complete a post-test PCL assessment with a set of patient satisfaction questions and return it to the front lobby receptionist prior to their discharge. There were a total of 570 participants in the trauma program from October 2017 until February 2019 with 134 groups held. Of these, 483 discharged as scheduled and were offered the opportunity to complete the post-test with additional questions on the level of perceived satisfaction – resulting in a response rate of 27.95% (135 participants). Patients who did not discharge as scheduled from the inpatient program did not have the opportunity to complete the post-test or exit survey. Additionally, data from 49 of the clients were unusable due to incomplete responses or inaccurate completion of the PCL pre-test and/or post-test assessment. This convenience sampling method resulted in a sample of 86 participants with 40 males, 44 females, and 2 transgender individuals. The average age of the participants was 41.34 years old (SD = 12.53). The mean number of sessions attended by each participant was 4.73 (SD = 1.62) with a range of 2 to 8 and a median of 4. Of these participants, 17 (19.77%) individuals received EMDR processing, 54 (62.79%) were given resourcing only and 15 (17.44%) received no EMDR or resourcing. EMDR resourcing refers to the first two phases of the EMDR protocol which include history taking and positive internal resource development installation (such as imagining a safe place).



Measure

The PTSD Checklist was used before and after treatment exposure to assess treatment effectiveness or change in PTSD-related symptoms. The PTSD Checklist is a 17-item assessment that asks clients to rate how frequently they experience PTSD symptoms based on DSM-IV-TR criteria. Response sets range for each item range from 1 (‘Not at all/never’) to 5 (‘Extremely/daily or almost daily’) with a maximum composite score of 85. Based on previous clinical studies, the PTSD Checklist appears to exhibit strong internal consistency and reliability with Cronbach’s alpha scores that are equal to or greater than.85 (Wilkins et al., 2011). The Cronbach’s alpha was assessed at.922, which indicates a high level of internal consistency and supports the reliability findings of previous studies.



Patient Experience and Level of Satisfaction With Psychodrama Group Psychotherapy

A set of questions were added to the PCL post-test assessment to measure the patient’s experience and satisfaction levels with the program group psychotherapy. The items were both Likert-type scale items and open-ended questions. The 11-item Likert-type scale used a response range of 1 (Disagree) to 5 (Agree) and focused the perceived quality and effectiveness of the psychodrama programming. For examples, patients were asked their level of agreement with the following statement, “The services have helped me foster a sense of hope for my recovery” and “The psychodrama sessions helped me to move toward resolution of my trauma.” The open-ended items asked them to expand on some of these same themes in greater depth (i.e., specific aspects of programming you liked or disliked most, areas for improvement, safety and tolerability, and willingness to recommend services to others).



Data Management and Analysis

Quantitative datum was entered and organized using Microsoft Excel. All of the descriptive and inferential statistics were conducted using IBM SPSS 26.0. Qualitative datum (i.e., open-ended responses on level of perceived satisfaction and effectiveness of program) was recorded in a Microsoft Word document and a content analysis was conducted to examine potential patterns in patient responses (as suggested by Huberman and Miles, 1994). The content analysis was conducted by first reviewing patient responses and identifying common terms or phrases. Second, the common terms or phrases were tallied to determine overall frequency of mentions among the patients. For example, for the open-ended question, “Did you find the services to be helpful?,” the terms or phrases such as “yes,” “yes, it was helpful,” “absolutely,” or “extremely helpful” were grouped together in a “Yes” category and tallied to determine level of agreement with this question. This process was repeated for the other open-ended questions on the assessment (see Table 4).



RESULTS


Overall Effectiveness of Treatment Program

The effectiveness of psychodrama group psychotherapy program on reducing overall PTSD and PTSD symptom subscales (i.e., re-experiencing and intrusion, avoidance and numbing, and hyper-arousal) mean scores was assessed using a series of paired-samples t-tests. Table 1 includes the results of the paired-sample t-tests for each outcome variable. Results show a statistically and clinically significant improvement in overall PTSD symptoms and PTSD subscale mean scores. Specifically, the mean scores for the post-test overall PTSD symptom scores (M = 41.66; SD = 14.92) were statistically lower than the mean pre-test overall PTSD symptom scores (M = 55.91; SD = 13.39), t(85) = 8.816, p < 0.001. The mean difference between the pretest and post-test was 14.25 (SD = 14.99) with 95% confidence intervals (CI) [11.04, 17.46], which meets the National Center for PTSD’s standards to be designated as a clinically meaningful change (National Center for Posttraumatic Stress Disorder, 2011; as cited in Lang et al., 2012). Similar improvements were also found for each of the subscales including re-experiencing and intrusion, avoidance and numbing, and hyper-arousal (see Table 1). Interestingly, the percentage decrease in reported symptoms associated with PTSD between the pre and post-test measurement ranged from 25% and 26%.


TABLE 1. Results for the Paired-samples t-tests for PTSD and PTSD symptom subscale mean scores.
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Effectiveness of Treatment Program by Gender, EMDR, and Age

To evaluate potential difference in treatment outcomes by gender identity (male, female, and transgender individual) and EMDR (no EMDR, resourcing only, and EMDR processing), a difference score was created by subtracting pre-test scores from the post-test scores and then a series of one-way ANOVAs were conducted. No statistical differences were found among the difference scores for overall PTSD, F(2, 83) = 1.192, p = 0.309, η2 = 0.028, or the re-experiencing and intrusion, F(2, 83) = 1.337, p = 0.268, η2 = 0.031; avoidance and numbing, F(2, 83) = 0.654, p = 0.522, η2 = 0.016; and hyper-arousal, F(2, 83) = 0.874, p = 0.421, η2 = 0.021 subscales by gender identity (see Table 2). Additionally, no statistically significant differences were found for EMDR processing groups as shown in Table 2.


TABLE 2. Results of the ANOVAs for Treatment Effectiveness by EMDR resource processing.

[image: Table 2]Additionally, there was no statistically significant correlation between age and any of the mean difference PTSD or subscale scores. Differences in PTSD symptoms were not assessed by number of sessions because the number of sessions attended was largely dictated by insurance providers authorizing additional days of treatment based on specific medical criteria. This often results in clients that have diagnosed with persistent symptoms remaining in treatment longer and clients with decreases in symptoms transitioning to lower levels of treatment. Finally, it is notable that 8 clients (9.3%) demonstrated a reliable (5-10) increase in PTSD symptoms from pretest to posttest and only one (1.16%) client demonstrated a clinically meaningful increase in PTSD symptoms (11 point increase).



Effectiveness of Treatment Program by EMDR Controlling for Number of Psychodrama Group Psychotherapy Sessions Attended

A set of ANCOVAs was performed to adjust for potential differences in treatment effectiveness by number of psychodrama group sessions attended. The results of the analyses suggest no statistical difference between treatment effectiveness by EMDR, controlling for the number of sessions for overall PTSD, F(2, 82) = 0.938, p = 0.396, MSE = 227.52, partial η2 = 0.028; re-experiencing and intrusion subscale, F(2, 82) = 1.232, p = 0.297, MSE = 28.57, partialη2 = 0.029; avoidance and numbing, F(2, 82) = 0.531, p = 0.522, MSE = 51.01η2 = 0.013; or hyper-arousal, F(2, 82) = 0.582, p = 0.561, η2 = 0.014.



Patient Experience and Level of Satisfaction With Psychodrama Group Psychotherapy

Table 3 lists the descriptive statistics for 85 individuals that completed the exit survey; one participant’s survey was not included because of missing responses. Of note, all of the item means are greater 4.50, which indicates high levels of agreement and positive regard toward each component of the psychodrama group psychotherapy. The results of the content analysis of the open-ended questions suggested that their experiences with the psychodrama group therapy were positive overall with all responding patients (note: 3–5 patients did not provide a response to some of the items) stating that the trauma services they received were helpful, safe, and that they would recommend to others (see Table 4). Patients were also asked which aspect of the trauma services they found most helpful. A large majority explicitly indicated that they found psychodrama to be the most helpful (n = 62 or 72.94%) while some participants wrote that “all of the services were helpful” and some highlighted other elements such as EMDR, sociometry warm-ups, sharing their experience, or identifying with others.


TABLE 3. Descriptive Statistics for Patient’s Experience and Level of Satisfaction Likert-type scale items.
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TABLE 4. Frequency Data for Patient’s Experience and Level of Satisfaction Open-ended Questions.
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DISCUSSION


Interpretations and Implications


Quantitative Findings

The findings of this study suggest that trauma-focused psychodrama may be an effective treatment for post-traumatic stress disorder in inpatient substance use treatment centers. Specifically, on average, after 2–3 weeks of participation in the trauma-focused psychodrama tract, PTSD symptoms declined by over 25%. These results support the findings of previous research on psychodrama therapies. Psychodrama and other creative arts approaches may be ideally suited to treat symptoms associated with PTSD because of the emphasis on non-verbal movements and expressions. For example, a 2018 systematic review on PTSD and creative arts therapies (including psychodrama) suggested that decreased symptoms may be related to non-verbal expression or symbolic expression of painful memories or experiences that would have been otherwise difficult to express with words (Baker et al., 2018). Additionally, previous neuroscience studies in the localization of brain function have found that PTSD symptoms are more closely related to brain functions in the right hemisphere and limbic system of trauma survivors (Rauch et al., 1996; van der Kolk, 2014), which is also where creative brain functioning occurs. Further, Malchiodi (2014) proposes that the right brain dominant nature of creative arts therapies position them to be effective for treating PTSD.

Furthermore, van de Kamp et al. (2019) conducted a systematic review and meta-analysis of body- and movement-oriented interventions (BMOI) for PTSD and found a statistically significant decrease in PTSD symptoms. It was also found that cognitive, verbal, and other top-down approaches to therapy interface primarily with the prefrontal cortex, while BMOIs engage evolutionarily older brain systems which are impacted by trauma but only marginally accessed through cognition or talking (Ogden et al., 2006; Levine, 2010; van der Kolk, 2014). The bottom-up nature of (BMOI), including psychodrama, position them to address the somatic imprints of trauma and include the body, and thus the nervous system, in the therapeutic intervention (Levine, 2010; van der Kolk, 2014).

Finally, psychodrama, the creative arts therapies, and other BMOIs engage the whole person and the whole brain in the therapeutic process. Baker et al. (2018) also suggest that the creative arts therapies are effective for treating PTSD because they renegotiate trauma while providing a sense of containment, control, empowerment, and pleasure through the process of engaging with art. Indeed, the trauma-focused psychodramatic process seems to offer these experiences to participants allowing for right brain activation and expression with containment, control, empowerment, and pleasure. The various qualitative feedback from participants in this study appears to confirm this. For example, one patient stated, “I came to realize during this group that I am worthy of happiness and my past does not define my future.” Another patient stated, “at no time did I feel out of control.” And a third participant commented that, “The environment allowed me to open up fully and safely.”

In terms of the different symptom clusters of PTSD, our analysis found similar decreases in each – Re-experiencing and Intrusions (−24.65%), Avoidance and Numbing (−26.00%), and Hyperarousal (−25.60%). The TSM trauma-focused psychodrama model specifically focuses on safety, containment, and strengths – each of which may be uniquely related to the three PTSD symptom clusters. Theoretically and clinically, containment provides a mechanism for preventing re-enactment and intrusions, safety offers a solution to hyperarousal, and strength-based nature of TSM orients itself on the strengths needed to acknowledge and heal from trauma. The descriptive statistics from participant responses related to feeling safe (4.8/5) and being able to identify their own strengths (4.73/5) may shed light upon the mechanism from which hyperarousal and avoidance and numbing symptoms were alleviated. The open-ended responses also support these conclusions. The experiential nature of psychodrama offers the potential of re-enacting scenes (interpersonal or intrapsychic) related to trauma while create new endings – this effectively provides an avenue for renegotiating the intrapsychic repetitions and re-enactments related to trauma while offering a corrective emotional experience (Giacomucci and Stone, 2018).



Qualitative Findings

The qualitative responses and descriptive statistics from the sample highlight that the majority of participants felt emotionally safe and connected to others, while agreeing that the services were beneficial, increased hope, facilitated the expression of feelings, and both helped with identifying strengths and managing trauma-related symptoms (all of which had mean scores above 4.5/5.0; see Table 3). These client responses offer insight into the experience of the process overall and as it relates to the reduction in PTSD symptomology.

The prevalence of positive satisfaction in the surveys of this study seem to reflect outcomes in Dougherty’s (2002) qualitative survey of patient satisfaction of an inpatient program for trauma and dissociation during which participants rated (classical) psychodrama as one of the most useful/helpful of the 21 different treatment interventions of their program. The only interventions that were rated higher were individual sessions with the psychiatrist, individual sessions with the psychotherapist, and trauma group. Dougherty notes that “responses from participants about psychodrama ranged from ‘it scares me’ to ‘it was the turning point for me”’ (2002, p. 103). One might argue that patient satisfaction rates may have been higher had a trauma-focused psychodrama model been utilized with an emphasis on safety and strengths.



Safety and Tolerability

The theme of safety is one of the most important considerations in the provision of trauma treatment due to the very nature of trauma and how it can threaten an individual’s wellbeing. In order to avoid retraumatization and to serve as a practical treatment, trauma-focused therapies and psychodrama should be tolerable for clients. In other words, the client must remain within their window of tolerance for the treatment to be useful (Siegel, 2012). The analysis of open-ended survey results revealed that the very idea of seeking help and attending a trauma-focused group was intimidating to many clients but that the trauma-focused group appeared to be a tolerable and an experience that lead to positive affect. For example, the following two client responses demonstrate these point well, “I was so nervous before my first session but instantly felt calm, safe, and at ease in the group” and “I always thought trauma groups had to be painful – I found that not to be truthful.” Another participant commented that psychodrama group psychotherapy “is a wonderful experience that helps you work through trauma in a safe way.”

In some professional circles, psychodrama seems to have developed a reputation to some as retraumatizing. However, based on the responses of the clients, when facilitated from a strengths-based perspective with an orientation to safety, it can be a transformative experience – “it felt safe to express yourself in any manner which caused a peace within.” While many have framed psychodrama as an exposure therapy, none of the psychodrama sessions in this study involved dramatizing a trauma scene. Instead, the psychodramas were focused on strength-based roles, defense mechanisms, and roles of transformation. Psychodrama as a treatment for trauma and PTSD is unique in that the client does not need to tell all the details of their traumatic experiences in order to heal from it. One participant commented on this theme noting – “I was able to release and let go of my trauma without reliving it.”



Cohesion, Connection, and Normalizing

Other primary themes that emerged from the open-ended survey items were experiences of group cohesion, connection, and the normalization of their traumatic experiences in a group setting. Some of the participant comments reflect this, for example, “we had a connection and bond with everyone that was very strong.” and “it’s nice knowing that you are not the only one – it allowed me to trust the process.” The nature of group therapy lends itself to layers of mutual aid and connection that would be otherwise unavailable in individual work (Giacomucci, 2020b). The method of facilitation used in the trauma services emphasized connection as a core aspect of group safety. Experiential sociometry exercises were also used prior to psychodrama with the goal of uncovering similarities and shared experiences between group members while establishing group cohesion.

Psychodrama’s group-as-a-whole approach appears to have helped validate each group members’ individual experience. Even if one was not the protagonist of the psychodrama, they reported experiencing therapeutic benefits – “in the psychodrama, not only can someone work out and reprocess their past, but I could work out parts of my own past as well.” Another participant’s response suggested “it is helpful and it allows putting your trauma issues out through each other. Every group is healing.” The group size in this study generally ranged between 8–18 participants, but these comments suggest the potential of using psychodrama as a treatment approach with larger audiences. Moreno and Aristotle described this phenomenon as audience catharsis or actor catharsis – “the greater a spectator’s social and psychodramatic roles correspond to the symbolic roles portrayed on the stage, the greater is the catharsis produced by the drama” (Moreno, 1940, p. 226). Another participant noted that “Even though I was never the protagonist, I feel as though I got as much out of the group as anyone who entered that role.” Some theorize that mirror neurons are the neurobiological underpinnings of audience catharsis (Hug, 2007). Psychodrama may be unique in this effect on observers due to its action-based nature.



Action vs. Talk

One of the most fundamental differences between psychodrama and other treatment approaches is the involvement of action through experiential methods rather than only talking. While most of the inpatient treatment program is based on traditional talk therapy approaches, the trauma services were entirely experiential. Participants commented on the action-based nature of the group indicating – “I liked that it was also a fun experience,” “Psychodrama was cool!,” and “it used tools to access different parts of our brain (experiential/art exercises) that allowed us to experience trauma safely and differently than we are used to.” These comments from participants demonstrate that not only did they find the psychodrama tolerable and safe, but that some even experienced it as “cool” and “fun.” The experiential nature of psychodrama allows clients to bring their full self, including their body, into the process. Instead of talking about healing from trauma, the healing was put into action in the here-and-now. When asked “which aspect of the trauma services did you find most helpful?,” an overwhelming majority indicated the psychodramas – “the most helpful part was the psychodrama and the interactive exercises.” Another participant noted that “hands down the psychodramas were by far the most amazing part of my recovery thus far, it was actually life changing. I am forever grateful.”

Furthermore, in response to the open-ended survey question, “how could the services be improved?”, 65.88% (n = 56) of participants suggested that more psychodrama groups be included in the program. This further depicts that in addition to its effectiveness in treating PTSD, participants overall appreciated the psychodrama process and wanted to participate in more psychodrama. One participant simply responded, “More psychodrama sessions!.” Another stated, “This service is amazing and needs no improvement, only more sessions would be nice.” A third patient stated, “I wish we had the group more often so I had a chance to be the protagonist in psychodrama.”



Trauma-Focused Psychodrama and PTSD

The present study may also contribute to the discussion on the effectiveness of trauma-focused psychodrama models as compared to classical psychodrama. Ragsdale et al., 1996 study on classical psychodrama as a treatment for veterans with PTSD in an inpatient setting found no change in PTSD symptoms while this inpatient study demonstrated a 25% decrease in PTSD symptomology. While the impetus for the development of TSM and RTR as trauma-focused psychodrama models was based in clinical practice experience, this study may be the first to offer empirical evidence to support their effectiveness compared to classical psychodrama.

In terms of the minority of participants that experienced an increase in PTSD symptoms, there are many factors that could potentially explain this. These factors include an increased awareness of symptoms at the end of their treatment, willingness to disclose symptoms, access to emotions or pain after years of using alcohol or drugs to numb emotions; and reduced defense mechanisms and medications related to their detoxification process. For example, one client noted in their satisfaction survey that “I was not really aware of how much my trauma affected me before the group.”

The results of this study are promising, but some issues still need to be addressed to determine its applicability in other contexts. First, much replication is needed to determine if these treatment effects can be realized in other sub-populations (i.e., outpatient facilities, military and non-military trauma applications). Almost all inpatient PTSD studies that have been published in peer-reviewed journals have focused on veterans which makes it difficult to compare our results due to the findings that veterans with PTSD benefit less from psychotherapy than non-military populations (Watts et al., 2013). More research is needed to explore the impacts of various trauma treatment approaches for inpatient substance use disorder populations.

Second, it is important to note that the models employed in this program included a synthesis of two trauma-focused psychodrama models, the Therapeutic Spiral Model and the Relational Trauma Repair Model, which also need further validation through replication. Future research is needed to explore the effectiveness of each of these models when used independently.

Third, comparative studies are needed to determine if psychodrama group therapy could be used as an alternative or supplemental treatment to more traditional trauma-informed treatment approaches. The closest comparison that we could find to the current programming was a 4-week trauma-focused CBT residential program (Berle et al., 2018), which showed a mean decrease in PTSD (using PCL) at 5.85 (9.32% decrease). In comparison, the current trauma-focused psychodrama program demonstrated a decrease in PTSD of 14.57 points (25.49% decrease). In other words, the current study demonstrated a 2.74 times greater treatment effect on PTSD symptoms than the 4-week trauma-focused residential CBT program researched by Berle et al. (2018). This is, of course, not a perfect comparison as variables were inconsistent between the two studies. While our PTSD checklist pretest mean was 55.8, theirs was 62.78. The CBT program also had a longer length of treatment and was not specific to substance use disorder. Nevertheless, this comparison provides some contextualization of our results compared to a similar study. This comparison is, however, consistent with a large meta-analysis by Elliott et al. (2013) that found the Humanistic-Experiential Psychotherapies (psychodrama, gestalt, emotion-focused, existential, focus-oriented, and body-oriented therapies) to be superior to CBT in their efficacy treating interpersonal difficulties and unresolved relationship issues, including childhood trauma. The study at hand responds to their conclusion that while HEPs appear to be efficacious in the treatment of interpersonal issues, further research is urgently needed to assess HEPs effectiveness in treating PTSD specifically (Elliott et al., 2013).



Limitations

There are inherently some difficulties in developing research studies focused on psychodrama (Kellermann, 1992; Kipper and Ritchie, 2003; Ridge, 2010). Some psychodrama practitioners suggested that the nature of psychodrama, with “spontaneity-creativity theory” at its heart, makes it impossible to manualize and measure. No two psychodrama groups are ever identical. Furthermore, a variety of clinical interventions are embedded within a single psychodrama group including role playing, role reversal, doubling (at least 4 types of doubling in the literature), and mirroring. The interventions implemented are determined by the clinical judgment of the facilitator and vary from group to group.

There are also many intrinsic difficulties to conducting research in inpatient settings. The nature of inpatient or residential treatment impacts the plausibility of conducting randomized controlled studies due to nonrandom selection and other patient factors (Ragsdale et al., 1996; Johnson and Lubin, 1997; Zappert and Westrup, 2008).

This specific study carries with it multiple additional limitations. First, the use of the PTSD Checklist correlating to DSM-IV diagnostic criteria impacts the generalizability of the outcomes as most are using an updated PTSD checklist. Second, the lack of a true control group for the study makes it difficult to determine if PTSD symptom changes are a result of the trauma program alone, and how much influence other aspects of the inpatient program had on PTSD levels including time-specific outcomes, cohort effects, and cross-treatment contamination. The ability to isolate effects of trauma-focused psychodrama in this study is compromised due to the absence of a control group and participants’ involvement in other inpatient treatment services. Third, the nature of unplanned discharges ruled out the possibility of including these clients in our sample. These individuals included those clients who left treatment against medical advice, AWOL, or due to urgent medical, psychiatric, or behavioral issues did not have the chance to complete post-tests or surveys. Fourth, the lack of follow-up assessment also impacts the validity of our findings and our ability to assess the long-term treatment effects following the treatment exposure. Finally, other extraneous variables impacting the generalizability of our findings include variability of other co-occurring mental health diagnoses, the low response rate, variations in the number of group sessions attended, and levels of participation from clients within each group. In the psychodrama sessions, group members were given the option to volunteer as the psychodrama protagonist, play an auxiliary role in the psychodrama, or observe.



Future Research

There is a great need for more rigorous research on psychodrama as a psychotherapy approach with PTSD and other mental health disorders (Orkibi and Feniger-Schaal, 2019). Very few randomized controlled studies exist in the psychodrama research base. One reason for this may include the absence of psychodrama in many places of higher education and training, which would lend itself to more exposure to student population and increase the likelihood it will receive research support and grants.

Additionally, more research is needed in general to determine the treatment efficacy psychodrama psychotherapy approaches with non-veteran inpatient substance abuse populations that have been diagnosed with PTSD. Replication research is needed to further validate psychodrama psychotherapy as alternative or supplemental trauma-informed therapeutic approach in a variety of subpopulations and practical settings.

Future research could also explore the possible differences in efficacy of psychodrama based on the roles held by participants during group therapy sessions. Comparing the change in symptomology between participants who were the protagonist, supportive roles, and observers would illuminate another aspect of psychodrama’s therapeutic effect and the potential distribution of effect based on level of active engagement.



CONCLUSION

This study highlights trauma-focused psychodrama as a potentially effective treatment approach for the treatment of PTSD. While more research is needed to explore psychodrama psychotherapy’s effectiveness, it offers a promising alternative to traditional talk therapies for individuals that have experienced trauma. Many clients indicate that other types of trauma therapy are painful or sometimes even intolerable. The findings in this study suggest the opposite, that participants found the psychodrama as tolerable and even “fun.” Psychodrama originated nearly 100 years ago and seems to have been largely neglected until recently by trauma therapists. The findings of this study offer merit to the potential revitalization of psychodrama as an approach to treating trauma.
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Pre-professional and professional dancers (n = 60) participated in this ambulatory psychophysiology study that investigated performance flow and heart rate and autonomic nervous system (ANS) function during three time periods: baseline rest, performance, and post-performance rest. To gather these results, the psychophysiology laboratory traveled to the concert hall to collect data on dancers. The self-report Flow State Scale (FSS) measured global flow, challenge–skill balance, sense of control, and autotelic experiences; it addresses important features of the creative experience of performing artists. These data were collected immediately following the performance. The flow measures were compared with physiologic responses to performance [heart rate, pre-ejection period (PEP), root mean square differences of successive R-R (heartbeat) intervals (RMSSD), cardiac autonomic balance, and cardiac autonomic regulation]. The regression analyses indicated that greater sympathetic nervous system (SNS) activation with performance (PEP change from base to performance) explained 8.8% of the variance in sense of control, whereas less cardiac autonomic regulation explained 13.8% of the variance in autotelic experiences. The sample was then divided into high and low flow groupings and four autonomic groups. During performance, the high autotelic group and high sense of control group had a higher distribution of dancers with co-inhibition of both ANS branches than had the low autotelic and sense of control groups who employed more co-activation of both ANS branches (chi-square analyses). These novel findings add to the growing information about the interaction of both branches of the ANS during creative performance flow states.
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INTRODUCTION

Capturing the physiologic creative flow experience in performers while on stage is seldom possible. Typically, creative flow assessment is conducted retrospectively. In performing artists, some of these creative flow factors include a global sense of optimal creative performance, the balance between performance challenges and skills, a sense of control (SC) while performing, and an autotelic experience (AE; valuing the performance experience for its own sake) (Hefferon and Ollis, 2006; Thomson and Jaque, 2011–2012, 2016). Performing artists give expression through unconstrained movement; their art is contingent on heightened kinesthetic sensorimotor responses. To date, ambulatory physiologic heart rate (HR) variability (HRV) assessment provides indirect observations of the autonomic nervous system (ANS) (Ellis and Thayer, 2010; Kim et al., 2018). Although this form of measurement is ambulatory, few laboratories gather in vivo physiologic information while performers are on stage with an audience in attendance. Seldom does the research laboratory team travel to the concert hall to study the performers. In general, research investigation is hampered by the intense demands of professional productions. Limiting factors include stage environment (backstage set up, size of wings, and type/size of stage), production elements (costumes and lighting), and professional performer/artistic team willingness to participate in research studies while performing.

This study directly assessed ANS function in pre-professional and professional dancers prior to, during, and post-performance. Creative state flow responses were gathered immediately following a public performance. Ambulatory assessment allowed a direct window into dancers’ physiology. Both the producing organization and the dancers willingly accommodated the discomfort of wearing equipment required to gather cardiorespiratory data. The goal of this study was to understand the physiologic and psychological states of flow in dancers while performing.


Flow States in Dancers

Flow is a subjective psychological state of well-being and is strongly associated with the creative process. Reaching flow states while engaging in a preferred activity is meaningful and pleasurable (Csikszentmihalyi, 1990, 1996). Multiple factors converge during flow states, such as when the challenge of the task is matched by the skill level of the participant, when the goals are clear and feedback is unambiguous, when concentration is fully directed on the task, when the actions are executed and are merged with heightened awareness, and when the individual simultaneously has an SC without interference of self-conscious doubts (Jackson and Eklund, 2002, 2004). Often, these factors alter perceptions of time, either expanding or contracting the perceived time duration. Flow is influenced by factors that are both internally and externally directed; however, factors that are consistently present in individuals who are prone to flow experiences include possessing skills that match the challenge, effortless attention and concentration, an acute SC, and a desire to engage in activities for their intrinsic merit (Ullen et al., 2010).

Individuals who frequently experience flow states are described as possessing an autotelic personality; they desire challenge, demonstrate superior concentration skills, are intrinsically motivated, and engage in active coping strategies. They possess meta-skills such as general curiosity, persistence, and low self-centeredness (Csikszentmihalyi, 1990). These individuals generally have higher self-esteem and lower trait anxiety (Asakawa, 2010). Studies have demonstrated some associations with heritability (Mosing et al., 2012), which suggests that flow proneness is a dispositional personality trait (Ullen et al., 2012, Ullén et al., 2016). There is also an indication that more gray matter volume is found in the right caudate nucleus and that flow proneness is associated with the dopaminergic system (D2) in the dorsal striatum (de Manzano et al., 2013; Niksirat et al., 2019). These regions are associated with attention, effortless concentration, motivation, reward, impulse control, and positive affect (de Manzano et al., 2013; de Sampaio Barros et al., 2018). Personality traits associated with flow-prone individuals (autotelic personality) include low neuroticism, high conscientiousness (Ullen et al., 2012), and a hardy personality (Crust and Swann, 2013).

Studies have demonstrated that a high proportion of dancers experience heightened flow states, including possessing an autotelic personality profile (Hefferon and Ollis, 2006; Thomson and Jaque, 2011–2012, 2016). Achieving heightened flow states is associated with optimizing successful performances (Kirchner et al., 2008). These positive states are essential for dancers who must merge physical execution with creative aesthetic expression (Hefferon and Ollis, 2006). Similar to athletes, dance training promotes many of the flow dimensions, which ultimately increases optimal flow states (Swann et al., 2012). Dancers are trained to successfully engage in highly challenging performances, and this success is rooted in accomplishments such as achieving expert skill level (Edmonds et al., 2019). In order to achieve this level of performance, dancers learn to direct their attention toward the task and fully concentrate while dancing. They also learn how to set clear goals and how to appraise their achievement at sensorimotor and cognitive levels. This training enhances an SC while simultaneously diminishing self-conscious thoughts. Studies investigating flow highlight the importance of a balance between the challenge and skill level of the performer as well as the ability to effortlessly direct prolonged attention and concentration while executing a task (Swann et al., 2012; Hallet and Hoffman, 2014; Thomson and Jaque, 2016).



Ambulatory Psychophysiology Research

The ability to non-invasively monitor cardiorespiratory function during daily tasks provides an opportunity to gather ambulatory psychophysiologic data, in particular ANS function (Wilhelm et al., 2003). The ANS facilitates physiologic adaptation. The two branches, sympathetic [sympathetic nervous system (SNS)] and parasympathetic [parasympathetic nervous system (PNS)], respectively, operate as arousing and calming physiologic regulators (Cacioppo et al., 2007). ANS patterns dynamically fluctuate in response to internal or external demands. The prototypical ANS pattern is a reciprocal interaction between the sympathetic and parasympathetic branches: as one increases activation, the other branch decreases engagement. A reciprocal pattern is most common during daily activities; however, other ANS patterns operate when energy demands increase. Co-activation or co-inhibition of both branches may occur to meet these demands. Under extreme physiologic demands, the two branches might also become uncoupled, a response that is energy efficient for short periods of time (Berntson et al., 2008). Examining the interaction patterns between the two autonomic branches (high SNS, high PNS, co-inhibition, and co-activation) can also be explained as cardiac autonomic regulation (CAR) (the total of SNS and PNS activation) and cardiac autonomic balance (CAB) (the difference between PNS and SNS activation) (Berntson et al., 2008).

Physical or psychological challenges require increased metabolic output and the complex variables contributing to HRV reflect these demands (Porges, 1995; Kim et al., 2018). Calculating HRV from cardiorespiratory measurements allows for the examination of the ANS in vivo. HRV is assessed by the interbeat interval, which is defined as the time period between consecutive R-to-R intervals of the heart (Porges, 1995; Kleiger et al., 2005; Kim et al., 2018). Generally, more variance between interval periods indicates greater efficiency and adaptability in the physiologic and psychological systems (Friedman, 2007; Kim et al., 2018).



Physiological Responses and Performance Flow

To date, studies examining autonomic responses during flow states are varied; however, solid evidence supports the effectiveness of measuring HRV as a predictor of flow states (Bian et al., 2016). The pleasurable experience of flow may, in fact, be physiologically demanding and stressful. Physiologic flow states elicit more activation of the SNS, including elevated HR (Yoshie et al., 2009; Thomson and Jaque, 2011; Jaque et al., 2015), and are accompanied by increased parasympathetic withdrawal (Murch et al., 2017). Increased sympathetic tone may also operate in a “U” shape, with moderate elevation occurring during flow states but not reaching the levels found in high-arousal states such as terror and high-intensity workloads (Peifer et al., 2014; Murch et al., 2020). In contrast, evidence suggests that increased parasympathetic tone is associated with the relaxed state generated by positive flow engagement (Harmat et al., 2015); however, the investigation of vagus nerve stimulation has demonstrated that elevated parasympathetic tone diminishes creative and cognitive flexibility (Ghacibeh et al., 2006).

In several studies, it was hypothesized that both branches of the ANS may be operating (i.e., increased parasympathetic modulation of sympathetic activity) during flow states, which facilitates the task-related flow experiences and accounts for moderate HRV levels (de Manzano et al., 2010; Peifer et al., 2014; Tian et al., 2017). When reporting HRV, it is difficult to know how the two branches of the ANS are operating; however, one study identified that diminished HRV as assessed by the root mean square differences of successive R-R (heartbeat) intervals (RMSSD) was associated with heightened pleasurable flow states. This decrease in HRV was in direct response to the skill–challenge/demand compatibility necessary during flow states (Keller et al., 2011) and suggests that both branches of the ANS might be operating simultaneously (Tian et al., 2017). The complexity of the ANS is evidenced when examining both branches in relation to each other; they may interact in a complex pattern of antagonistic (reciprocal) co-activation or co-inhibition or become uncoupled (the most energy-efficient strategy for high-demand situations) (Berntson et al., 2008).

When examining the physiologic effects of dance, it is important to consider level of expertise and performance conditions. For example, dance expertise is generally associated with greater physiologic efficiency cultivated by increased training load. Dancers, like athletes, have chronic training adaptations in HRV owing to increased capacity of the parasympathetic branch, which reflects in increased HRV (da Silva et al., 2015). As well, exercise training-adaptations include an enhanced parasympathetic drive to the sinoatrial node of the heart and a faster rate of recovery (specifically a faster restoration of the parasympathetic response as measured by RMSSD) (Danieli et al., 2014; Sala et al., 2015). These physiological adaptations allow elite performers, who achieve flow states during a public performance, to increase sympathetic activation, as evidenced by increased HR and perspiration rate, and to decrease parasympathetic activity while performing (Nakahara et al., 2009). Enhanced sympathetic activation and reduced parasympathetic activation are also evident prior to a competition or performance season; this evidence further demonstrates the unique ANS responses necessary to meet heightened physiologic demand (Edmonds et al., 2019). These changing responses in the ANS are related to greater HRV over a protracted period of time (de Manzano, 2010; de Manzano et al., 2010). It is also important to note that both the subjective experience of flow and the subsequent physiologic responses are highly influenced by individual aesthetic responses; one dancer may be highly aroused by a particular musical and choreographic work, whereas another dancer may be bored by the same piece of music and choreography (Salimpoor et al., 2009). Ultimately, onstage subjective flow experiences offer opportunities to match elite skills with high performance challenges, including a heightened SC and deep concentration (Robb and Davies, 2015); and these states require autonomic adaptations.



Measuring Autonomic Responses

Autonomic function can be assessed via time-domain or frequency-domain variables. In this study, two time-domain variables, pre-ejection period (PEP) and root mean square differences of successive R-R (heartbeat) intervals (RMSSD), were examined. This decision was based on recommendations by the Task Force of Cardiology as well as previous studies indicating that these variables provide the most accurate measure of the sympathetic and parasympathetic branches, respectively (Task Force of the European Society of Cardiology, and the North American Society of Pacing, and Electrophysiology, 1996; Cacioppo et al., 2007; Wang and Huang, 2012; Sztajzel, 2014). PEP is associated with SNS activity. It is the period between left ventricle stimulation and the opening of the aortic valve (Berntson et al., 2008). A longer time period prior to aortic valve opening is associated with decreased activation of the SNS. When measuring PEP, values are inversely related to sympathetic activation (Berntson et al., 2008; Murch et al., 2020). RMSSD is the root mean square differences of successive R-R (heartbeat) intervals. It is generally regarded as a stable measurement that reflects alterations in autonomic tone that is predominately vagus mediated (parasympathetic) (Hill et al., 2009; Wang and Huang, 2012; Sztajzel, 2014; Shaffer and Ginsberg, 2017). Like most PNS measures, RMSSD is influenced by respiratory rate as well as potential SNS influences, which may limit conclusive findings when it is used as an index of vagal cardiac control (Berntson et al., 2005).

Respiration influences ANS activity: inspiration diminishes vagal tone input to the heart and increases HR, whereas exhalation increases vagal tone and decreases HR. These fluctuating patterns reflect optimal HRV (Cacioppo et al., 2007). Several other factors influence ANS activity, and in particular HRV. These include physical conditioning, especially conditioning prior to major sport or dance performances (Edmonds et al., 2019). Measuring participants when they are exercising directly influences HRV measurement, even if HR remains consistent; thus, all ambulatory assessment is limited by the influence of even light exercise (Weippert et al., 2015). HRV is diminished as individuals age (Zhang, 2007; Tegegne et al., 2018), and female sex is associated with diminished HRV (Tegegne et al., 2018).

Examining flow states via the respiratory and cardiac systems during activities that are mentally engaging demonstrates clear patterns of increased HR and respiratory volume; however, studies indicate that they are generally moderately increased, which demonstrates effortless concentration and attention (Ullen et al., 2010; de Sampaio Barros et al., 2018). During physical activity such as dance, dancers’ HR and respiratory rate/volume are much greater during performance compared with their resting states. These ANS responses are much greater compared with ANS values in participants who are engaging in mental challenges such as computer games (Tian et al., 2017; Murch et al., 2020). This dynamic range in dancers will influence HRV measurements, which makes comparisons across different studies challenging.



Study Purpose

The current institutional review board (IRB)-approved study investigated dancers’ physiologic responses in a performance setting, as well as flow variables [global flow, challenge–skill balance (CSB), SC, and AE] that are associated with creative performance experiences. We first hypothesized that dancers would generally experience high flow states while performing (Hefferon and Ollis, 2006; Thomson and Jaque, 2016). Further, dancers who experienced high global flow and two performance-related flow dimensions (CSB and SC) would mobilize more sympathetic activation because performance demands would require increased cardiorespiratory activation. We also hypothesized that increased autotelic state flow would be associated with more ANS modulation. The goal of this study was to examine activation patterns in both branches of the ANS during a high-flow performance activity.



MATERIALS AND METHODS


Participants

A subsample of 60 dancers was selected from an ongoing larger psychophysiology study. Inclusionary criteria included the following: (1) all dancers who have trained 5 or more years, (2) they worked professionally (remunerated for their performance) in at least one production, (3) they were scheduled to perform in a public concert hall, and (4) they were 18 years of age or older. There were 40 (66.7%) female and 20 (33.3%) male dancers, ranging in age between 18 and 37 years, with a mean age of 22.20 (SD = 3.99). This sample had a diversity distribution of the following: 12 (20.7%) Black, 16 (27.6%) Asian, 19 (32.8%) Caucasian, and 11 (19.0%) Latinx (2 were missing ethnicity data).



Study Procedure

The dancers were invited to participate in the study. Voluntary written informed consent was provided after a brief introduction to study goals and requirements. Once entering the study, the dancers completed a large research package, containing multiple psychological and health history self-report measures. They were then fitted into the VivoMetrics LifeShirt (Ventura, CA, United States), an ambulatory measuring instrument with high HRV accuracy (Heilman and Porges, 2007). Once fitted and connected to the VivoMetrics LifeShirt, dancers participated in one rehearsal session. This rehearsal session provided an opportunity for the dancers to gain comfort wearing the ambulatory physiologic measuring equipment. It was posited that increased familiarity would decrease distraction during a public performance, hence approximating performance responses. All dancers in this study spent several months in preparation for the dance concert; they were physically and psychologically prepared for a series of public performances and standard performance preparations were maintained throughout the data collection process. Maintaining rehearsal and performance conditions ensured that dancers would be physiologically evaluated with minimal interference resulting from the ambulatory physiologic data collection process.

In both the rehearsal and performance situations, the same research preparatory and follow-up procedures transpired. First, three electrodes were attached to the dancers (two electrodes on the upper right and left chest wall and one on the left abdomen). Preparation for electrode placement included cleaning the skin with alcohol swabs, mildly abrading the skin to secure electrodes, and, for some male participants, shaving chest hair. Once the VivoMetrics LifeShirt system was securely fastened, respiratory calibration was conducted. Calibration involved seven forced exhale/inhale breath cycles into a fixed calibration bag; this sequence was repeated twice in a protocol that included both the seated and standing positions. During calibration, a nose clip was placed on the dancers to stop breathing through the nose. Once the VivoMetrics LifeShirt was calibrated, the dancers rested in a supine position (legs and arms uncrossed) for 7 min to collect baseline resting physiologic data. The dancers were then free to prepare for their upcoming performance as usual, including performing in a medium-sized concert hall. When the performance ended, the dancers answered a state flow self-report scale and then completed a 7-min post-performance rest session, once again in a supine position. This post-rest epoch provided physiologic data related to recovery capacity post-performance. Completion of the post-performance rest was followed by removal of the LifeShirt and any debriefing requested by the dancers regarding the research study.

While wearing the LifeShirt, the dancers were continually followed by a research assistant who completed a written event diary. The intention of the diary was to provide a timeline record of all observed behaviors of the dancers (i.e., walking, sneezing, practicing, laughing, chatting with others, bathroom visits, eating, and dressing). These behaviors all influence ANS reactivity and add invaluable information regarding performer pre-performance practices. The research assistant also followed the dancers into the wings and gathered observational information regarding performance activity while the dancers were on stage. Video recording of the performance provided further information about the performance.



Measurements


VivoMetricsTM LifeShirt

The ambulatory VivoMetrics LifeShirt system is a non-invasive multi-sensory monitoring system that collects and stores cardiopulmonary data (Wilhelm et al., 2003). The entire system includes a vest, electrodes, an accelerometer, a data cable, and a portable recorder. Within the vest, two respiratory sensor bands wrap around the ribcage and abdomen of the dancers. These two sensor bands provide respiratory inductive plethysmography information reflecting respiratory function such as tidal volume and respiratory rate. Between the respiratory bands is a thoracocardiography (TCG) band that gathers left ventricular volumetric changes. Further cardiac data are gathered from the embedded three-lead EKG data system. Accurate sizing of the vest is essential in order to ensure TCG band placement around the chest at the xiphoid process. Embedded in the LifeShirt is a tri-axial accelerometer that provides information related to posture and activity levels. A data cable was connected to the vest (attached via Velcro) and was connected to the LifeShirt portable recorder (compact memory card captured recorded data). The 2-lb recorder was placed into a small fanny pack that was secured around the dancers’ waist. All leads were secured with adhesive tape to reduce artifact due to lead wire movement.

Once data collection was completed, the data cable was removed and the data were imported into a desktop computer equipped with the VivoLogic® v3.2 software system. This system filters respiratory and cardiac signal noise, although manual EKG cleaning is also required (Wilhelm et al., 2003). Each heartbeat is evaluated to determine if it is a normal beat or an ectopic beat or whether it includes a P wave abnormality, T wave abnormality, QRS abnormality, and/or pre-ventricular contraction (PVC). All heartbeat abnormalities were annotated and either removed from further statistical analyses or interpolated to maintain continuity in the data (Morelli et al., 2019). The Vivologic software computes temporal variables such as respiratory rate, HR, tidal volume, respiratory sinus arrhythmia (RSA), PEP, standard deviation of R-R intervals (SDNN), root mean square differences of successive R-R (heartbeat) intervals (RMSSD), ands spectral frequency analyses to derive variables such as normalized high frequency (HFn), normalized low frequency (LFn), and very low frequency (VLF) HRV and the ratio of LF:HF. In this study, only HR, PEP, RMSSD, CAB, and CAR are reported.



Flow State Scale-2

The Flow State Scale-2 (FSS2) (Jackson and Eklund, 2004) is a 36-item, self-report instrument that assesses the construct of state flow. A five-point Likert scale ranging from 1 (no agreement) to 5 (strongly agree) is used. The FSS2 captures subjective flow experiences immediately following the completion of an activity. Mean scores are calculated for the nine dimensions of flow (each with four items), plus a mean global flow score is calculated. In this study, global flow (α = 0.956) and three subscales were included: a) CSB (α = 0.917), b) SC (α = 0.927), and c) AE (α = 0.909). The flow scale scores can be divided into the following: first, low agreement (mean scores ranging between 1 and 2), which suggests that the person’s experience was not flow-like in nature; second, moderate level (mean scores ranging between 2 and 4), indicating some endorsement of flow experiences; and lastly, high level (mean scores ranging between 4 and 5), indicating the respondent strongly agreed with the flow experience in their selected activity. There is adequate reliability, construct validity, and internal consistency in the FSS2 (Jackson and Eklund, 2002, 2004; Jackson et al., 2008). It is considered to be an excellent measure of state flow experiences.



Study Analyses

All statistical analyses were conducting using SPSS 26. First, descriptive statistical analyses were conducted (see Table 1 for mean and standard deviations). The dancers were then divided into two groups on the basis of a median split for scores on the four FSS2 scales: (1) global scale, (2) CSB, (3) SC, and (4) AEs. Prior to further statistical analyses, the data were normalized to their square root values (flow variables) and the natural logs for all physiologic variables (HR, PEP, and RMSSD). The three physiologic variables (HR, PEP, and RMSSD) were examined in three epochs: pre-performance base rest, performance (5–9 min during the first dance performed in the concert), and post-performance rest period. Changes were then calculated between each of the three epochs (base rest to performance, performance to post-rest, and base rest to post-rest). According to Berntson et al. (2008), four categorical ANS groups can be created based on z-scores for sympathetic and parasympathetic measures. For this calculation, we multiplied PEPz by −1 for SNS and used RMSSDz for PNS. On the basis of PEP and RMSSD performance values, the dancers were divided into four categorical ANS groups to represent (1) co-activation of the SNS and PNS (-PEPz and RMSSDz > 0), (2) high SNS activation (−PEPz > 0 and RMSSDz ≤ 0), (3) co-inhibition of the SNS and PNS (-PEPz and RMSSDz ≤ 0), and (4) high PNS activation (RMSSDz > 0 and −PEPz ≤ 0). A crosstab chi-square analysis was calculated to compare the four ANS groupings with the four flow groups (global, CSB, SC, and autotelic). Lastly, a series of exploratory stepwise linear regression analyses were conducted to determine physiologic predictors (PEP change from base to performance, RMSSD change from base to performance, CAB performance, and CAR performance) for state global flow, CSB, SC, and autotelic flow in the full sample of dancers. A series of linear regression analyses were also conducted to determine only how the flow dimensions (CSB and SC) predicted the variance in global flow and the autotelic flow dimension.


TABLE 1. Mean descriptive statistics and standard deviations (SDs).
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RESULTS

Descriptive statistics are reported in Table 1 for physiologic raw mean values and standard deviations. Descriptive statistical results for the four flow scales are as follows: (1) global flow (M = 4.15, SD = 0.54, minimum = 2.75 and maximum = 4.86, mdn = 4.19), (2) CSB (M = 4.36, SD = 0.71, minimum = 1.50 and maximum = 5.00, mdn = 4.50), (3) SC (M = 4.30, SD = 0.74, minimum = 2.25 and maximum = 5, mdn = 4.50), and (4) AE (M = 4.49, SD = 0.74, minimum = 2.00 and maximum = 5.00, mdn = 4.75). The global, CSB, SC, and AE groups were then created based on a median split derived from the participant data for these four flow scales.

CAB (difference between PNS and SNS) and CAR (total of SNS and PNS activation) were calculated (Berntson et al., 2008) for performance (CAR: M = 0.04, SD = 1.34 and CAB: M = −0.01, SD = 1.48). These variables were examined as separate measures to evaluate response patterns in the two branches of the ANS. They were included in the regression analyses.

Because RMSSD decreases with advancing age (Zhang, 2007; Tegegne et al., 2018), a correlation analysis was conducted to determine a relationship between age and all physiologic variables. There were no significant relationships between age and CAB, CAR, PEP, and RMSSD at base rest, performance, and post-rest; however, when examining percentage changes between base rest and performance, only age and RMSSD were low but significantly related (r = 0.293, p = 0.022).

A crosstab chi-square analysis investigated the four ANS patterns during the public dance concert performance. There were no group differences for global flow (p = 0.245) and CSB (p = 0.246); they were equally distributed amongst the four ANS categories. There were differences in the high/low SC groups and four ANS categories [χ2(3, 1) = 8.402, p = 0.038]. The low SC group engaged more co-activation and SNS dominant activation and less co-inhibition during performance, whereas the high SC group had the inverse relationship, with more co-inhibition during performance and less co-activation and SNS dominance. There were also differences in the high/low AE groups and four ANS categories [χ2(3, 1) = 8.811, p = 0.032]. The low AE group engaged more co-activation and less co-inhibition during performance, whereas the high AE group had the inverse relationship, with more co-inhibition during performance and less co-activation of both SNS and PNS.

A series of four stepwise linear regression analyses were conducted to explain the physiologic variances in (1) global flow, (2) CSB, (3) SC, and (4) AE. In these analyses, the predictor variables included age, CAB, and CAR during performance and the changes from base to performance PEP_Ln and RMSSD_Ln.

1. When global flow was the dependent variable, no variables were significant predictors of global flow.

2. Likewise, when CSB was the dependent variable, no variables were significant predictors of CSB.

3. When SC was the dependent variable, the change in PEP_Ln from base to performance explained 8.8% of the variance [F(1, 59) = 5.683, p = 0.020, β = 0.296, with R2 of 0.088]. Age, performance CAB, CAR, and RMSSD_Ln change from base to performance were not significant predictors of the variance in SC.

4. When AE was the dependent variable, CAR performance explained 13.8% of the variance, although in a negative direction [F(1, 59) = 9.421, p = 0.003, β = −0.371, with R2 of 0.138]. Age, performance CAB, and the changes in PEP_Ln and RMSSD_Ln from base to performance were not significant predictors of the variance in AE. This finding demonstrates less co-activation of both branches of the ANS during autotelic flow, supporting the chi-square results.

Lastly, two regression analyses were conducted to determine how the flow dimensions predicted global flow (CSB, SC, and AE) and how CSB and SC predicted the variance in the AE during performance. (1) When global flow was the dependent variable, SC explained 73.4% of the variance [F(1, 58) = 160.002, p < 0.001, β = 0.520, with R2 of 0.734], whereas CSB added another 11.4% to the explanation of the variance [F(1, 57) = 42.927, p < 0.001, β = 0.477, with ΔR2 of 0.114]. Together, SC and CSB explained 84.8% of the variance in global flow. AE (p = 0.634) was not a significant predictor of the variance in global flow during performance. (2) When AE was the dependent variable, CSB explained 56.6% of the variance [F(1, 58) = 75.607, p < 0.001, β = 0.752, with R2 of 0.566]. SC (p = 0.057) was not a significant predictor of the variance in AE.



DISCUSSION

Professional and pre-professional dancers are highly skilled performers who have dedicated time and effort to realize their level of expertise. One of the study goals was to investigate flow states in dancers; in particular, the flow variables associated with creative performance experiences. The findings in this study demonstrated that dancers experienced moderate to high flow states, with many claiming that they strongly agreed with the flow-like statements when dancing in the concert hall. It is important to recognize that the mean score for the full sample of dancers was the highest for AEs (M = 4.49), with CSB (M = 4.36) and SC (M = 4.30) slightly less and global flow the least (M = 4.15). Global flow was included in this study to capture the complexity of flow experiences. It is derived from all nine dimensions of flow; however, these dimensions contribute unevenly to this score (Jackson and Eklund, 2004). Dance, as a performing art, demands a complex integration of factors such as music, lights, costumes, other dancers, and sensorimotor coordination. Heightened attention during a successful performance is associated with the complexity of global flow (de Sampaio Barros et al., 2018). The decision to examine CSB and SC was based on the fact that the dancers in this study had substantial expertise and training and that they were fully prepared to perform after months of rehearsal preparation (Edmonds et al., 2019). We believed that these training factors would contribute strongly to the flow dimensions of CSB and SC. AE, the scale that measures flow proneness, was equally important in this study, as evidenced by the fact that the dancers in this study all volunteered to perform in the concert without remuneration. It was not surprising that this group endorsed elevated AEs; most dancers are intrinsically motivated to participate in this art form and derive profound pleasure from this artistic medium (Hefferon and Ollis, 2006). In this dancer sample, an SC and CSB were strong predictor variables for global flow (84.8%). CSB strongly predicted AEs (56.6%). These results suggest that CSB and SC greatly contribute to dancers’ flow proneness (Hefferon and Ollis, 2006).

Investigating physiologic variables while dancers performed in a concert hall with an audience present provided in vivo data. The general physiologic pattern for all dancers demonstrated that HR increased while dancing and never fully returned to base-rest levels during the post-rest session. This pattern is not surprising. Any physical activity will increase HR, and the level of HR reached by the dancers was considered to be in the range of moderate–high workload levels (Inesta et al., 2008). As well, more SNS activation was evident while dancing (decreased PEP). This was validated in the regression analyses that indicated more SNS activation (PEP change from base to performance) in dancers who experienced greater SC while performing. This finding was similar to a study that investigated electronic gaming use and PEP influences during flow states (Murch et al., 2020). In order to meet physical exertion demands, vagal tone must diminish with SNS activation, a reciprocal pattern that was evident in the dancers. This physiologic finding supports a study that demonstrated elevated SNS responses in non-dancers who executed spontaneous movements with and without music (Bernardi et al., 2017). However, in the Bernardi et al. (2017) study, the effect of music increased PNS modulation of HR, a contradictory finding to the dancers in this study who performed onstage (with music), as well as the study that examined dancers baseline PNS responses during a week of performances (Edmonds et al., 2019). Dancers also had reduced SNS activation during post-rest, a pattern that resembles performance to recovery responses in elite athletes (da Silva et al., 2015). However, HR and RMSSD did not return to base-rest levels during the post-rest session, which may explain the elevated HR despite a return of PEP to pre-performance rest levels. Another explanation for this pattern might be associated with the reality that performers are eager to meet family, friends, or fans at the conclusion of a performance. They generally remain emotionally excited, and it is during this emotional state that they also completed the state flow scale, which might explain their high flow scores and the different physiologic levels during post-performance rest.

A major question in this study and other research studies is how the two branches of the ANS interact during flow states. In the chi-square analyses, there were no distinct patterns between the two branches for the high and low global flow and CSB groups. Dancers were equally distributed between the co-activation, high SNS, co-inhibition, and high PNS during performance. This finding suggests that CSB and global flow may provoke different physiologic strategies, depending on the dancers. Studies that indicate that global flow and CSB are associated with less SNS activation may not be accounting for the complex interactions of the ANS branches (Tozman et al., 2015).

A different pattern emerged for the SC groups. Although the regression analysis indicated that the percent change in SNS from base rest to performance was a significant predictor of SC flow (8.8%), the chi-square analyses offered a more complex picture. In the low SC group, more co-activation of both ANS branches or more SNS predominant activation was evident. They also had less co-inhibition of both ANS branches during performance. The high SC group had the inverse relationship, with more co-inhibition of both ANS branches during performance and less co-activation of both branches and SNS dominance. This result indicates that dancers who experience a heightened SC were able to inhibit both branches of the ANS, a finding that supports a study that demonstrated that increased PNS arousal was associated with a more relaxed state during flow experiences (Harmat et al., 2015).

When examining autotelic flow proneness, the regression analysis indicated that reduced CAR (total of SNS and PNS responses) was a predictor for AEs. The chi-square analyses supported this finding for the high AE group. The low AE group engaged in more co-activation and less co-inhibition of both branches of the ANS during performance, whereas the high AE group had the inverse relationship, with more co-inhibition during performance and less co-activation of both SNS and PNS. These results suggest that dancers who are flow-prone (AE) inhibit both the SNS and PNS branches during performance, which may influence effortless concentration and heighten kinesthetic awareness, a finding that resembles the Bian et al. (2016) investigation on physiologic indicators of flow states. It may also promote an embodied SC during preparation for flow experiences (Edmonds et al., 2019).

The limitations of this study include the challenges of filtering EKG noise while the dancers performed. Movement artifact interferes with clean EKG signals; however, signals were carefully cleaned and interpolated in this study; consequently, data were preserved as a result of this EKG cleaning process. More sophisticated physiologic recording instruments are currently available, which may decrease signaling nose. Future studies conducted on newer ambulatory systems are recommended to confirm the findings in this study. A second limitation is the high variability in physiologic measures; RMSSD is influenced by respiratory rate, which limits conclusive findings related to vagal cardiac control (Berntson et al., 2005), although it is important to note that RMSSD is less influenced by respiratory rate compared with HRV-RSA measurements (Hill et al., 2009). All forms of movement and posture changes directly influence HRV responses, as well as respiration patterns (Sipinkova et al., 1997; Weippert et al., 2015). These factors may influence the physiologic responses more than the actual flow experience while dancing, a reality that may significantly inhibit the reporting of physiologic responses associated with flow states. A third limitation is sample size, although most psychophysiology studies examine sample sizes smaller or similar to this study (Edmonds et al., 2019). A larger sample would allow more in-depth analyses with other psychophysiological variables. Many physiologic variables (respiratory and HRV derived from spectral frequency analyses) were excluded from analyses in the current study in an effort to maintain sufficient statistical power. Fourth, age and gender (more so in women) negatively influence HRV, and these factors may have confounded the research findings (Zhang, 2007; Tegegne et al., 2018). The majority of the dancers were females and in their twenties, which may have diminished RMSSD levels, although the correlation analyses demonstrated no significant association between age and any of the physiologic variables, with the exception of percent change between base rest and performance for RMSSD (r = 0.293, p = 0.022). Fifth, the initial research design failed to measure dancers in an upright position, which compromises the examination of postural influences on HRV. Postural changes may provoke physiologic changes, which diminishes confidence in determining physiologic changes due to flow characteristics (Sipinkova et al., 1997; Weippert et al., 2015). This is a clear limitation in the study design, and future studies should measure base-rest in supine and seated positions as well an ambulatory epoch in which the dancers are just walking backstage. This would isolate the physiologic influence of movement in general compared with during a dance performance. Lastly, self-report flow measures contain subjective biases. Future recommendations include comparing rehearsal responses to performance, preparation in the wings, and gathering data of dancers standing and moving backstage as they prepare for a public performance. This information may demonstrate psychological and physiologic differences between these conditions (rehearsal/performance and standing/dancing). In this study, the rehearsal data were excluded based on the fact that the dancers required time to habituate to the ambulatory equipment. This habituation process may confound the assessment of rehearsal physiologic responses, hence limiting the reliability of the rehearsal data that were collected. Lastly, it is suggested that examining performers in other performance domains while they perform in concert settings may provide different physiologic responses during flow states.

Flow is a positive experience that is highly correlated with creative engagement (Csikszentmihalyi, 1990, 1996, 1999; Robb and Davies, 2015). Talented individuals, such as performing artists, are recognized as novelty seeking, persistent, highly focused, and possessing abilities for aesthetic and emotional expressions (Nakahara et al., 2010). These traits are also inherent in highly creative individuals who frequently enter flow-like states while engaging in a creative process (Teng, 2011; Mosing et al., 2012; Ullen et al., 2012). In this study, dancers endorsed high autotelic flow, CSB, SC, and global flow; SC and CSB dimensions were strong predictors (84.8% of the variance) of global flow during the performance. Perhaps some of their success as dancers resides in a dynamic physiologic ANS. A unique factor in this study was the examination of the four ANS patterns (co-activation of both ANS branches, co-inhibition of both ANS branches, SNS dominant, and PNS dominant) and their relationship to flow dimensions. Dancers who experienced high autotelic flow and high SC were able to co-inhibit both SNS and PNS branches while performing. Consequently, dancers may derive confidence and pleasure that are rooted in their ability to effectively meet physiologic performance demands (Peifer et al., 2014).
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Background: People with intellectual disabilities have difficulties expressing their views and can manifest psychological and behavioral symptoms. The present study aimed to examine the effects of expressive arts–based intervention (EABI) on the behavioral and emotional well-being of adults with intellectual disabilities.

Methods: This study assigned 109 Chinese adults with intellectual disabilities into EABI (N = 55) or control groups (N = 54) using stratified randomization. Pre- and post-intervention quantitative assessments were conducted of aberrant behaviors, personal well-being, mood and color usage in drawings. Focus group interviews were conducted with the EABI participants and their caseworkers at the post-intervention stage. Repeated-measures analysis of covariance evaluated the EABI effects with age, gender and degree of intellectual disability as covariates, and latent profile analysis examined the patterns of color usage in drawings. Qualitative thematic analysis was performed on the interview data.

Results: The interview findings suggest that the EABI group was more emotionally expressive and stable after the intervention. Compared to the control group, the EABI group tended to use more diverse colors and leave less empty space in their drawings. No significant overall improvements were found in the EABI group with respect to aberrant behaviors, mood or personal well-being. Among males, the EABI participants showed significantly more anger and less energetic moods than those in the control group. Among females, the EABI participants showed significantly lower levels of aberrant behavior than those in the control group.

Conclusion: The results of this study suggest that expressive arts–based interventions have different effects on the emotional and behavioral well-being of male and female participants. Moreover, increased color usage may imply a more positive state of emotional well-being.

Keywords: aberrant behavior, Chinese, emotional expression, expressive arts, intellectual disability, mood, stratified randomization


INTRODUCTION

Intellectual disability (ID) is characterized by considerable deficits in cognitive, functional and adaptive life skills, with an IQ score of 70 or below (Schalock et al., 2010). People with ID generally tend to have difficulty expressing their thoughts and feelings verbally, which increases the likelihood that they will display their emotions through maladaptive behaviors (e.g., agitated, aggressive and self-injurious behaviors), which causes disruption to social relationships (Antonacci et al., 2008; Got and Cheng, 2008). Unfortunately, resources and support for this population in Hong Kong are limited, particularly for adults (Got and Cheng, 2008). This is because Chinese culture and society emphasize academic and vocational success (Stevenson and Lee, 1996) and tend to have low expectations and hopes for adults with ID, which undoubtedly makes them more vulnerable to psychosocial problems. Mcgillivray and Mccabe (2007) found that 39% of 151 sampled adults with ID displayed depressive symptoms with contributing factors such as negative thoughts, social exclusion and disruptive life events. As body gestures, sounds and pictures are effective non-verbal means of human communication (Phutela, 2015), arts-based interventions may be a useful and viable way to help this underserved group.

According to expression theories of art, all forms of art involve “bringing feelings to the surface, bringing them outward where they can be perceived by artists and audiences” (Carroll, 2002). Through externalizing the inner emotional state, the arts make discoveries about the emotions and help transmit feelings and/or messages to others (Carroll, 2002). Evidence shows that arts-based interventions such as music therapy (Duffy and Fuller, 2000; Poquérusse et al., 2018), mandala making (Schrade et al., 2011) and art facilitation (Got and Cheng, 2008) can enhance the well-being of people with ID in terms of reduced stress and enhanced language comprehension.

Compared to interventions based on a single art modality, expressive arts–based intervention (EABI) emphasizes the integrative use of various arts modalities (e.g., visual arts, dance/movement and music). It not only aims to cater to clients’ individual needs and enhance their curiosity and playfulness, but also rests on the intermodal theory which suggests that emotional expression may be accentuated by shifting from one art modality to another (Knill et al., 1995). Such process helps deepen the exploration and expression of the emotions, and provides opportunity for the participants to change their perspectives. To the best of our knowledge, although EABI has shown beneficial effects on the psychosocial well-being of various groups, such as students (Aaron et al., 2011), children in need (Coholic et al., 2012), family caregivers (Walsh et al., 2004), teachers (Ho et al., 2012) and domestic violence survivors (Lai, 2011), no empirical research has been conducted on adults with ID in any context. Given the increasing use of arts intervention in healthcare settings, there is an urgent need for evidence-based research to assess its effectiveness.

The objective of the present study was to provide a first evaluation of the effectiveness of EABI on the behavioral, emotional and personal well-being of adults with ID using a mixed-methods randomized controlled trial design. The experimental design with a wait list control group yields rigorous empirical evidence regarding the effectiveness of the intervention program, while utilizing both quantitative and qualitative data broadens our understanding of the effectiveness of the intervention. It was expected that EABI would facilitate emotional expression among these individuals. Quantitative data generated from the study inform us about the program’s effectiveness, while the qualitative data enrich our understanding of the underlying mechanisms and facilitate the building of an evidence-based service model for further service development.



METHODS


Participants and Procedures

The present study adopted a stratified randomized controlled design with pre- and post-intervention measurements. The participants were service users of six residential healthcare or community-based rehabilitation support service centers of a local NGO in Hong Kong. Those eligible to participate in the intervention program were individuals with mild to moderate levels of ID (as assessed by a mental health professional) who were receiving either residential healthcare or community-based support services at the time of enrollment. A total of 120 eligible service users were selected and referred by the NGO’s caseworkers using convenience sampling from August 2017 to January 2018. Written informed consent was distributed to their guardians. Eleven of them declined to join the study, resulting in 109 eligible participants being recruited into the study. The recruited participants were first stratified in accordance with their gender and degree of ID and then assigned to either the EABI group (n = 55) or the wait list control group (n = 54) using simple randomization conducted by a research assistant.

Because there was potential treatment heterogeneity across these two factors (male/female and mild/moderate impairments), stratified randomization may help to avoid an imbalance between the treatment groups in terms of factors that could affect treatment responsiveness. In addition, stratification has shown improved power in clinical trials with a small sample size (Kernan et al., 1999). As shown in the CONSORT flowchart in Supplementary Figure S1, there were no dropouts in either group.

The EABI group was invited to participate in a 10-week intervention during the September 2017 to April 2018 period. Quantitative assessments were conducted before and after the intervention, while qualitative evaluation was done at the post-intervention stage. Upon completion of all evaluation exercises, the wait list control group received a comparable intervention. The study was independently reviewed and approved by the human research ethics committee of the local university and conformed to the recognized standards of the Declaration of Helsinki. The mean age of the sample was 39.9 years old (SD = 12.4). Half of the participants were female (54%) and had a mild degree of ID (51%). As shown in Table 1, the two groups did not differ significantly (p = 0.39–0.92) in these characteristics.


TABLE 1. Demographic and baseline characteristics of the participants by group.
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Intervention

The EABI group received 10 weekly 90-min sessions, with a total of 15 contact hours. Each intervention group contained 6–8 participants and was facilitated by a registered expressive arts therapist or expressive arts therapy trainee. The EABI program was developed in accordance with the literature on arts-based interventions (Maujean et al., 2014) and the psychosocial needs of people with ID (Malley et al., 2002; Got and Cheng, 2008), as well as the clinical experiences of arts therapists and other healthcare professionals in the service units. Given the limited capacity for verbal expression of the participants, the program aimed to facilitate their emotional awareness and expression through various art forms such as visual arts, dance/movement and music. Linkages between emotions and elements of different art forms (e.g., color, shape, sound, and body movement) were explored in different sessions.

Each session began with greeting the participants and introducing the session theme. Simple body movements or music games were used as warm-up exercises to build rapport and encourage creativity among the participants. Next, they were guided through a process of improvisation of rhythm or dance/movement to raise their awareness of their emotions and stimulate expression. After that, art-making processes allowed the participants to create and/or revise artworks or music pieces that represented their thoughts and feelings. They were then encouraged to verbally share their art-making experiences. Through articulating the relationships between their art, the creative process and their emotions, the participants were able to understand and regulate their emotions better. Finally, the session ended with a closing ritual to consolidate the experience and build group cohesion. The theme and contents of each session are summarized in Supplementary Table S1.

The structure of each session was kept similar, while the content was adjusted to suit the immediate needs and dynamics of the group. The control group participated in routine healthcare and rehabilitation services. Neither the participants nor the therapists were blinded to the study condition assignment.



Assessments

The study adopted a mixed-methods, repeated-measure study design with a wait list control group, utilizing both quantitative and qualitative data. The quantitative component used validated assessments, which were completed either by the participants or their mental health caseworkers via a paper-and-pencil format examining domains of the behavioral, emotional and personal well-being of the participants at two time points (baseline and post-intervention). The Aberrant Behavior Checklist (Rojahn et al., 2003) is a behavior-rating scale that was used to rate the participants with ID on a 4-point scale (0 = “Not at all,” 3 = “Severe”). This 58-item scale measures aberrant behaviors in five domains, namely, (1) lethargy (Sample items: “Inactive” and “Fixed expression, lacks response”), (2) irritability (Sample items: “Screams inappropriately” and “Demands must be met”), (3) hyperactivity (Sample items: “Impulsive” and “Disobedient”), (4) stereotypic and self-injurious behavior (Sample items: “Recurring body movements” and “Rolls head repetitively”) and (5) inappropriate speech (Sample items: “Repetitive speech” and “Talks to self loudly”). It was completed by the participants’ mental health caseworkers. All of the five subscales showed good to excellent reliability (α = 0.77–0.95) in the present study.

The Visual Analog Mood Scale (Stern et al., 1997) is a validated tool for assessing eight mood states (afraid, confused, sad, angry, energetic, tired, happy, and tense) in adults with ID. The test includes a neutral face at one end of a 10 cm vertical line and a specific “mood” face at the other end. Participants indicated the point along the line that corresponded to their current mood state. The score for each mood state ranges from 0 to 100.

The Personal Well-being Index (Sibley, 2009) is a self-reported, 8-item scale that assesses seven domains of quality of life, including standard of living, health, life achievement, personal relationships, personal safety, community-connectedness, future security and life satisfaction as a whole. The total score for this scale had a theoretical range from 0 to 10 and showed good reliability (α = 0.86) in the present study.

The Face Stimulus Assessment-Revised (Mattson, 2012) is a computerized arts-based assessment which has been proven to be a viable means of extracting psychological information about emotional expressions (Mattson and Betts, 2016) and distinguishing artwork by individuals with mental illness from those without through a face drawing task (Mattson, 2012). It was specifically designed for individuals with communication difficulties, including intellectual disability (Mattson and Betts, 2016). The assessment contains an outline of a half-drawn human face on a single sheet of A4 paper to allow the participants to project more information freely onto the image. A series of visual items also surround the face to encourage copying. The participants were given 30 min to color, draw or mark within the sheet using a Zebra® Hi-McKee 12-colored permanent marker set. The artworks were digitally scanned, and the pattern of color usage in the pre- and post-intervention drawings was analyzed. We extracted the likelihood and intensity of using 12 colors: pink, red, orange, yellow, light green, green, light blue, blue, purple, light brown, brown, and black. Supplementary Table S2 shows the proportions of all participants using the 12 colors at the pre- and post-intervention measurements. The three most frequently used colors were pink, black and blue. Because none of the 109 participants used the light brown color in either measurement, this color was not considered in further analysis.



Qualitative Evaluation

Two semi-structured focus group interviews were conducted separately with the participants from two sites (n = 10) who took part in the EABI program and one with their caseworkers (n = 9) at the post-intervention stage. Written informed consent for participating in the interviews was obtained from the participants’ guardians and caseworkers. An interview guide was developed (see Supplementary Appendix I) to gather a multi-faceted perspective on the process of change observed in the participants during their experience of the intervention. Each interview lasted for 60–90 min and was recorded on audiotape for transcription and later analysis. Thematic analysis was conducted using the computer software ATLAS.ti. To investigate the process of change observed in the participants during their experience in the study, the contents of the interviews were transcribed verbatim and coded line-by-line. Each transcript was analyzed in sentences or groups of sentences conveying single ideas. A code, using the interviewees’ wording, was first given to each idea. Similar ideas were grouped together. Through constant comparisons across ideas, some codes were renamed based on interviewees’ descriptions and elaborations. Codes with similar characteristics or natures were clustered into themes. To lower researcher bias, the analysis of the interview contents was conducted by two researchers (CKP and DSY) who coded the transcripts independently. Meetings were held between the two researchers to discuss and resolve discrepancies in assigning or grouping codes and themes. If disagreements could not be resolved, consultation with the project supervisor (RTH) was sought.



Data Analysis

Independent t-tests and chi-square tests were used to compare the demographics and baseline characteristics of the groups. The outcome variables of the present study were the five subscales of aberrant behaviors (lethargy, irritability, hyperactivity, stereotypic and self-injurious behavior, and inappropriate speech), the eight mood states (afraid, confused, sad, angry, energetic, tired, happy, and tense) and the total score for personal well-being. To evaluate the intervention effects, a repeated-measures analysis of covariance was conducted using the group (EABI vs. control) as a between-subject factor and time (baseline vs. post-intervention) as a within-subject factor in SPSS 23. Age, gender and degree of ID were included as model covariates to control their potential confounding effects on the treatment. The clustering effect of participants within groups was taken into account in the analysis.

For the art-based assessment, artwork analysis was conducted using Image Java 1.49 (ImageJ). All of the drawings were converted into digital images by color scanning with a 600 dpi resolution and then imported into ImageJ. Median filtering was used to remove noise from the images that could alter the results of later analysis. The color thresholding technique was then applied to extract regions of each constituent color from the images. By specifying the range of HSB (hue, saturation and brightness) values, pixels of a certain color were extracted, and pixels of other colors were rejected. After segmenting the images based on the color information, the intensity (i.e., area) of each color used by the participants was calculated. Latent profile analysis was then performed to analyze the pattern of color usage and intensity for both the pre- and post-intervention drawings in the overall sample. Because of the smaller group size, we did not conduct the latent profile analysis separately in the two groups. We examined the potential sample heterogeneity of the color pattern and tested its association with the intervention group. Substantive checking of latent classes was conducted with respect to the model covariates, namely, age, gender, and degree of intellectual impairment.

To evaluate the potential heterogeneity of treatment effects in different subgroups, a secondary analysis was carried out to examine the subgroup-specific intervention effects across gender and degree of ID. The overall level of statistical significance was set at p = 0.05. The effect size of the intervention was denoted by the partial eta-squared (η2) with values of 0.01, 0.06, and 0.14 representing small, moderate, and large magnitude, respectively. Missing data was minimal (<2%) in the present study. The study dataset can be obtained from the corresponding author on request by email.



RESULTS


Baseline Characteristics

Table 2 displays the descriptive statistics of the psychosocial variables (aberrant behavior, mood, and personal well-being) for the treatment groups before and after intervention. None of the demographic and outcome variables differed significantly (p = 0.08–0.98) across the EABI and control groups at baseline.


TABLE 2. Outcome variables of the participants by group before and after the intervention.
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Overall Intervention Effects

Overall, no intervention effects (F1,99 = 0.02–0.34, p = 0.56 –0.89, η2 < 0.01) were found for EABI on personal well-being, hyperactivity or inappropriate speech. There was a small but statistically non-significant intervention effect (F1,96 = 2.15 –2.59, p = 0.11–0.15, η2 = 0.02–0.03) on lethargy, irritability, and stereotypic and self-injurious behaviors. Similarly, the EABI did not show any effects on most of the eight mood states (F1,102 = 0.01–1.74, p = 0.19–0.93, η2 < 0.02), except for feeling angry (F1,102 = 3.70, p = 0.06, η2 = 0.04).



Subgroup Intervention Effects

Subgroup analysis did not reveal any differential treatment effects for EABI across the degree of ID. Subgroup analysis across gender showed interesting findings in the male and female subsamples. Among males (n = 47), there were moderate to large effects on feeling angry (F1,44 = 9.94, p < 0.01, η2 = 0.18), energetic (F1,44 = 5.43, p = 0.02, η2 = 0.11) and tired (F1,44 = 4.13, p < 0.05, η2 = 0.08). Figure 1 shows the changes in these emotions for male participants. The EABI group reported more feelings of anger and tiredness but less energy after the intervention compared to the control group.


[image: image]

FIGURE 1. Group trajectories of feeling angry, energetic, and tired moods of male participants across time.


Among females (n = 57), the EABI showed significant and moderate effects on three aberrant behaviors: lethargy (F1,48 = 4.06, p < 0.05, η2 = 0.08), irritability (F1,48 = 6.54, p = 0.01, η2 = 0.12), and stereotypic and self-injurious behavior (F1,48 = 5.88, p = 0.02, η2 = 0.11). Figure 2 shows the changes in these aberrant behaviors for female participants. Females in the EABI group exhibited considerable decreases in these aberrant behaviors after the intervention compared to their counterparts in the control group.


[image: image]

FIGURE 2. Group trajectories of lethargy, irritability, and stereotypic and self-injurious behaviors of female participants across time.




Art-Based Assessment

In the pre-measurement drawings, the majority of the participants (86%) showed consistently low probabilities of using any of the colors, apart from a minor subgroup (14%). These two subgroups did not, however, differ significantly in terms of the intervention group and other demographic characteristics (p = 0.39–0.96). In the post-measurement drawings, more than half of the participants (60%) belonged to the “pale subgroup,” and the remaining participants (40%) belonged to the “colorful subgroup.” Supplementary Figures S2, S3 show the subgroup profiles for the probability and intensity of using colors in the post-measurement drawings, respectively.

Participants in both subgroups showed similar likelihoods of using the orange, yellow, green and brown colors. The colorful subgroup was more likely to use the pink, blue and purple colors but less likely to use the black color than the pale subgroup. Moreover, the colorful subgroup (mean = 11.5 – 13.7) showed higher levels of intensity in using colors such as pink, red, green, and purple than the pale subgroup (mean = 10.1 – 12.3). Compared to the control group, participants in the EABI group were more likely (odds ratio = 2.42, 95% CI = 0.93 – 6.34) to belong to the colorful subgroup than to the pale subgroup, although this association did not reach statistical significance [χ2(1) = 3.49, p = 0.06].



Qualitative Findings

The sharing of the personal experiences of the participants in the EABI group and their caseworkers’ daily observations revealed changes in the participants with respect to four aspects: (1) emotion wellness, (2) expressivity, (3) self-regulation, and (4) interpersonal relationships. In general, the intervention program helped promote behavioral and psychological well-being among the participants. They became more expressive in both verbal and non-verbal communications. A summary of the interview findings is presented in Supplementary Table S3.



DISCUSSION

The present randomized controlled trial is the first study to evaluate the effectiveness of EABI on the behavioral and psychological well-being and functioning of people with ID. The interview findings suggest that the participants in the EABI group were happier, calmer, more emotionally stable and less irritated after the intervention. They also became more capable of expressing their feelings and regulating their emotions and behaviors. Drawings by the EABI group at the post-intervention stage tended to be more colorful (in terms of color variety and colored area) compared to those by the control group. Despite the absence of overall intervention effects, subgroup analysis showed different intervention effects across gender. Compared to their control counterparts, male participants in the EABI group experienced a change in mood states (i.e., more anger, more tiredness and less energy) on treatment completion, while female participants in the EABI group exhibited fewer behavioral problems in terms of lethargy, irritability or stereotypic and self-injurious behavior. The results of the subgroup analysis, art-based assessments and focus group interviews triangulated with one another and suggested that EABI has potential benefits in terms of improving behavioral and emotional well-being among people with ID.


Colors and Emotions

The relationship between color and emotions has long been a subject of interest in research (Jue and Kwon, 2013). Color usage, such as the number of colors used and the ratio of colored area versus empty space in a drawing, has been considered a possible visual indicator of emotional wellness. Limited use of colors and increased empty space have been found in drawings by people with histories of abuse, depression and chronic schizophrenia, compared to those created by members of a healthy control group (Gulbro-Leavitt and Schimmel, 1991; Cohen et al., 1994; Malchiodi, 1997; Gantt, 2001; Swan-Foster et al., 2003; Mattson, 2012; Jue and Kwon, 2013). The inclusion of art-based assessment in the present study could reduce potential bias caused by the limited verbal capacity of the participants throughout the data collection. Participants in the EABI group tended to apply and fill in more colors in their post-intervention drawings, and such a pattern of color usage was similar to that of the healthy control groups reported in previous studies. It is plausible that the EABI helped to enhance the emotional wellness of the participants. However, given the limited research on the usefulness of EABI for people with ID, more research is still needed to elucidate the relationship between color usage and emotional expression in people with ID.



Gender Differences in Emotion Regulation

The findings of the subgroup analysis suggest different effects of the EABI on males and females with ID. They indicate that the EABI had a negative effect on the male participants and was only beneficial for female participants because the male participants in the EABI group reported higher levels of psychological distress at the post-intervention stage. However, such a difference may imply different stages of progression in emotion regulation between males and females. Because the EABI encouraged participants to express themselves in a non-judgmental manner, it increased the participants’ willingness to express different emotions. When emotions were expressed in various art forms, their exploration became easier and more concrete, which helped enhance the participants’ awareness of their emotions. The increased level of psychological distress reported by the male participants at the post-intervention stage may reflect higher levels of awareness of and willingness to express their emotions. According to emotion theories, emotional awareness plays an important role in effective emotion regulation (Boden and Thompson, 2015) because attending to and understanding one’s emotions can inform the selection and application of appropriate emotion regulation strategies (Barrett and Gross, 2001).

When comparing the outcomes across gender subgroups, the female participants seemed to have overcome the challenge of expressing and regulating their emotions, resulting in fewer behavioral problems. In contrast, the male participants could still be at the stage of attending to, understanding and expressing their emotions. This interesting finding was consistent with the well-established perspective on gender differences in emotional expression that suggests that, in general, men are less emotionally expressive than women (Nolen-Hoeksema, 2012). Socially acceptable displays of gender-specific stereotypical emotions are culturally instilled in males and females from early childhood (Parkins, 2012). Having an intellectual disability could pose additional difficulties for males in properly expressing their emotions. Due to the differences in emotional expressivity across gender, a higher intervention dosage may be considered for male participants in future studies. Further studies should also attempt to explore the mechanisms that underline the differential intervention effects of EABI across gender.



Study Limitations

Several limitations of the present study should be noted. First, despite the stratified randomization design, the participants were recruited using convenience sampling, and there could be potential selection and sampling biases. Caution is warranted in attempting to generalize the present findings to other contexts until replications in future large-scale randomized control trials have been completed. Second, all of the participants were recruited from residential or community healthcare centers of the same local NGO. They could be under the common influence of organizational characteristics such as care policies, care culture or staff practices. These unmeasured organizational factors could potentially confound the current findings. Third, the present study only assessed the immediate treatment effects of the EABI before and after the intervention. Future longitudinal studies with a longer follow-up period are needed to evaluate the maintenance effect of EABI and its long-term effectiveness.



Conclusion

This study contributed to the development of a feasible EABI program for people with ID that may raise the participants’ awareness of their own emotions, enhance their capacity to express their emotions and improve their behavioral well-being. The EABI group tended to use more colors in their post-intervention drawings. Such a pattern of color usage was similar to that in drawings created by healthy individuals in previous studies. Combined with the interview findings, the EABI may help improve the emotional wellness of people with ID. The different intervention effects across gender imply a gender difference in the progress of emotion regulation. The female participants seemed to have overcome the challenge of regulating their emotions, while the male participants were still at the stage of noticing and expressing their emotions. In this regard, a higher intervention dosage should be considered for male participants in future studies.
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In this paper, we present a review of research on the role of traditional and indigenous forms of visual artistic practice in promoting physical health and psychosocial well-being, particularly as it relates to the discipline of art therapy. Using extant literature we present an overview of how art making has historically had a therapeutic role in human lives and how it can inform the modern interpretation and profession of art therapy. Thereafter, we provide a critical review of specific studies that reference traditional and indigenous art forms in art therapy in order to invite discussion, dialogue, and awareness of the role of the arts in human development and the therapeutic role of the arts. Gaps in research areas for further study are proposed. Implications for clinical practice including expanding the scope of traditional forms of creative self-expression and promoting an informed and respectful understanding of the role of these artforms in the profession of art therapy worldwide, are also discussed.
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INTRODUCTION

Artistic expression has historically and simultaneously evolved as a part of human civilizations around the world (Dutton, 2010). Many scholars assert that art making is an integral part of human functioning and would not have evolved or been a sustained part of human existence if it did not serve a significant adaptive purpose (Dutton, 2010; Davies, 2012; Kaimal, 2019). These scholars argue that art and art making have identified roles in evoking emotions, problem solving, imagination, memorializing life events, and enabling non-verbal communication (Dissanayake, 2000; Dutton, 2010; Winner, 2018). Dissanayake (2000) for example, identified art making as being integral to humans in establishing rituals and communication as well as, in “making special” key events and milestones in the lives of individuals in communities. There has, however, been limited examination of the therapeutic role of the arts in helping individuals cope in response to challenges including deriving strength from individual creative capacity and sense of community.

In the present day, mental health issues are a worldwide challenge: The World Health Organization (2019) cautioned that lack of mental well-being is a leading cause of disease burden around the world, with one-fourth of the global population at risk of developing a mental health challenge in their lifetime and one-fifth of children and adolescents having mental health problems. Wars, adversity, discrimination, illness, and natural disasters further exacerbate these unmet needs of psychosocial support. Most parts of the world have very limited resources and few skilled professionals to support mental health and well-being.

Building on the idea of the universal presence of artistic practices and the mental health needs of our modern world, therapeutic approaches in art therapy have been theorized to be embedded in our evolutionary survival instincts including responding to threats and making choices to ensure safety and belonging (Kaimal, 2019). Facilitation of creative visual self-expression to promote mental health and overall well-being is the goal of professional art therapists. The modern profession of art therapy originated in the United States and Europe in the twentieth century as a restorative practice that allowed for self-expression in non-verbal ways like drawing and painting. In particular, the profession began by serving the needs of veterans from the two World Wars who were suffering from post-traumatic stress and to address the development of children with special needs (Junge, 2010). The American Art Therapy Association currently defines art therapy as an integrative mental health and human services profession that enriches the lives of individuals, families, and communities through active art making, creative processes, applied psychological theory, and human experience within a psychotherapeutic relationship (American Art Therapy Association, 2018). Given its origins, art therapy has been a very Western field and has been critiqued for its lack of diversity and limited understanding of the range of artistic practices around the world (Joseph, 2006; Moon, 2010; Talwar, 2010). Recent scholarly and artistic endeavors are beginning to explore indigenous knowledge and insight developed through generations of observations and deep understanding of nature and natural processes (Langlois, 2018; Whiting, 2018). There is increasing awareness of the value of traditional healing practices, including narrative storytelling (Gotschall, 2013; Duff, 2018) and integrating cultural practices like sweat lodges in medical hospitals (Center for Mental Health, 2019). Huotilainen et al. (2018) highlighted the role of arts and crafts in building community and feelings of wellness through flow states (Csikszentmihalyi, 1990) induced during art making. James (2019) further highlighted the return to traditional artistic practices like embroidery as a means to cope, for example, among migrant women facing adversity and despair.

At the same time, it is important to recognize how knowledge about human development and the conceptualizations of traditional art making relate to contemporary society and an understanding of therapeutic art making and arts for health and well-being (Pascoe, 2015). Although, knowledge is also limited about the role specifically of visual expressive traditions in health and well-being, there is a need to help develop approaches to diversity in art therapy practice and reduce the likelihood of culturally misinformed or ill-suited Western imperialist approaches to treatment (Kleinman, 1981; Whitaker, 2002). There is a need to be better informed such that cultural forms of expression are not appropriated incorrectly; efforts to use them are respectful of local cultural and spiritual traditions; and; are adapted into materials, media, and art therapy approaches as sensitively and ethically as possible (Fincher, 1991; Kaimal, 2015; Iyer, 2018). This indigenous knowledge (Chilisa, 2012; Pascoe, 2015) highlights the importance of traditional wisdom and insight, including the close interaction of artistic practice with natural materials, creative agency, and contemplative and spiritual meaning making (Franklin, 2017) while recognizing our interconnectedness with other living beings in nature (Pascoe, 2015; Nagarajan, 2018).

The purpose of this mini review paper is to invite critical review, discussion, dialogue, and awareness on the therapeutic role of the arts, in order to expand the scope of traditional approaches to creative expression and promote an understanding of the role of integrating the arts and the profession of art therapy worldwide with traditional knowledge and wisdom. Inspired by the authors’ own artistic heritage from India and Turkey, we sought to better understand the existing literature on the use of traditional and indigenous artforms in art therapy practice.



APPROACHES IN ART THERAPY USING TRADITIONAL AND INDIGENOUS ART FORMS

The databases searched for literature review included PubMed, JSTOR Google Scholar, and Elsevier Science Direct. Search terms used were, “indigenous,” “traditional,” “art therapy,” “creativity,” and “healing.”Google scholar provided the most references. We didn’t limit the year of publication but the language of source was limited to English. The search yielded nine peer-reviewed articles that referenced art therapy and indigenous arts practices. Book chapters were not included in this review. The nine papers included theoretical and critical perspectives (Cameron, 2010; Weinberg, 2018; Napoli, 2019) as well as community and ethnographic methodologies (Campanelli, 1996; Huss and Cwikel, 2005; Basto et al., 2012; Lu and Yuen, 2012; Warson, 2012; Warson et al., 2013). A brief overview of these art therapy articles is included in Table 1 and also summarized below.


TABLE 1. Peer reviewed journal articles addressing indigenous and traditional art practices in the discipline of art therapy.

[image: Table 1]The three theoretical perspective papers highlighted the differences in understanding of healing between the indigenous and Western societies (Cameron, 2010; Weinberg, 2018; Napoli, 2019). Cameron (2010) discussed how indigenous healing was informed by holistic understanding of the individual, including the “social, physical, mental, emotional, spiritual, and cultural states of being” (Cameron, 2010, p. 404). Cameron (2010) further states that indigenous Australians consider art as a daily practice of meaning making rather than an artistic ideal. Further referencing communication difficulties and cultural misunderstandings that can occur between the art therapist and the indigenous client, Weinberg (2018) highlighted the importance of cultural appropriateness in art therapy when working with indigenous clients. Reflecting on the historical mistrust of indigenous people toward non-indigenous health-care providers, Weinberg (2018) suggested that art therapists consider cultural barriers and recommended partnering with indigenous mentors when practicing in an indigenous-focused art therapy program. In line with this argument, Cameron (2010) also underlined that utilizing indigenous artistic expressions in therapy acknowledges cultural inclusion and aids cross-cultural communication. When serving indigenous communities, the non-indigenous therapist should gain cultural competency, learn about trans-generational history, recognize social values and create culturally safe spaces in order to provide best practices (Cameron, 2010; Weinberg, 2018). In a strong critique of misappropriation of healing traditions, Napoli (2019) draws attention to the disrespect of American Indian traditions and practices and misuse of Native American healing systems in art therapy. For example, Napoli (2019) references the misappropriation of Native American spiritual and shamanistic practices in art therapy (McNiff, 1981). She highlights the need for culturally informed and respectful practices.

In addition to the perspective papers above, six papers used qualitative, participatory, mixed methods, and ethnographic methodologies to examine the role of art therapy practices in indigenous communities in Australia, Canada, Israel and the United States.

Campanelli (1996), underlined the importance of arts engagement for cultural restoration for Aboriginal health and well-being in Australia. His clinical work in building a community-based art therapy program in Perth, the capital city of Western Australia, highlighted the functions of Aboriginal art in cultural healing, including community involvement, cultural restoration, and recovery, as well as maintaining hope and wholeness (Campanelli, 1996). Indigenous individuals referenced taking cultural pride in being members of their community and reproducing symbols of this belonging through art making which further strengthened their sense of belonging (Campanelli, 1996; Basto et al., 2012). Campanelli (1996) highlights in particular the distrust of individualistic White approaches to health which might be perceived as a an extension of the history of oppression of aboriginal peoples in Australia, but that respectful engagement through art could be the bridge. Lu and Yuen (2012) reported on a women’s program that they developed in Canada for First Nation, Inuit, and Métis women using a decolonizing framework of practice, in order to “empower and inform people in their healing journey” (Lu and Yuen, 2012, p. 192). The authors introduced a body-mapping technique that combined art therapy with traditional practices such as drumming, prayers and smudging and in collaboration with the community refer to the research efforts as a “ceremonial event” (p. 193). Based on interviews with the participants, the authors concluded that the initiative resulted in increased feelings of empowerment, creativity, and collective strength among the participants (Lu and Yuen, 2012).

In Israel, Huss and Cwikel (2005) examined the role of art therapy and arts-based research when working with Bedouin women living in Israel. Through the use of visual data gathering tools (paper, oil pastels, color pencils, and wet paint) of arts based research inquiry, they reported that art making was a “worthwhile tool for empowerment, that can transform, enrich, and empower” the Bedouin women participants in their study (Huss and Cwikel, 2005, p. 59).

In the US, three studies examined the role of art making as a medium for community building through addressing cultural practices American Indian Coharie people. Warson et al. (2013) conducted a qualitative ethnographic study with the Coharie people in the US to emphasize the importance of a culturally relevant co-created workshop format for restoring traditional wellness approaches. The authors used a qualitative ethnographic model, incorporating community participation and recruited 44 members from the Coharie tribe. The art workshops combined with holistic healing practices provided a community building opportunity as well as a space to voice cultural practices that were not previously discussed. Another qualitative ethnographic study with Coharie adolescents highlighted that art workshops increased community involvement and was a protective factor for American Indian youth (Basto et al., 2012). Lastly, Warson (2012) study explored the impact of culturally aligned art-based interventions on stress reduction for Native American cancer patients. Her research also provided an example for cultural considerations in assessment procedures. She utilized the State-Trait Personality Inventory (STPI) which is an assessment drawn from STAI assessment, a widely used and validated measure for Western participants. However, even after several modifications to make the inventory more culturally applicable, the authors reported that inventory was found to not be suitable for the Coharie tribe, highlighting the limitations of using some standardized psychological measures in this context.

In summary, the few studies in art therapy reviewed above highlight the opportunities for empowerment and community building as well as the challenges of working from the Western perspectives of individual clinical diagnostic categories in art therapy research and clinical practices.



DISCUSSION

In this paper we provided a systematic review peer-reviewed literature on how art therapists have integrated traditional and indigenous artforms into their practice as well as preliminary efforts to conduct research on the topic. Overall the literature indicates that the therapeutic aspects of indigenous forms for visual arts practice are deeply interconnected with spiritual traditions, narrative storytelling, counseling and wisdom for the community, respect of all things living and non-living in nature, using natural and locally available materials as well as creating products that are sustainable. Undergirding all interactions with indigenous communities is the need for the recognition of trauma and misrepresentation that resulted from cultural imperialism and oppression, leading to a historical mistrust in the indigenous communities of outsider interventions. Talwar (2015) further highlights that issues around understanding multiculturalism can be meaningfully tackled within the context of historical representations of minority cultures within the culture in power. With this literature review we present a preliminary understanding of issues around working in indigenous settings and traditional materials that need further examination including implications for clinical practice and research approaches.


Clinical Implications for Art Therapy

Art therapists interested in working with indigenous art forms or with indigenous communities need to first and foremost consider several aspects of their own identity and what they represent to indigenous communities. These include acknowledging personal motivations, power, and privilege; and willingness to reflect on personal history and its intersection with the colonial oppression, trauma, and multi-generational discrimination faced by most indigenous communities. Cultural awareness, knowledge, and humility are essential values in providing competent services, especially in culturally diverse indigenous settings. Given that there are now increasing numbers of art therapists working with people of diverse cultures both in their home country and abroad (Talwar, 2015), cultural competency (Sue, 2006) has been discussed in art therapy literature including in relation to making an effort and having an open attitude to learn the culture, being self-reflexive about one’s own biases and having a culturally humble stance to different values, beliefs, background (Ter Maat, 2011; Kapitan, 2015; Talwar, 2015; Potash et al., 2017). A related construct of cultural humility might serve art therapists well when working with traditional and indigenous artistic practices. Reflecting on one’s own cultural biases is a central value in the cultural humility framework. A culturally humble therapist examines their own cultural beliefs and identities and acknowledges their privileged position in the therapeutic relationship (Tervalon and Murray-Garcia, 1998). While being reflective and self-critical, the therapist should also be attentive to systemic forms of privilege and power in order to understand the oppressive mechanisms that can impact a client (Bal and Kaur, 2018). When therapists are perceived by the client as being respectful, interested, open and considerate, they are more likely to have better working alliances and improvements in therapeutic outcomes (Hook et al., 2013). This inclusive and culturally humble stance allows clinician to access the knowledge about culture without alienating the client (Bal and Kaur, 2018; Jackson, 2020). It is necessary for the art therapist to be familiar with the culture-specific media, technique and artistic philosophy. However, even when the art therapist feels competent in knowing the culture, the client is the expert on the culture of their specific community. Viewing the client as the expert and the teacher of their own culture validates and empowers the client to be more open when sharing their stories (Campanelli, 1996; Jackson, 2020). Art therapists might further explore and reflect on the artistic practices of their own heritage to better understand the meaning and health implications underlying creative practices.

Beyond the positioning of the art therapist, a key consideration in indigenous communities is the need to recognize that art making is often an integral part of the cultural system of the community, often with specific roles assigned by age and/or gender as well as valuing the interrelatedness of all things in nature (Campanelli, 1996). For example, traditional textiles including knitting, crocheting, weaving, embroidery, etc. tend to have historically be made by women but have also been found to forms of effective coping in the modern world (Collier, 2011). Other forms of woodwork, metalwork, fabric dying, etc. might be associated more with men’s roles and awareness of these traditional roles need to be recognized when interacting in the community (Kaimal et al., 2016). Kapitan (2015) discusses art therapy as a cultural practice, especially when working with marginalized cultures, acknowledging the risks of ethnocentric bias when we consider art making as a universal, non-verbal communication tool. In our review, we encountered studies and workshops where art therapists have tried to incorporate cultural practices such as the use of holistic healing practices. Such practices have included connecting an art therapy directive with existing artistic practices smudging, drumming and prayers in the therapy session (Lu and Yuen, 2012; Warson, 2012) with the goals of addressing specific health promoting goals in a non-hierarchical participatory way. When bringing art therapy into indigenous settings, art therapists need to co-create and work alongside a community mentor or leader in order to find culturally contextualized solutions to identified challenges in the problems in the community (Campanelli, 1996; Huss et al., 2015; Weinberg, 2018). Locating the meaning and value of art in the specific culture will allow art therapists to expand out of their own value systems and understand art making as a context-specific cultural phenomenon (Huss et al., 2015). The significance of culturally sensitive and relevant art therapy when working with indigenous clients was highlighted by several authors (Warson et al., 2013; Weinberg, 2018). The arts are an inherently valued source of community well-being (Campanelli, 1996) and in order to provide culturally relevant art therapy, the therapist needs to include the related learning norms and communication styles and avoid cultural misunderstandings (Ter Maat, 2011).

In addition to art therapists, artists, therapists, and healers have been practicing community healing programs that integrates traditional arts. For example, Archibald et al. (2010) conducted a survey with 137 Aboriginal foundations to investigate the use of creative arts relative to healing with first nation, Inuit and Metis healing programs in Canada. The self-report data showed that the use of creative arts in the aboriginal healing programs can make a meaningful contribution to the self-development, feeling personal and cultural safety, well-being and improved social relations. Lindeman et al. (2017) comprehensive literature concluded that art programs for Aboriginal and Torres Strait Australians living with dementia play a vital role in maintaining culture and traditional practices. Studies such as these indicate that art making can play a role as a protective factor; it can strengthen the community ties and increase self-esteem, elevate mood and change perception of pain, which can be of tremendous benefit for the indigenous communities (de Guzman et al., 2010; Muirhead and De Leeuw, 2013). Although these programs are not art therapy, they suggest positive health outcomes.

Incorporating traditional knowledge not only helps the indigenous community receive better care, but it may also offer therapeutic benefits to wider populations. Depending on the context, the use of culture-specific materials and forms of expression may be a better choice instead of conventional art therapy media. However, when bringing traditional art forms and materials outside of the cultural context, it is important to consider the dangers of cultural misappropriation. Even if the art therapist is well-informed, sensitive and ethical in their adaptation of cultural media and techniques into the therapeutic practice, and, is from the same cultural background, clients may not feel safe if there are conflicting assumptions around what is a culturally appropriate media or technique. This can potentially construct a superficial understanding of culture and help maintain already existing stereotypes. As Napoli (2019) highlights an art form or material may be profoundly significant to the original culture but when it is removed from the cultural context, the original meaning may get lost or worse, misrepresented. However, this doesn’t mean art therapists shouldn’t incorporate culture-specific art. The therapist can take an approach of being a partner in co-creating wellness, recognizing the interrelationships of all aspects of the community in creative practices, modeling respect and humility to counter the historic mistrust of indigenous communities toward the Western approaches to healthcare (Campanelli, 1996; Weinberg, 2018).



Suggestions for Future Research

Throughout this paper, we have highlighted the potential ethical considerations of incorporating traditional knowledge and creative practices into the profession of art therapy. However, the literature review suggests a pronounced need for further research especially on culturally responsive methodologies. In particular the wisdom on traditional approaches needs to be unpacked in order to better understand the underlying knowledge systems. Traditional and indigenous knowledge systems are founded on generations of observations a deep understanding of culture and context specific needs health needs. These values are often at odds with the individually focused health ideals of modern Western medicine and therapies. Clinicians can identify which community characteristics play a role in leading to therapeutic outcomes by comparing intercultural responses to adapting certain traditional knowledge into art therapy. For instance, incorporating holistic knowledge into a practicing monotheistic community may require different considerations than incorporating holistic knowledge into communities which religion may have a belief systems. Working across disciplinary boundaries with artists and traditional healers would also be an area of further inquiry for art therapy researchers.

Given historical experiences of oppression and justifiable mistrust of external entities, appropriate methods are a major consideration as cautioned by Warson (2012) and Weinberg (2018). Using storytelling traditions, reflective and participatory methods, recognizing appropriate community-led engagement are essential to research in this topic. In addition specific approaches and questions might require age and gender related adaptations to align with the values of the community. Moreover, future research in art therapy and indigenous communities can benefit from methodologies that accurately and appropriately measure outcomes. Outcome measures such as standardized tests should be either adapted to the specific culture or replaced with other culturally acceptable data collection tools. Understanding the interplay between individual and community well-being and how artmaking effectively helps promote this intergration is an area for further study. Researchers interested in this work, need to begin first by reflecting on personal biases, exploring the challenges and concerns around misappropriation and cultural humility in integrating indigenous practices. Further research is needed to better understand whether and how to implement traditional artistic practices in art therapy including identifying ethical standards that are acceptable to the community for both engagement and research.



LIMITATIONS AND CONCLUSION

In this paper we provided an overview of the literature on the intersection of art therapy and indigenous and traditional artforms. The existing literature offers preliminary guidance but further research is needed to address the challenges of mistrust of individually focused Western approaches to health, while indigenous communities value interdependence as key to well-being. The solutions lie in the artistic practices themselves since indigenous art media and techniques can offer cultural safety and acknowledgment for the local communities. In addition art therapist may consider revisiting cultural humility framework, recognize the historical trauma and disenfranchisement experienced by many indigenous communities and approach their work through a participatory model of co-creation.
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Increasing evidence suggests that non-pharmacological therapies impact on neuropsychiatric symptoms and quality of life in people with Alzheimer’s disease. Among these, art-based interventions seem particularly suitable for elders’ rehabilitation as they act both on cognitive functions and quality of life. However, their benefits are not yet appropriately explored. The main aim of this quasi-experimental study was to test the feasibility and the likely efficacy of a novel multi-dimensional visual art intervention for people with Alzheimer’s disease (PWAD), named Art, Colors, and Emotions treatment (ACE-t). A group of PWAD (N = 10) was recruited from the Memory Clinic of Don Gnocchi Foundation to take part in the ACE-t. A historical control group that followed a usual care program (N = 10) was used for comparison. We considered both feasibility output (adherence and acceptability) and efficacy outcome measures (neuropsychological and neurobehavioral scales). We observed a good adherence to and acceptability of the ACE-t. The following significant intervention-related changes were also observed in ACE-t with respect to usual care: improvement in general cognition, as assessed with the Alzheimer’s Disease Assessment Scale–Cognitive, amelioration in language, and in executive functions, and reduction in Neuropsychiatric Inventory Scale score. In conclusion, ACE-t could be considered as a suitable intervention for the rehabilitation of PWAD, with positive effects on the cognitive and the behavioral status. ACE is a promising new art-based intervention that merits further research, including confirmatory trials of our preliminary results.
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INTRODUCTION

Alzheimer’s disease (AD) is a complex pathology consisting of a manifold of contributing factors to its etiology (genetic and environmental variables, physical status, psychological well-being, etc.) and implying a cognitive decline on multiple structural and functional layers. To date, no effective pharmacological treatments exist to counteract the disease. Thus, research on non-pharmacological interventions with the goal of counteracting the disease and improving the functioning and quality of life is urgent (Livingston and Frankish, 2015). In the recent years, efforts have been made to investigate the beneficial effect of art-based interventions, which include visual art, dance, drama, and music, which demonstrate a positive influence on the functioning of older people and those with cognitive decline (Chancellor et al., 2014; Clark et al., 2018; Windle et al., 2018b; Zhao et al., 2018; Partridge, 2019; Keating et al., 2020). In 2006, the Museum of Modern Art (MoMA) of New York launched the “Meet Me at MoMA,” an innovative art education program purposely for people in the early and middle stages of Alzheimer’s disease. In later years, this project was expanded worldwide at many museums with initiatives for people with AD (PWAD) and their caregivers (CGs) (Rosenberg, 2009). In general, art interventions are based on the so-called aging paradox (Prakash et al., 2014), according to which the progressive atrophy of prefrontal regions, with consequent decline of cognitive processing, is associated with the enhancement of the preserved emotional ones (Bucks and Radford, 2004; Klein-Koerkamp et al., 2012). Thus, the channel of emotion processing becomes a preferential way to access the elders’ interest and facilitate the compensation of other abilities or scaffold the decaying cognitive ones. Studies on esthetics revealed that the observation of visual art elicits in parallel the cognitive interplay between bottom-up and top-down processes as well as emotional and empathetic processing, leading the observer to an emotional reaction and an esthetic judgment (Leder et al., 2004; Massaro et al., 2012; Leder and Nadal, 2014; Savazzi et al., 2014a, b; Gernot et al., 2018). Art appreciation and production are maintained during healthy aging (Kim, 2013; Istvandity, 2017). There is also evidence that the brain mechanisms and the cognitive processes involved in creative art activities are not irreparably damaged in AD (Ehresman, 2013).

In addition, several studies revealed that these activities are suitable also for people with a neurodegenerative decline that affects their functioning at different levels: cognitive, behavioral, and emotional–communicative levels (Chancellor et al., 2014; Czamanski-Cohen et al., 2014; Dunphy et al., 2019; Shafir et al., 2020). At the cognitive level, visual art enhances positive memories by reducing worries about death and ruminative thoughts (Dunphy et al., 2019) and reinforces sustained attention and intellectual engagement (Camic et al., 2014) as well as episodic memories and learning (Eekelaar et al., 2012) in subjects with dementia. In addition, art therapy for older adults has been reported to improve concentration (Kongkasuwan et al., 2016). The dedicated activities stimulating cognition include recalling memories via engagement of collage making (Choi and Jeon, 2013) and coloring pre-drawn lines (Peisah et al., 2011). At the behavioral level, art interventions reduce anxiety, agitation, and depression in dementia (Stewart, 2004; Safar and Press, 2011). Also, a case study reports fewer behavioral disturbances and reduced psychiatric medication after an art therapy program (Mimica and Kalinić, 2011). Related activities, such as relaxation and guided imagery (Ciasca et al., 2018), group discussion on emotional expression (Ali et al., 2014), the enhancement of self-expression through different themes (Hsu et al., 2017), and mandala drawing (Kang et al., 2010), are described in art therapy trials. Finally, at the emotional/communicative level, several lines of evidence support the positive influence of art stimulation on emotion management, socialization, and communication (Kang et al., 2010; Flatt et al., 2015; Young et al., 2015). The group setting of art therapy activities provides the participants with a safe environment to share one’s own thoughts and inner experience without necessarily relying on conventional channels of communication. The activities usually include group engagement, development of significant relationships among group members, and self-integration (Kim et al., 2016).

As documented by a recent literature review (Windle et al., 2018a), when multiple areas were stimulated, significant improvements were not found in terms of quantitative measures (Camic et al., 2014). However, the majority of the studies reported positive findings with the use of qualitative outcomes (e.g.,Camic et al., 2014, 2015; Flatt et al., 2015; Hazzan et al., 2016; Burnside et al., 2017). Moreover, given the paucity of studies investigating the mechanisms of change of art-based intervention on multiple domains in AD, new protocol evaluations with validated measures and quantitative outcomes are needed (de Medeiros and Basting, 2013; Zeilig et al., 2014; Burnside et al., 2017). In fact, even though studies on art perception clearly showed that visual art stimulates bottom-up and top-down cognitive processes (Leder et al., 2004; Massaro et al., 2012; Savazzi et al., 2014b), the efficacy of art treatments on cognitive processes in PWAD is still inconsistent (Chancellor et al., 2014; Young et al., 2016; Deshmukh et al., 2018; Windle et al., 2018a).

Our group has a long and validated experience in the non-pharmacological treatment of people with cognitive impairment and their CGs (Farina et al., 2006a, b; Baglio et al., 2015). Given the above premises on the benefits of art interventions on dementia, we developed a new visual-art-based therapeutic approach termed “Art, Colors, and Emotions” (ACE treatment). In accordance with recent guidelines on the introduction of new rehabilitation interventions (Gitlin, 2013), we designed the ACE-t (ACE treatment) protocol and we preliminarily tested its feasibility and its efficacy in a quasi-experimental study. In this regard, the present study aimed at answering the following research questions: (1) Does ACE-t promote participation (adherence)? (2) Is ACE-t acceptable for its users (acceptability)? (3) Compared to a control group with no ACE-t, does ACE-t efficiently improve the patients’ quality of life, cognition, as well as behavioral symptoms (efficacy)? Findings from the study will allow us to advance a working intervention protocol and to better define art-treatment delivery characteristics to proceed with the evaluation of protocol efficacy against a protocol with a randomized controlled trial (RCT) study and to continue in the analysis of model sustainability.



MATERIALS AND METHODS


Study Design

This study represents the first step to evaluate the potential efficacy of an art-based intervention, ACE-t, on the cognition, behavior, and quality of life of PWAD. A quasi-experimental design with a control group and pretest was adopted to pilot test whether the intervention affects outcomes with a small sample size (Harris et al., 2004; World Health Organization, 2016). Results of this trial will be decisive for the possibility to support the efficacy of the ACE-t to warrant further confirmatory trials, such as RCTs. Two groups were involved in the study: the ACE-t group (experimental group) and the ACE-nt group (control group). Outcome measures were evaluated at baseline and after the treatment in both groups.



ACE Treatment Description


ACE-t Background

The ACE-t treatment implementation was grounded on (1) the recent literature supporting the beneficial potential of arts on different health-related conditions (Czamanski-Cohen and Weihs, 2016; Dunphy et al., 2019), (2) previous experience on rehabilitation (Farina et al., 2006a, b; Baglio et al., 2015) gained by our group, and (3) a preliminary investigation on the opinions of receivers about art-based treatments (see Supplementary Material for additional details).



ACE-t Delivery

At an operational level, the intervention was administered by a psychologist with experience in art treatment and a rehabilitation therapist (with the Italian university degree “terapista della riabilitazione”) who specialized in cognitive rehabilitation and trained in our clinic. The enrolled subjects were assigned to mixed-sex groups with six to eight subjects and given 2 h of group sessions twice a week for 7 weeks in a dedicated room at our Memory Clinic. Supervised training in small groups was intended to support effective exercise and to promote social interactions as suggested in the literature (Gates and Sachdev, 2014). In fact, group cohesion was also taken into consideration by inviting the participants to take part in group activities (e.g., sharing and describing their own photo to the group). Evidence in the literature supports the importance of social stimulation activities as protective factors against major cognitive decline (Karp et al., 2006; Yaffe et al., 2009). The CGs were given two information meetings. The last session with PWAD was open to CGs for the exposition of the works realized during the treatment and for a farewell party.



ACE-t Program and Activities

The treatment was structured in 14 sessions aimed at affecting patients on different areas (cognition, behavior, and communication), in line with a holistic approach (Chancellor et al., 2014; Young et al., 2016; Windle et al., 2018a).

The use of primary colors in paintings by artists of the XIX and XX centuries was the guiding theme of the program. The choice was motivated by the following considerations: (1) art of the nineteenth and twentieth century abandons representative style in favor of intense color and simplified shapes to express the inner life of the artist and (2) color conveys many cultural and personal emotions and meanings. The use of color is an immediate, non-verbal way to express inner thoughts, feelings, and emotions when words are lacking.

The program was intended to lead participants from the acquisition of knowledge regarding the meaning of primary colors and their possible combinations to the use of color to express memories and internal experiences. We therefore started from an explanation of the primary colors and their possible combinations as well as the meanings and emotions that they convey through the assistance of a painter and his work. The program aimed at leading the participants to the autonomous production of their canvas and the exhibition of artworks to the other members of the group and their caregivers.

We worked on different domains (cognition, behavioral symptoms, and communicative abilities) to actively reduce potentially negative stress factors. An alternation of six phases with specific activities was conceived for each of the 14 ACE-t sessions. In particular, (1) activities to promote cognition were meant to reinforce specific cognitive sub-domains: language, procedural, semantic, and autobiographical memory, executive functions, and attention; (2) activities to reduce behavioral symptoms were meant to offer a rich multisensory stimulation to reduce agitation and apathy and reinforcing alternative strategies for the recognition of objects and the recall of procedures; and (3) activities to enhance communication aimed at promoting the expression of internal emotions through verbal and non-verbal languages and the recognition and expression of others’ and self’s emotions.

More specifically, the activities in each of the 14 sessions were always sequentially framed in six phases:


(1)First is the “welcoming” phase (lasting about 10 min), in which visual supportive material helped the participants to recall the activities of the previous session. Then, the color theme that would guide the meeting (“color theme of the day”) was presented with the use of sensorial stimuli (e.g., yellow fruits and vegetables, autumnal leaves, red flowers, powder spices, blue paper cuts, etc.).

(2)In the “color and materials” phase (20 min), the participants were encouraged to make a sensory experience of objects and materials, to name them, and to explain the difference between several hues of the color. They were also asked to make a link between the object/material and the way they used it in everyday life or to collect and share memories elicited by it (e.g., cooking recipes, a well-known autumn landscape, and how to water garden plants).

(3)In the “meeting with the artist” phase (about 30 min), the biography of a painter was presented, starting from the analysis of one of her/his paintings. The artwork was always chosen in relation to the color and the materials previously analyzed. The lives of painters and the characteristics of the painting under analysis were a starting point for reflecting together on events and emotions that may be close to the participants’ own experiences.

(4)Next, a brief “occupational break” (about 10 min) was planned. When freely agreeing, the participants actively contributed in preparing the atelier materials for the next phase.

(5)The “practical activity” phase (40 min) was conceived to let the participants exercise in the acquisition of simple painting techniques (e.g., to mix tempera colors, to fill in the chromatic circle, and to cut and paste cut paper) or to help the participants connect to their emotions and memories by means of acquired pictorial skills (painting or drawing landscapes and objects relevant for one’s own experience). Soft background music was played to create a comfortable environment and to foster engagement with the task.

(6)The remaining 10 min was the “conclusion” phase, in which the participants shared their work and emotions with others and collaborated in tidying up the room.



In Table 1, the sequencing of the activities, sessions, and weeks is detailed, and in Table 2, examples of activities in relation to the specific domain for which they were conceived are presented. In Table 2, the specific phase of the session in which each kind of activity was delivered is also illustrated.


TABLE 1. Art, colors, and emotions activities per week, session, and session phases.

[image: Table 1]
TABLE 2. Art, Colors, and Emotions treatment main domains and activities: examples of contents.
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Participants

Twenty participants, divided into two groups, were considered for the study. The first group was composed of 10 PWAD recruited at the Memory Clinic of Don Gnocchi Foundation of Milan and consecutively assigned to the ACE-t group. The second group comprised of a historical control group of PWAD (N = 10; ACE-nt group) that followed our Memory Clinic’s usual care program (e.g., recommendations on healthy nutrition, the correct dose of physical activity, and stimulating activities at home). The ACE-nt group was taken from the participants in the usual care program of the study of Baglio et al. (2015). The PWAD of the ACE-t group were matched with participants to the usual care program of the previous study (Baglio et al., 2015) on the basis of socio-demographic characteristics (age, sex, level of education, and Mini Mental State Examination) (Folstein et al., 1975; see Table 3).


TABLE 3. Domains addressed by primary and secondary outcome measures in the experimental (ACE-t) and the control (ACE-nt) groups.

[image: Table 3]The outpatients’ eligibility criteria were the following: a diagnosis of probable AD according to NINCDS ADRDA revision criteria (McKhann et al., 2011), a mild phase of disease according to the Clinical Dementia Rating scale (range 0.5–1) (Morris, 1997), a minimum of 5 years of school attendance, and age over 65 years old. The exclusion criteria were absence of CG, patients with other types of dementia, major psychiatric disorders, and a serious cognitive decline that would prevent them from properly answering or completing the questionnaires and scales.

All the participants gave their informed written consent to participate in the study. The Ethics Committee of Don Gnocchi Foundation of Milan approved the study.



Measurement

Adherence to ACE-t only was estimated considering the attendance rate to the protocol for each participant, and in case of absence, the justification was registered.

To test acceptability, an adaptation of the Greater Cincinnati Chapter Well-Being Observational Tool©(GCWBT) (Kinney and Rentz, 2005; Sauer et al., 2016) was used. Social–behavioral patterns were assessed once a week on a group of PWAD (n = 5) during ACE-t only. The tool is composed of seven domains categorized into two major domains: well-being (social interest, engagement, and pleasure) and ill-being (disengagement, negative affect, sadness, and confusion). Two independent trained observers recorded for each domain the frequency of every single indicator on a five-point Likert scale (0 = “never”; 4 = “most of the time”). For analyses, we used the subscales “engagement” and “disengagement”, considering a session at the beginning of the treatment (the 4th session) and a session at the end of the treatment (the 13th session) (inter-rater agreement, weighted Kappa = 0.72, standard error = 0.04). According to Sauer et al.(2016, p. 7) (Berry and Pennebaker, 1993), the engagement scale measures when a “participant is able to attend to project or activity for 5 min at a time; participant stays focused on the task at hand; ideally enters a state of flow or total engagement; engages with others for task-related support and initiates in task-related conversations; participant may engage in conversation with facilitator during the activity but major focus is task-related.” The disengagement scale is focused on measuring when a “participant is not engaged in the activity; stares down or into space; falls into a deep sleep; leaves the activity area.”

To test the efficacy of ACE-t, we compared the results to primary and secondary outcome measures between the two groups (ACE-t vs ACE-nt). The PWAD underwent a neuropsychological assessment at 1 week before (baseline) and after (T_1) the treatment by a neuropsychologist blinded to the study. The PWAD and CGs were instructed not to discuss the nature of the therapy with the research assistants who did the assessments. Each research question was addressed with specific measures. Because of the multidimensionality of the study, primary outcome measures were assessed through one primary outcome measure for each domain investigated:


(1)The Quality of Life Alzheimer’s Disease scale (QoL-AD) (Logsdon et al., 2002), administered both to patients and CGs, was considered as the primary outcome measure of the quality of life domain.

(2)The Neuropsychiatric Inventory (NPI) (Cummings et al., 1994; Cummings, 1997) consisted of the primary outcome measure of the behavioral domain, assessing the frequency and the impact of behavioral symptoms.

(3)The Cognitive subscale of the Alzheimer’s Disease Assessment Scale (ADAS-cog) (Fioravanti et al., 1994) was the primary outcome measure of the cognition domain. In addition to ADAS-cog, cognition was evaluated also with secondary outcome measures: verbal fluencies (Novelli et al., 1986)—phonemic (F, P, L) and semantic (animals, fruits and cars)—to test lexical access, the Token Test (Spinnler, 1987) to test language comprehension, and Attentive Matrices (Cummings, 1997) to test visual attention.



Table 3 reports the primary and the secondary outcome measures related to each domain addressed.



Statistical Analyses

Statistical analyses on outcome measures were performed using MedCalc software (Version 14.8.1).

Shapiro–Wilk normality test was run to verify whether data were parametrically or non-parametrically distributed. Accordingly, parametric and non-parametric tests were applied to compare groups’ baseline characteristics as appropriate.

To test the efficiency of ACE-t, the rate of adherence to the treatment was calculated by summing up the number of participants attending each session. Also, indexes of the GCWBT of each participant at each session were calculated. Then, scores of GCWBT were compared between the baseline and the end of the treatment with the Wilcoxon signed-rank test.

To test the efficacy, changes in neuropsychological test and scale scores from baseline (delta changes: T1-baseline) were calculated. Then, a comparison between ACE-t and ACE-nt group was performed through Mann–Whitney non-parametric comparison. Non-parametric pairwise comparisons (Wilcoxon signed-rank test) were also performed in each group. All statistical analyses were two-sided, with an α-value of < 0.05 considered as statistically significant. Considering the preliminary nature of the study, the power of each outcome in relation to all outcome variables was not estimated. The results will define the parameters to calculate the power to perform statistical hypothesis testing in future studies.



RESULTS

The two groups were similar at baseline in socio-demographic characteristics, behavioral symptoms, and global cognitive level. The baseline characteristics are reported in Table 4.


TABLE 4. Participants’ baseline demographics and neuropsychological characteristics.
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ACE-t Acceptability

The preliminary investigation on the opinion of people with cognitive decline and their caregivers highlighted a positive feedback regarding the acceptability and the suitability of the art-based treatments for patients’ residual abilities and in terms of being estimated as useful. Also, these interventions were judged interesting and pleasant by users, supporting their acceptability. The deepened results regarding the opinions of receivers are illustrated in the Supplementary Material (ACE-t background). Augmented well-being and compliance to the treatment were confirmed by results from GCWBT, showing that the participants’ disengagement attitude significantly decreased at the end of the ACE-t (N = 5; beginning session: mean = 1.15, SD = 1.04; end session: mean = 0, SD = 0; p < 0.001).



ACE-t Adherence

The participants in the ACE-t group showed good adherence to the treatment, completing the 14 sessions and attending the program with assiduity. The majority of the participants (six out of 10) did not miss a session. For the remaining four, the non-attendance rate was lower than 25% of the sessions (maximum of three sessions missed) because of illness and/or of overlapping appointments. The CGs informally referred to the staff that the participants gladly took part in the intervention.



ACE-t Efficacy

The results obtained by PWAD and the comparison between the two groups (ACE-t vs. ACE-nt) on tests and scales are detailed in Table 5 and Table 6.


TABLE 5. Within-group and between-groups comparison of results on pre- and post-treatment primary outcome measures.
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TABLE 6. Within-groups and between-groups comparison of results on pre- and post-treatment secondary outcome measures.
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Primary Outcome Measures

A significant increase in the ACE-t participants’ quality of life was found. Behavioral symptoms showed a significant improvement in the behavioral domain in ACE-t participants with respect to ACE-nt participants as measured by NPI (frequency, p = 0.014; distress, p = 0.006). As for cognition, the ACE-t participants had a significant decrease of the total score in the ADAS-cog scale. The ADAS-cog scores were significantly reduced in the ACE-t group with respect to the ACE-nt group (ADAS-cog score p < 0.001).



Secondary Outcome Measures

Significant improvements in phonemic and semantic fluencies and in Token test were found in ACE-t participants. There was also evidence of a significant improvement in Token test scores, semantic fluencies in ACE-t, and attentive matrices in ACE-t participants with respect to ACE-nt (Token test score p ≤ 0.001; semantic fluencies score p = 0.009; attentive matrices score p = 0.021). The ACE-nt subjects significantly deteriorated in terms of executive functions.



DISCUSSION

A growing body of scientific evidence sheds light on the potential value of art media integration in health interventions for PWAD (Chancellor et al., 2014; Clark et al., 2018; Windle et al., 2018b; Zhao et al., 2018; Partridge, 2019; Keating et al., 2020). Pivotal studies in the field of art therapy highlight the beneficial effects of art-based interventions on multiple domains of PWAD’s well-being, such as cognition, functioning, and psychosocial abilities (Chancellor et al., 2014). Given the residual creative art-making abilities of PWAD (Ehresman, 2013), working on the channel of emotions through art is particularly recommended as a non-pharmacological intervention, facilitating the maintenance of residual cognitive abilities, slowing down psychiatric symptoms, and enhancing the quality of life. However, the evaluation of art-based interventions for PWAD has produced sparse and non-generalizable evidence until now. Therefore, the present study consists of a proof-of-concept of the efficacy of ACE-t, a new art intervention protocol to enhance the quality of life, behavior, and cognition in elderly people with AD.

First, ACE-t was evaluated by testing its adherence and acceptability. Our study documented a high adherence to ACE-t treatment both for PWAD and their CGs. This study also yielded an enhancement of PWAD’s well-being by reporting the participants’ decreased disengagement at the end of the treatment. This result is in line with most studies on the outcomes of art treatments that have reported positive effects on this domain (Chancellor et al., 2014; Zeilig et al., 2014; Young et al., 2016; Windle et al., 2018b). Along with the sessions, the ACE-t participants progressively acquired awareness of being part of a group, and they exercised basic graphic competences that allowed them to feel engaged in group activities. Considering the large number of barriers, such as physical limitations, low energy, and burden of the caregivers and the facilitators, including the perceived benefits and socialization on non-pharmacological interventions for people with dementia (van Alphen et al., 2016; van der Wardt et al., 2017), we may declare that ACE-t displays prerequisites for facilitating increased adherence and motivation for PWAD. It is well known that motivation is an extremely important factor to reach the desired outcome. In line with this, our data support the feasibility of this kind of intervention with PWAD.

Regarding efficacy results, this preliminary study supported the hypothesized efficacy of ACE-t on multiple AD domains: quality of life, reduction of behavioral symptoms of dementia, and positive effects on cognitive functions. Considering the quality of life, we observed an improvement from the baseline into the group of participants to ACE-t, although a between-groups effect was not observed.

The participants reported a significantly higher quality of life as measured by D-QoL scales after the treatment. This finding is in line with a study by Hattori et al. (2011) that reported vitality and quality of life benefits from frequent sessions of art activities against studies with only weekly 1-h sessions. This suggests that an intensive rehabilitation approach, such as ACE-t, should have a higher efficacy on the quality of life dimension than the one with fewer weekly sessions. As underlined by a recent review on art-based intervention in older adults, longer-term approaches, including at least 12 weeks of treatment, are able to stimulate relationship building and aid in sustaining the outcome achievements (Dunphy et al., 2019). Improvement in the quality of life could be also related to the peculiarity of art interventions of being based on visual materials. When words are lacking, the non-verbal language of visual art offers preferential access to one’s own inner world and to the expression of feelings. Verbal and non-verbal expressions of emotions are associated with reductions in autonomic nervous system activity and bear some relation to well-being and health (Spector et al., 2011). The positive effect of non-verbal expressive techniques is most important to preserve well-being when language ability is decaying. The mechanisms of change implied in visual art intervention especially involve the processing of emotion by stimulating the externalization of an implicit sensation via pictorial representation (Czamanski-Cohen and Weihs, 2016), without necessarily relying on verbal cognitive skills. The engagement with art material and the stimulation of visual imagery lead to a preferential access to the emotion channel than a verbal one, drawing a way to intervene to compensate or scaffold the cognitive abilities of PWAD (Prakash et al., 2014).

As far as the behavioral domain is concerned, the reduction of symptoms with ACE-t is not surprising. Indeed the most common outcome from non-pharmacologic approaches in the treatment of dementia is an improvement in the management of the behavioral and the psychological symptoms in dementia. It was observed in previous studies on multidimensional therapy carried out by our group (Farina et al., 2006a, b; Baglio et al., 2015). It was also accounted for by other non-pharmacological art treatment studies (Berry and Pennebaker, 1993; Stewart, 2004; Rusted et al., 2006; Teri et al., 2008; Hattori et al., 2011; Spector et al., 2011; Henry et al., 2016; Zucchella et al., 2018), reporting a reduction of agitation, depression, and apathy as well as improved affect in people with dementia. Particularly, physical relaxation and stress reduction are the mechanisms of change related to visual art interventions reported in the literature (Hsu et al., 2017; Dunphy et al., 2019). Art interventions are especially demonstrated to have a considerable efficacy on reduced depression experience in older adults (Im and Lee, 2014; Dunphy et al., 2019). The marginal inclusion of music listening during art-making activities of ACE-t could have also provided beneficial effects by slowing down the negative affect, as is documented in healthy older and younger adults (Groarke and Hogan, 2019). Moreover, literature highlights that creativity in dementia contributes to help to copy symptoms related to the disease as well as express emotions and the inner self (Palmiero et al., 2012). The non-pharmacological management of the behavioral and psychological symptoms of dementia (BPSD) is clinically significant because it may help to reduce the use of antipsychotic drugs with PWAD (Ballard et al., 2009). Furthermore, the non-pharmacological management of BPSD is recommended and cost-effective as it can have positive effects on the quality of life and the satisfaction of the patient–caregiver dyad (Gitlin et al., 2010).

Regarding cognition, we found an improvement in general cognitive functions, in executive functioning and in language access, and comprehension. These results seem to be innovative in relation to studies assessing cognition in art treatment versus the control groups (Berry and Pennebaker, 1993; Rusted et al., 2006; Hattori et al., 2011) where no changes in the cognitive domains were found with art therapy. Several mechanisms of change in cognition related to visual art interventions have been reported in the literature (Dunphy et al., 2019), including strengthening positive memories and reducing ruminative thoughts. Evidence from qualitative studies suggests that visual art intervention contributes to enhance learning and memory abilities (Camic et al., 2014). It is interesting to notice the specific influence of ACE-t on language, also in comparison with usual care treatment, since art therapy leverages mostly on non-verbal expression. Nevertheless, ACE-t was a group-based intervention and included activities aimed at reinforcing communication and the expression of memories and emotions. The benefits from participating in a group for PWAD are related to social interaction and the creation of significant relationship networks, consequently promoting language function (Spector et al., 2011) and the perception of overtaking isolation (Teri et al., 2008). In this sense, ACE-t allowed the participants to share and frame their emotions and to discuss their esthetic appreciation via not only non-verbal but also verbal channels in a group setting. The prevention of worsening language abilities is a clinically important result as it favors the interaction with CGs, encouraging them to bear the burden of care. Furthermore, considering that successful communication is based on social cognitive skills, ACE-t may also positively affect socio-cognitive function. In future studies, it will be interesting to test the ACE-t efficacy also on this relevant domain for mental health and well-being (Henry et al., 2016).

Interestingly, the effect of the treatment was sustained by the spontaneous creation of a mutual support network by CGs, such as organizing cars to bring a group of PWAD to the center for the ACE sessions or planning common initiatives outside of treatment. In this regard, the enhancement of socialization in art intervention is well demonstrated. In fact, the setting of the treatment consists of small group work, intrinsically encouraging socialization and sharing (Kim et al., 2016; Kongkasuwan et al., 2016; Dunphy et al., 2019).

Overall, despite the significant results in improving the different aspects of PWAD functioning, our study is not without limitations. First of all, our sample receiving ACE-t was compared with a prior historical control sample following a usual care program, possibly affecting internal validity. Nevertheless, the new and old samples were comparable and well-characterized at baseline. Furthermore, since the cost of testing the efficacy of interventions is high, our study was conceived as a first step in the definition of the parameters to calculate the effect size with which to perform an RCT study. Future studies should examine ACE-t efficacy on multiple domains over time and with a larger cohort of participants at different stages of disease development, considering also people in the preclinical phases of neurodegeneration, such as in mild cognitive impairment. In fact, the small sample size could have contributed to not reaching significance in the between-groups effect in quality of life measure, although a significant increment was registered in the ACE-t group. Another limitation of the current study also consists of not considering the art background as a criterion for the participant’s enrolment. Finally, considering the GCWBT inter-rater agreement, according to recent interpretations (McHugh, 2012), a Cohen’s Kappa between.60 and.79 is considered as moderate, not substantial, and thus ameliorable. Considering these limitations, our results encourage future RCTs, taking into account also the art background of subjects as a criterion of enrolment and including structured qualitative evaluations to collect the impressions and the suggestions of the participants. These data will drive the next steps to modify the intervention in the future.

The added value of this kind of non-pharmacological intervention is that it is not limited to mere cognitive training but open also to the promotion of well-being in an enriched relational environment with significant others. The active involvement of CGs, group participation promotion, activities focused on residual abilities rather than on deficiencies, emotion-evocative visual art stimuli, and engaging activities altogether had success in reviving and reinforcing PWAD’s relational context, also affecting multiple functioning dimensions.

To conclude, ACE-t represents a feasible and acceptable non-pharmacological intervention for PWAD and deserves further research for its validation.
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Background: Psychosocial interventions for people with dementia and their family caregivers together may sustain relationship quality and social connection. No previous music therapy research has examined the effects of group therapeutic songwriting (TSW) attended by people with dementia/family caregiver dyads.

Methods: This pre–post feasibility study aimed to examine the acceptability of a group TSW intervention for people with dementia/family caregiver dyads and test the sensitivity of the following outcomes: Quality of the Caregiver–Patient Relationship (QCPR, primary); Cornell Scale for Depression in Dementia (CSDD) and Quality of Life–Alzheimer’s Dementia for people with dementia, Patient Health Questionnaire-9, Assessment of Quality of Life–8 Dimensions (AQoL-8D); and Zarit Burden Interview for family caregivers. Six weekly 1 h sessions guided participants to identify preferred music, brainstorm ideas, create lyrics, and record songs. Qualitative interviews were conducted with dyads who completed the intervention.

Results: Fourteen dyads were recruited and completed baseline assessments. Participants with dementia were aged 62–92 years (M = 77, SD = 11). Caregiver participants (11 spouses, two daughters, one son) were aged 54–92 years (M = 67, SD = 10.1). Four dyads withdrew owing to declining health or inconvenience before the program commenced (n = 2) and after attending 1–2 sessions (n = 2). Ten dyads formed four homogeneous TSW groups (71% completion). No statistically significant changes were detected for any measure. High QCPR ratings at baseline (M = 57.1) and follow-up (M = 57.4) demonstrated sustained relationship quality. For participants with dementia, large effect sizes for the CSDD suggested trends toward decreased depression (d = -0.83) and improved mood (d = -0.88). For family caregivers, a large effect size suggested a trend toward improvement for the AQoL-8D sub-domain examining independent living (d = -0.93). Qualitative data indicated that session design and delivery were acceptable, and TSW was a positive shared experience with personal benefits, which supported rather than changed relationship quality.

Conclusion: High retention and qualitative data indicate that TSW was well received by participants. Effect sizes suggest that group TSW for dyads may have beneficial impacts on depression for people with dementia and quality of life for family caregivers. Future research with a fully powered sample is recommended to further examine the psychosocial impacts of group TSW for people living with dementia/family caregiver dyads.
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INTRODUCTION

Dementia is recognized as an international public health priority (WHO, 2017). Currently, approximately 50 million people live with a diagnosis of dementia worldwide, making it one of the leading causes of disability among older adults (Guerchet et al., 2016; WHO, 2017). Dementia is an umbrella term for a syndrome caused by several progressive neurological conditions, including Alzheimer’s disease, vascular dementia, dementia with Lewy bodies, and frontotemporal dementia (Arvanitakis and Bennett, 2019). A diagnosis of dementia and associated symptoms, including cognitive decline and changed behaviors, can have significant physical, psychological, and social impacts for the individual, as well as for spouses, other family members, and friends providing informal care (herein referred to as family caregivers). For example, people with dementia may experience changes related to cognitive processing, communication, self-care, mental health, and social connection, which in turn increase the likelihood of depression and anxiety among family caregivers as they manage the needs and autonomy of their family member while also attempting to maintain personal identity (Gorska et al., 2018). Accordingly, the World Health Organization emphasizes the importance of interventions and strategies that promote well-being and quality of life for both people with dementia and their family caregivers (Greenblat, 2012; WHO, 2017).

Many people with dementia and their family caregivers (herein referred to as dyads) experience a relationship strain as they navigate changing roles and responsibilities (Van Bruggen et al., 2016). Dyad relationships are further challenged as opportunities for reciprocity, communication, and shared meaningful experiences decline with the progression of dementia and/or when the caregiver experiences significant depression and stress (Ablitt et al., 2009). In addition, lack of understanding about dementia among family, friends, and the general public can restrict access to pleasurable and meaningful social activities as dyads avoid situations where they might be negatively judged (Batsch and Mittelman, 2012). In fact, a survey of 2,704 informal caregivers of people with dementia in the Netherlands identified restricted access to shared social activities as the most significant problem impacting relationship quality (Van Bruggen et al., 2016). However, it should also be noted that a strong mutual relationship between a person with dementia and their family caregiver is thought to enhance coping and sustain independent living through the progressive and unpredictable trajectory of neurodegeneration (Ablitt et al., 2009; Groen-van de Ven et al., 2017). Many dyads have explained how they continue to experience a mutually empowering relationship with interconnectedness, partnership, and closeness (Hellström et al., 2007).

Psychosocial opportunities that encourage reciprocity, meaningful interaction, and mutual support for people with dementia and their family caregivers together may have a positive impact on relationship quality, quality of life, and well-being for both (Ablitt et al., 2009; Van Bruggen et al., 2016; Wadham et al., 2016). Spousal couples, in particular, are likely to benefit from opportunities to attend mutually meaningful psychosocial activities owing to a shared identity and empathic attunement involving cherished memories and associations over long periods of time (Wadham et al., 2016). A recent systematic review conducted by Rausch et al. (2017) identified only seven studies that examined psychosocial programs attended by community-dwelling dyads together, with a range from skills-based to creative focus, and concluded that more good quality research is required to investigate the effectiveness of these interventions. Further, reviewers noted that a majority of programs were attended separately by either informal caregivers (n = 147) or people with dementia (n = 43), and no studies investigated psychosocial interventions with dyads where the person with dementia was living in residential care (Rausch et al., 2017). Evidently, there is a strong need for meaningful psychosocial interventions in both community and residential care contexts that are tailored for dyads comprising people with dementia and their family caregivers attending together (Van Bruggen et al., 2016; Rausch et al., 2017).


Music-Based Psychosocial Interventions for People With Dementia/Family Caregiver Dyads

Music-based psychosocial groups provide engaging, socially stimulating opportunities that people living with dementia and their family caregivers can enjoy together (McDermott et al., 2014; Osman et al., 2016; Unadkat et al., 2017; Clark et al., 2018; Tamplin et al., 2018). To date, the majority of research has focused on community group singing programs with results suggesting that dyads attending these different programs experienced enhanced inclusiveness, social connection, confidence, coping, and growth (Camic et al., 2013; Osman et al., 2016; Unadkat et al., 2017). Research examining therapeutic group singing programs facilitated by qualified music therapists has also received recent attention (McDermott et al., 2014; Tamplin et al., 2018). For example, Tamplin et al. (2018) developed the Remini–Sing program to examine the effectiveness of a 20-weeks community-based therapeutic singing group for people with dementia and their family caregivers (n = 12 dyads) on relationship quality. In this feasibility study, the vast majority of dyads shared spousal relationships, though dementia severity and musical history of participants varied widely. While there were no significant differences in pre–post relationship quality or secondary measures examining health and well-being, qualitative analysis of interviews strongly suggested that the program led to many experiences of mutuality for dyads both within and beyond the group context (Clark et al., 2018; Tamplin et al., 2018). These findings suggest that music therapy interventions designed to meet the diverse needs of dyads have the potential to support relationship quality, as well as quality of life and well-being for both across the disease trajectory (McDermott et al., 2013).



Group Therapeutic Songwriting With People With Dementia and Family Caregivers

Group therapeutic songwriting (TSW) is another applied music therapy intervention that could positively impact psychosocial outcomes for people with dementia and their family caregivers (Tamplin and Clark, 2019). Based on narrative approaches, TSW is a process that encourages participants to explore their thoughts, feelings, attitudes, and memories and guides them to translate ideas into lyrics and the creation of a song (Baker, 2015). Narrative therapy is recommended for people with dementia and their caregivers as a means for reflecting on life history, identifying strengths, and developing an understanding of their current situation (Wadham et al., 2016). An advantage of TSW over traditional counseling approaches and support groups is the gradual creation of a song over time, which requires prolonged engagement and mental and creative stimulation (Baker, 2015). When undertaken in a group setting with people in a similar situation, this process offers opportunities to work through challenges, share experiences, and express voice both within and beyond the group in meaningful and powerful ways (Baker and Stretton-Smith, 2017; Baker and Yeates, 2017; Baker et al., 2018).

While no research to date appears to have examined TSW for people with dementia/family caregiver dyads, music therapy research has investigated group TSW separately attended by either family caregivers of people with dementia (Baker and Yeates, 2017; Baker et al., 2018; García-Valverde et al., 2019) or people with dementia (Silber and Hes, 1995; Hong and Choi, 2011; Ahessy, 2017; Baker and Stretton-Smith, 2017). In a recent exploratory study, García-Valverde et al. (2019) found that caregivers who attended a 12-session group TSW program experienced reduced self-rated anxiety and depression and improved self-esteem and quality of life. These results confirmed an earlier feasibility study by Baker et al. (2018) demonstrating a moderate effect size for depression following a 6-weeks TSW group, suggesting that this variable may be sensitive to change. Analysis of qualitative interview data further suggested that TSW helped family caregivers build social connections, contextualize their experiences, and gain clarity around the carer journey, leading to personal growth and resilience (Baker and Yeates, 2017; Baker et al., 2018). Importantly, qualitative data have suggested that experiences of group TSW exceeded expectations (Baker and Yeates, 2017) and filled a gap not met by other carer support groups (Baker et al., 2018). These findings emphasize the potential value of TSW in supporting health, well-being, and coping in the carer role in creative ways that differ from traditional interventions and strategies, such as counseling and support groups.

Existing literature on TSW with people with dementia living in community and residential aged care contexts also indicates several benefits (Silber and Hes, 1995; Hong and Choi, 2011; Ahessy, 2017; Baker and Stretton-Smith, 2017). For example, a randomized controlled trial by Hong and Choi (2011) demonstrated improvement in participants’ global cognition, language function, orientation, and memory following a 16 weeks group TSW intervention utilizing lyric substitution and improvised song creation when compared to standard care alone. These outcomes are supported by qualitative interview data and clinical observations, which have indicated that TSW stimulates active engagement, learning, cognition, and language use (Baker and Stretton-Smith, 2017), as well as reminiscence and preserved song lyric and melodic memory (Silber and Hes, 1995; Ahessy, 2017). Baker and Stretton-Smith (2017) analyzed interviews with community-dwelling participants with dementia and day center care staff following a 10 weeks group TSW program and further found TSW to be a new and rewarding experience that, while including some challenges, enhanced connection and group cohesion and led to a sense of accomplishment and pride. This preliminary research highlights the capacity of people with dementia, suggesting that the stimulating and challenging aspects of TSW may be particularly beneficial. Qualitative findings further indicate potential benefits of TSW on the psychosocial well-being and quality of life of people with dementia, however, this has yet to be examined through quantitative outcome measures.

Despite the impacts of dementia spanning individuals and their families, there is limited existing research investigating the effects of psychosocial interventions for people with dementia and their caregivers together (Wadham et al., 2016; Rausch et al., 2017). While dyad-based group music therapy programs demonstrate promise, to date, this research has focused on the effects of therapeutic singing (Clark et al., 2018; Tamplin et al., 2018). To our knowledge, no previous studies have examined the effects of TSW on relationship quality between people with dementia and their family caregivers who attend groups together. Therefore, the current study aimed to examine the feasibility of a dyad-based group TSW program. The study also aimed to test the sensitivity and appropriateness of the primary outcome measure examining relationship quality and secondary outcome measures examining quality of life and depression (person with dementia and caregivers) and perceptions of the caregiver experience (family caregivers). A further aim was to analyze data from post-intervention interviews with each dyad to explore participant experiences of the group TSW program and intervention design.




MATERIALS AND METHODS


Research Design

A single-group quasi-experimental pre–post design was used to examine the feasibility of a 6 weeks group TSW program. The study was funded by the [Dementia Australia Research Foundation – Hazel Hawke Research Grant]. Ethics approval was provided by [University of Melbourne] Human Research Ethics Committee (Ethics I.D 1851252.1). All participants either signed a written informed consent, or, if participants with dementia were unable to provide consent, a person responsible with power of attorney (not their family caregiver also participating in the study) provided consent. The study design was registered with the [Australian New Zealand Clinical Trials Registry, I.D ACTRN12618000919213).



Participants

Participants voluntarily registered interest after receiving information through web pages, flyers, and verbal communications from various community services. Inclusion criteria for participants with dementia were (a) a diagnosis or probable or possible dementia and (b) fluent English language skills (either current or previously if nonverbal). Eligibility criteria for family caregivers were (a) aged 18 years or older and (b) fluent English language skills. Both participants with dementia and family caregivers needed to have functional hearing (with or without aids). As a feasibility study, we sought diverse participation and there were no restrictions based on living arrangement, relationship type (e.g., spousal, parent/adult child, other relative, friend), or the person with dementia’s diagnosis or severity of symptoms.



Group Therapeutic Songwriting Intervention

Participants attended six 1 h weekly group TSW sessions in either community aged care support facilities or residential aged care homes. Homogeneous groups were formed based on relationship type (spousal or family) and living situations (living together in the community or separately because the person with dementia resided in a care home). Each group was facilitated by a qualified music therapist with an accredited degree and evidence of ongoing professional development.

A group approach was used based on positive findings from previous music therapy research including meaningful individual, shared, and social experiences from group interventions where dyads participated together (Unadkat et al., 2017; Clark et al., 2018; Tamplin et al., 2018), as well as from systematic reviews which suggest that these benefits may enhance feelings of mutuality (Wadham et al., 2016; Rausch et al., 2017). A protocol was developed to guide facilitation of the TSW sessions and meet the diverse needs of each participant as an individual and the group as a whole. This protocol drew on concepts of personhood (Kitwood and Bredin, 1992), couplehood (Hellström et al., 2005), and group process (Yalom and Leszcz, 2005) in combination with an experience-based TSW model (Baker, 2015). Taking these approaches into account, facilitation of TSW groups was driven by participants’ abilities and was adaptable to meet the strengths and resources of all group members from those with advanced dementia to family caregivers. Equipment included a whiteboard and markers, visual cues (e.g. photographs), devices for streaming commercial music, guitar, percussion instruments, lyric song books created by the therapist, and recording equipment for the final session. Session plans evolved over the 6 weeks intervention – from introductions and rapport building in session 1 to group song creations in sessions 2–5 and recording in session 6. Participants were also encouraged to listen to preferred music between sessions, identify favorite songs and key aspects that made them enjoyable (e.g., lyric lines, melody sections, instrumentation), and note down any original lyrical and musical ideas. Sessions, tailored to meet the needs of all participants in groups, included opportunities for brainstorming, reminiscence, and lyric creation as well as music listening, familiar song singing, and instrument playing.



Assessment and Outcome Measures

The music therapists who facilitated groups administered assessments at baseline (1–4 weeks prior to the first TSW session) and post intervention (within 2 weeks of the final TSW session). The music therapists received training and were experienced in the administration of all outcome measures. Assessments were conducted at a convenient time for participants in their place of residence. Demographic information collected from the dyads recorded their age, gender, and relationship type. The Mini Mental State Examination (MMSE) was administered at baseline to gain a profile of cognitive function among participants with dementia (Folstein et al., 1975). The MMSE, an 11-item validated test of cognitive function for people with dementia, indicates range in cognitive impairment from normal (25–30) to mild (20–24), moderate (13–20), and severe (less than 12).

The primary outcome measure (dyad relationship quality) was examined using the Quality of the Caregiver–Patient Relationship (QCPR) (Spruytte et al., 2002). The QCPR is a 14-item self-report scale completed by family caregiver participants using a 5-point scale (totally disagree to totally agree). Total QCPR scores are derived from two dimensions measuring levels of criticism (range of 6–30) and warmth (range of 8–40). Total scores range from 14 to 70, with higher scores reflecting increasing relationship quality. Spruytte et al. (2002) suggest that a strong relationship is indicated by scores > 42. The QCPR has demonstrated acceptable internal consistency (α = 0.82) and concurrent validity and has been used in other trials to examine the effects of music therapy interventions on relationship quality between people with dementia and their family caregivers (Baker et al., 2018; Tamplin et al., 2018).

Participants with dementia were assessed using the Cornell Scale for Depression in Dementia (CSDD) and the Quality of Life–Alzheimer’s Dementia (QoL-AD). The CSDD is a 19-item interviewer-administered evaluation that derives information from both the person with dementia and his or her caregiver (family or formal) through two separate semi-structured interviews (Alexopoulos et al., 1988). Items on the CSDD are rated and summed across domains measuring well-being, sleep, appetite, and symptoms of dementia for the preceding week on a scale from absent or nonassessable (0), mild or intermittent (1), to severe (2). Total scores indicate: no depressive symptoms (0–5), possible depression (6–9), probable major depression (10–17), and definite major depression (18–38). The CSDD demonstrates acceptable reliability and validity for use in trials (Alexopoulos et al., 1988) and is the recommended instrument of choice for trials examining depression and mood in people with dementia (Moniz-Cook et al., 2008).

The QoL-AD is a 13-item interviewer-administered questionnaire examining quality of life for people with cognitive impairments (Logsdon et al., 1999, 2002). Quality of life can be assessed separately from the perspective of the person with dementia (self) and the family/formal caregiver (proxy). Items assessing mental health and social and financial domains are rated using a 4-point Likert scale ranging from poor (1) to excellent (4) and summed to yield a score ranging from 13 to 52. Higher scores indicate increased quality of life. The QoL-AD has demonstrated acceptable reliability and validity and is recommended as the measure of choice for studies examining quality of life in older adults with cognitive impairments (Logsdon et al., 1999; Moniz-Cook et al., 2008).

Family caregiver participants were assessed using the Assessment of Quality of Life–8 Dimensions (AQoL-8D), Patient Health Questionnaire-9 for Depression (PHQ-9), and Zarit Burden Interview (ZBI). The AQoL-8D is a 35-item self-rated evaluation of quality of life over the preceding week (Maxwell et al., 2016). Of the eight dimensions, three are related to the physical super-dimension (independent living, senses, pain) and the other five relate to the psychosocial super-dimension (mental health, relationships, coping, self-worth, happiness) (Richardson et al., 2014a). Improvement is indicated by a reduction in ratings globally and for each dimension. For the purposes of the current project, unweighted AQoL-8D responses were entered into an online scoring algorithm to calculate psychometric scores examining health-related quality of life (Richardson et al., 2014a).

The PHQ-9 is a nine-item self-rating module for measuring symptoms of depression from the full Patient Health Questionnaire (Kroenke et al., 2001). Items identifying symptoms of depression are rated for occurrence over the previous 2 weeks from not at all (0), several days (1), more than half the days (2), and nearly every day (3), with total scores ranging from 0 to 27. Summed scores denote the following categories of severity: no depression (0–4), mild depression (5–9), moderate depression (10–14), moderately severe depression (15–19), and severe depression (20–27). The PHQ-9 demonstrates acceptable sensitivity and specificity across diverse patient samples (Kroenke et al., 2001).

The ZBI is a 22-item measure examining perceived carer burden (Zarit et al., 1980). Carers are asked to select a response that best describes how they feel about aspects of caring from never (0), rarely (1), sometimes (2), quite frequently (3), and nearly always (4). Responses for each item are summed, and levels of perceived burden are interpreted as none to a little (0–20), mild to moderate (21–40), moderate to severe (41–60), and severe (61–88). The ZBI demonstrates acceptable reliability and validity for examining burden experienced by informal family carers of people with dementia (Hebert et al., 2000; Seng et al., 2010).



Post-intervention Interviews

Audio-recorded qualitative interviews were conducted with each dyad during the post assessment. Interviews were conducted by the same music therapist who facilitated the dyad’s TSW sessions. Interview questions focused on how dyads experienced participating in TSW, including their experience of working as a group and attending with their spouse/family member, as well as what stood out or was meaningful (if anything). Dyads were also asked to comment on the acceptability of the intervention and session design (e.g., session length, number, and frequency).



Data Analysis

Session attendance and participant demographics (e.g., age, gender, dyad relationship and living situation, musical background, and cultural backgrounds) were recorded descriptively, and, where appropriate, means and standard deviation were calculated. MMSE mean scores and standard deviation were calculated to provide a profile of cognitive function among participants with dementia at baseline.

Primary and secondary outcome measure data were analyzed using paired sample t-tests with a significance level of 0.05. We also applied the Shapiro–Wilks test to all outcomes and performed the equivalent nonparametric Wilcoxon signed rank test when abnormally distributed data were observed. As this was a feasibility study with a small sample size, statistical significance was not expected. Rather, effect size calculations on pre to post changes for all outcome measures were calculated to examine clinical relevance and sensitivity to change (small d = 0.2; medium d = 0.5; large d = 0.8) (Cohen, 1988).

We planned to impute missing data according to the relevant recommendations for each outcome measure. For the QCPR, PHQ-9, and QoL-AD, if less than 20% of the total available items were missing, we imputed the mean value of scored items, and if 20% or more items were missing, the individual’s score was excluded from analysis (Fox-Wasylyshyn and El-Masri, 2005). For the Zarit Burden Interview (ZBI), data were imputed using the median scale width when less than 20% of items were missing, and if 20% or more items were missing, the individual’s score was excluded from analysis (Zarit et al., 1980). For the CSDD, nonassessable items were imputed with the lowest possible score, zero (Wongpakaran et al., 2013). The AQoL-8D utility algorithm (unweighted) was used to impute values for missing data within each dimension (Richardson et al., 2014a, b; Maxwell et al., 2016). AoL-8D dimensions with 3–4 items allowed for one missing value to be imputed, dimensions with 7–8 items allowed for two missing values, and when more responses were missing, the individual’s score was excluded from analysis of that dimension.

Qualitative data were analyzed using interpretative phenomenological analysis, as informed by Smith et al. (2009). A more in-depth description of qualitative interview data and analysis is planned for another paper by the same authors. However, in keeping with the purpose of this paper, interview data were examined in relation to the feasibility of the TSW intervention. This included how participants described their experiences of group TSW sessions, focusing on practical aspects of session delivery, the group context and experience of attending together as dyads, as well as perceived barriers and enablers to participation.




RESULTS

Participants were recruited between April and October 2018. Of the 17 dyads who registered interest in the project, 14 consented to participate and completed baseline assessments. Time since diagnosis for participants with dementia ranged from 1 to 9 years prior to the study, and cognitive function based on MMSE scores ranged from normal (n = 1) to mild (n = 2), moderate (n = 5), and severe (n = 6) (Table 1, Baseline characteristics of participants). In total, 10 of the 14 enrolled dyads completed the TSW program and participated in post assessments (71% completion) (Figure 1, Participant Flow).


TABLE 1. Participant characteristics at baseline.
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FIGURE 1. Participant Flow (∗participant with dementia living in residential care).


The 10 dyads who completed the TSW program were allocated into four homogeneous groups with 2–3 dyads (4–6 participants) per group. Two groups involved community-dwelling spousal couples, and the other two groups involved dyads living separately where the person with dementia resided in a care home (one spousal and one family group). Most participants were born in Australia (n = 15), and others were born in Lebanon (n = 2), Italy (n = 2), and Malaysia (n = 1) (Table 2, Group allocations and participant background).


TABLE 2. Participants background and group allocations.
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The six TSW sessions were held from early October 2018 until mid-January 2019 with a 1- to 2-week break over the end-of-year period. Average attendance of the six available sessions was 5.3 across all participants (88%), 5.7 for participants with dementia (95%), and 5.1 for caregiver participants (85%). One dyad from a community spousal group missed two sessions as the caregiver was unwell and the person with dementia was in respite care. Three caregivers from residential groups (one spousal and two family) missed one to two sessions because of other commitments, but their family member with dementia still attended.

Groups wrote and recorded 2–3 songs over the 6 weeks (10 songs in total across the four groups). All groups chose to use the song parody method for at least one song, which involved rewriting original lyrics to familiar and preferred tunes. One community spousal group also chose to compose a song using song collage (combining two familiar melodies with original lyrics) and by setting original spoken word poetry to background music.


Quantitative Results

Aside from withdrawals (n = 4), substantial amounts of missing data for participants with dementia meant that the following cases were excluded from outcome measure analyses: CSDD n = 2 pretest, n = 1 posttest; QoL-AD self-rated n = 3 pretest, n = 4 posttest; QoL-AD proxy-rated n = 2 pretest, n = 3 posttest. Four participants with dementia found it too difficult to maintain focus required to complete the self-rated QoL-AD, and of these, three had an MMSE score less than 10. Missing data also occurred when caregiver participants either did not feel confident about accurately completing measures as a proxy or felt that their spouse/family member could complete self-report measures for themselves.

Apart from withdrawals (n = 4), missing data from caregiver participant assessments were minimal. However, post data were not collected for any outcome measures for one family caregiver who had completed baseline assessments as five of the six TSW sessions were attended by her sister, rather than herself. One other family caregiver participant refused to rate an item examining suicidal ideation on the depression scale.

There was no statistically significant pre to post change for the primary outcome measure, the QCPR examining relationship quality. Pre and post total QCPR scores demonstrated high relationship quality at both time points. Similarly, pre to post results for the QCPR subscales demonstrated high levels of warmth and low levels of criticism at both time points (Table 3, Relationship quality).


TABLE 3. Relationship quality (primary outcome).
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There were no statistically significant pre to post differences for secondary outcomes examining participants with dementia depression (CSDD) and quality of life (QoL-AD self-rated and proxy). CSDD ratings indicated probable major depression at pretest (M = 11) and possible depression at posttest (M = 7.9), and a large pre–post effect size for the total score was observed for positive changes in depressive symptoms (d = -0.82, CI = -1.7 to 0.1). Small to large pre–post effect sizes for CSDD subscales were observed for positive changes in mood (d = -0.88, CI = -1.7–0.6), behavioral disturbance (d = -0.74, CI = -1.6 to 0.2), cyclic functions (d = -0.33, CI = -1.2 to 0.6), and ideational disturbance (d = -0.59, CI = -1.5 to 0.3). Small to moderate effect sizes on the QoL-AD were observed for negative changes in self-rated (d = -0.66, CI = -1.7 to 0.4) and proxy-rated (d = -0.36, CI = -1.3 to 0.6) quality of life (Table 4, Results for participants with dementia).


TABLE 4. Results for participants with dementia (secondary outcomes).
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There were no statistically significant pre to post differences for secondary outcomes examining caregiver quality of life (AQoL-8D), depression (PHQ-9), or perceived burden of care (ZBI). A large pre–post effect size was observed for positive changes in the AQoL-8D independent living subscale (d = -0.93, CI = -1.8 to 0), and small effect sizes were observed for positive changes on the physical super-dimension (d = -0.48, CI = -1.3 to 0.4), happiness subscale (d = -0.42, CI = -1.3 to 0.4), and relationships subscale (d = -0.32, CI = -1.2 to 0.5). There was also a small pre–post effect size observed for negative changes on the AQoL-8D coping subscale (d = 0.24, CI = -0.6 to 1.1). Caregiver burden was rated as mild to moderate at both time points, and small effect sizes were observed for decreases in perceived burden (d = -0.45, CI = -1.3 to 0.4) and depression (d = -0.20, CI = -1.0 to 0.6) (Table 5, Results for caregivers).


TABLE 5. Results for caregivers (secondary outcomes).
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The Shapiro–Wilks test demonstrated abnormality for some outcomes. Therefore, we performed the equivalent nonparametric Wilcoxon signed rank test across all outcomes, which confirmed all results from parametric analyses.



Qualitative Results

In-depth results of the full interpretative phenomenological analysis of interview data are planned for a separate manuscript. In this paper, qualitative data were used to examine the acceptability of the intervention, focusing on salient features of dyads’ described experiences of TSW, as well as participant perceptions of barriers and enablers, and aspects of session delivery and design.


Dyads’ Experiences of Group Therapeutic Songwriting

TSW was overwhelmingly recognized as a positive, worthwhile, and enjoyable experience that participants were willing to commit time to. Importantly, the vast majority of dyads commented on appreciating being able to attend together and highlighted the value of TSW as a new, creative, and stimulating shared experience.

“Just in itself, yes [it was worthwhile], for sure. Yeah, yeah, yeah. Just in its own right, as a thing to do, will I commit the time to come and do this? Absolutely. Yeah, it was good.” (Ian∗)1

“It’s more enjoyable coming with Mei […] I found it more enjoyable with the both of us.” (Neil) “Together. Yeah, it’s more enjoyable coming together.” (Mei∗)

“For the three couples that were there, it was something that we hadn’t done before […] I thought it was terrific from that point of view. That it got people, sort of, motivated and thinking.” (Dave∗)

Although all dyads described TSW as “new” and “different,” half of the dyads interviewed also commented that the experience of participating together felt “natural” (Michelle/Ann) and “normal” (Ellen/Tom), explaining that they had always had a “very strong bond” (Carlo/Isabella) and “done everything together” (Jan/John). In this sense, the TSW program appeared to largely support, rather than change, existing relationship quality.

“We don’t normally do that [laughing]. We don’t normally sing together, do we? […] So yeah, it was completely [different] […] [but] over the years, we’ve done lots of things together, so being together is quite natural.” (Michelle∗)

“I think we’re just used to being together (Ellen∗). We’ve done that many things, we’ve done (Tom). I go to activities with him quite often here […] So we’re sort of used to working together (Ellen∗). As I’ve said before, we’ve got on pretty well for 70-odd years.” (Tom)

Despite some family caregivers initially being incentivized to attend for their family member with dementia, all participants recognized personal benefits for both members of the dyad, including joy, motivation, pride, and achievement. Two participants in particular (one participant with dementia and one family caregiver) also recognized a positive impact on mood. Further, caregivers found meaning in witnessing their family member and others enjoying, gaining from, and contributing to the TSW process.

“First, I thought, well I’m here for Isabella’s benefit […] but after the first session I sort of loosened up […] I pushed myself to come [after being ill] because I wasn’t really feeling that well. But once I was here, it just snapped me out of it and I really enjoyed it.” (Carlo∗)

“It was nice [for me] to reminisce, as well. But you don’t always have a lot of things that make you happy. So, it was nice to see you enthusiastic about doing something and coming back feeling good in yourself (Michelle∗). Yeah, well I agree with that (Ann) […] The look on Mum’s face and the look on Dawn’s face just said it all.” (Michelle∗)

Participants also focused on TSW as a positive social opportunity that was different to other group experiences. Dyads identified the goal and process of TSW and use of music as important factors prompting interaction, collaboration, and connection.

“The context of what you were trying to achieve, the one goal […] the music allowed you to sort of interchange with other people. […] I thought that was one of the big pluses.” (Dave∗)

“Here I find this more interactive [than other group experiences] […] with the music, you have to interact […] with other people. Even with each other, too.” (Mei∗)



Enablers, Barriers, and Types of Participation in Therapeutic Songwriting

All dyads described how facilitation methods supported the achievability and success of TSW, including for people who had never written a song before. Dyads were surprised by “the ease of the whole process” (Carlo∗), largely attributing this to supportive aspects of facilitation and therapeutic “leadership,” including the therapist prompting and encouraging participants to “have a go” (Michelle∗) and suggesting and organizing the groups’ thoughts and ideas.

“I thought it would be difficult. But the way it’s done, it makes it quite easy for us to compose the songs […] Before we started, I thought how could we ever write songs? […] I was just worried about the composing because I have no musical background.” (Mei∗)

“[The music therapist] made it a lot easier, you know, by prompting us and coming up with thoughts and things for us to start us off […] It made a big difference.” (Carlo∗)

“[The music therapist’s] lead of getting all those thoughts up on the board, that was important, that was really good.” (Ian∗)

Dyads recognized that participants with dementia engaged in the TSW process at varying levels – from “on the day” in the here-and-now to self-directed lyric writing outside of sessions. Participants also identified aspects of the approach and facilitation that were important in supporting and including all participants, especially those with more advanced dementia or who were nonverbal or used assistive communication devices. These included choosing the “right songs” (Ian∗), the therapist leaving “space” (Ali) for participants to respond and contribute, and integrating singing, instrument playing, music listening, and visual prompts into the TSW program.

“I thought it was interesting with John, that he was able to go away and think about it and put things together and come back. That so much wasn’t the case with Lindy […] I think Lindy still got a lot out of it on the day.” (Dave∗)

“Having the slower songs made it so much easier […] Mum’s got to read it and process it […] [so the] slower song just made it so much easier for them to be able to sing.” (Michelle∗)

As well as facilitation methods, participants recognized the role of family caregivers in supporting and “guiding” their family member with dementia. Participants commented that having both members of the dyad in the group was the “best way to do it” (Ian∗).

“Oh, I think like having myself and Michelle there helped to put the spark out, to refresh the memory, just to get those things rolling […] So it was important, I think, it was the best way to do it to have both of us there. Both generations.” (Ian∗)

“Ellen knows what she’s doing and knows the music. She guides me (Tom) I try to help you (Ellen∗) […] It’s like [the music therapist] guiding me.” (Tom)

While participants were able to identify many enablers, they also described barriers. One family caregiver commented that her husband experienced difficulties adjusting to the group setting, while another family caregiver noticed that his wife and some other participants with dementia had difficulty maintaining focus during TSW. Lyric writing was recognized as a valuable and gratifying experience for the majority. However, one participant who was in the more advanced stages of dementia and nonverbal was unable to contribute to lyric writing. Similarly, while the recording session was described by many as the “climax” (Ellen/Tom) of the program due to it being a new and intriguing experience, one family caregiver felt that the “new equipment [and] close proximity to people” (Carlo) presented challenges for his wife.

“The only thing I would say is, with people who are sort of fairly advanced with the illness, you know, the lyric writing probably isn’t beneficial for them. You know, for people like Neil it was fine. But people like Isabella, it just, yeah […] [the recording session was also difficult]. She wouldn’t know what was going on and what she was here for. And when she’s in new environments she gets a bit anxious and agitated.” (Carlo∗)

However, despite these challenges, all dyads recognized TSW as worthwhile.

“Yeah, I think [TSW was worthwhile for Isabella], I think it was. Listening to [the music therapist] playing the guitar and singing and all that, she was very intrigued and very connected when that was happening.” (Carlo∗)



Therapeutic Songwriting Intervention Design and Delivery

Overall, participants commented positively on the intervention design and delivery, including group size, frequency and duration of sessions, and TSW methods. Regarding group size, one participant wondered whether a slightly larger group would be helpful to compensate for weeks when people were unable to attend. However, generally, participants felt the groups of 2–3 dyads were enough to trigger thoughts and exchange ideas, while still being able to reach a consensus and value individual contributions. Further, participants speculated that the small group context may be easier than TSW with larger groups or individual dyads.

“With the smaller group, you could toss [ideas] around and you got the yes or no […] I think it’d be a lot harder if you tried to do it with just one couple. I think you needed that input from […] other people as to their experiences and ideas.” (Dave∗)

“It might have been harder to get consensus [in a larger group]. You know, with the more people, people start to head in different directions, and you get nothing done […] [in this group] you only had to say it and it was done!” (Ian∗)

Six weekly sessions were generally perceived as an appropriate amount of time for composing 2–3 songs using song parody and/or song collage techniques. However, some suggested that the program could have been extended. One family member explained it could have gone for longer due to the time taken for participants to adjust and “get into it” (Elizabeth∗). Others stated that they “didn’t like it stopping” (Ann) or that an ongoing program would “help dramatically” (Jan∗), even on a less regular basis. One participant expressed that TSW sessions could have been more frequent, such as “every two or three days” (George∗), although acknowledged this may be difficult for others.

“Yeah, [the 6 weeks] was good. It could have even gone a little bit longer, I think, maybe. As I said, it took a little bit for them to get into it” (Elizabeth∗).

“It’d be great if we have […] that sort of group going. Because in between whiles, you know, we could just sort of say, hang on, we’ve got to have something new for the group […] If that was there, you know, on a two-weekly, three-weekly, four-weekly basis, I reckon it would help dramatically.” (Jan∗)

“You could run it every two or three days. But I mean it’s not… it’s difficult for other people as well as yourself what who’s doing it.” (George∗)

One-hour sessions were experienced as “just right” (Neil/Mei). Sessions were long enough to develop and work on new ideas, but not too long as to be difficult for participants to sustain focus. At the same time, one dyad appreciated recommendations from the music therapist to arrive half an hour early to allow time for socialization. One dyad also suggested that sessions in the morning rather than late afternoon may be “better” (Elizabeth∗) in residential care as people with dementia might experience less confusion and find it easier to participate at that time.

“It’s hard to…you can’t have long really long sessions. They’ve got to be short sessions… because they just yeah, they can’t focus for a long time.” (George∗)

“[The] suggestion of coming that half hour early was wonderful because without that we wouldn’t have had any time at all. So yeah, that part is, encourage people to come that half-hour early and get the chatting out of the road.” (Jan∗)

Regarding TSW methods and techniques, the majority of participants recognized song parody as an appropriate level of challenge and considered original music creation as “too much to ask” (Ian∗). One participant with dementia also expressed enjoyment of the song collage technique, and others highlighted the value of reminiscence-focused TSW.

“[I enjoyed] the way you can change a song into another song […] the different melodies.” (Neil)

“If you’ve got to actually compose a bit of music, it would be [difficult]. We’ve sort of done it to other tunes that we know. It’d be hard to come up with a new tune though.” (Elizabeth∗)

“Well first we had to pick the songs, didn’t we? Which, there was a chance we were going to actually come up with our own songs, as well, but we quickly moved past that idea [laughing]. It was a bit too much to ask…But having a tune and some ideas and then putting them together, it was good fun […] [and] actually, the reminiscences that came up, that then, you know, went into the words, was really interesting.” (Ian∗)

“I think [it’s] better if, as we did, we talked about our previous life […] it brought the past out of people who are now sitting in this environment […] Because I think there’s a bit more happiness.” (George∗)

Finally, the majority of dyads described appreciating having an “end product” in the form of a recording, which enabled them to listen back to the final song creations, gain a sense of completion, and recognize the achievements of the group.

“At the end it sounded, um, I mean so much better than what I thought it was going to sound […] I think maybe the end product [is what stood out]! We wrote the song and then to actually, you know, hear it at the end.” (Elizabeth∗)

“Knowing that we’d completed it and, ah, hearing it, that was really the best part for me, I think. Knowing that we’d actually accomplished it.” (Ellen∗)





DISCUSSION

This feasibility study aimed to examine the acceptability of a 6-week group TSW program and research protocol, as well as the sensitivity of outcome measures examining dyad relationship quality, depression, and quality of life of participants with dementia and family caregivers and family caregivers’ perceptions of their carer role. High retention (71%) and session attendance (88%) rates coupled with positive experiences described in the qualitative interview data suggest that the TSW program was accessible and acceptable for dyads attending groups in both community and residential care contexts. Reasons for withdrawing before completing the follow-up assessment (n = 4), including inconvenient session time and declining health of the person with dementia, were understandable and expected based on other music therapy research with a similar population (Tamplin et al., 2018). Participants felt that the six weekly 1 h sessions were acceptable and at times suggested prolonging the intervention, signifying that the intervention period did not impose any undue burden on participants. Qualitative data also indicated that dyads were highly committed to the project, with only a few who missed sessions because of illness or unavoidable appointments. The adaptive and flexible approach to TSW used in the project may have supported dyads to reengage with the process after a period of absence and therefore met the needs of a population where health status and competing needs impact attendance.

Results suggest that our TSW protocol for dyads, incorporating person-centered, couple/family-centered and group process concepts and approaches, successfully engaged people with diverse needs attending the groups. Despite significant diversity in cognitive capacity as measured using the MMSE (M = 12.5, SD = 9.0, range = 0–29), participants explained how people with advanced dementia appeared to “enjoy” themselves “on the day” (in the here-and-now), while others benefited from the mental challenge both during and outside sessions. It is also worth noting that while the final recording session was a highlight for some people with dementia, others found this session challenging because of the newness and unfamiliarity of the situation. These findings recognize the importance of clinical judgment to gauge the response and support engagement of individuals with dementia over different phases during the program. Caregivers also explained how the sessions met their own psychosocial and mental health needs, with some reporting that TSW had a positive impact on mood. Our study findings support previous TSW research, indicating that TSW is a unique intervention that rekindles inner strength and stimulates personal growth for both people with dementia and family caregivers (Baker and Stretton-Smith, 2017; Baker et al., 2018). These qualitative findings shed light on our quantitative results, which suggest that group TSW with people with dementia/family caregiver dyads might improve important health and well-being outcomes for both members of the dyad.

The primary outcome measure, the QCPR, demonstrated that high relationship quality at baseline was sustained at follow-up. These results are consistent with research examining cognitive therapy (Cove et al., 2014) and music therapy (group therapeutic singing) for people with dementia and their spousal/family caregivers (Tamplin et al., 2018) following intervention periods up to 20 weeks, suggesting a ceiling effect and/or potential lack of sensitivity of QCPR measure to change over the short-term. Further, our qualitative findings indicated that while dyads enjoyed being able to share the TSW experience, relationship quality was supported rather than changed by group TSW as “bonds” between families and couples had been established over very long periods of time. These findings are confirmed by previous research, suggesting that shared identity, mutuality, and empathic attunement between people with dementia and their family caregivers are built over decades, and this established relationship is most likely to impact continued interconnectedness, partnership, and closeness (Hellström et al., 2007; Wadham et al., 2016). However, it would be interesting to investigate whether music therapy involving group TSW or therapeutic singing sustains relationship quality of people with dementia and their family caregivers over an extended period of time (for example, 52 weeks or more) when compared with usual care in a randomized controlled trial.

There were no statistically significant changes for outcomes measuring depression and quality of life in participants with dementia. However, CSDD ratings demonstrated a clinical change from “probable major depression” to “possible depression” (Alexopoulos et al., 1988), and effect sizes suggested trends toward reduced symptoms of depression and improved mood, behavioral disturbance, and ideational disturbance. To our knowledge, no other previous studies have investigated symptoms of depression and quality of life among people with dementia who participated in TSW. However, a recent systematic review and meta-analysis of seven high-quality randomized controlled trials investigating the effects of active (singing, instrument playing) and receptive (listening) music interventions for people with dementia demonstrated significant reductions in symptoms of depression for programs over 6, 8, and 16 weeks when sessions were facilitated by a qualified music therapist (Li et al., 2019). Our results are consistent with findings from this review, suggesting that symptoms of depression in people with dementia could be sensitive to change in a fully powered randomized controlled trial investigating the effects of group TSW over the short-term.

Conversely, as might be expected with the progression of dementia (Arvanitakis and Bennett, 2019), observed effects from the QoL-AD suggested that both self-rated and proxy-rated quality of life among participants with dementia were reduced from pre to post assessment. However, our results differ from the strong correlation between quality of life and depression among people with dementia reported by the developers of the QoL-AD (Logsdon et al., 2002). Further, our findings are consistent with those of Tamplin et al. (2018), who similarly observed small to medium effects suggesting reduced quality of life for participants with dementia who attended therapeutic group singing with their family caregivers. Effect sizes observed in the current project suggesting decreased quality of life alongside trends toward improved depression could be explained by our qualitative findings. Participants with dementia and their caregivers noted the mentally stimulating aspects of group TSW and described many positive feelings and emotions associated with accomplishment and achievement. Participants also valued the way group TSW stimulated social engagement and connection, factors which correlate with good quality of life and reduced risk of depression (Penninkilampi et al., 2018). However, our qualitative interviews also suggested that some participants with dementia engaged in reflective reminiscence, a finding also indicated in other qualitative research exploring group TSW for people with dementia (Baker and Stretton-Smith, 2017). It is possible that this reminiscence and reflection stimulated insight and an awareness of losses from the past. Thus, symptoms of depression may have been lifted owing to the stimulating social and mental aspects of TSW, but reminiscence and reflection could have made people more aware of loss associated with dementia, and this insight may have impacted how quality of life was perceived.

Our results build on other recent research examining group TSW for family caregivers of people with dementia participating without their family member, which also observed favorable effect sizes for depression (Baker et al., 2018; García-Valverde et al., 2019), as well as self-esteem and anxiety (García-Valverde et al., 2019). While our favorable effect sizes for variables examining mental health align with theory underpinning TSW (Baker, 2015), our results demonstrating observed effects for the physical super-dimension and independent living sub-domain of the AQoL-8D are not as easy to explain. Perhaps small effects suggesting trends toward improved happiness, relationships, depression, and perceptions of caregiver burden, which relate more directly to the aims of TSW, help to explain why family caregivers may have felt more competent and independent about performing the physical and practical aspects of their lives. Nonetheless, relationships between these variables are complex and warrant further investigation to explore how group TSW may have a holistic impact on family caregivers’ quality of life.

Our qualitative findings also help to explain favorable effects for caregivers attending group TSW sessions with their family member and build on previous research examining TSW groups with caregivers alone (Baker et al., 2018). Caregiver participants in our research explained how attending group TSW with their family member was an overwhelmingly positive shared experience. They appreciated the TSW program as an opportunity to participate in music together with their family member and enjoyed observing the achievements and active contributions of their family member and others with dementia in the groups. Family caregivers also described gaining personal satisfaction, insights, and social and emotional support from attending group TSW. However, Baker et al. (2018) recognize that participants in groups designed solely for caregivers were able to speak openly about the full caregiver journey with others in a similar situation, and it is likely that this more in-depth exploration of the caregiver role and experience was curtailed in our groups where family members with dementia were present. These findings suggest that group TSW can be beneficial for family caregivers when they attend with their family member with dementia or on their own depending on whether the aim is to provide opportunities for personal growth, awareness, and coping in the caregiver role or to have meaningful shared experiences with their family member.

While the assessments were generally well tolerated, difficulties with some outcome measures were reported by participants and observed by the assessors. Some family caregivers found that reversed items on the QCPR were confusing, a finding which is consistent with other research with the same population (Tamplin et al., 2018). Further, in keeping with recommendations by the developers of the QoL-AD, some participants with severe dementia (MMSE less than 10) found it difficult to select answers from multiple choices and/or maintain the focus required to complete the measure (Logsdon et al., 2002). Conversely, some family caregivers declined the QoL-AD proxy-outcome because they felt their family member with dementia was able to answer for themselves. Further, some family caregivers who lived separately from their family member with dementia did not feel well enough informed to complete the proxy CSDD. These challenges with collection of self and proxy data led to substantial amounts of missing data for some participants with dementia. Flexible and considered assessment approaches are warranted with this population including careful selection of outcome measures, case by case data collection recognizing a need for either self or proxy assessments as appropriate, and/or involving alternative sources such as formal caregivers if required.

The current study has a number of limitations, which need to be considered alongside the feasibility aims of the study. Observed effects suggested that TSW may have potential to reduce depression in people with dementia and improve quality of life in family caregivers with a fully powered sample. However, this finding should be considered with caution owing to the small sample of only 10 dyads and substantial amounts of missing data for some participants with dementia. The current project also recruited dyads from two diverse contexts, those who were living together in the community and others who lived separately because the person with dementia resided in an aged care home. It is likely that the needs of participants across these two contexts vary considerably. However, subgroup analyses were not appropriate given the small sample size. Regardless of these limitations, results from this feasibility project suggest important benefits from dyad-focused group TSW that can be used to inform further research.

Very few studies have examined dyad-focused group music therapy interventions, and none appears to have investigated group TSW with people with dementia and their family caregivers attending together. Therefore, the current feasibility project provides early evidence which could be used to inform a fully powered trial. Observed effects suggest depression in people with dementia and quality of life in family caregivers might be significantly improved with a fully powered study. Further, secondary outcome measures (QoL-AD and CSDD for people with dementia and the AQoL-8D, PHQ-9, and ZBI for family caregivers) appeared to be sufficiently sensitive to measure change following six weekly group TSW interventions. However, a ceiling effect for the primary outcome measure, the QCPR, along with findings from qualitative interviews, suggests that this outcome measure may not be sensitive to change or relevant in research that attracts dyads who want to participate together. Future research would also benefit from a separate analysis of outcomes for dyads living together in the community and those who live separately because the person with dementia is in residential care. Further, challenges with collection of self and proxy data on outcomes for people with dementia suggest that flexible and considered assessment and data analysis approaches are warranted and need to be factored into research protocols.

In conclusion, qualitative findings helped to explain favorable observed quantitative well-being effects and recognize positive personal and social experiences for individuals, dyads, and groups. In particular, our findings highlighted the value of TSW as a positive social experience, which was mentally and creatively stimulating for both people living with dementia and family caregivers, despite cognitive challenges, musical background or songwriting experience. Future research with a fully powered study informed by results from this feasibility study is recommended to further examine potential psychosocial benefits of dyad-focused group TSW programs attended by people living with dementia and their family caregivers.
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This multicenter research investigates the effects of dance movement therapy (DMT) on participants diagnosed with depression. In total, 109 persons participated in the study in various locations in Finland. The participants were 39 years old, on average (range = 18–64 years), and most were female (96%). All participants received treatment as usual (TAU). They were randomized into DMT + TAU (n = 52) or TAU only (n = 57). The participants in the DMT + TAU group were offered 20 DMT sessions twice a week for 10 weeks in addition to standard care. The measurement points included pretreatment measurement at the baseline, posttreatment measurement at the end of the intervention, and a follow-up measurement 3 months afterward. The observed effects of the intervention among participants in the DMT+TAU group were a greater reduction in depression and in indicators of physical and psychological distress in comparison to the participants who received TAU-only. At the 3-month follow-up, the corrected between-group effect sizes (ESs) were medium and in favor of the DMT + TAU group (d = 0.60–0.72). These results are in line with the increasing number of research studies showing the benefits of DMT intervention among participants with depression, and these results indicate that DMT may improve the effectiveness of standard care.
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INTRODUCTION

The debilitating condition of depression is the leading cause of ill health and disability in the adult population worldwide, and the prevalence of depression has increased between 2005 and 2015 by over 18% (WHO, 20171). Depression is therefore a considerable burden to families and societies across the world. The same trend can be seen in Finland, where mental health problems have been the leading cause of work disability retirements since year 2000, and among the mental health problems, depression has been the most prevalent (Findikaattori, 20192).

There is increasing evidence of the effectiveness of dance movement therapy (DMT) with a range of client groups and conditions (see reviews by Ritter and Low, 1996; Cruz and Sabers, 1998; Koch et al., 2014, 2019), including the reduction in the symptoms of depression (Jeong et al., 2005; Koch et al., 2007; Röhricht et al., 2013; Punkanen et al., 2014; Meekums et al., 2015; Pylvänäinen et al., 2015; Karkou et al., 2019). DMT is a form of creative arts therapy, which aims to integrate physical, emotional, cognitive, and social aspects into psychological treatment (Stanton-Jones, 1992; Meekums, 2002; EADMT Ethical Code, 20103). DMT works in the sphere of embodiment and the integral relationship that the body has to the functioning of the mind (Homann, 2017; Payne et al., 2019). The methods involve shifting attentional states and moving in deeper relationship to self and others, for example, by fostering attuned interoceptive sensing, somatic awareness, and interactive dance (Homann, 2017). In DMT, also labeled as dance movement psychotherapy, the two central constructs are the healing power of conscious movement and the embodied creative experience (Payne, 1992; Caldwell, 2017). In the work during the therapy session, the careful balancing of breathing, moving/expressing, and feeling/sensing is essential (Caldwell, 2017).

Dance movement therapy engages the patients in physical and verbal exploration of their experiences generated in movement-based interaction. In the DMT research, there have been only three previous randomized controlled trials involving participants with depression, and the number of participants in these studies has ranged from 31 (Röhricht et al., 2013) to 72 (Xiong et al., 2009) participants (for reviews, see Meekums et al., 2015; Karkou et al., 2019). In the present research, we aimed to respond to this research gap by including a larger number of participants (N = 109) than had been done in previous studies utilizing randomized controlled trials in research designs. Our study has generated further information about the effectiveness of DMT groups in the rehabilitation of depression, as it was conducted in five cities across Finland. This type of multicenter research can provide a realistic picture of the typical practice of a range of dance movement therapists working with participants in various geographic locations.


Depression

Depression is a psychiatric syndrome that is described by 10 symptoms: low mood, a loss of interest or pleasure, fatigue, decrease in self-confidence or feelings of worthlessness, excessive feelings of guilt and self-blame, thoughts about suicide or self-harm, self-harming behavior, decreased concentration, either slowed or agitated movement, sleep disturbances, and changes in appetite or weight (International Classification of Diseases, 10th Revision diagnostic system; Finnish Current Care Guidelines, 20164). To fulfill the criteria for the diagnosis, a person needs to have at least two of the first three symptoms and in total four or more of these symptoms. These symptoms need to be present over a 2-week period with the symptoms being considered to cause clinically significant impairments in functioning. In Finland, 6.5% of the population have depressive states during a year (Pirkola et al., 2005).

The acute treatment of mild and moderate depression involves antidepressants or psychotherapies, and their combination is recommended in the Finnish Current Care Guidelines4. The treatment of mild and moderate depressive states is focused on antidepressants or psychotherapy, and the combination of medication and psychotherapy has been shown to be most effective. In severe and psychotic depression, the combination of treatment modalities is emphasized. The aim of psychotherapy is typically to promote recovery and functioning. Psychotherapies can include various evidence-based, short- or long-term applications of cognitive, behavioral, psychodynamic, interpersonal, acceptance and commitment, and resource- and solution-focused therapies. Some of the therapy approaches may include applications of methods from creative arts therapies. Treatment programs in hospital units, day hospitals, and outpatient psychiatric clinics may provide some physical activity options and, sometimes, also creative arts therapies, such as art therapy, music therapy, and DMT. Furthermore, DMT can be an alternative for clients who want to process experiences through not only verbal articulation but also bodily experiences.



Description of the Dance Movement Therapy

In this research, we refer to DMT, but DMT is also called dance therapy, dance movement psychotherapy, movement psychotherapy, dance/movement therapy, or dance-movement therapy (Meekums et al., 2015). The European Association Dance Movement Therapy5 has defined DMT as “the therapeutic use of movement to further the emotional, cognitive, physical, spiritual, and social integration of the individual.” Dancing is considered central to DMT and is seen as body movement, creative expression, and communication. A dance movement therapist analyzes body movement to assess clients and devise movement interventions based on the basic premise of DMT: the interrelations of the mind and body as well as emotional states and relationships.

Dance movement therapy can be practiced by individuals (one-to-one) or in groups with a range of client populations from children to the elderly. The aim of DMT practice is to integrate physical, emotional, cognitive, and social aspects in the treatment (e.g., Stanton-Jones, 1992; Meekums, 2002). DMT focuses on embodied experiences emerging through body movements, expressions, and interactions with the environment (Koch and Fischman, 2011). In addition, participants can benefit from the physical responses related to exercise (Meekums et al., 2015; Karkou et al., 2019). In DMT, the participants can tune their awareness to these embodied experiences of their own self in a group therapy setting with others. This can support and strengthen therapeutic alliances, when experiences are reflected and communicated in words (Pylvänäinen, 2018). Zubala (2013) suggests that central to the treatment of depression in arts therapies is the cultivation of relatedness to oneself and to others. Also, fostering attentiveness and connection to body sensations develops one’s body image, self-relation, and action modulation. This can result in an improved perception of one’s body image, that is, increased awareness of the embodied phenomena, a more accepting and more neutrally descriptive relation to one’s body, and improved tolerance of others (Pylvänäinen and Lappalainen, 2018). Therapeutically, the creative change process is the core component of DMT, involving movement metaphors that surface in clients’ postures or movement experiences (Ellis, 2001; Meekums, 2002; Meekums et al., 2015; Karkou et al., 2019). Metaphors can yield information about a client and shape new perspectives, aiding in working through problematic experiences (Ellis, 2001).

Meta-analyses have shown that DMT and the therapeutic use of dance can be effective with a range of disorders, including psychiatric symptoms, autism, eating disorders, and stress (Ritter and Low, 1996; Cruz and Sabers, 1998; Koch et al., 2014, 2019). Furthermore, DMT has been shown to improve well-being, mood, affect, quality of life, body image, and interpersonal competence, as well as reducing clinical symptoms, such as depression and anxiety (Koch et al., 2014). The research thus far has systematically shown, albeit with smaller numbers of participants, that DMT can be an effective intervention in the treatment and rehabilitation of depression (Jeong et al., 2005; Koch et al., 2007; Röhricht et al., 2013; Punkanen et al., 2014; Pylvänäinen et al., 2015; Karkou et al., 2019). In addition, in the Finnish context, previous studies (Punkanen et al., 2014; Pylvänäinen et al., 2015; Pylvänäinen and Lappalainen, 2018) have shown that DMT is effective in alleviating depressive symptoms and improving mood. Participants in DMT groups have reported, for instance, an increase in their secure attachment style measured by the Relationship Questionnaire (Punkanen et al., 2014) and described that after DMT group therapy, they tolerated others better, were more active in social interaction, and felt less tense and more trusting of their own body (Pylvänäinen and Lappalainen, 2018). Specifically, DMT groups can have positive influences on the body image of participants with depression (Pylvänäinen and Lappalainen, 2018). Participants’ body image changed toward a more positive relatedness to their own body. The positive change in body image from the pre- to posttreatment measurements of the groups predicted a more significant reduction in depression and other symptoms from the pretreatment measurement to the 3-month follow-up. Specifically, a more positive change in body image predicted better mood.

A Cochrane review of the effects of DMT on depression compared the effects of DMT with no treatment and with standard care, psychological interventions, drug treatment, and other physical interventions (Meekums et al., 2015). Only three studies met the Cochrane review inclusion criteria, covering 147 participants in total. DMT was found to have reduced symptoms of depression at the follow-up measure more so than standard care among adults with depression in two of the studies. However, due to the low methodological quality of the studies and small sample size, no firm conclusions regarding the effectiveness of DMT can be drawn (Meekums et al., 2015). A recent meta-analysis of DMT found that studies with moderate to high methodological quality demonstrate strong support for the effectiveness of DMT concerning depression (Karkou et al., 2019). This meta-analysis took into account studies that had controlled designs and involved pre- and posttreatment testing. The preliminary results of the present study were included in that meta-analysis by Karkou et al. (2019). This research now presents the detailed findings that have been referred to in the published meta-analysis. The research responds to the need for larger randomized controlled trials regarding the effectiveness of DMT in the treatment of depression that could provide more reliable information for use in developing the treatment and rehabilitation of depression.



Present Study

As depression has become a globally recognized problem in society, it is crucial to investigate alternative treatment methods and choices available for clients to engage in as therapy. In this research, we utilized a multicenter study design to investigate the effects of group DMT on depression symptoms among participants who have been diagnosed with clinical depression. In our research, we compare individuals who took part in a DMT intervention with those who received treatment as usual (TAU). Participants in the DMT group also continued their TAU in their psychiatric outpatient clinic, occupational health service, or other health service provider responsible for the standard care. Our research questions were as follows:


1.Is there a change in depression symptoms [Beck Depression Inventory (BDI)] and other psychological and physical symptoms [Clinical Outcomes in Routine Evaluation—Outcome Measure (CORE-OM) and The Symptoms Check List-90 (SCL-90)] among participants in the DMT treatment group at the three measurement points: before the intervention period (pretreatment measurement), after the intervention (posttreatment measurement), and after the 3-month follow-up period (follow-up measurement)?

2.Is the change in symptoms different among participants in the DMT treatment group with standard care (DMT + TAU) compared with those participants who receive standard care only (i.e., the control group; TAU only)?



Previous research has shown that DMT alleviates symptoms of depression and other psychological and physical problems (e.g., Jeong et al., 2005; Koch et al., 2014, 2019; Punkanen et al., 2014; Pylvänäinen et al., 2015; Karkou et al., 2019). Based on those findings, we expected that the reduction in depression and other psychological and physical symptoms among participants in the DMT treatment group would be significantly greater than the change in the control group.




METHODS


Recruitment Procedure

The present research is part of a larger intervention study funded by the Finnish Social Insurance Institution on the effectiveness of DMT in treating depression. The DMT group sessions took place in seven cities across Finland. This research focuses on the data collected from the randomized controlled trials that were performed in larger cities in the Greater Helsinki (three groups), Tampere (one group), Jyväskylä (two groups), and Joensuu (two groups). In the smaller cities, the randomization of the participants was not possible due to the small number of participants there; hence, those non-randomized participants were excluded from this research. The participants in this research were randomly allocated to parallel groups: either in the treatment group (DMT + TAU) or the control group (TAU only). Participants in the treatment group participated in the DMT sessions in the autumn of 2017. In addition, the participants in the control group had the opportunity to attend DMT sessions in the spring of 2018. Figure 1 shows the progress of participants through the trials.
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FIGURE 1. The progress of participants through the trials.


Participants were recruited through public and private mental health services, which included outpatient clinics, student health services, occupational health services, and psychiatrists in private health clinics. The possibility to participate in the research and DMT groups was also advertised in local newspapers and through social media. Persons interested in taking part in the study contacted the researchers by phone or email to book a time for a screening interview conducted over the phone during the spring and summer of 2017. The researchers interviewed altogether 235 persons over the phone.

The aim of each screening interview was to check if the inclusion criteria of the study were met by the participant. First, the participant needed to have a diagnoses of depression by a psychiatrist or general practitioner (International Classification of Diseases—diagnostic system). Second, the researchers checked that the participants were working age (18–65 years of age) and fulfilled the criteria for rehabilitative psychotherapy in Finland (KELA, 20206): at least 3 months of relevant treatment since depression was diagnosed; the participants’ ability to work or study is impaired by depression; and a psychiatrist has determined that rehabilitative psychotherapy is necessary to improve or support the participant’s ability to work or study. The exclusion criteria were (1) active suicidal ideation, (2) psychotic symptoms, and (3) substance misuse that is on a critical level (Audit questionnaire scores above 10). Also, interviewees who had pain-related problems that restricted daily life or were pregnant were not admitted to the study. Study participants were given an information leaflet regarding the participation in the study and were asked to sign a consent form. The board of research ethics at the Central Finland Health Care District has affirmed the present research with a favorable statement (Dnro 8U/2016). The research is registered and posted on the ClinicalTrials.gov public website (identifier: NCT04421651).

In total, 118 participants were randomized into the treatment and control groups. The coordinating researchers responsible of the data collection used the SPSS program to randomly select 59 participants in the treatment and 59 participants in the control groups. The contact details of the participants in the treatment group were forwarded to the therapists working in different locations. The therapists facilitating the treatment were responsible in organizing suitable locations for their group. The therapists were in contact with the participants to inform them about the dates, times, and location of the DMT groups and organize pretreatment interview.

The researchers contacted the participants in the control group to inform that they had been randomly selected to the control group. Nine of these participants dropped out before the pretreatment measurement of the research and start of the DMT group sessions for reasons such as changes in life circumstances since the screening interview (e.g., moved town) or the times of the group sessions not having been suitable. This study focuses on those participants (n = 109) who were randomly allocated to either the treatment group (n = 52) or control group (n = 57). At the pretreatment measurement, before the DMT intervention commenced, all participants responded to an electronic survey regarding their psychological and physical symptoms related to depression. The posttreatment measurement was conducted immediately after the intervention and the response rate was 84% (92 participants), comprising 81% of participants from the treatment group and 88% from the control group. The follow-up measurement was conducted 3 months after the intervention, and the response rate was 71% (77 participants), consisting of 73% of participants from the treatment group and 68% from the control group. All participants continued their usual treatment during the research. The TAU included antidepressant medication among 56% of participants. Almost 68% of participant also had individual sessions with a health care professional once in 4 weeks or more frequently. The demographical information of the participants and other treatment they received during the research are shown in Table 1.


TABLE 1. Demographic information on participants in the treatment and control groups.

[image: Table 1]
The nature of the missing information (i.e., non-responses) in the data was analyzed using Little’s missing completely at random test. The missing completely at random test was valid and showed that information was missing at random: x2(21) = 12.884, p = 0.913. More specifically, 69% (n = 75) of participants responded at three measurements, whereas 31% (n = 34) responded at one or two measurements. Differences between these groups in age, use of antidepressant medication, and previous depression episodes as well as outcome measures (BDI, CORE-OM, and SCL-90) at pretreatment measurement were analyzed with independent t-tests and chi-square tests. No differences were found between respondents and non-respondents in relation to the age, use of antidepressant medication, previous depression episodes, or outcome measures.



Dance Movement Therapy Treatment

The participants who were randomly assigned to the treatment group received a DMT group intervention that took place twice a week for 10 weeks starting in September 2018. In total, the intervention period included 20 sessions, which were 75 min each. The duration and frequency of the treatment period was similar to the one used in the study by Punkanen et al. (2014), but sessions were 15 min longer than in their study. The number of participants in each group varied between 4 and 8. There were altogether eight DMT groups in different cities across Finland, and these were facilitated by eight trained dance movement therapists whose first degrees varied (e.g., health care professionals and teaching degrees). In addition, all therapists attended the 12-day intervention training before the beginning of the group sessions and were provided supervision during the intervention period. The potential advantages, disadvantages, and unintended effects were outlined in the information leaflet given to the participants. The participants were informed that it is possible that they do not benefit from the treatment. The participants were also told that the DMT practices are safe, participation does not require physically demanding exercises, and the groups are facilitated by experienced DMT practitioners. The disadvantages of participation included for the participants the time required for responding to the surveys and that they were attending the group on their own time. The unintended effects of participation could relate to the process of working through difficult feelings or experiences in therapy. The participants were encouraged to discuss with the therapist, researchers, or their doctor regarding their experiences in the group if they were uncertain about continuing in the group.

The DMT treatment was based on an integrative perspective on the treatment of depression, and different theories and concepts were applied from psychotherapy approaches: psychodynamic, cognitive, solution-focused, trauma therapy, object relations, interpersonal theories, and relational–cultural theories. This type of integrative approach is typical of DMT. The DMT methods used included dance and movement improvisations, mindfulness practices, use of props (e.g., fabrics and balls), and reflection through drawing, writing, and discussion. The group meetings consisted of orientation within the group, thematic working, and closure. The themes that these groups were built upon were based on previous DMT research regarding the treatment of depression: goals, movement options and boundaries, body awareness and resources, symbols, safety, regulation, expressing emotions, body narrative, playfulness, needs, being and doing, agency, and processing the time span of the group and one’s own life (for more details, see Punkanen et al., 2014; Pylvänäinen et al., 2015).



Outcome Measures

Beck Depression Inventory I (Beck et al., 1961, 1988, 1996) measures depressive symptoms with 21 items and is frequently used in clinical assessment. Each item is scored 0–3, and sum scores are calculated on the basis of participants’ responses. The total sum score can range from 0 to 63. A score from 0 to 9 indicates no or very few depressive symptoms, from 10 to 18 indicates mild depression, from 19 to 29 moderate depression, and from 30 to 63 severe depression. The Cronbach alphas for the BDI-I were 0.86 for pretreatment, 0.91 for posttreatment, and 0.91 for follow-up measurements.

Clinical Outcomes in Routine Evaluation—Outcome Measure (Evans et al., 2002; Barkham et al., 2005; Connell et al., 2007) measures participants’ mood and distress. The CORE-OM is sensitive to change in symptoms and can therefore be used to assess the clinical effectiveness of therapy (Evans et al., 2002). The CORE-OM comprises 43 items and four dimensions of well-being, problems, life functioning, and risk for aggressive/suicidal behavior. Each item is scored from 0 to 4. CORE-OM items are summed and then divided by the number of answered items, which is then multiplied by 10, that is, the total scores ranges from 0 to 40. The higher the score, the more severe symptoms the respondent has. Between the general and clinical populations, the clinical cutoff point is 10 points (Connell et al., 2007). The CORE-OM all-items score has a correlation of 0.85 with the BDI-I and 0.88 with the SCL-90-revised version (Evans et al., 2002). The Cronbach alphas for the CORE-OM were 0.77 for pretreatment, 0.83 for posttreatment, and 0.79 for follow-up measurements.

The Symptoms Check List-90 (Holi, 2003) uses 90 items to measure nine primary symptomatic dimensions, including somatization, obsessive–compulsiveness, interpersonal sensitivity, depression, anxiety, hostility, phobic anxiety, paranoid ideation, and psychoticism. The level of distress is scored on a scale from 0 to 4. An average score of the 90 items is calculated, which represents the severity of the participant’s symptoms, that is, the Global Severity Index (GSI). The higher the GSI, the more symptoms the participant has. In the community sample, the GSI mean was 0.60 and in the patient sample, 1.56 (Holi, 2003). The Cronbach alphas for the SCL-90 were 0.96 for pretreatment, 0.98 for posttreatment, and 0.98 for follow-up measurements.

The following demographic characteristics were taken into consideration in the analyses: age in years (continuous), use of antidepressant medication (1 = no, 2 = yes), and previous depression episodes (1 = no, 2 = yes).



Statistical Analysis

First, between-group differences in demographic data were analyzed with independent t-tests and chi-square tests. Second, the effects of the intervention were analyzed using hierarchical linear modeling (HLM) in Mplus (version 7) (Muthén and Muthén, 2012). By means of HLM with the full information maximum likelihood estimation method, we can use all of the available information and include all the participants who started the study in our analyses. The missing data in the HLM and full information maximum likelihood are assumed to be missing at random. The between-group difference in the change of symptoms was analyzed with the Wald test. If the interaction between group × time was statistically significant, the group differences were tested for the intervention period (pretreatment to posttreatment measurement) and follow-up period (posttreatment to follow-up measurement) separately. The participants’ use of antidepressant medication was controlled for in the analyses. Also, the within-group differences in symptoms were analyzed with the Wald test.

Third, the effect sizes (ESs) were calculated. The between-group ES were calculated at the pretreatment, post-treatment, and follow-up measurement times by dividing the difference between the treatment group mean and the control group mean by the pooled standard deviation (SD) of the conditions. Due to possible differences between groups at the pretreatment measurement point, between-group ES differences at the posttreatment and follow-up measurements were corrected by taking into account their baseline differences. Thus, corrected between-group ES are reported here. The within-group ES was calculated for both pre- and posttreatment measurements by dividing the mean change from the pretreatment measurement by the combined (pooled) SD (Feske and Chambless, 1995; Morris and DeShon, 2002). A between-group ES of 0.2 was considered small, 0.5 medium, and 0.8 large. And within-group ES of 0.5 was considered small, 0.8 medium, and 1.1 large (Roth and Fonagy, 1996).

The effectiveness of the DMT intervention was also examined with the Reliable Change Index (RCI; Jacobson and Truax, 1991) of the BDI-I scores. The RCI can help determine whether the participants’ change is statistically reliable and not due to a measurement error. The RCI indicates the clinical significance of the change in depression symptoms and whether the participants can be considered to have improved during the intervention. The RCI classification accounts for whether a participant’s extent of improvement has passed the weighted midpoint between the means of the general population and the clinically symptomatic one (Jacobson and Truax, 1991; Seggar et al., 2002); if so, the participant would be classified as recovered. For the BDI-I, the weighted midpoints were 13.13 for the treatment group and 13.89 for the control group. Participants whose BDI-I scores were above the weighted midpoint were included in the RCI calculations. Participants whose BDI score was below the cutoff point at the pretreatment measurement time were excluded from the classification. If a participant’s RCI is below –1.96 and passes through the cutoff point, the participant is classified as recovered. If the RCI is below –1.96 but does not pass the cutoff point, the participant is classified as improved. If the participant’s RCI is between –1.96 and 1.96, the participant is classified as unchanged. If the participant’s RCI is above 1.96, the participant is classified as deteriorated. We examined, using analysis of variance and chi-square tests, whether there were differences in demographic characteristics and BDI-I scores at the pretreatment measurement time between participants with different RCI classifications.

We calculated post hoc power in BDI with the MPlus using Monte Carlo Simulations in which the number of replications was 10,000. The post hoc power of the Wald test (time × group) was 0.991. The power was 0.840 for the parameter, in which the change between pre- and posttreatment measurements was explained by the group. The power was 0.499 for the parameter, in which the change between posttreatment and follow-up measurements was explained by the group.




RESULTS


Descriptive Results

The participants in the treatment and control groups were compared in terms of demographic characteristics to test whether there were differences between groups at the pretreatment measurement point. The participants in the treatment group were older (M = 41.8 years) than the participants in the control group (M = 36.5 years), t(107) = 2.25, p > 0.05. There were no differences between the groups in the representation of sex, level of education, employment situation, use of antidepressant medication, other treatments, or previous depressive episodes.

Table 2 shows the correlation of age, use of antidepressant medication, and previous depression episodes in relation to the outcome measures used. Of the demographic characteristics considered, only the use of antidepressant medication was related to lower scores on the BDI-I and CORE-OM measures and also to higher age. Therefore, we chose to control for the use of medication in the subsequent analyses.


TABLE 2. Correlation coefficients for the demographic variables and the outcome variables at the pretreatment measurement and their change between the pretreatment and follow-up measurements.
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Levels and Changes in Symptoms Across the Measurements

The means and SD of the outcome measures, as well as the corrected between-group ES and the results from the Wald tests, are shown in Table 3 for the three measurement points. First, it can be noted from Table 3 that, at the pretreatment measurement time, there were no statistically significant differences between groups in the BDI-I, CORE-OM, or SCL-90, indicated by the estimates of the Wald test. Furthermore, in line with our expectations, we observed significant differences between participants in the treatment and control groups with respect to the outcome measures for the period from the pretreatment to follow-up measurement. However, no differences in the change of outcome measures were observed for the posttreatment to follow-up measurement time span between the participants in the treatment and control groups, that is, the levels of symptoms remained stable during the follow-up period. Figures 2–4 show the means and error bars of outcome measures for the treatment and control groups at the three measurement points.


TABLE 3. Means and standard deviations of outcome measures in treatment and control groups: results of the Wald tests, including estimates and corrected between-group effect sizes.
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FIGURE 2. Means and error bars BDI-I in the treatment and control groups between pre- and follow-up measurement.
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FIGURE 3. Means and error bars in CORE-OM in the treatment and control groups between pre- and follow-up measurements.
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FIGURE 4. Means and error bars in SCL-90 in the treatment and control groups between pre- and follow-up measurements.


The measurement time had a main effect on the BDI, CORE-OM, and SCL-90, and the symptoms they measured showed a significant decrease across the measurement times among participants in the DMT group. Interaction effects were observed between time and group, indicating that the symptoms measured by the BDI, CORE-OM, and SCL-90 decreased more among the participants in the treatment group compared with those in the control group, wherein no decrease in symptoms was observed.

To assess the size of the intervention effects, the corrected ES were analyzed. At the follow-up measurement point, between-group ES showed medium differences for all the measures (d = 0.60–0.72). In the treatment group, the within-group ES were small between the pretreatment and posttreatment measurements with respect to the BDI-I (d = 0.60) and close to small for the CORE-OM (d = 0.44) and SCL-90 (d = 0.42). Between the pretreatment and follow-up measurements, the within ES were medium (d = 0.89) with respect to the BDI-I and small or close to small with respect to the CORE-OM (d = 0.53) and SCL-90 (d = 0.45).

In the control group, the within-group ES were very small (BDI-I, d = 0.17; CORE-OM, d = –0.01; SCL-90, d = –0.11) between the pretreatment and posttreatment measurements. The within-group ES were also small between the pretreatment and follow-up measurements (BDI, d = 0.21; CORE-OM, d = 0.01; SCL-90, d = –0.05). Thus, in the treatment group, the within-group ES varied between the pretreatment and follow-up measurements from 0.45 to 0.89 compared with that in the control group’s, -0.11 to 0.21.

The RCI classification was first analyzed for the participants in the DMT treatment group, whose BDI-I scores were above the cutoff point at the pretreatment measurement time and who had responded at the measurement points (n = 30). Of these participants, 13 (43.3%) had either recovered (n = 9; 30%) or improved (n = 4; 13.3%). In addition, 17 (56.7%) participants were classified as unchanged, and none had deteriorated. There were no differences between the participants with different RCI classifications regarding age, use of antidepressant medication, or previous depression episodes. However, the participants who were classified as improved had reported significantly higher levels of symptoms in the BDI-I measure at the study baseline (M = 30.8) compared with the participants who recovered (M = 22.56) or remained unchanged (M = 21.9), F(2,27) = 3.587, p < 0.05.

In the control group (n = 35), five (14.3%) participants had either recovered (n = 2; 5.7%) or improved (n = 3; 8.6%). A large majority of the participants in the control group remained unchanged (n = 29; 82.9%), and one participant deteriorated (n = 1; 2.9%).




DISCUSSION

The main finding of this study shows that for participants with depression, attending a DMT group, in addition to TAU, can reduce their depression symptoms, as well as other psychological and physical symptoms, more so than by receiving TAU only. In other words, adding a DMT group intervention to the usual treatment of depression improved the effectiveness of the depression treatment as observed across three measurement points that spanned from the beginning to the end of the DMT intervention plus a follow-up 3 months afterward. The participants with depression who are motivated to address personal experiences through movement and dance benefit from having the possibility to join DMT groups, and their symptoms decrease more than if they were just receiving their usual psychological and medical treatment. These findings are in line with previous research among smaller number of participants with depression in Finland (Punkanen et al., 2014; Pylvänäinen et al., 2015) as well as in international meta-analyses (Koch et al., 2007; Karkou et al., 2019). The research gives support that DMT groups can be a beneficial and cost-effective form of short-term group therapy. The participants who committed to the group were also likely to complete the group process, which was seen across a number of different therapists that were facilitating groups in various locations across Finland.


Clinical Significance of the Changes in the Levels of Depression

The clinical significance of these differences in the levels of depression symptoms between the DMT + TAU and TAU-only groups at the different measurement times was considered through ESs and reliable clinical index classifications. First, it was noted that the corrected between-group ESs between the DMT + TAU group and TAU-only group, the latter having received standard care only, were medium at the end of the three-month follow-up period (d = 0.72) in favor of the DMT group. The between-group ES of over 0.70 suggests that about 66% of the DMT participants benefitted from the DMT treatment compared to 50% of the non-participants (see Cohen, 1988; Norcross and Lambert, 2010). The number needed to treat (NNT) indicates the number of participants who need to receive an intervention in order to achieve one success. An ES of 0.70 refers to an NNT of 3; that is, three participants needed to receive DMT to achieve one success compared to non-participants in a control group. In addition, the within-group ESs were considerably larger among participants attending to the DMT group. These ESs are comparable to the ESs found in other studies on the effectiveness of DMT in the treatment of depression in Finland that have involved treatment and control groups (Pylvänäinen et al., 2015). For instance, in the study by Pylvänäinen et al. (2015), among participants in Finland with diagnosed depression, the between-group ESs ranged from medium to large. The decrease in the mean level of symptoms examined with the BDI-I was similar (7.64 points) to what has been observed in the study by Punkanen et al. (2014) using a comparable DMT group intervention with 20 sessions. In their study, the reduction of the BDI-tested symptoms from the baseline to the post-treatment measurement was 11.17 points. Also, a shorter DMT intervention in Finland (Pylvänäinen et al., 2015) including 12 sessions indicated a favorable mean reduction in depression symptoms (measured with the BDI-II), that is, 10.11 points. The results of these three studies in Finland show that beneficial changes are seen in DMT interventions that are (1) 12 × 90 min sessions once a week (Pylvänäinen et al., 2015); (2) 20 × 60 min sessions twice a week (Punkanen et al., 2014); and (3) 20 × 75 min sessions twice a week in this research. When there are more group sessions and longer meeting time, the group may benefit from slowing down and working through group experiences at an unhurried pace.

The ESs observed in a meta-analysis of group psychotherapies showed larger ESs, averaging 1.03 at the post-treatment measurement time across studies (McDermut et al., 2006). Then, in a later meta-analysis (Cuijpers et al., 2010), group therapies were found to have an ES of 0.31. Clearly, there is variance. The difference in the ESs in our research compared to those in the study by McDermut et al. (2006) may also be explained by the different characteristics of the control group, which in their case included untreated participants. In our research, all of the participants in the control group received standard care during the research. The standard care that the participants in the treatment and control groups received included weekly or fortnightly individual sessions for around a third of the participants, and slightly over half of the participants attended individual sessions every 3 weeks or less frequently. In addition, 13% of the participants in the control group reported attending other treatment groups, whereas only 3% of the participants in the DMT group reported attending other treatment groups. However, it should be noted that this difference in standard treatment between the two groups in our study was not statistically significant. In the present study, in both the DMT + TAU and TAU-only groups, participants used antidepressants, and this can also play a role in the change patterns.

Furthermore, among the participants in the DMT+TAU group, over 40% were classified as recovered or improved on the basis of changes in the BDI-I scores calculated with the RCI classification. In comparison, only 14% of the participants in the TAU-only group recovered or improved. Demographic characteristics did not seem to be related to the extent to which participants benefitted from the DMT group treatment. Interestingly, the participants who were characterized as improved had reported a higher level of depression symptoms than other participants at the study baseline. These findings suggest that participants who have a fairly severe level of symptoms can also gain benefits from a DMT intervention. However, it should be noted that the number of participants classified as improved in the DMT group, four persons, was small. These findings for the ESs and RCI classifications suggest that the favorable changes observed in depression when the DMT was added to the TAU have clinical significance. It is notable that there are participants who are particularly motivated to work through difficult personal issues in therapy groups that include the opportunity to engage in creative movement and reflection on embodied experiences. This can be useful especially in the treatment of depression, which is a condition involving many body-related changes and difficulties (e.g., exhaustion, fatigue, loss of pleasure).



Changes in Other Psychological and Physiological Symptoms

The reduction in depression symptoms among the DMT + TAU group was in line with changes seen in other measures of symptoms. A significant improvement in the DMT + TAU group over the TAU-only group was also observed in regard to psychological distress measured with the CORE-OM and psychiatric symptoms measured with the SCL-90. In fact, in the SCL-90, about a third of the items on the scale measure experiences that relate to somatization or arousal of the autonomous nervous system. It is therefore notable that a DMT intervention also relates to changes in the way in which participants experience their bodily felt symptoms (Pylvänäinen et al., 2015).

Overall, the reduction in various symptoms is in line with previous studies with a wide range of participants having different disorders (e.g., Koch et al., 2014, 2019; Meekums et al., 2015; Karkou et al., 2019). These previous reviews and studies confirm the benefits of DMT in relation to psychiatric symptoms as well as positive indicators of well-being, such as quality of life (Bräuninger, 2012) and vitality (Koch et al., 2007). A growing body of research suggests that DMT is an effective treatment for participants with depression. The mechanisms of change have been suggested to relate to participating in dance, which can be an art form as well as exercise, emphasizing one’s experience, sensation, presence, and expression through movement (Pylvänäinen et al., 2015; Karkou et al., 2019). For instance, a Cochrane review concluded that exercise can be as effective as antidepressants or psychological therapies in reducing the symptoms of depression (Rimer et al., 2012). At the same time, DMT can provide a therapeutic alliance in which the embodied relationships, symbolic unconscious material, and integration through reflection, movement, and creativity are central and focused upon (Karkou et al., 2019). It is also vitally relevant that, in DMT, it is possible to create involvement through moving in ways that are on the level of the participants’ physical capacity, current energy level, and motivation.



Study Limitations and Future Research

There are several study limitations, as well as strengths, that should be taken into account when making inferences on the bases of these findings. The main limitation of the study is same-source bias, as only self-report measures were used. In future research, it may be useful to include also other physiologically oriented or movement-based measurements. Clearly, there is a physical component to DMT, so physiologically oriented or movement-based measurements would be relevant when investigating the effectiveness of DMT. In addition, less than 4% of participants were male, and therefore, the role of gender in benefiting the treatment could not be taken into account. It would be advisable to have more equally gender-balanced data in future research. On the other hand, the majority of patients with depression are female; thus, information specifically on the female patients’ experience and recovery is relevant (Koponen et al., 2018; WHO, 20207).

Although the participants were randomly divided into the DMT + TAU and TAU-only groups, the comparisons of these groups showed that the participants in the DMT + TAU group were slightly older than those in the TAU-only group. We can see from the percentages of participants’ current employment status that, in the TAU-only group, there seemed to be more students and fewer participants who were in either full- or part-time employment; albeit, these differences were not statistically significant. Furthermore, there were no differences between the groups in their level of depression or other psychological or psychiatric symptoms at the baseline of the study. Participants’ age also seemed unrelated to the level of symptoms at the baseline and to the change in symptoms across the measurement times.

A longer follow-up period in future research may be important to gain further information about longer term effects of DMT. It could be that some effects take longer to surface. On the other hand, it is also possible that, for a number of participants, a 20-session group treatment is not sufficient to address the root causes and patterns of their depression and produce permanent improvements in their symptoms. For those reasons, on the basis of our current findings, we cannot yet draw firm conclusions about the stability of the positive trend seen in the reduction of DMT participants’ symptoms. A further limitation is that 29% of the participants who initially participated in the survey did not respond at the 3-month follow-up measurement time. In the statistical analyses, we were able to include all the participants who took part in the research. We do not have information from all of the non-respondents about the reasons why they had not responded or decided to drop out from the research. Several participants withdrew from the study due to changes in their life circumstances, such as in their employment situation or having started psychotherapy rehabilitation. However, there were also participants who did not inform us about their reasons for withdrawing from the study. It is therefore possible that some non-respondents’ health may have deteriorated and they felt too burdened to participate.

The strength of our multicenter research is that there were more participants in this study than in previous randomized controlled trials of DMT with participants diagnosed with depression in various geographical locations. The groups were facilitated by eight different therapists, and the group composition varied between 4 and 10 participants. Thus, there was likely to be similar heterogeneity in the skills and experience of the therapists as well as in the motivation and the severity of symptoms among the participants, as in real life therapy settings. The group processes could be different depending on the number and specific needs of the group members. The therapists adjusted the structured therapy process introduced in the training when necessary to respond to the needs and processes of the groups. In this type of multicenter research, we cannot conclude to what extent the results reflect the structured group process and what changes can be attributed to the responsiveness of the therapists running the group (see Stiles, 2013).

A higher number of participants would be needed to assess the differences between participants who either recover or improve during the intervention and also among those whose symptoms do not change. Out of 52 participants in the DMT group, only 30 participants responded at each measurement point, and their BDI-I scores were above the weighted cutoff points. In future research, it would be relevant to investigate, with a larger sample, the type of profiles that can be identified among participants in the DMT group. With a person-oriented approach (e.g., Wang et al., 2013; Bergman and Lundh, 2015), future research should identify profiles of participants who are as homogenous as possible within one profile as well as heterogenous between profiles. This type of analysis would be able to address what demographic characteristics and intervention-related factors predict benefitting from a DMT intervention.

The main findings of our research show that individuals participating in a DMT group treatment can benefit from this type of intervention in addition to their other treatment. In fact, the participants who were in the TAU-only group experienced, on average, no improvement in their symptoms. The DMT group sessions in the different cities were facilitated by a number of trained dance movement therapists, so these results are more likely to reflect DMT methods than the characteristics or skills of a specific therapist (Karkou et al., 2019). Our research thus encourages the application of creative and experiential group treatments, such as DMT, with the prospect of enhancing and thereby improving the effects of the depression treatment.
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FOOTNOTES

1WHO, 2017: https://apps.who.int/iris/bitstream/handle/10665/254610/WHO-MSD-MER-2017.2-eng.pdf;jsessionid=31927 89A665A9D4F33D0EC6FCE80C9F8?sequence=1.

2Findikaattori, 2019: https://findikaattori.fi/fi/76.

3EADMT Ethical Code, 2010: http://www.eadmt.com/?action=articleandid=22.

4Finnish Current Care Guidelines, 2016: https://www.kaypahoito.fi/hoi50023.

5The European Association Dance Movement Therapy, 2013: http://www.eadmt.com/?action=articleandid=22.

6KELA, 2020: https://www.kela.fi/web/en/rehabilitative-psychotherapy.

7WHO, 2020. Gender and women’s mental health: https://www.who.int/mental_health/prevention/genderwomen/en/.
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There are many adaptive functions of music listening (AFML) that are relevant for understanding wellbeing. Functions relating to mood and emotion regulation dominate general measures of music listening functions. Eudaimonic functions of music listening (FML) have been identified, but no scale has been developed to measure these functions. The current study reports on the development of a new measure to assess eudaimonic music listening functions. Items were developed based on a prior qualitative study and a literature review focused on music listening and wellbeing. The factor structure was investigated by EFA and CFA in a large sample of participants (N = 637, 17–66 years, M = 22.04, SD = 6.23, 326 males). Tests of dimensionality revealed a three factor scale with seven items. The scale and its subscales possess good internal consistency. The Eudaimonic FML scale measures Transcendence, Flow, and Peak Experience. Contrary to expectations eudaimonic FML did not relate to higher wellbeing (higher positive affect, lower negative affect, higher life satisfaction), rather results suggest that these FML are associated with greater emotional experience more generally. This brief scale will have applications in research focused on music listening benefits, music selection preferences, and experimental and developmental effects of music listening on psychological outcomes.

Keywords: functions of music listening, wellbeing, everyday music listening, psychometrics, scale development


INTRODUCTION

People report listening to music for many reasons and there are many functions of music listening (FML) that may be adaptive for psychological functioning. The majority of existing measures of music listening have focused exclusively on affect regulation functions. However, in our previous qualitative work when we engaged listeners directly, a broader range of adaptive functions were identified. These included the commonly identified affective (e.g., mood improvement), cognitive (e.g., stimulation), and social functions of music (e.g., connection), but also less commonly identified functions, such as, eudaimonic (e.g., transcendence), goal-attainment (e.g., motivation), everyday listening (e,g., background music), sleep aid functions, and music-focused listening (e.g., appreciation) (Groarke and Hogan, 2016). At the same time, in our efforts to develop a general measure of FML based upon this work, the 11 factors of the adaptive functions of music listening (AFML) scale were predominately affect regulation functions (Groarke and Hogan, 2018). The current study follows on from our previous scale development work and fills an important gap in the literature regarding measurement of a wider range of music listening functions. In particular, the current study focuses on eudaimonic FML.

The rationale for a focus on eudaimonic FML is that these functions deserve special attention due to their significance for music listeners. Specifically, younger and older adults have identified eudaimonic FML (e.g., transcendence, meaning) as adaptive for their wellbeing, and using qualitative structural modeling these functions were seen as influential drivers of other adaptive functions of music, such as, affect regulation (Groarke and Hogan, 2016). Furthermore, existing research (described below) has also identified the potential for eudaimonic activities and experiences to emerge as influential predictors of wellbeing outcomes (Schäfer et al., 2014; van Goethem and Sloboda, 2011).

Previous studies have identified a number of effects of music that can be classified as eudaimonic. These include music-induced flow (Lamont, 2011; Groarke and Hogan, 2016), peak experience (Maslow, 1999; Gabrielsson, 2010), and transcendence (Hays and Minichiello, 2005; Schäfer et al., 2014; Groarke and Hogan, 2016).

In line with Bandura’s Social Cognitive Theory (1989, 2001), and consistent with our previous theoretical model focused on the AFML (Groarke and Hogan, 2018), experiencing particular effects of music (e.g., transcendence, flow, peak experience) can create a set of expectations for the listener about the outcomes of listening to music. To the extent that these outcomes are deemed beneficial or provide incentives, outcome expectations become goals that drive music listening behavior (see Figure 1). Within this framework the effects of music are reconceptualized as FML, and FML are related to music listening behavior.


[image: image]

FIGURE 1. Adaptive effects of music listening identified in the literature linked with functions of music listening via Social Cognitive Theory (Bandura, 1989, 2001).



Peak Experience

Maslow describes peak experiences as a combination of intense positive affectivity, with flow-type states of consciousness, and increased self-realization. Maslow considered peak experiences to be transient episodes of self-actualization. Gabrielsson’s (2010) descriptions of Strong Experiences of Music have much in common with Maslow’s peak experiences. He explains that they are often life-enhancing, giving rise to intense, frequently positive emotional experiences, a change in attitudes and thoughts, spiritual insights and reflections on humanity, momentary loss of self-consciousness, increased hope and self-esteem, and can have therapeutic benefits (Gabrielsson and Lindström, 2001; Gabrielsson and Bradbury, 2011). Schäfer et al. (2014) propose a theoretical model of how intense emotional experiences in music listening facilitate wellbeing. Specifically, the intense musical experience initiates a shift in consciousness where stressors and negative affect are replaced with strong positive feelings. This adjustment in affect is accompanied by cognitive alterations leading to a greater understanding of the self, culminating in a sense of inner harmony and oneness with the world. As a result of the intense musical experience listeners experienced long term changes in their relationships, personal values, meaning, and engagement in life. Given their potential transformative effect, Schäfer et al. (2014) suggest that the intense experience is a key function that is sought out in music listening experiences. Adolescents report using music to generate strong sensations, and seeking intense affective experiences by listening to music (Saarikallio and Erkkilä, 2007), and self-actualization needs are an important function of music listening for both British and American adolescents (Tarrant et al., 2000).



Flow

The features of these peak experiences during music listening – flow-like states of consciousness, and a reduction of self-consciousness – suggest music may increase engagement in valued activities. Engagement is an important aspect of wellbeing and positive psychological functioning (Csikszentmihalyi, 2002; Seligman, 2012). A diary study by Herbert (2012) found that “effortless engagement” characterized by absorption was commonly reported as part of music listening experiences. Features of absorption included a reduction in the density of thought, alteration in the experience of self, changes in sensory awareness, and greater imaginative involvement in activities. Lamont’s (2011) analysis of descriptions of Strong Experiences of Music listening found that musical episodes were not purely hedonic (increased pleasure and positive affect). Participants also described additional paths to wellbeing in these experiences, particularly through increased engagement. Engagement was described as the occurrence of flow-like states of attention, such as increased focus on the music and reduced attention on surroundings.



Transcendence

Peak, strong or intense emotional experiences in music listening have also been understood by reference to physiological responses like chills, thrills, and frisson. Such responses have been taken as indicators of transcendent psychophysiological experiences in music (Harrison and Loui, 2014). Salimpoor et al. (2009) found that the chill experience corresponded with subjective pleasure during music listening, and that endogenous dopamine release in the striatum underlies peak emotional responses to music (Salimpoor et al., 2011). Peak experiences may also include experiences of transcendence, which in turn are seen as AFML. For example, in interviews carried out by van Goethem and Sloboda (2011) participants described transcendent effects of music – such as the feeling of being in another world – and these transcendent experiences were seen as important mechanisms in the regulation of affect. In another qualitative study, music listeners identified affect regulation as a consequence of transcendence (Groarke and Hogan, 2016).



Eudaimonic Functions of Music Listening and Wellbeing

While eudaimonic FML have been identified in the literature, there is currently no scale available to measure eudaimonic functions. Thus, it is unclear how eudaimonic FML relate to wellbeing. That being said, in our qualitative study, participants rated these eudaimonic FML as beneficial for wellbeing enhancement (Groarke and Hogan, 2016). Also, neuroimaging, neurochemical and experimental evidence demonstrates a pattern of positive affective responding in transcendent, peak experiences in music that suggest positive associations between transcendence and subjective wellbeing (SWB) (Blood and Zatorre, 2001; Salimpoor et al., 2009, 2011). The wellbeing benefits of eudaimonic experiences outside of musical contexts have also been widely demonstrated. For instance, transcendence is associated with happiness and meaning (Beaumont, 2009), increased life satisfaction (Gillham et al., 2011), and reduced loneliness (Walton et al., 1991).



Aims

The current study builds upon our previous scale development work creating a general measure of music listening functions (Groarke and Hogan, 2018) to design a new measure focused exclusively on eudaimonic FML. Drawing upon a specific pool of items emerging from prior qualitative research (Groarke and Hogan, 2016) and a review of the literature, it is hypothesized that three eudaimonic functions will be identified through the process of exploratory and confirmatory factor analysis (CFA): peak experience, flow, and transcendence. Drawing upon a limited body of research on the relationship between eudaimonic FML and wellbeing, positive associations between the three FML factors and SWB measures are hypothesized. This new scale aims to meet the need for a psychometric measure of eudaimonic FML to facilitate further exploration of these functions and their potential adaptive effects, which have been the subject of very little research to date.



METHOD


Initial Scale Development

In earlier work, 164 items were developed based on a comprehensive literature review and focus group sessions with younger and older adults. Items were reviewed by four content experts (three in music psychology, one in psychometrics), and pilot tested with nine lay experts (for full details see: Groarke and Hogan, 2018). The current study is a secondary analysis of 12 items designed to measure three hypothesized eudaimonic FML drawn from the development work for the AFML scale. These 12 items are presented in Supplementary Table 1.



Design

This study uses a cross-sectional online survey design. The dimensionality of this new measure of eudaimonic FML was identified using exploratory factor analysis (EFA) and CFA. Construct validity was assessed by examining hypothesized positive associations between eudaimonic FML and SWB outcomes (i.e., higher positive affect, lower negative affect, and higher life satisfaction).



Scale Development


Procedure

Potential participants were invited to take part in an online survey of why they listen to music. Recruitment was via university email campaigns, online advertisements, and national media. After reading a participant information sheet outlining the aims of the study and what would be involved in participating, informed consent was provided on the first page of the online survey with the option to withdraw from the study at any time by exiting the survey. If participants did not provide consent, they could not continue to the remainder of the survey. The survey was hosted by Survey Gizmo. Page order of questionnaires was randomized to prevent order effects. The procedure was approved by the National University of Ireland, Galway Research Ethics Committee.



Participants

Participants were males or females over 18 years of age. Participants were excluded if they were under 18. 673 participants (452 Females) completed the questionnaire, with 37 participants removed from the dataset for failing to select the correct response to a specific item (i.e., please select the neutral response option), indicating insufficient effort responding. Remaining participants (N = 637) were mostly female (68%) university students (98%). Undergraduate psychology students (73%) received research participation credits for participating in the study.



Materials

In addition to demographic questions (i.e., age, gender, educational attainment, and employment status), participants completed the following measures:


The adaptive functions of music listening scale (Groarke and Hogan, 2018)

Participants rated 164 items measuring 33 hypothesized music listening functions on a five-point Likert scale ranging from 1 (strongly disagree) to 5 (strongly agree). In the current study, responses to 12 items representing three eudaimonic functions of music – peak experience, flow, and transcendence – are analyzed.



Music engagement intensity subscale of the music USE questionnaire (Chin and Rickard, 2012)

This eight-item scale provides three measures of music engagement, and allows us to examine relationships between music listening behavior, music listening functions, and wellbeing outcomes. The Index of Music Listening (IML) measures the frequency and duration of music listening. Scores range from 1 to 25, with higher scores indicating more intense music listening. The Index of Music Training (IMT) assesses an individual’s music education and the Index of Music Instrument Playing (IMIP) provides a total score based on the duration and frequency of musical instrument practice. Higher scores indicate more musical training and greater engagement with instrument playing, respectively.



Subjective wellbeing

Positive associations between eudaimonic FML and SWB are hypothesized. The components of SWB are both affective and cognitive. More specifically, SWB is defined as high positive affect, low negative affect, and a cognitive evaluation of high satisfaction with one’s life (Diener et al., 1999).



Positive and negative affect schedule (PANAS) (Watson et al., 1988)

The PANAS involves self-rating across 20 adjectives: 10 describe positive states and 10 describe negative states. Participants indicate the extent to which they have experienced these affective states in the previous week, using a Likert scale ranging from “very slightly or not at all” (1) to “extremely” (5). Two scores are derived, with higher scores indicating greater positive affect (PA) and negative affect (NA). In the current sample, internal consistency measured by Cronbach’s alpha was high for each subscale: PA (α = 0.88) and NA (α = 0.87).



The satisfaction with life scale (SWLS) (Diener et al., 1985)

Using a seven-point scale that ranges from 7 (strongly agree) to 1 (strongly disagree) participants provide ratings of agreement for five life satisfaction statements, such as, “in most ways my life is close to ideal.” Internal consistency of the measure was high in the current sample (α = 0.89).

Descriptive statistics for all of the measures included in this study are presented in Table 1.


TABLE 1. Descriptive statistics for variables included in the study, and participant characteristics (N = 637).
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Analysis

To determine the factor structure and reliability of the EFML scale the total sample (N = 637) was randomly split in two: EFA was performed on one half of the data (N = 298), and CFA was performed on the other half (N = 339).


EFA

Principal Axis Factoring (PAF) was conducted in SPSS version 23. As factors were hypothesized to be correlated oblique rotation using Direct Oblimin with Kaiser Normalization was used. Following guidelines, items were retained if they had loadings in excess of 0.40, item communalities over 0.40, and no cross-loadings above 0.32 (Worthington and Whittaker, 2006). Factors were examined for the presence of redundant items, with inter-item correlations within factors constrained to be between 0.30 and 0.90. Item-total correlations were required to be above 0.30 to allow for the computation of factor scores without applying item weights (Field, 2009). Factor retention decisions were made on the basis of application of the Kaiser criterion (Eigenvalues greater than 1) (Kaiser, 1960), Horn’s (1965), visual inspection of the Scree plot (Cattell, 1966), maximizing the proportion of variance explained (Beavers et al., 2013), and conceptual considerations.

Confirmatory factor analysis was conducted using Structural Equation Modeling (SEM) in Amos version 23 (Arbuckle, 2014). Measurement models were deemed to provide a good fit to the data on the basis of the following criteria: (a) a non-significant chi square test; (b) the normed chi-square (Q), which is the chi square index divided by the degrees of freedom, is less than 5 (Schumacker and Lomax, 2004); (c) Comparative fit index (CFI) values greater than 0.90 and 0.95, which reflect acceptable and excellent fit to the data, respectively (Kenny and McCoach, 2003); (d) Standardized root mean squared residual (SRMR) and (e) Root mean square error of approximation (RMSEA) values between 0.05 and 0.09 indicating adequate model fit and values below 0.05 indicating excellentfit (Hu and Bentler, 1999).

Scale score reliability was assessed by Cronbach’s (1951) with values of at least 0.70 indicating acceptable internal consistency (Nunnally, 1978).

Construct validity tests were conducted using the entire sample (N = 637). As no gold standard measure of eudaimonic FML exists, criterion-related validity could not be assessed. Instead, construct validity was assessed through convergent validity, or how well the scale and subscales converge with measures of related constructs (Furr and Bacharach, 2008). Adopting the view that eudaimonic FML are adaptive, Pearson’s correlations were used to examine associations between factors of the EFML scale and measures of SWB (i.e., higher positive affect, lower negative affect and higher satisfaction with life). The value of the effect size of Pearson’s correlation coefficients varies between −1 and +1, with values of 0.10 indicating a low effect size, 0.30 indicating a medium effect, and 0.50 indicating a large effect (Cohen, 1988).



RESULTS


Dimensionality


Exploratory Factory Analysis

The Kaiser-Meyer-Olkin measure (KMO = 0.90), and a significant Bartlett’s test of sphericity (X2(66) = 3229.65, p < 0.001) indicated suitability of the dataset for factor analysis. Applying PAF to the 12 item dataset (N = 298), two factors were extracted accounting for 45.96% of the variance. Following the iterative removal of four items not meeting retention criteria, a two factor solution accounting for 51.81% of the variance was identified using PAF. Using syntax provided by O’Connor (2000), parallel analysis of the eight item dataset suggested a three factor solution be retained (i.e., the first three eigenvalues for the real data [2.92, 0.93, 0.38] exceeded the first three eigenvalues for the random data [0.36, 0.22, 0.15]). Forcing a three factor solution on this eight item dataset, accounted for 58.11% of the variance. Following the removal of one sub-quality item, and forcing a three factor solution on this seven item dataset accounted for 60.26% of the variance (see Table 2). One item intended to measure Peak Experiences “Listening to music I can feel a connection with something larger than myself,” loaded on the Transcendence factor. It was deemed sufficiently conceptually similar to the other items measuring Transcendence to retain the item.


TABLE 2. Results of EFA and CFA, psychometric properties of the final seven items and three factors of the EFML scale and factor score intercorrelations in the EFA and CFA samples separately.
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Confirmatory Factor Analysis

The three-factor solution identified using EFA was cross-validated using CFA with the other half of the split sample (N = 339). The model specified was the seven scale items loading onto their respective factors. This initial measurement model was an excellent fit of the data: X2(11) = 20.71, p = 0.036, Q = 1.88, CFI = 0.99, SRMR = 0.026, RMSEA = 0.051 (90% CI, 0.013–0.085), and modification indices did not identify any misspecification in the model. The final seven items of the EFML scale and their beta weights (β), and the proportion of variance in the latent construct explained by items (r2) in the CFA are reported in Table 2. Finally, CFA using the full sample (N = 637) also indicated a very good fit of the measurement model to the data: X2(11) = 50.33, p = 0.000, Q = 4.57, CFI = 0.98, SRMR = 0.040, RMSEA = 0.075 (90% CI, 0.055–0.097).

Intercorrelations between the three factors suggest they measure distinct yet interrelated constructs (see Table 2). Factor 1, Peak Experiences, focuses on life changing experiences in music. Factor 2, Flow, taps into losing track of time while listening to music; and Factor 3, Transcendence, measures expansive music listening experiences, such as, entering another world and connecting with something larger than the self.



Reliability

Results support the reliability of the EFML scale in both halves of the split sample. Inter-item correlations are reported for factors 1 and 2, as it is not appropriate to calculate alpha for two item scales (Streiner, 2003). Cronbach’s alpha coefficients and correlations for each subscale were high suggesting adequate internal consistency of the measure and its subscales (see Table 2).



Construct Validity

In addition to examining bivariate correlations between EFML factors and SWB measures, a new variable was computed for each factor by multiplying the factor score by scores on the IML. This allows us to analyze relationships between FML and wellbeing outcomes while also considering the intensity of music listening behavior. That is, any differential effect of the music listening function on well-being derives from levels of engagement in music listening.

Scores on the IML were significantly positively associated with total scores on the EFML scale (r = 0.342, p < 0.001), Peak Experience (r = 0.257, p < 0.001), Flow (r = 0.219, p < 0.001), and Transcendence (r = 0.331, p < 0.001). This pattern of association between FML and music listening behavior is in line with Bandura’s Social Cognitive Theory (SCT) applied to music listening whereby higher expectations of experiencing Peak Experience, Flow, and Transcendence guide FML and predict higher intensity of music listening behavior (see Figure 1). Also consistent with Bandura’s SCT, is the finding that scores on the IML were not significantly associated with SWB [PA (r = 0.065, p > 0.05), NA (r = 0.074, p > 0.05), or SWL (r = −0.031, p > 0.05)], indicating that intensity of music listening behavior alone is not associated with adaptive outcomes.

It was predicted that eudaimonic FML would relate positively to wellbeing outcomes. With the exception of weak correlations with peak experiences (r = −0.104, p < 0.01) and total scale scores (r = −0.079, p < 0.05), there were no significant relationships between EFML factor scores and life satisfaction. As shown in Table 3, peak experiences, transcendence and total scale scores were positively associated with both PA and NA. Flow was associated with higher NA only (r = 0.093, p < 0.05). It is noteworthy that the positive relationship between peak experiences and PA is dependent on intensity of music listening behavior (r = 0.088, p < 0.05), and the negative associations with life satisfaction are no longer apparent when intensity of music listening is taken into account (r = −0.069, p > 0.05). However, it should be noted that all effect sizes were low (r < 0.20).


TABLE 3. Pearson’s correlations between subjective wellbeing (SWB) measures and factor scores, and between SWB measures and factor scores × intensity of music listening behavior in the full sample (N = 637).

[image: Table 3]


DISCUSSION

The Eudaimonic FML scale is a seven item measure composed of three factors: Peak Experience, Flow, and Transcendence. The scale and its subscales possess good internal consistency.

The scale development process followed the steps outlined by DeVellis (2012) thereby ensuring the creation of a high-quality psychometric measure. Following best practice, the scale structure identified using EFA was cross-validated using SEM with data from an independent split sample of participants. This measurement model provided an excellent fit of the data, and was initially grounded in qualitative enquiry, thus increasing the validity of the constructs identified (Padgett, 1998; Rowan and Wulff, 2007). The initial model was refined through literature review and expert review. The criteria applied for the extraction and identification of factors in EFA were well-established and conservative (Costello and Osborne, 2005; Worthington and Whittaker, 2006; Byrne, 2010).


Eudaimonic Functions of Music Listening and Wellbeing

It was not expected that Peak Experiences and Flow FML would be associated with higher NA – however, in our previous work Reminiscence and Awe and Appreciation functions were also positively associated with NA, and Identity and Strong Emotional Experiences were positively associated with both PA and NA (Groarke and Hogan, 2018). In the current study, Peak Experiences and Transcendence were also related to higher PA and higher NA. One possibility is that the “life changing experiences” captured by the Peak Experience factor are more closely aligned with Gabrielsson’s (2010) strong experiences of music – which can be positive or negative, and are less aligned with peak experiences, which according to Maslow are never negative or unpleasant (Maslow, 1999).

These results suggest that people who endorse eudaimonic FML experience more emotion in general. Perhaps eudaimonic FML relate to wellbeing more broadly, that is, through affective experience rather than affect regulation. In keeping with this view, Labouvie-Vief (2005) describes two pathways to self and emotional development, one involves affect “optimization” (i.e., increasing PA and decreasing NA) and the other involves affect “complexity,” which involves co-ordinating feelings over time and synchronizing with the feelings of others, meaning sometimes positive affect is suppressed and negative affect is maintained – with dynamic integration and trade-offs between the two approaches (Labouvie-Vief and Medler, 2002). FML associated with both PA and NA may be instrumental in shaping integration of optimization and complexity across the lifespan, consistent with adaptive forms of wellbeing characterized by integrated complexity in Labouvie-Vief’s model. This may prove an important avenue for future developmental research focused on the role of music listening in shaping lifespan emotional and personality development.

Bandura’s (1989,2001) provided the theoretical underpinning for this scale development project. Applied to music listening this framework conceptualizes effects of music (e.g., transcendence, flow) as functions that drive music listening behavior. In the current study, positive correlations between FML and the IML (i.e., listening duration and frequency) are consistent with this theoretical orientation. Our results also provide some support for the idea that music listening in and of itself (i.e., not linked to any specific function), as measured by the IML is not related to SWB. Based on our previous research, and some of the results in the current study, the role of specific music listening functions are important for understanding relationships with wellbeing outcomes, although further research is needed to investigate these effects. Whether music listening must have a function in order to provide benefit is an important question for future research.



Future Directions for Research

Eudaimonic experiences have been the subject of very little empirical investigation in music research. Perhaps this is because of the challenge of stimulating these intense, transcendent, and meaningful experiences in laboratory settings, and the lack of assessment tools for measuring these effects of music listening in everyday contexts. This new scale is the first to offer quantitative measurement of a number of eudaimonic FML identified in the wider music psychology and general psychology literature (Maslow, 1999; Gabrielsson, 2010; Lamont, 2011; Schäfer et al., 2014; Groarke and Hogan, 2016). This scale has a number of potential applications. Previous research has found relationships between personality traits, flow (Ullén et al., 2012), and peak experience (Panzarella, 1980; Masluk, 1999). Much research has focused on personality differences in FML (e.g., Chamorro-Premuzic and Furnham, 2007; Vella and Mills, 2017). Future research could also examine how endorsing eudaimonic functions relates to personality traits (e.g., openness) or temperament (e.g., trait anxiety). It could also be used to examine the prevalence of these FML in different populations (e.g., older versus younger adults).

This new scale could be used alongside general measures of music listening functions to profile the prevalence of eudaimonic FML in relation to other perhaps more common FML, such as, affect regulation. This scale could be utilized in more complex designs mapping how different FML relate to one another in driving music listening experiences, or how eudaimonic FML relates to music selection or other context-related music listening variables (see Greb et al., 2018). Used in conjunction with other measures of music listening behavior researchers could examine prevalence-outcome relations, for example, does endorsement of discrete music listening functions coupled with time spent listening to music predict more peak experience, flow or transcendence in context? Finally, the scale could be used as a way to identify people for experimental groupings (i.e., high versus low scores on these functions) before examining effects of music listening interventions on the experience of transcendence, flow, or peak experiences.



Limitations

The factors representing Peak Experiences and Flow are made up of two indicators each. Although these items possessed good psychometric qualities, in order for factors to be sufficiently identified three to five indicators are recommended (Costello and Osborne, 2005). Therefore, it is not recommended that researchers use these subscales as unidimensional measures. That being said, it is not uncommon to find two-item measures of constructs in larger surveys because of resource or time constraints, or as in the current study, due to considerations of psychometric quality (Eisinga et al., 2013). In the context of large questionnaire batteries the brief nature of this scale allows for rapid data collection on eudaimonic FML. Further, the way these two factors converged as one positively phrased item and its negatively phrased alternate item may be somewhat simplistic. Including negatively worded items is recommended to reduce bias (DeVellis, 2012), yet, some argue they do not and should therefore be avoided (van Sonderen et al., 2013).

The scale was developed to measure eudaimonic music listening functions in adults. Scale items were developed in consultation with younger adults (aged 18–30 years) and older adults (aged 60–85 years) (Groarke and Hogan, 2016). However, in the current study, participants were mostly female and mostly university students which may limit the generalisability of the findings to more diverse groups. It is notable that eudaimonic functions of music were found to be more common among older adults (Groarke and Hogan, 2016). It is possible that more positive relations with SWB might emerge with older age groups. Future research is needed to determine the validity of the scale in other age groups, and should also examine differential effects of eudaimonic FML on younger and older adult wellbeing. Gender differences in affective responses generally, and in response to music specifically, are evident but certainly not clear-cut with mixed findings across many studies (e.g., Knight and Rickard, 2001; Fukui and Yamashita, 2003). However, some studies have found that in everyday life females report using music for affect regulation functions more frequently than males (North et al., 2000; Saarikallio, 2008). This may also be true of eudaimonic FML and is worthy of further investigation.

The current study examined relations between eudaimonic FML and SWB outcomes (i.e., positive affect, negative affect, and life satisfaction). Future studies are needed to examine convergence between the EFML scale and wellbeing outcomes that are more closely related to eudaimonia, such as, purpose in life, personal growth, self-acceptance (Ryff, 1989), and identity, meaning, and accomplishment (Seligman, 2012). In a similar vein, these relationships were examined cross-sectionally, and longitudinal studies will be required to establish causality. At the same time, according to Bandura’s SCT which provided the conceptual grounding for scale development, the relationship between music listening functions, behavior, and outcomes is cyclical (see Figure 1). The Eudaimonic FML scale may be a useful addition to longitudinal modeling studies testing these relationships in everyday contexts, perhaps using experience sampling methods and mobile technology.



CONCLUSION

The Eudaimonic FML scale offers a robust measure of peak experience, flow and transcendence in music listening. These constructs have been the subject of much important qualitative research in music psychology (e.g., Gabrielsson, 2010; Lamont, 2011; Herbert, 2012; Schäfer et al., 2014; Groarke and Hogan, 2016), and this scale offers, for the first time, a quantitative measure of these FML. This seven-item scale possesses good internal consistency and psychometric characteristics. Further investigations of the scale’s validity are required. Initial tests suggest eudaimonic functions of music are associated with greater affective experience. There is a gap in our knowledge regarding the prevalence and benefits of eudaimonic FML in everyday music listening. We hope this new measure will be useful for researchers working in this area.
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There has been strong interest in intergenerational arts practice in the United Kingdom since the 1980s; however, there is a generally weak evidence base for the effectiveness of intergenerational practice regardless of the domain. The aim of this study was to investigate the outcomes of an intergenerational arts project on participants’ social and psychological well-being using a mixed-methods, short-term longitudinal design. Generations Dancing brought together community artists with students (n = 25) and older adults (n = 11) living in Bedford. Over an 11-week period, participants worked together to produce a new dance performance and photography exhibition. Focus groups were conducted with the participants to explore their feelings about the collaboration across generations and communities. Participants also completed a battery of questionnaires preproject and postproject, to assess any change in their levels of well-being. Results indicate that the older adults showed increased confidence and willingness to connect with others; they got immense enjoyment from talking about their experience with others. Furthermore, the project helped to address negative stereotypes that the older adults had of working with the young people. The older adults enjoyed the students’ company and felt encouraged and supported by the young people. While a small number of challenges were identified, including difficulties in traveling to the workshops for vulnerable participants, most challenges were overcome through the older adults’ engagement in the project. For example, initial anxieties regarding the performance seemed insufficient to affect the participants’ overall enjoyment of the project. The findings were supported by the increased scores in relatedness, affect, and social well-being over time, but were not statistically significant. The results of this study indicate that intergenerational dance and arts projects can have wide-reaching positive impacts on both social and psychological well-being. However, there were a number of methodological challenges, including difficulty in recruiting sufficient numbers of both experimental and control groups for a robust quantitative evaluation of the data. These challenges highlight that “real life” settings and scenarios can influence the amount, nature, validity, and reliability of data collected. Going forward we encourage researchers to continue to consider innovative ways to address such methodological challenges.
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INTRODUCTION

The aim of this study was to investigate the outcomes of an intergenerational arts project on participants’ social and psychological well-being. This study is part of a larger project, Generations Dancing, which was facilitated by the University of Bedfordshire and brought together community artists with students from two local schools and older adults housed in assisted-living centers in Bedford. Over an 11-week period, participants worked together to produce a new dance performance and photography exhibition that was premiered at the University of Bedfordshire. The Generations Dancing project was aligned with the Bedford Borough Health and Wellbeing Strategy Bedford Borough Council (2014). The strategy outlines five priorities, four of which specifically address the health and well-being of young people (Priorities 1 and 2) and older adults (Priorities 3 and 5). As well as aiming to enhance participants’ psychological well-being, Generations Dancing sought to build on the council’s priorities by developing participants’ “sense of community, social capital, and civic safety” (Bedford Borough Council, 2014, p. 10). This article reports primarily on data regarding the older adults; data regarding the young people involved are reported in detail elsewhere (Douse et al., in preparation).

Previous research has shown the relationship between age and personal well-being to be U-shaped (ONS, 2016). That is, our sense of personal well-being is highest among younger people and older people and is lowest among people in their middle years. Despite this, it is important to remember that people 65 years or older represent a diverse group, with those older than 75 years particularly noting less satisfaction with health and personal well-being declining as people move into their 80s (ONS, 2018). Previous evidence has found that those 80 years or older were also twice as likely to report feelings of loneliness compared with younger age groups (ONS, 2015). In addition, these feelings of loneliness were found to have a strong relationship with low personal well-being ratings (ONS, 2015). Further research has reported a number of negative well-being outcomes associated with loneliness in older age (Bennett, 2002; Steptoe et al., 2004; Bolton, 2012; Duane et al., 2013; Hawkley et al., 2003). In addition to a declining sense of well-being, many older adults also face barriers to accessing the arts. The Department for Digital, Culture, Media and Sport’s Taking Part Survey (Department for Digital, Culture, Media and Sport, 2019) revealed that adults 75 years or older had engaged less than all other age groups, and a poll of older people 65 years or older commissioned by the Arts Council England (2016) revealed that well over a third found it more difficult to take part in arts and cultural activity now than when they were younger. Age UK (2018a) identified specific barriers that center around “location, transport, poor health (mental or physical), poor social networks, and low income.”

As a response to this, there has been strong interest in intergenerational practice in the United Kingdom since the 1980s (Beth Johnson Foundation, 2011), and in the early 21st century, a number of publications were produced by local government associations to support the development of such schemes and practices (Springate et al., 2008; Welsh Local Government Association, 2012; Hatton-Yeo and Melville, 2013; Clyde and Ryall, 2014; Manchester City Council, n.d.). Most of the publications refer to the Beth Johnson Foundation definition of intergenerational practice:

Intergenerational practice aims to bring people together in purposeful, mutually beneficial activities which promote greater understanding and respect between generations and contribute to building more cohesive communities. Intergenerational practice is inclusive, building on the positive resources that the young and old have to offer each other and those around them. (Beth Johnson Foundation, 2011, p. 4).

Research has reported a number of positive outcomes associated with intergenerational practice (Springate et al., 2008; Beth Johnson Foundation, 2011; Kagan et al., 2012; Welsh Local Government Association, 2012; Hatton-Yeo and Melville, 2013; Clyde and Ryall, 2014; Park, 2014; Dorsett et al., 2015; Whitehouse, 2017; Manchester City Council, n.d.). Key benefits include increases in health and well-being indicators, such as improved fitness and physical mobility among the elderly and increased confidence and self-esteem among younger participants (Robinson et al., 2006). There are also a number of outcomes cited around the development of community relationships, cohesion, and social capital, including a reduction in isolation and antisocial behavior and reduced fear of crime (Hatton-Yeo, 2008; YouthLink Scotland, 2011). In dance specifically, there have been a number of intergenerational projects in the last 1–15 years. A small number of publications have described such projects and detailed creative practices (Apol and Kambour, 1999; Borstel, 2006; Morelli, 2010). However, there is limited empirical research that specifically examines the impact of dance on participants’ well-being in intergenerational projects (Sherman, 1997; Schroeder et al., 2017). Indeed, there is a generally weak evidence base for the effectiveness of intergenerational practice regardless of the domain. For example, many studies are cross-sectional in nature, so causality cannot be assumed, have involved small sample sizes, and often did not recruit a control group. Springate et al. (2008, p. 18) in their systematic review of the literature state that “[t]here were few rigorous evaluations of projects in the United Kingdom, and there was a wide diversity in terms of what was evaluated and how the evaluations were carried out.” They recommend a more consistent framework for evaluations that allows for greater comparison across studies. The aims of the current study therefore are to evaluate the impact of intergenerational practice on participant well-being using a mixed-methods, short-term longitudinal design.

Numerous definitions of well-being exist in the context of positive psychology, with increasing distinction being made between hedonic well-being and eudaimonic well-being (Waterman, 1993, 2007; Ryan and Deci, 2001; Deci and Ryan, 2008; Ryan et al., 2008; Waterman et al., 2008; Henderson and Knight, 2012; Huta and Waterman, 2014). Hedonic well-being is often related to the experience of pleasure and happiness and uses the assessment of subjective well-being: the presence of a positive mood, the absence of negative mood and measures of life-satisfaction (Miao et al., 2013; Pavot and Diener, 2013). Eudaimonic well-being, on the other hand, is often considered to include hedonic well-being, in terms of the experience of happiness, but also includes self-realization, personal expressiveness, excellence, and relatedness (Huta and Waterman, 2014). The current study adopted measures to address both hedonic (positive and negative mood states) and eudaimonic (basic psychological needs satisfaction) aspects to reflect the multifaceted nature of well-being. In the context of older adult well-being, Age UK (2018b) completed a 5-year study (2009–2014) into what makes later life worth living. From this study, they produced the Index of Wellbeing in Later Life Age UK (2018b). One of the key findings from the research was “the importance of maintaining meaningful engagement with the world around you in later life” (Age UK, 2018b). Importantly, they found that creative and cultural participation was the most significant factor in contributing to older adults’ well-being. Dance appears to be particularly well-placed to provide meaningful creative and cultural participation and collaboration.

Many studies have shown that dance can play a significant role in improving the health and well-being of various populations including children, older adults (with and without preexisting medical conditions), and other recreational dancers, across North America, South America, Europe, and Asia and performing a range of styles including cultural dance, ballroom, contemporary, pop, and jazz (Olvera, 2008; Bupa, 2011; Burkhardt and Brennan, 2012; Arts Council England, 2014; Hwang and Braun, 2015; Crossick and Kaszynska, 2016; Karkou et al., 2017; Vella-Burrows et al., 2017). A number of studies have addressed both physical and psychological well-being among young people (Quin et al., 2007; Joynson et al., 2009; Keay and Spence, 2009; Nordin and Hardy, 2009; Blazy and Amstell, 2010; Connolly et al., 2011; Dance South West, 2011; Urmston et al., 2012) reporting improvements in physical, social, and psychological well-being, including increased flexibility, self-esteem, and intrinsic motivation (Connolly et al., 2011; Dance South West, 2011; Urmston et al., 2012). In older adults, similarly, research findings indicate that dance can result in improvements in fitness and a range of cognitive and social indices (Nordin and Hardy, 2009; Bupa, 2011; Vella-Burrows et al., 2017). There have also been a number of studies looking specifically at dance for older adults with a variety of pathologies (Nordin and Hardy, 2009; Bupa, 2011). Most notable is a series of publications by Sara Houston and Ashley McGill on the benefits of dance for people with Parkinson disease (Houston and McGill, 2012; Houston, 2014, 2015; McGill et al., 2014). These authors employed a mixed-methods approach including validated questionnaires, physical fitness testing, focus groups, and observations. Houston and McGill advocate for methodological eclecticism, given that outcomes can often be multifaceted, and a mixed-methods approach can offer “a richer picture of what is meaningful and important to participants” (Houston and McGill, 2012, p. 116). This suggests that a mixed-methods approach could be valuable in investigations of intergenerational practice, to generate a rich and comprehensive understanding of the benefits dance can have on participant well-being.

However, there is growing criticism of the absence of a tangible definition of well-being (Dodge et al., 2012) and recognition that well-being can be assessed in multiple domains, such as physical, emotional, social, and spiritual, but with much of the research focusing solely on emotional and psychological well-being (McDowell, 2010). While much of the research on intergenerational practice, older adult well-being, and dance and well-being articulates perceived social benefits, there is limited use of validated questionnaires to support this. There is also no agreed-upon definition of social well-being, and often multiple terms are defined and/or used interchangeably. For example, Levasseur et al. (2010) provide an analysis of 43 definitions of social participation, identifying taxonomy of six levels of participation. However, because of such limited agreement on definitions, few authors have produced measures of social well-being (Keyes, 1998; Fuller-Iglesias and Rajbhandari, 2016). Corey Keyes, who has published widely in the field of positive psychology (Ryff and Keyes, 1995; Keyes, 1998; Keyes et al., 2002; Keyes and Shapiro, 2004), has clearly defined social well-being and created a validated instrument of its measurement (1998). In his social well-being scale, Keyes proposes operational definitions and indicators of social well-being for the “appraisal of one’s circumstance and functioning in society” (Keyes, 1998, p. 122). Keyes argues that well-being is dependent on a number of social challenges; “therefore well-being includes social dimensions such as coherence, integration, actualization, contribution, and acceptance” (Keyes, 1998, p. 133). The questionnaire has been regularly cited and used with large sample sizes, demonstrating its validity and reliability. This article therefore aims to provide detailed data to address the impact intergenerational dance practice has on older adults’ psychological and social well-being, generated from a combination of quantitative and qualitative data.



MATERIALS AND METHODS

A short-term longitudinal, mixed-methods design was employed to better understand the social and emotional well-being of older adults. Mixed-methods designs provide greater breadth and depth of research, providing rigorous quantitative evidence (which is lacking in much intergenerational research), as well as capturing the context-specific and often complex qualitative data relevant to such projects (Jones et al., 2016). A one-phase triangulation design was adopted whereby qualitative and quantitative data were combined at the interpretation phase (Creswell and Clark, 2017).


Procedure

The study was granted approval by the University of Bedfordshire Research Ethics Scrutiny panel. All participants were voluntary and gave written informed consent prior to taking part in the research, including parental consent for school-age participants. All participants were provided with information sheets prior to the start of the study, and participants were informed that they could withdraw from the research at any time and that they could abstain from answering any questions that made them feel uncomfortable.

The 11-week project consisted of two phases. Weeks 1–5 involved separate 90 min sessions once a week for both the older adults and the young people. The older adults were based at one of the independent living centers (ILCs) while the young people worked alternately across both schools. The sessions consisted of preparatory movement exercises, relationship building exercises, and the chance to make introductions between the older adults and young people via video recordings. Weeks 6–10 consisted of 90 min sessions once a week, which brought all participants together at the University of Bedfordshire. These sessions shaped the dance component of the performance and offered opportunities for those interested to take a more documentary approach by photographing the workshops and one another. The project culminated in a performance and exhibition in the 11th week showcasing the final intergenerational performance work alongside performances by other local adult dance groups and school groups, as well as an exhibition of the photography taken by both the photographer and by the participants. Sessions were led by two community artists, a dance artist familiar with working with older people and a local photographer who has worked on multiple interdisciplinary projects within dance. In addition to the two artists, sessions were supported by a number of student interns from the University of Bedfordshire.

In the initial recruitment phase for the older participants, four local care providers were contacted and two older adult activity providers. One local care provider responded (Bedford Sheltered Housing Association) inviting us to work with three of their local ILCs, and one older adult activity provider responded (UoB Next Chapter Dance Group). Older adult participants were recruited using information sheets designed by the lead investigators and delivered by both lead investigators and gatekeepers. The lead investigators attended several coffee mornings at the ILCs and one class at the UoB Next Chapter Dance Group to provide further information for the older adults and to gather information on any access needs or requirements prior to the project start. Interested participants (n = 12) returned a signed consent form and were then contacted directly by the lead investigators. Control participants (n = 6) were recruited from the same groups as the experimental participants. Control participants gave consent to complete the questionnaire data but did not participate in the project. Inclusion criteria were as follows: participant is willing and able to give informed consent for participation in the study; male or female, 60 years or older; and living locally to Bedford. During phase 2 of the study, three of the participants from the experimental group (25%) and three participants from the control group (50%) dropped out.

For the young people, two local schools were contacted as part of the University of Bedfordshire’s National Collaborative Outreach Programme, and both responded. The young people (n = 23) were recruited using information sheets designed by the lead investigators and delivered by the gatekeepers. Interested participants returned a signed consent form. Control participants (n = 13) were recruited from the same groups as the experimental participants. Control participants gave consent to complete the questionnaire data but did not participate in the project. Inclusion criteria were as follows: parent/legal guardian is willing and able to give informed consent for the young persons’ participation in the study; male or female, school-aged; living locally to Bedford. During phase 2 of the study, four of the participants from the experimental group (17%) and one participant from the control group (8%) dropped out.



Qualitative Methods

Focus groups were conducted separately with seven older adults, three scheme leaders, eight young people, two teachers, and two community artists. The older adults were recruited from three ILCs and a university-run older-adult dance class. The three scheme leaders were recruited from the three ILC’s. Both the students and teachers were recruited from two local schools. One of the community artists was local to Bedford, and the other from the North of England. Focus groups were arranged at times and places convenient to the participants.

A semistructured interview guide was created for each group of participants (see Supplementary Appendix 1), divided into three sections: introductory questions and background information on previous experience of similar projects; feelings about the collaboration across generations and communities; including questions about their experiences of the project, what they found positive and negative about it, their experience of collaborating with others their own age and with those of a different generation, their understanding of citizenship and community within the scope of the project; and the role of the university in the organization and management of the project (which is reported on in Farrer et al., under review).

Focus group interviews lasted between 20:22 and 1:12:27 min and were transcribed verbatim and uploaded into NVivo software (QSR, Melbourne, Australia) for inductive analysis. Transcripts were read thoroughly, and all relevant segments of text were coded into meaningful units, which were then placed into logical categories (themes). Lower-order themes were combined to form higher-order themes, and this hierarchy was constantly updated and refined as part of the analysis process (Patton, 2002). All of the transcripts were coded by the first author, and the second author independently coded 15% of the transcripts to ensure parity and agreement between the researchers (Creswell and Miller, 2000).



Quantitative Methods

Participants completed a battery of questionnaires preproject and postproject, to assess any change in their levels of well-being. Descriptive demographic data for each group that completed questionnaires can be found in Table 1.


TABLE 1. Demographics of the sample.

[image: Table 1]

Materials


Demographic data

Participants provided information on their age, ethnicity, whether they had any previous dance experience, whether they were currently participating in any dance activity, and if so which dance style it was and how many hours per week they participated.



Basic needs

The Basic Psychological Needs Satisfaction Scale (Deci and Ryan, 2000) is a 21-item scale consisting of three subscales capturing data on participants’ feelings of autonomy, competence, and relatedness. It is scored on a 7-point scale from 1 (not at all true) to 7 (very true). Validity and reliability of the scale is published elsewhere (Deci and Ryan, 2000; Gagné, 2003). In the current study, at Time 1, the autonomy and competence subscales exhibited good internal reliability (α = 0.82 and 0.78, respectively), whereas an α level of.66 was accepted for the relatedness subscale as item deletion did not improve reliability. At Time 2, Cronbach α was satisfactory for autonomy (α = 0.75) and competence (α = 0.70 on deletion of one item) and acceptable for relatedness where again item deletion did not improve reliability (α = 0.69).



Affect

Participants’ affect was measured using the Positive and Negative Affect Scale (PANAS; Watson et al., 1988). The scale consists of two 10-item subscales tapping positive and negative affect, which are scored on a Likert scale from 1 (very slightly or not at all) to 5 (extremely). Participants were asked to complete the scale in reference to how they felt right now. The scale exhibited good internal reliability at both Time 1 (α = 0.78 for positive affect and α = 0.87 for negative affect) and Time 2 (α = 0.85 for positive affect and α = 0.90 for negative affect). The PANAS has published reliability information (Watson et al., 1988).



Social well-being

Social well-being was measured using the short (15 item) version of the Social Well-Being Scale (Keyes, 1998). The scale consists of five subscales, each with three items: social integration, social acceptance, social contribution, social actualization, and social coherence, scores from which were summed to create an overall score for social well-being. Items are scored on a 6-point Likert scale from 1 (agree strongly) to 6 (disagree strongly). Validity and reliability information is published in Keyes (1998). At both time points, scale reliability was good (α = 0.78 at Time 1 and α = 0.80 at Time 2).



Procedure

The scales were initially piloted with an independent group of older adults and young school-aged people to ensure that they were appropriate and that items were easily comprehended by each group. As a result of the pilot, some definitions were added to words for clarification, and the font size was increased so that the text was easier to read for the older adults. The questionnaires were completed at a time and location convenient to each group, at Time 1 (1 week prior to project commencement) and at Time 2 (1 week after the performance). Some older adults required help completing the questionnaires because of sight difficulties; the researchers or student interns assisted in these cases. Control groups were also recruited for both age groups in order to provide a comparison group and increase the robustness of the findings. However, these groups were difficult to recruit, and the resulting N is small.



Analysis

Data were first cleaned and screened for errors and outliers using IBM SPSS version 22. Although initially a multivariate analysis of variance was planned to compare the groups over time on the well-being measures, the sample size was insufficient to meet normality assumptions. Paired-samples t-tests were instead conducted to assess any differences in scores over time for the young people; a Wilcoxon rank test was used for the older experimental adults due to the small sample size (analyses of change over time for the older control group was not possible due to insufficient sample size). Independent-samples t-tests were then run to compare any differences in mean scores between the experimental and control groups of young people (comparisons between the older adult experimental and control groups were not possible due to the small N for the control group). A Bonferroni-adjusted α of 0.008 (0.05/6) was applied to mitigate the risk of type I error.



RESULTS


Qualitative Results

The focus groups yielded a range of findings that were organized into three higher order themes: motivations, benefits of engaging, and challenges of engaging. Each theme is now reported in detail (see Figure 1).
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FIGURE 1. Model of intergenerational engagement.



Motivations

This theme was created from lower-order themes relating to the participants’ initial perceptions of and motivations for engaging in the project. Specifically, the older adults articulated positive motivations including a general curiosity or interest in the project and a desire for increased social engagement and relationships.


Curiosity

The older adults’ interest in the project was expressed in initial meetings and through the focus groups. Respondents cited being generally curious about the project and being encouraged by other members of the care home, or relatives:

Well it was really curiosity. We didn’t know anything about it. (Older adult)

Other participants commented on their interest in learning new skills, including the opportunity to engage in dance and to learn about new technologies; “I wanted a little more about the cameras. How to use them, the film, and take photographs. How to use—what do you call those?… Tablets” (older adult).



Social engagement and relationships

The older adults often reflected on their decreasing engagement with the community, articulating their current fears or realities about feeling lonely and disconnected from society. Despite regular organized entertainment every couple of months at the two ILCs, and coffee mornings and social afternoons, the participants commented that the communal areas were rarely occupied by the other ILC residents and that they could go for days without seeing anyone.

I’m quite happy to be by myself. But it’s so [pause] when you come walk down here, there’s not a soul about. Saturday and Sunday—very, very quiet. There’s nobody sitting here. (Older adult)

You get a bit lonely, you see, on your own and all that. (Older adult)

This therefore made it difficult for the older adults to make meaningful relationships with others: “Because it’s hard, you know, to make friends” (Older adult). Others attributed their disconnection with the broader community to a prior lack of interest or opportunity, or perhaps fear of engagement:

Well I’ve never been one for doing things, like, with others. (Older adult)

… you know I’d always lived in my house, so [pause] and I’ve never mixed very much. (Older adult)

This was reflected in the artists focus group, where they articulated how their understanding of community and citizenship had informed the work:

I think in today’s world, all of us feel very disconnected to our community because, if you reflect back on history, everybody knew their neighbors; everybody knew their local shopkeepers, um, there wasn’t much moving around, around the country, where today, because people tend to move to different cities away from the family’s homes, um, we don’t tend to talk to our neighbors because we’re kind of all scared. I think there is a lack of feeling of belonging to an area… And I think because people are more scared, because there’s a lot more awareness of what goes on, where back in the day you wouldn’t know necessarily all the bad stuff going on, I think people are tending to keep themselves to themselves. So I think this project was an ideal situation to bring two groups together who would be scared themselves. (Artist)

Some of the older adults were new to the area, or new to the ILC, and the scheme leaders commented that their attitudes toward leaving the ILC had changed; for example, over time the older adults became more reluctant to leave to go to the shops, and even attendance at previously organized events by the scheme leaders had been described as “hit and miss” (scheme leader). Therefore, the older adults’ attitudes and engagement with the broader community had seemingly waned; their awareness of this lack of engagement had been a motivating factor. As one participant explained:

I like being with older people and children, so it seemed like a good combination. (Older adult)



Benefits


Breaking stereotypes

One of the aims of the project was to address negative stereotypes that the older adults may have had of the young people and vice versa in order to enhance social integration and acceptance. In the initial 5 weeks where the artists worked separately with the older adults and young people, a series of activities were used to help the participants understand one another before the groups came together. The artists had asked each group of participants what advice they would give to the other group, and this was a very revealing exercise that highlighted some of the stereotypes they each held:

Because, you know, even the older adults, at one point, when we were talking about, um, what is the stereotype of young people, what would you advise young people? They really were saying, “Oh young people aren’t connected, they’ve got fake friends.” And then when we told the young people this, they were so shocked and were like, “Well I disagree, because I meet up with my friends all the time, I have real good friends, we love hanging out together.” So, it’s just breaking that barrier. (Artist)

Through the use of the camera work, opportunities were developed for each group to share something about themselves prior to their first combined session. However, there had been some nervousness prior to their coming together.

…there was a lot of nervousness around that on both sides. Um, and even [pause] even that, when they [pause] you know, the two groups first came together, you could sense that nervousness, but actually they worked so well together. (Artist)

During the focus groups with the older adults, there was an acknowledgement that their expectations had been challenged and most importantly that they had really enjoyed being with the young people.

The young children were so good. You know, I thought they’d be a bit more airy, being with older people, um, but they were all extremely welcoming and they helped us, encouraged us… (Older adult)

Um, it was a long time since I’ve worked with children, although I spent my whole career doing that. And I thought that was just so charming, because they [pause] um, they were so unaffected. They were in no way, sort of, um, you know treading warily around. They were going “come on, take your hands,” whatever, and I thought that was just lovely. Their participation was brilliant. (Older adult)

The younger people also commented on their enjoyment of working with the older adults and how it had enabled them to develop a shared understanding of one another:

And it was, like, nice to interact with the older adults, as well, because, like, you never really see them. (Young person)

And I think, like, this kind of sounds a bit weird, but I think it helps us, like, understand, like, each generation more, because, like, I never met them, so I don’t really know their thoughts, but they [pause] because they’re, like, different generation, so they might think that our views are maybe, like, different and, like, wrong [pause] not wrong, but like weird and different to them, and then their views, like, might be, like, different to us. So it’s a good, like, understanding point. (Young person)

This was also perceived by the artists working with them:

And then when you think it can’t get any better, and you bring them together, again that whole shyness happens, and then by the end of the session they’re all chatting, they’re all helping the older adults out, and the older adults are smiling, and [pause] I just think it’s been a great reminder for myself of the power of the process. The power of dance. And then also just [pause], it just shows the power of, like, mixing communities and breaking stereotypes. (Artist)



Companionship

In addition to enjoying spending time with the young people, many of the older adults commented on how much they enjoyed getting to know people of a similar age and being involved in doing something with others:

Most of [pause] most of it was the company. Being with other people, doing what other people were doing. Being part and parcel of it all. (Older adult)

Yeah, it was nice really, wasn’t it? All the people who are sitting here, we know so well. We all know each other. We all get on. Nothing else [pause] that’s the start and finish of it. (Older adult)

Some also commented on how it had also made an impact on how they engaged with others outside of the project:

And so now, I’m beginning to mix with people, you know, “Good morning, how are you, are you off out today?” Things like that. (Older adult)

This demonstrates an overall increase in confidence and willingness to engage with others which is supported by data from the following theme.



Positive affect

The older adults’ enjoyment of the project was expressed throughout the interviews and was evident not only in their descriptions of the project itself but also in their enthusiasm to talk about their experiences with family, friends, and the scheme leaders and carers:

Um, they’ve all looked forward to it. They tell me every time they’ve been, what they’ve been doing. I have the rundown of it. (Scheme leader)

I think it gave people something to think about. It gave them another aspect, didn’t it, in their discussions and the talking. And you’d hear this, actually, at lunches… because people would then be discussing about what was going to be happening, and if they were coming down. So, yeah, no, it became a focal point. (Scheme leader)

There were frequent mentions of positive outcomes including feelings of enjoyment and excitement as well as being inspired and encouraged. The older adults also referred to feeling more confident and proud of their achievements:

I’m on a high when I go back. I don’t know what it does, but it does something. (Older adult)

I loved it. I loved it. It was a real, um, challenge and a real experience, you know. Like I said in the beginning, I never thought we would ever come close to doing anything like this. (Older adult)

Well, we felt that we was… proud, and in heaven, sort of thing, doing it. (Older adult)

This included their enjoyment of the final performance:

Oh, well, the performance. Oh yes, I think it was wonderful. It really was. You put such great effort into it, helping us and doing for us. It was beautiful, it was. I mean everybody cheered, didn’t they? Everybody…

The artists had also observed increased confidence in the older adults:

They’ve had, like, so many milestones along the way that there were some people… sitting at the back, but they were part [pause] they slowly kind of would involve them [pause] grew in confidence, that they would kind of stand up and walk in a little bit, you know, and kind of start to engage and interact and push themselves even, you know - whatever that is for them. (Artist)

The scheme leaders observed positive responses from the participants, noting that they had not received any negative feedback:

I think everybody that went, without a doubt, I felt enjoyed it. (Scheme leader)

The ones that took part, whether it was right to the end or not, nobody criticized [pause] you know, it was all positive feedback. They enjoyed it. (Scheme leader)



Open to new things

Many of the participants described the pleasure they got from doing something new or out of their comfort zone:

And it got you doing different things.… And, also to do something completely different from the activities that are provided here. (Older adult)

There’s no pressure. So I think that’s great. And it’s opened my eyes. (Older adult)

This was reiterated by the scheme leaders, who were surprised at some of the older adults’ engagement. They commented on how one particular participant was not planning on doing the project, and they were doubtful if the participant would ever engage in such activities outside of the ILC, but after joining in, they commented on how much the participant enjoyed it. This also led the scheme leaders to discussions of classes they might run in the future:

This activity is obviously not something they would ever have thought of, um, which is kind of open [pause] opened it up, so they may well be more receptive to anything else that comes along similar, or that involves things in the community a bit more. (Scheme leader)



Physical benefits

The physical benefits of dance for older adults are well documented in the literature (e.g., Hwang and Braun, 2015), and as such was not a particular focus of this research project. However, anecdotally, participants expressed joy in feeling greater vigor and flexibility:

And sometimes I’m tired, but I feel so invigorated when we finish. (Older adult)

Well I feel a bit more supple, I did. Because I’d got very stiff. And that helped. (Older adult)



Challenges

The participants also articulated some of the challenges they faced during the project including some apprehension about the performance.


Performance anxiety

One of the biggest challenges to engaging in the project and initial anxieties of participants was around the performance at the end of the project:

I’ve never performed. So this was a big challenge. I was very, um [pause] I wasn’t very keen on doing the actual performance. (Older adult)

And I remember like, in week 1, I think it was, one of the older adults was like, “Oh there’s going to be a performance, I don’t know if I’m going to [pause] I don’t know if I’m going to do that.” (Artist)

Some of their anxiety arose from feelings of inadequacy in terms of the dance practice, “There were so many times I was not going to do it, because you think of dance and performance as showing off and more professional” (older adult). This quote suggests that the older adults had certain perceptions of dance and professional dance performance, which would typically have excluded them from participating. Participants also commented that their initial expectations were of a smaller-scale project and more like a weekly Keep Fit class: “I didn’t expect it to be on the scale that it was. I thought it would just be [in the ILC]” (older adult).



Vulnerability

One of the key challenges cited by the older adults was their difficulty when leaving the ILC to join the sessions on the university campus. As a result, three of the older adults ceased engagement. One of the key reasons cited was difficulty with walking the distance between the taxi drop-off and the dance studio:

But we had the taxi, didn’t we, which was very nice. But it was too far away from the hall, and that’s what I find difficult. To walk. And then when I got there, I was alright [pause] lovely to come in, walked, dancing, music—yes, I loved that. But it was standing out. And when I got there, it was a very hot day. (Older adult)

This was acknowledged by both the artists and scheme leaders, who were concerned for some of the more vulnerable older adults; “The constraint for the older adults—feeling confident enough to come out of the care home, which I didn’t expect…” (artist). The scheme leaders also acknowledged concerns from one of the older adults’ family, which prevented them from taking part outside of the ILC: “…but the family are always very, very frightened for her to come out of that environment without them being there […] Um, and it was that vulnerability…” (scheme leaders). However, the scheme leaders still felt that whereas some of the older adults stopped coming, they still benefited from engaging:

and the fact that they really liked it when they weren’t doing it here, so okay, they’d stopped a bit prematurely, for them, that was their choice, but they don’t [pause] you know, they still got a lot out of it. (Scheme leader)



Quantitative Results

The means and standard deviations for each questionnaire variable and group are reported in Table 2, along with the N for each variable. The variability in attendance over the course of the project is reflected in the number of responses to each scale, and missing data suggest that the young people in particular did not engage well with the Basic Psychological Needs Satisfaction (BNS) scale. It may also be possible that, despite successful piloting of the scales, there were some difficulties in comprehension of some items for both groups, which participants may not have wished to share with the research team. As a result, the statistical analyses were conducted on small sample sizes (particularly the control groups, whereby there were insufficient cases of older control adults to conduct analyses). Taken together, this means that reported findings should be interpreted with caution. These factors are indicative of the challenges in collecting quantitative data with multiple community groups whose attendance and engagement may fluctuate. Perhaps unsurprisingly, therefore, there were no significant differences over time according to the paired t-tests and Wilcoxon rank tests or significant differences between the groups according to the independent t-tests (full results of the statistical analyses are shown in Supplementary Appendix 2).


TABLE 2. Mean scores for each group.

[image: Table 2]However, although there were no significant results, inspection of the means indicates that there were increases in every well-being variable (and a decrease in negative affect) for the older adult experimental group, including an increase of just over four points in social well-being. This is in accordance with the qualitative data; it is possible that these increases may have been significant with a larger sample size.



DISCUSSION

The aim of this study was to investigate the outcomes of an intergenerational dance and photography project on participants’ social and psychological well-being. Overall, analyses revealed that participants’ experiences of Generations Dancing were very positive with praise for the supportiveness of the people involved, the final event, and the opportunity for connection that it provided. The few challenges that were identified centered around the vulnerability of particular individuals, who found it difficult to leave the ILCs and some who expressed initial anxiety toward the final performance but for whom every single participant positively commented on after the event. The project emphasized collaboration and the breaking down of barriers and stereotypes across generations, with a view to developing participants connection with Bedford and the local community.


Social Integration

One of the key outcomes of Generations Dancing has been the increased integration of the older adults within the ILCs in order to make meaningful contributions within their own social networks. As a component of social well-being, Keyes defines social integration as “the quality of one’s relationship to society and community” (Keyes, 1998, p. 122). He argues that healthy individuals feel that they belong to a community and are part of a shared social reality. This is evident in the older adults’ increased confidence and willingness to connect with others outside of the project, including their increased daily communication with other older adults, with scheme leaders and carers, and with friends and family. It seemed that the older adults had immense enjoyment from talking about their experience to others, and the project became a focal point for further discussions. This supports existing literature that intergenerational and arts activities are beneficial for improving social networks (Kagan et al., 2012; Clyde and Ryall, 2014; Park, 2014). Conversely, Keyes argues that social isolation and estrangement are the antithesis of social integration, and it is crucial to note that some of the participants acknowledged feelings of loneliness and a desire to develop more connections as key motivations for taking part in the project. It is evident that projects such as Generations Dancing can play an important role in providing social engagement and shared experience. The fact that some participants themselves listed this as a motivating factor indicates a real need for increased social activity among this population.



Social Acceptance

Through intergenerational interaction and mutual learning, this project also offered opportunity for participants’ perspectives of others to be shifted and assumptions to be challenged. Keyes (1998) defines social acceptance as the generalized character or quality an individual may hold of other people: “Individuals who illustrate social acceptance trust others, think that others are capable of kindness, and believe that people can be industrious” (Keyes, 1998, p. 122). While many of the participants began the project with certain preconceptions, it was clear that the stereotyping of young people by the older adults was easily overcome through the use of preparatory workshop exercises. This is supported in the literature, which articulates the importance of preparatory exercises to enable intergenerational connection and understanding (Springate et al., 2008). Another key component of social well-being that was particularly evident in this project is that of social acceptance. The older adults also enjoyed the students’ company and sharing stories with them. They felt encouraged and supported by the young people. This benefit of intergenerational practice is widely reported in the literature (Springate et al., 2008; Welsh Local Government Association, 2012; Hatton-Yeo and Melville, 2013; Clyde and Ryall, 2014) and supports Age UK’s report that creative and cultural participation as a means for engaging with others is a significant contributor to well-being. It is also supported by the increased scores in relatedness and social well-being over time, despite not being statistically significant.



Positive Emotions

Participants reported numerous positive emotions, including enjoyment excitement, confidence, and pride. These related to various experiences including the success of the final performance and the joy of seeing everyone applauding, as well as the positive interactions they had with others, such as their fellow peers, the young people and the supporting artists and volunteers. This is supported by the PANAS scores, which indicated a trend toward increases in positive affect and decreases in negative affect. This supports existing literature that intergenerational and arts activities are beneficial for the psychological well-being of individuals (Springate et al., 2008; Welsh Local Government Association, 2012; Hatton-Yeo and Melville, 2013). The research undertaken as part of Generations Dancing uniquely demonstrates this within the context of dance by evidencing the positive impact of dance on participants’ well-being. Furthermore, it became evident that the adults’ engagement in the project allowed them to break limiting beliefs and to become open to new things. Learning new things is associated with psychological well-being in terms of growth, accomplishment, and achievement (e.g., Ryff and Keyes, 1995; Seligman, 2011). This is further supported by the improved competence scores over time.



Challenges

The challenges reported by the participants included anxiety toward the performance. However, the older adults also expressed enjoyment and feelings of pride after the event. Performance anxiety is common, even among professional dancers (e.g., Walker and Nordin-Bates, 2010), and demonstrates how much the older adults cared about doing a good job and how much the project meant to them. Other challenges included obstacles to participation with regard to access and safeguarding in terms of transport issues, location of classes, and communication with other family members; this is reported on further in Farrer et al. (in preparation).



Limitations

The results of this study indicate that intergenerational dance and arts projects can have wide-reaching positive impacts on both social and psychological well-being. However, there were a number of methodological challenges, including difficulty in recruiting sufficient numbers of both experimental and control groups for a robust quantitative evaluation of the data. The questionnaires themselves were also challenging for some of the older adults, which was not evident in the initial piloting. For example, participants often struggled to complete the PANAS scale, not knowing how to interpret the Likert scale, but did always ask for help. Some of the phrasing of both the PANAS items and social well-being items was problematic for the older participants, with some interpreting them as personal attacks; i.e., when rating their feelings of guilt, participants would react with anger about what they perceived they were being accused of. As such, the validity of the responses from some participants is questionable. These various methodological challenges highlight that, despite our attempts to establish robust quantitative data, “real life” settings and scenarios can influence the amount, nature, validity, and reliability of data collected. In order for intergenerational projects to provide a meaningful and viable opportunity for participants, they typically need to involve short time scales and small numbers, which limit the amount and types of data that can be collected. Going forward, we encourage researchers to continue to consider innovative ways to address such methodological challenges.

However, in terms of the findings of this article, the qualitative and quantitative data did broadly support one another. It also important to note that the experimental older adults already had relatively high levels of well-being indices at the start of the project, reporting scores that were higher than those in previous studies of older adults in terms of basic need satisfaction (Goulimaris et al., 2014), positive affect (Mather and Knight, 2005; Parker et al., 2008), and social well-being (Keyes, 1998). This may in part explain the lack of significance in change over time. This also raises a final methodological question regarding potential differences between participants who self-select for projects like these and those who are less likely to put themselves forward, but may actually benefit more from the project. Recruiting “hard to reach” participants continues to be a challenge in such contexts.



CONCLUSION

The impact of the Generations Dancing project has been overall very positive, drawing from a range of quantitative and qualitative information to paint an interwoven web of understanding and experience from the older adults’, young people’s, artists’, and teachers’ perspective. What is clear is the social value of a project like this being placed in locations where there is little existing provision for positive intergenerational interaction. Interview data from the older adults would suggest that this social value is far reaching, as they describe their growing number of interactions with peers, young people, friends, and family beyond the actual project sessions themselves. This research highlights the role that arts can play in connecting communities and encouraging social integration. It acts as a medium for engaging participants, but also a stimulus that encourages communication and engagement with friends and family outside of the project activities.

As such, controlling the parameters of the testing and intervention from a scientific perspective was compromised, and this was borne out by the quantitative results; the questionnaires proved challenging for some of the participants, which was not evident in initial piloting. However, changes and benefits did occur, and in terms of the social and emotional well-being of these particular older adults, this project has had a measurable impact.

With its myriad benefits in mind, this research demonstrates the value and impact of work of this nature, which creates an environment where the older adults feel both accepted by the other participants and connected to their respective networks beyond the project. The findings of this research suggest that continued support for projects like Generations Dancing will help to address the ongoing need to balance the health and well-being of both older adults and young people and in developing participants’ sense of community and civic safety by challenging assumptions and breaking down barriers for communication across generations.



DATA AVAILABILITY STATEMENT

The raw data supporting the conclusions of this article will be made available by the authors, without undue reservation, to any qualified researcher.



ETHICS STATEMENT

The studies involving human participants were reviewed and approved by the University Ethics Committee, University of Bedfordshire. Written informed consent to participate in this study was provided by the participants’ legal guardian/next of kin.



AUTHOR CONTRIBUTIONS

LD wrote the manuscript. IA provided data for Tables 1, 2, plus contributed to the “Quantitative Methods” and “Quantitative Results” sections and conducted all statistical analyses. LD and RF conducted the participant interviews. All authors reviewed the final manuscript.



SUPPLEMENTARY MATERIAL

The Supplementary Material for this article can be found online at: https://www.frontiersin.org/articles/10.3389/fpsyg.2020.561126/full#supplementary-material



REFERENCES

Age UK (2018a). Creative and Cultural Activities and Wellbeing in Later Life. Available online at: https://www.ageuk.org.uk/globalassets/age-uk/documents/reports-and-publications/reports-and-briefings/health–wellbeing/rb_apr18_creative_and_cultural_activities_wellbeing.pdf (accessed July 27, 2020).

Age UK (2018b). Index of Wellbeing in Later Life. Available online at: https://www.ageuk.org.uk/our-impact/policy-research/wellbeing-research/index-of-wellbeing/ (accessed July 27, 2020).

Apol, L., and Kambour, T. (1999). Telling stories through writing and dance. Lang. Arts 77, 106–117. doi: 10.2307/41484067

Arts Council England (2014). The Value of Arts and Culture to People and Society: an evidence review. London: Arts Council England.

Arts Council England (2016). Older People and Arts and Culture. Available online at: https://comresglobal.com/polls/arts-council-england-older-people-poll/ (accessed July 27, 2020).

Bedford Borough Council (2014). Bedford Borough Health and Wellbeing Strategy. Bedford: Bedford Borough Council.

Bennett, K. M. (2002). Low level social engagement as a precursor of mortality among people in later life. Age Aging 31, 168–168. doi: 10.1093/ageing/31.3.165

Beth Johnson Foundation (2011). A Guide to Intergenerational Practice. Stoke-on-Trent: Beth Johnson Foundation.

Blazy, L., and Amstell, S. (2010). NRG2 Youth Dance and Health Research Report. London: Trinity Laban Conservatoire of Music and Dance..

Bolton, M. (2012). Loneliness: the State we’re in: a Report of Evidence Compiled for the Campaign to End Loneliness. Abingdon: Age UK Oxfordshire.

Borstel, J. (2006). Liz Lerman dance exchange: superheroes and everyday dancers, old and young. Generations 30, 65–67.

Bupa (2011). Keep Dancing…The Health and Well-Being Benefits of Dance for Older People. London: Bupa.

Burkhardt, J., and Brennan, C. (2012). The effects of recreational dance interventions on the health and well-being of children and young people: a systematic review. Arts Health 4, 148–161. doi: 10.1080/17533015.2012.665810

Clyde, A., and Ryall, H. (2014). Generations Working Together. NHS Health Scotland and Generations Working Together. Edinburgh: NHS Health Scotland.

Connolly, M., Quin, E., and Redding, E. (2011). Dance 4 your life: exploring the health and well-being implications of a contemporary dance intervention for female adolescents. R. Dance Educ. 12, 53–66. doi: 10.1080/14647893.2011.561306

Creswell, J. W., and Clark, V. L. P. (2017). Designing and Conducting Mixed Methods Research. Thousand Oaks, CA: Sage Publications.

Creswell, J. W., and Miller, D. L. (2000). Determining validity in qualitative inquiry. Theory Pract. 39, 124–130. doi: 10.1207/s15430421tip3903_2

Crossick, G., and Kaszynska, P. (2016). Understanding the Value of Arts and Culture, AHRC Cultural Value Project Final Report. Swindon: Arts & Humanities Research Council.

Dance South West (2011). Cool Facts – Hot Feet. Dancing to Health: A Review of the Evidence. Dance South West: Department of Health.

Deci, E. L., and Ryan, R. M. (2000). The “what” and “why” of goal pursuits: human needs and the self-determination of behaviour. Psychol. Inq. 11, 227–268. doi: 10.1207/s15327965pli1104_01

Deci, E. L., and Ryan, R. M. (2008). Hedonia, eudaimonia, and well-being: an introduction. J. Happiness Stud. 9, 1–11. doi: 10.1007/s10902-006-9018-1

Department for Digital, Culture, Media and Sport (2019). Taking Part Survey: England, Adult Report, 2018/19. Available online at: https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/879725/Taking_Part_Survey_Adult_Report_2018_19.pdf (accessed July 27, 2020).

Dodge, R., Daly, A. P., Huyton, J., and Sanders, L. D. (2012). The challenge of defining wellbeing. Int. J. Wellbeing 2, 222–235. doi: 10.5502/ijw.v2i3.4

Dorsett, R., Rienzo, C., and Weale, M. (2015). Intergenerational and Inter-Ethnic Well-Being: An Analysis for the UK. London: National Institute of Economic and Social Research.

Duane, F., Brasher, K., and Koch, S. (2013). Living alone with dementia. Dementia 12, 123–136. doi: 10.1177/1471301211420331

Fuller-Iglesias, H. R., and Rajbhandari, S. (2016). Development of a multidimensional scale of social integration in later life. Res. Aging 38, 3–25. doi: 10.1177/0164027514568324

Gagné, M. (2003). ‘The role of autonomy support and autonomy orientations in prosocial behaviour engagement. Motivat. Emot. 27, 199–223. doi: 10.1023/A:1025007614869

Goulimaris, D., Mavridis, G., Genti, M., and Rokka, S. (2014). Relationships between basic psychological needs and psychological well-being in recreational dance activities. J. Phys. Educ. Sport 14, 277. doi: 10.7752/jpes.2014.02042

Hatton-Yeo, A. (2008). “Programas intergeneracionales, solidaridad intergeneracional y cohesion social,” in Hacia una Sociedad Para Todas las Edades. La vía de los Programas Intergeracionales, ed. M. Sánchez (Barcelona: Fundación La Caixa).

Hatton-Yeo, A., and Melville, J. (2013). Intergenerational Shared Spaces. Generations Together Cymru. Cardiff: Welsh Government.

Hawkley, L. C., Burleson, M. H., Bernston, G. G., and Cacioppo, J. T. (2003). Loneliness in everyday life: cardiovascular activity, psychosocial context, and health behaviours. J. Personal. Soc. Psychol. 85, 105–120. doi: 10.1037/0022-3514.85.1.105

Henderson, L. W., and Knight, T. (2012). Integrating the hedonic and eudaimonic perspectives to more comprehensively understand wellbeing and pathways to wellbeing. Int. J. Wellbeing 2, 196–221. doi: 10.5502/ijw.v2i3.3

Houston, S. (2014). “Moved to dance: socially engaged dance facilitation,” in Hybrid Lives of Teaching Artists in Dance and Theatre Arts: A Critical Reader, eds M. E. Anderson and D. Risner (New York, NY: Cambria Press), 133–154.

Houston, S. (2015). Measuring the Impact of Dance. Cambridge: Arts Professional.

Houston, S., and McGill, A. (2012). A Mixed-methods Study into Ballet for People Living with Parkinson’s. Arts Health 5, 103–119. doi: 10.1080/17533015.2012.745580

Huta, V., and Waterman, A. S. (2014). Eudaimonia and its distinction from hedonia: developing a classification and terminology for understanding conceptual and operational definitions. J. Happiness Stud. 15, 1425–1456. doi: 10.1007/s10902-013-9485-0

Hwang, P. W. N., and Braun, K. L. (2015). The effectiveness of dance interventions to improve older adults’ health: a systematic literature review. Altern. Ther. Health Med. 21, 64–70.

Jones, N. A., Pereznieto, P., and Presler-Marshall, E. (2016). “How does mixed methods research add value to our understanding of development?,” in The Oxford Handbook of Multimethod and Mixed Method Research Inquiry, eds S. N. Hesse-Biber and B. Johnson (Oxford: Oxford University Press).

Joynson, K., Hui, A., and Stickley, T. (2009). An Evaluation of the Development of Young@Heart, a Dance Project for Older People. Nottingham: Dance4.

Kagan, C., Micallef, A.-M., Siddiquee, A., Fatimilehin, I., Hassan, A., de Santis, C., et al. (2012). Intergenerational work, social capital and wellbeing. Glob. J. Commun. Psychol. Pract. 3, 286–293.

Karkou, V., Oliver, S., and Lycouris, S. (eds) (2017). The Oxford Handbook of Dance, and Wellbeing. Oxford: Oxford University Press, doi: 10.1093/oxfordhb/9780199949298.001.0001

Keay, J., and Spence, J. (2009). Essentially Dance Pilot Project Evaluation Report. London: Roehampton University.

Keyes, C. L., and Shapiro, A. D. (2004). Social well-being in the United States: a descriptive epidemiology. How Heal. 15, 350–372.

Keyes, C. L. M. (1998). Social well-being. Soc. Psychol. Q. 61, 121–140. doi: 10.2307/2787065

Keyes, C. L. M., Shmotkin, D., and Ryff, C. D. (2002). Optimizing well-being: the empirical encounter of two traditions. J. Personal. Soc. Psychol. 82, 1007–1022. doi: 10.1037/0022-3514.82.6.1007

Levasseur, M., Richard, L., Gauvin, L., and Raymond, E. (2010). Inventory and analysis of definitions of social participation found in the aging literature: proposed taxonomy of social activities. Soc. Sci. Med. 71, 2141–2149. doi: 10.1016/j.socscimed.2010.09.041

Manchester City Council (n.d.) Creating Connections. Breaking Down Barriers. Manchester: Manchester City Council.

Mather, M., and Knight, M. (2005). ‘Goal-directed memory: the role of cognitive control in older adults’ emotional memory. Psychol. Aging 20, 554–570. doi: 10.1037/0882-7974.20.4.554

McDowell, I. (2010). Measures of self-perceived well-being. J. Psychosom. Res. 69, 69–79. doi: 10.1016/j.jpsychores.2009.07.002

McGill, A., Houston, S., and Lee, R. (2014). Dance for Parkinson’s: a new framework for research on its physical, mental, emotional, and social benefits. Compl. Ther. Med. 22, 426–432. doi: 10.1016/j.ctim.2014.03.005

Miao, F. F., Koo, M., and Oishi, S. (2013). “Subjective well-being,” in Oxford Handbook of Happiness, eds S. A. David and I. Boniwell. and A. C. Ayers (Oxford: Oxford University Press), doi: 10.1093/oxfordhb/9780199557257.013.0013

Morelli, S. (2010). Intergenerational adaptation in north indian kathak dance. Anthropol. Noteb. 16, 77–91.

Nordin, S. M., and Hardy, C. (2009). Dance4Health: A Research-Based Evaluation of the Impact of Seven Community Dance Projects on Physical Health, Psychological Wellbeing and Aspects of Social Inclusion. Warwickshire: County Arts Service.

Olvera, A. E. (2008). Cultural dance and health: a review of the literature. Am. J. Health Educ. 39, 353–359. doi: 10.1080/19325037.2008.10599062

ONS (2015). Measuring National Well-Being, Insights into Loneliness, Older People and Well-being, 2015. Available online at: https://www.ons.gov.uk/peoplepopulationandcommunity/wellbeing/articles/measuringnationalwellbeing/2015-10-01 (accessed July 27, 2020).

ONS (2016). Measuring National Well-Being: At what age is Personal Well-Being the Highest?. Available online at: https://www.ons.gov.uk/peoplepopulationandcommunity/wellbeing/articles/measuringnationalwellbeing/atwhatageispersonalwellbeingthehighest#at-what-age-is-personal-well-being-the-highest (accessed July 27, 2020).

ONS (2018). Measuring National Well-Being: Quality of Life in the UK, 2018. Available online at: https://www.ons.gov.uk/peoplepopulationandcommunity/wellbeing/articles/measuringnationalwellbeing/qualityoflifeintheuk2018#well-being-for-all-ages (accessed July 27, 2020).

Park, A.-L. (2014). Do Intergenerational activities do any good for older adults’ well-being? A brief review. Gerontol. Geriatr. Res. 3:181. doi: 10.4172/2167-7182.1000181

Parker, S. J., Strath, S. J., and Swartz, A. M. (2008). Physical activity measurement in older adults: relationships with mental health. J. Aging Phys. Activ. 16, 369–380. doi: 10.1123/japa.16.4.369

Patton, M. Q. (2002). Qualitative Evaluation and Research Methods. Thousand Oaks, CA: Sage.

Pavot, W., and Diener, E. (2013). “Happiness experienced: the science of subjective well-being,” in Oxford Handbook of Happiness, eds I. Boniwell, S. A. David, and A. Conley Ayers (Oxford: OxfordUniversityress. doi: 10.1093/oxfordhb/9780199557257.013.0010

Quin, E., Frazer, L., and Redding, E. (2007). The health benefits of creative dance: Improving children’s physical and psychological well-being. Educ. Health 25, 31–33.

Robinson, J., Hobby, L., and Kirkaldi, A. (2006). Evaluation of Speke Inter-Generational Project. Liverpool: HACCRU.

Ryan, R. M., and Deci, E. L. (2001). On happiness and human potentials: a review of research on hedonic and eudaimonic well-being. Annu. Rev. Psychol. 52, 141–166. doi: 10.1146/annurev.psych.52.1.141

Ryan, R. M., Huta, V., and Deci, E. L. (2008). Living well: a self-determination theory perspective on eudaimonia. J. Happiness Stud. 9, 139–170. doi: 10.1007/s10902-006-9023-4

Ryff, C. D., and Keyes, C. L. M. (1995). The structure of psychological well-being revisited. J. Personal. Soc. Psychol. 69, 719–727. doi: 10.1037/0022-3514.69.4.719

Schroeder, K., Ratcliffe, S. J., Perez, A., Earley, D., Bowman, C., and Lipman, T. H. (2017). ‘Dance for Health: an intergenerational program to increase access to physical activity. J. Pediatr. Nurs. 37, 29–34. doi: 10.1016/j.pedn.2017.07.004

Seligman, M. (2011). Flourish: A New Understanding of Happiness, Well-being-and How to Achieve Them. Boston: Nicholas Brealey Publishing.

Sherman, A. (1997). “A case study of intergenerational relations through dance with profoundly deaf individuals,” in Intergenerational Approaches in Aging: Implications for Education Policy and Practice, eds K. Brabazon and R. Disch (Binghampton, NY: The Haworth Press), 113–124. doi: 10.1300/j083v28n01_14

Springate, I., Atkinson, M., and Martin, K. (2008). Intergenerational Practice: A Review of the Literature (LGA Research Report F/SR262). Slough: NFER.

Steptoe, A., Owen, N., Kunz-Ebrecht, S. R., and Brydon, L. (2004). Loneliness and neuroendocrine, cardiovascular, and inflammatory stress responses in middle-aged men and women. Psychoneuroendocrinology 29, 593–611. doi: 10.1016/s0306-4530(03)00086-6

Urmston, E., Chater, A., Spampinato-Korn, A., and Kozub, S. (2012). Go Dance: Inspiring Children to Dance to 2012 and Beyond: Research Report. Ipswich: East Youth Dance.

Vella-Burrows, T., Pickard, A., Wilson, L., and Clift, S. (2017). Dance to Health: An Evaluation of Health, Social and Artistic Outcomes of A Dance Programme for the Prevention of Falls. Canterbury: Canterbury Christ Church University.

Walker, I. J., and Nordin-Bates, S. M. (2010). Performance anxiety experiences of professional ballet dancers: the importance of control. J. Dance Med. Sci. 14, 133–145.

Waterman, A. S. (1993). The conceptions of happiness: contrasts of personal expressiveness (eudaimonia) and hedonic enjoyment. J. Pers. Soc. Psychol. 64, 678–691. doi: 10.1037/0022-3514.64.4.678

Waterman, A. S. (2007). On the importance of distinguishing hedonia and eudaimonia when contemplating the hedonic treadmill. Am. Psychol. 62, 612–613. doi: 10.1037/0003-066X62.6.612

Waterman, A. S., Schwartz, S. J., and Conti, R. (2008). The implications of two conceptions of happiness (hedonic enjoyment and eudaimonia) for the understanding of intrinsic motivation. J. Happiness Stud. 9, 41–79. doi: 10.1007/s10902-006-9020-7

Watson, D., Clark, L. A., and Tellegan, A. (1988). Development and validation of brief measures of positive and negative affect: the PANAS scales. J. Personal. Soc. Psychol. 54, 1063–1070. doi: 10.1037/0022-3514.54.6.1063

Welsh Local Government Association (2012). Bringing Generations Together in Wales. Cardiff: Welsh Local Government Association.

Whitehouse, P. J. (2017). Learning among generations – from intergenerational to intergenerative. Generat. J. Am. Soc. Aging 41, 68–71.

YouthLink Scotland (2011). Bridging the Generation Gap: A Report on Intergenerational Practice Within the Youth Work Sector. Edinburgh: YouthLink Scotland.


Conflict of Interest: The authors declare that the research was conducted in the absence of any commercial or financial relationships that could be construed as a potential conflict of interest.

Copyright © 2020 Douse, Farrer and Aujla. This is an open-access article distributed under the terms of the Creative Commons Attribution License (CC BY). The use, distribution or reproduction in other forums is permitted, provided the original author(s) and the copyright owner(s) are credited and that the original publication in this journal is cited, in accordance with accepted academic practice. No use, distribution or reproduction is permitted which does not comply with these terms.








 


	
	
ORIGINAL RESEARCH
 published: 23 September 2020
 doi: 10.3389/fpsyg.2020.02221






[image: image2]

Pictorial Phenomena Depicting the Family Climate of Deaf/Hard of Hearing Children and Their Hearing Families

Anat Avrahami-Winaver1, Dafna Regev2* and Shunit Reiter1


1Faculty of Education, University of Haifa, Haifa, Israel

2The Emili Sagol Creative Arts Therapies Research Center, The Graduate School of Creative Arts Therapies, University of Haifa, Haifa, Israel

Edited by:
 Jennifer Drake, Brooklyn College (City University of New York), United States

Reviewed by:
 Yung-Ting Tsou, Leiden University, Netherlands
 Scott Wells Browning, Chestnut Hill College, United States

*Correspondence: Dafna Regev, daf.regev@gmail.com 

Specialty section: This article was submitted to Psychology for Clinical Settings, a section of the journal Frontiers in Psychology

Received: 10 May 2020
 Accepted: 07 August 2020
 Published: 23 September 2020

Citation: Avrahami-Winaver A, Regev D and Reiter S (2020) Pictorial Phenomena Depicting the Family Climate of Deaf/Hard of Hearing Children and Their Hearing Families. Front. Psychol. 11:2221. doi: 10.3389/fpsyg.2020.02221
 

This mixed method study (Explanatory Design – the Participant Selection Model) investigated the use of joint drawing (the Family Squiggle) as a family climate assessment tool for hearing families who have a deaf/hard of hearing (D/HH) child. The goal was to evaluate the possibilities of applying a quantitative approach to characterize the pictorial phenomena produced by hearing families who have a D/HH child and then apply qualitative research approaches to better understand the meaning of these phenomena. Twenty-eight hearing families (parents and child) whose child was diagnosed as D/HH and used hearing devices (hearing aids and implant) were recruited along with 16 families with a hearing child of a similar age enrolled in a mainstream school. The sessions involved a joint drawing followed by a family interview. In the quantitative stage, pictorial phenomena for which there was a significant association between the phenomena and the group of families were defined. These were: (1) the number of dominant images, (2) images occupying less than a quarter of the page, (3) images with accentuated outlines, (4) moderate colorfulness with four to five colors in each drawing, (5) minimal representation of the face, (6) concrete rather than creative titles, (7) muting of conflictual themes, and (8) images reminiscent of hearing devices (hearing aids and implant). In the qualitative phase, interviews were conducted with the hearing families with a D/HH child to better understand the meaning of these pictorial phenomena. The findings suggest that each of these phenomena represent the preoccupation of the family with D/HH, capture a certain aspect of family dynamics, and together provide a broader and deeper picture of the family climate and the interactions between the children’s family and hearing. This assessment tool may thus be utilized when verbal tools cannot be easily applied.

Keywords: pictorial phenomena, family squiggle, family climate, deaf/hard of hearing, children


INTRODUCTION

This study applied the Family Squiggle technique as a family climate assessment tool on a sample of hearing families who have a deaf/hard of hearing (D/HH) child. The literature review addresses the emotional characteristics of D/HH children and their hearing families and highlights the complexities of using verbal tools to assess this population. It discusses emerging research in the field of art-based assessment and the potential of the Family Squiggle joint drawing to evaluate family climate.


Hearing Families Who Have a D/HH Child

Deafness or hearing impairments in infancy and early childhood hinder children’s natural ability for language development and may undermine their emotional, cognitive, and social development (Jackson and Turnbull, 2004; Antia et al., 2009; Marschark and Spencer, 2011). Over 90% of D/HH children are born to hearing parents (Mitchell and Karchmer, 2004; Krieger, 2014). Hearing parents commonly describe their initial response to the diagnosis that their child is D/HH in terms such as grief, trauma, loss, and crisis (Kurtzer-White and Luterman, 2003; Young, 2018). The realization of the child’s condition is often accompanied by feelings of disappointment, denial, guilt, anger, and shame (Ryan-Wenger, 2001; Burger et al., 2005; Lecciso et al., 2013). The family of a D/HH child undergoes a radical change in their ecological environment, which creates a state of imbalance in the family climate. The family dynamics and the development of the child are shaped by the parents’ experience of the loss of the child they hoped and dreamed of (Hardonk et al., 2011; Young, 2018). A decline/loss in hearing has important implications for family interactions and communication, as well as for the child’s sense of security, belonging, identity, and self-worth (Marschark and Spencer, 2011; Macaulay and Ford, 2013). In addition, family dynamics are also influenced by the way the parents perceive the condition of the child, namely, whether deafness is seen as a physiological (hearing) and medical problem to be rectified and “normalized” or as an integral part of the child that relates to a sense of identity and belonging (Marschark and Spencer, 2011; Eichengreen, 2014; Young, 2018). Meadow-Orlans (1990) found that having a D/HH child in a hearing family leads to a more extreme crisis in comparison to a child who is born to a family where one parent is D/HH because the hearing parents’ attitudes are already different during infancy. Other studies have suggested that hearing parents tend to be overprotective and help their D/HH children more with their daily lives compared to their interactions with their hearing siblings (Meadow-Orlans et al., 2003; Mathos and Broussard, 2005).

The literature on the relationship between the D/HH children and their hearing parents (particularly the mother) has focused on the implications of the child’s hearing impairment on interactions with the parents, parental functioning, the choice of communication styles (total communication, sign language, and spoken language), educational attitudes, the child’s personal development, and the family climate (Marschark, 1997; Marschark and Wauters, 2011). The way in which the family deals with hearing loss/deafness depends on a variety of factors related to the child, the parents, and the entire family. Nevertheless, selecting a communication style that is tailored to the child’s needs is crucial for his/her development (Fan, 2012). At the same time, children’s ability to deal with their own D/HH is affected by the way their parents handle the situation. When parents are able to regulate their anxiety, cope better, and establish appropriate relationships with their children, they encourage them to depend on their parents as a reliable source of stability, which in turn provides these children with a sense of security.

For many hearing parents of D/HH children, the discovery of deafness causes tensions in the parent-child relationship leading to feelings of anxiety, inadequacy, disappointment, frustration, and guilt. The child may go through critical developmental stages without being able to communicate and discuss abstract ideas, feelings, and information about the world such as reality and fantasy. As a result, these children often face challenges, such as parental disconnectedness, and emotional distance, difficulties in developing an identity as a person who is D/HH, and a lack of exposure to Deaf culture (Young, 2018). A key factor affecting how parents experience and cope with their child’s deafness relates to their beliefs about being D/HH and early constructions of the meaning of being deaf. The medical approach views the disability as a bodily impairment that needs to be fixed and overcome to be comparable to a hearing person. The integrative-social approach considers deafness to be one of the child’s characteristics, and the Deaf as a group with unique needs such as sign language, which are of equal importance.

Despite the vast number of studies on D/HH children in hearing families, the findings are inconclusive with regard to emotional facets of these children, arising in part from their family climate (Loots and Devise, 2003; Punch and Hyde, 2010). For example, studies have documented greater isolation, emotional distress (Jackson et al., 2008; Antia et al., 2011), and mental disorders among deaf children than in hearing children (Fellinger and Holzinger, 2011), whereas other studies indicate similarities between deaf children and hearing children on measures such as interactions with mothers (Lederberg and Everhart, 1998), peers, and self-esteem (Jerome et al., 2002). Although the diagnosis and assessment of D/HH children captures their abilities and capabilities, as well as their limitations, studies have argued that inappropriate diagnostic tools may account for these conflicting findings. Thus, more research is needed to better understand the complexities involved (Marschark and Spencer, 2011; Marschark and Wauters, 2011).



Art-Based Assessment

Art-based assessment focuses on pictorial language and not only relates to formal conscious and unconscious characteristics, such as line quality, color, and composition, but also content and symbolic features, including the creator’s behavior and relationship to the artwork (Betensky, 1995). Previous research in the field has attempted to define pictorial phenomena, generate classifications of pictorial patterns, and determine associations between pictorial phenomena and various criteria and theories. Eisenbach et al. (2015) categorized the visual symbols in 379 spontaneous artworks by 10 survivors of childhood trauma, combined with an in-depth, semi-structured interview with each participant. The symbols, which were analyzed according to Jungian theory, described the story of the trauma and possibly played a role in fostering recovery. Cohen-Yatziv et al. (2018) examined the pictorial phenomena depicted in mother-infant relationship drawings by 18 primiparae in their third trimesters who displayed depressive symptoms. Several recurring themes were identified that art therapists could use to better understand the content of these women’s drawings. Another study addressed parent-child relationships (Sheller, 2007) by assessing insecure attachment in children through the Bird’s Nest Drawing (BND) and the Bird’s Nest Sculpture (BNS) tests. The findings showed that using the metaphor of birds in a nest can lead to a better grasp of children’s internal structures in early pre-verbal relationships which affect their later relationships. The authors suggested that art-based tools are a valuable way to approach children’s attachment patterns and their perceptions of their attachment relationships with their parents.


Kwiatkowska et al. (1978) argued that art can provide a more extensive portrayal of family relationships and dynamics. In the mutual space created by the encounter with art, non-verbal expressions of the self, the other, their relationships, and family communication patterns can emerge. Their years of work with families resulted in the development of a structured drawing tool for assessing families that gathers diagnostic information and examines family communication patterns, family interactions, conflicts, and strengths. The development of the tool was based on the definition of distinguishable pictorial characteristics in the drawings of families in which one member had a psychiatric disorder with reference to the literature on groups of various psychiatric disorders. These included the Human Figure Drawing, the Family Drawing, the Personal Squiggle, and the Family Squiggle Drawing.

The Squiggle technique is a squiggle game developed by Winnicott (1971), which is grounded on the natural and universal developmental process in which children use their first “scribble” to communicate with themselves and their environment. Winnicott posited that the game elicits children’s and adults’ creativity that enables discovery, provides meaning, and can be a measure of mental health. In the Squiggle Technique, the participants are asked to engage in a free scribble and then make an image from the scribble of their choice that materializes through spontaneity, creativity, and free associations. This allows for exposure to and connections with unconscious content and conflicts. Kwiatkowska et al. (1978) developed a Family-Based Squiggle Protocol for family assessment. They found that by using the art products, the therapist or researcher could identify considerable similarity in the thinking styles of artworks of family members in which a member had schizophrenia, beyond what was made explicit in conversations with family members.

The present study examined the Family Squiggle drawing as a tool for assessing the family climate in hearing families who have a D/HH child. The purpose of this mixed-methods work was to apply a quantitative method to define the pictorial phenomena that characterize hearing families who have a D/HH child and then apply a qualitative research approach to better understand the meaning of these phenomena.




MATERIALS AND METHODS


Participants

Forty-four families composed of parents and a D/HH child took part in this study. The experimental group consisted of 28 families made up of hearing parents and a child diagnosed with D/HH who uses a hearing device (hearing aids and cochlear implant) enrolled in an educational setting catering to students who have no other disabilities. The control group was composed of 16 families, each with a hearing child enrolled in mainstream education of a similar age to the experimental group. Table 1 lists the demographic characteristics of both groups.



TABLE 1. Child and family demographic variables for the study and control groups.
[image: Table1]

The qualitative part of the study was composed of the 28 experimental group families of hearing parents and their child diagnosed as D/HH.



Research Tools


The Family Squiggle

This joint drawing technique was developed by Kwiatkowska et al. (1978). In the warm-up stage, each participant in the family (parents and child) is asked to select one shade of pastel from a set of 48 colors, draw a personal squiggle on a sheet of paper (50 × 70 cm), and then create an image from the squiggle in a variety of colors. The squiggle is made while standing in front of an individual easel (The drawings from the warm-up stage were not analyzed in the present study). In the next stage, the family is asked to draw a squiggle jointly on a separate sheet of paper (100 × 70 cm) with each participant using the original color that they chose and to stop drawing upon instruction, when further drawing would make it difficult to identify individual images. Thereafter, each participant is asked to observe the squiggle drawing that they made together, find images, and then tell the other participants what images they found. The family then selects one of these images, marks it, and makes a drawing based on this image using the full palette of pastels. The family is told that they can add details to the image or disregard parts of the scribble they feel they do not need. Finally, the family decides on a title for the artwork. In the current study, the parents and the child worked on the joint squiggle together at one easel so that they could move around. All decisions about the drawing were made by the family members together and also reflected the relationships within the family.

To document the pictorial phenomena in the joint drawings, a phenomenological content analysis was conducted on the drawings of 10 families. This included observable phenomena in the art products, such as image size, position on the page, number of images, and line or color accentuation (Betensky, 1995). The purpose was to identify specific phenomena potentially applicable to a richer understanding of the family climate of each family. The phenomenological content analysis was conducted by two teams: the first author of this article took part in both teams in addition to another art therapist on each team, each of whom has extensive experience in the field and work as supervisors and lecturers at the School of Creative Arts Therapies at the University of Haifa. The teams discussed the relevance of each phenomenon to family climate until consensus was reached.

In the second stage, to test reliability of the tool, three experienced art therapists analyzed three identical drawings independently. They used the phenomena defined in the previous stage and were requested to decide whether they were present or absent in the three drawings. The degree of agreement was calculated to assess reliability of the tool. The Kappa reliability score ranged from 0.58 to 0.97. Since the reliability score was good, all 44 family drawings were then analyzed by the first author and two other art therapists who teach at the University of Haifa.



Semi-Structured Interview

At the end of the Squiggle session, a semi-structured interview was conducted with the experimental group families composed of hearing parents and a child diagnosed as D/HH, which included talking about the drawing process, a joint observation of the art product and its characteristics, telling a story about the drawing, the family’s perception of the D/HH child, and insights related to the family climate and dynamics. The questions had to do with the experience of each family member, who, for example were asked “What do you see in the drawing?,” and “Describe who you are in the drawing and where you are situated,” as well as shared experiences and dynamics: “Which image did you chose and how does this image feel within the family?,” “Who chose the title for the artwork? Why did you choose it?,” “Is there anything in the story or in the drawing that reminds you of your family?,” and “Is there anything in the image that reminds you of D/HH?.” The interviews were tape recorded and then transcribed to ensure the accuracy of data collection (Creswell, 2014). The interview was based on the phenomenological approach to art therapy, which was originally aimed at increasing the client’s awareness of the experience and the content manifested in the artwork (Betensky, 1995). According to Wadeson (1987), the creator is the most reliable source for completing and reaching conclusions about the information that emerges from the art product. This type of interview can provide information about the creators’ experiences and interpretations of phenomena identified using the phenomenological observation process (Malchiodi, 1998), and provides a broader impression of the family’s climate and attitudes toward the child’s D/HH (Kwiatkowska et al., 1978; Sheridan, 2001).




Procedure

The families were recruited at schools and centers attended by D/HH children after receiving authorization from the Ministry of Education and the respective schools. Counselors and teachers in the schools agreed to suggest suitable D/HH children and hearing children. They then submitted requests to the children’s parents to participate in the study. The first author contacted the parents who gave their consent and described the study to them.

The meetings with the families took place in their homes and consisted of the art-based assessment and an interview. At the start of the meeting in the homes of families with a D/HH child, the researcher offered to use total communication that involved spoken and sign language at the same time to ensure that the D/HH child would be a full partner in the process and understood everything that was being said. Most families chose to use spoken language alone. For all families, the researcher explained the objectives of the study, its relevance, and how it would be conducted. The families were also told that the interview would be tape recorded and that their drawing abilities or talents were not being examined. The family members made an initial personal squiggle for purposes of familiarization with the technique before the joint squiggle drawing and family interview while observing the artwork.



Ethics

Prior to engaging in the squiggle drawings, the participants were informed that they were taking part in a study on the family climate of hearing families with D/HH children. Families with hearing children were told that they comprised the control group. They were presented with the research procedure, which included the personal drawing (the warm-up), the joint drawing, and the interview. They were told that they could withdraw from the study at any time, that participation was anonymous, and that their confidentiality was guaranteed. Parents were asked to sign a consent form for participation in the study. They were also requested to indicate their permission or refusal to authorize publication of the artworks devoid of any identifiers. The parents were also informed that the study had been approved by the Chief Scientist of the Ministry of Education and that if they were interested, they would be able to obtain a summary of the research upon completion. In addition, given that fact that D/HH children’s understanding and needs are different from those of their parents, several specific steps were taken to address them particularly. The explanation was translated into sign language where applicable to be sure that the child understood what was taking place. The children were also told that they could withdraw from the study at any time.



Data Analysis

The data processing was carried out using the Explanatory Design – The Participant Selection Model (Creswell and Clark, 2017). The quantitative analysis was conducted first. In order to examine the associations between the pictorial phenomena and the group, chi-square (χ2) analyses were conducted. In the second phase, the artworks and interviews with the 28 families, in which there were hearing parents and a D/HH child, were analyzed qualitatively. The objective of the interview was to gain a better understanding of the background of the artwork and to serve as an additional source to interpret the meaning of the pictorial phenomena that appeared in the drawings. Transcripts were prepared from the audio recordings and interview notes. After defining the pictorial phenomena, the first author read the transcripts iteratively in an attempt to find references and statements explaining the meaning of the pictorial phenomena to the creator (Eisenbach et al., 2015).




FINDINGS AND DISCUSSION

The pictorial phenomena manifested in the joint drawings of the group of families with a D/HH child were compared to the pictorial phenomena that emerged in the drawings of the group of families with a hearing child. For this purpose, the prevalence of each pictorial phenomenon in each group was calculated and a χ2 analysis was conducted to examine associations between the pictorial phenomena and the group. The findings appear in Table 2.



TABLE 2. χ2 associations between the pictorial phenomena and the groups of families.
[image: Table2]

The following section refers to the pictorial phenomena that were significantly associated with the groups of families. These phenomena corresponded to meaningful images related to the D/HH child’s world and his/her family climate as they emerged from the interviews with the families. All names are fictitious and only drawings for which parents gave their approval are reproduced.


The Number of Dominant Images

A marginally significant association was found between “The number of dominant images” and the two groups of families (χ2 = 3.68, p < 0.10). As shown in Table 2, in families with a D/HH child, there was a higher percentage (20.0%) of the use of this phenomenon than in families with a hearing child (0.0%). This phenomenon relates to the participants’ choice to draw more than one image despite the fact that they were instructed to select and draw only one (see Figures 1, 2). The following example illustrates one family’s reference to multiple images: “Einav chose Mother’s fish. Father said: if these are Mother’s fish then there will be both fish and my drawing of the question mark… In the end everyone got what they wanted: a question mark, a fish and a head.” In this example, as well as in others, the multiple images seemed to be related to issues of relationships between family members represented through their images. On the one hand, the need for each member of the family to want to include his or her own image may indicate a willingness to accept a variety of images and suggests an attempt to provide space for each member of the family (Minuchin, 1974). There is evidence in the literature that the presence of a disability in the family can strengthen family ties. For example, Zaidman-Zait et al. (2020) found that siblings of children with intellectual disabilities displayed closer relationships, commitment, and tremendous support for siblings and family. However, this could also indicate the prevalence of complex relationships, such as difficulties in forming cohesion, inflexibility, or competitiveness, where family members cannot relinquish their personal images and fail to settle on a single family image.

[image: Figure 1]

FIGURE 1. Several images dominate in the drawing.


[image: Figure 2]

FIGURE 2. Several images dominate in the drawing.




Images Occupying Less Than a Quarter of the Page

A significant association was found between “Images occupying less than a quarter of the page” and the two groups of families (χ2 = 4.22, p < 0.05). As shown in Table 2, in families with a D/HH child, there was a higher percentage (56.7%) of the use of this phenomenon than in families with a hearing child (25.0%); for example, see Figures 3, 4. In the literature, small images have been linked to the perception of a small self, low self-esteem, and the experience of diminution and insecurity in relation to the self and the environment (e.g., Di Leo, 1973; Dolidze et al., 2013). Given that this was an image in a family drawing, it can be interpreted in several ways. If the child chose the size of the image, it may reflect low self-esteem that the child attributes to his/her D/HH. The participants themselves referred to the image that appeared in the drawing as a small and dependent object. This was manifested in a verbal exchange between a mother and her child: “Mother: Mother fed her little snake Crotalus… Son: He could not walk… Mother: And they had fun crawling together.” It is assumed that a child’s low self-esteem materializes as a result of communication difficulties, the experience of being different from others, overprotective parents who continue to relate to their child as a baby, and the child’s dependence on his/her parents (Desselle, 1994; Dolidze et al., 2013). If, however, the image was the outcome of interactions among family members, it could convey the family’s experience of being different, thus reflecting the family’s experience of being part of a minority group, much like the experience of the child in his/her individual environment. Therefore, the familial experience appeared to derive from the interconnectedness between the child’s experience and the parents’ experience (Zaidman-Zait, 2008; Antonopoulou et al., 2012). Finally, a small family image size could also express the family’s need to conceal or deny the D/HH condition by reducing and minimizing its presence, possibly reflecting the wish that the deficiency would not be seen and therefore not felt (Eichengreen, 2014).

[image: Figure 3]

FIGURE 3. The image occupies less than a quarter of the page.


[image: Figure 4]

FIGURE 4. The image occupies less than a quarter of the page.




Images With Accentuated Outlines

A marginally significant association was found between “Images with accentuated outlines” and the two groups of families (χ2 = 3.61, p < 0.10). As shown in Table 2, in families with a D/HH child, there was a higher percentage (66.7%) of the use of this phenomenon than in families with a hearing child (37.5%). This pictorial phenomenon was characterized by heavy pressure with the pastel sticks (see Figure 5) or by overlays of lines (see Figure 6). Participants referred to the accentuated lines as an expression of the need to maintain control and organization during the creative work, as seen in the comments and behavior of one of the mothers about an hourglass drawn by the family: “Father thinks you should make the top section larger and bolder… Let me, I will draw it.” The accentuated and controlled line in the hourglass and its title were confirmed later in her remarks: “Specifically the hourglass fits… For me everything has to be exact.” The literature on the analysis and understanding of pictorial phenomena considers an accentuated line as an expression of control, stress and anxiety, rigidity, and limitations, which creates a type of divide between the creator and his/her environment and may reflect a need for protection and separation between the outer and inner worlds (Lev-Wiesel and Yosipov-Kaziav, 2005; LaRoque and Obrzut, 2006). Control and organization may provide parents with a sense of security in a situation that is often fraught with anxiety and concern (Krieger, 2014). For example, most hearing parents tend to communicate verbally with their D/HH child. Parents expect the child to communicate in “normal language,” which means they will communicate like them, and they take steps such as integrating the child into the mainstream school systems so that the child acquires language and functions similar to hearing children and the hearing culture (Young, 2018). Studies examining parental experiences and responses to receiving diagnoses of their child’s illness or disability indicate that parents attempt to deal with the problem by controlling and attempting to change or normalize the situation (Patterson and McCubbin, 1983; Young, 2018). Lev-Wiesel and Zeevi (2007) found more barriers and splits in mother and child drawings of mothers of children with Down syndrome compared to a group of children without disabilities. They suggested that there may be difficulties in communication, negative feelings about the child, and an avoidance of dealing with stress as a result of parenting a child with Down syndrome.
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FIGURE 5. Accentuated of the image – heavy pressure on the pastel stick.


[image: Figure 6]

FIGURE 6. Accentuated outline of the image – redrawing over the lines.


There are several other explanations for these families’ need to accentuate the outlines of their images. A bold continuous line creates a type of a shield and may serve as an expression of detachment and a sense of being different and strange that are associated with a D/HH children’s experience (Young, 2018). These children experience a sense of being different, detachment, and an absence of belonging (Jackson et al., 2008), and the family also experiences itself as different from families with hearing children (Horovitz, 2007). Alternatively, the accentuated outline of the family’s drawing can be seen as expressing the needs of the child and the family for visibility, when their voices are not sufficiently heard. It is possible that the accentuated visual components functioned to proclaim and validate the D/HH condition within the family. The parental experience may be one of feeling different (Henderson and Hendershrtt, 1991), combined with the feeling that their voices are not heard by official actors, such as educational frameworks.



Moderate Colorfulness With Four to Five Colors in Each Drawing

A significant association was found between “Moderate colorfulness with four to five colors in each drawing” and the two groups of families (χ2 = 6.30, p < 0.05). As shown in Table 2, in families with a D/HH child, there was a higher percentage (50.0%) of this phenomenon than in families with a hearing child (12.5%). This phenomenon was characterized by the use of four to five colors in the drawings (see Figure 7) by families with a D/HH child in comparison to the use of six colors or more in drawings by families with a hearing child. Colorfulness in drawing is attributed to emotional and thoughtful expression, flexibility, and creativity (Betensky, 1995; Gantt and Tabone, 1998; Winaver-Avrahami, 2001). It is, therefore, possible that for this particular phenomenon, the lesser use of color in the drawing by families with D/HH children may have been related to the issue of family communication (Krieger, 2014), and what Horovitz (2007) terms “the family myth” of families with D/HH children, where the child may be viewed as less intelligent and more helpless. This myth can affect the family’s emotional expression, flexibility, and level of creativity. However, according to Horovitz (2007), a child’s poor and limited communication skills, which are expressed in restricted language and communication, and the implications this has for learning processes, do not necessarily indicate lower potential. Krieger (2014) found that D/HH children whose families communicated in sign language used a variety of colors in the Kinetic Family Drawing task and presented normative emotional and cognitive development. In the present study, the extent of colorfulness that characterized the family drawings with D/HH children was halfway between the poor and rich colorfulness that characterized the color use in family drawings with hearing children. The moderate range of colors may indicate the potential for the development and growth of these children. The Squiggle joint drawing may have helped D/HH children with self-expression but it is also likely that good communication could also enhance the richness of their verbal language. This emerged in families who used verbal communication and had good relationships, as evidenced in their ability to show empathy, parental mediation, and high levels of mentalization. This was crystalized in the example below of the whale story (which included five colors) in a family who communicated using verbal language:
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FIGURE 7. Moderate colorfulness – 4–5 colors in each drawing.



Daughter: The whale had no colors, when he was white he wanted to change and be like all the other whales. Father: He turned and cried and he met a very clever seagull who asked him: “Why are you crying?” Daughter: Then the whale said he was crying because he had no colors, he really wanted to be colorful and everyone laughed at him because he was all white and everyone had different colors. Mother: Then the seagull said to him: “Do you want to be colorful? I can arrange for you to be colorful.” And he flew ashore. Daughter: He flew to the beach which was full of people wearing colorful swimsuits, and he took their clothes and then he went back to the whale and said: “Here you go, I have lots of colorful swimsuits for you. Take their colors.” Father: And then the whale swam away and showed off his colors to all the fish: “Look how colorful I am. And look how beautiful I am.”
 




Minimal Representation of the Face

A significant association was found between “Minimal representation of the face” and the two groups of families (χ2 = 6.24, p < 0.05). As shown in Table 2, in families with a D/HH child there was a lower percentage (20.0%) of this phenomenon than in families with a hearing child (56.3%). The face, as part of the body image, appeared less frequently in the drawings by families with D/HH children compared to the presence of faces that appeared more frequently in the drawings by families with a hearing child. The assumption is that drawings of the face are associated with a position of emotional openness and confidence, creativity, and the ability to deal more effectively and positively with difficulties and conflicts such as direct and authentic encounters with the self and self-identity of each individual in the family. By contrast, the minimal presence of the face in drawings may be an expression of unconscious and layered projections that reflect a difficulty in dealing with the self and possibly implies a preoccupation with D/HH issues, such as parental reference to deafness, and issues relating to the relationship, communication, and conflict. According to Furth (2002), the lack of body images in drawings may indicate the presence of conflict. In addition, the minimal presence of the face in images also involved a limited presence of the ears, the impaired hearing organ of the face. However, an examination of the family drawings in which the face did appear showed that the ears or eyes were visually emphasized (see Figure 8), which may reflect the impairment of the sense of hearing and the need to employ other senses, such as sight, touch, smell, and taste, to deal with the external world (Lev-Wiesel and Yosipov-Kaziav, 2005; Hidayat et al., 2017). Studies have also shown that when deaf people were asked to draw a human figure they drew a figure with either emphasized or completely absent ears (Lev-Wiesel and Yosipov-Kaziav, 2005).

[image: Figure 8]

FIGURE 8. Image of a face.


To illustrate the accentuated content in the drawings of families with D/HH children, Chart 1 shows the frequency distribution of the content that appeared in the family drawings. The small number of faces in the family drawings with a D/HH child (20% as compared to 56% in families with hearing children) was compensated for by images of animals, which appeared in 40% of the family drawings with a D/HH child, as compared to 31% in the family drawings with a hearing child.

[image: Figure 9]

CHART 1. Proportion of faces, animals and objects in the two groups. “Other” in the chart refers to a mushroom, a mermaid, hearts, and a moon.


These animals included fish, whales, sharks, swans, ducks, butterflies, and snakes. It is important to note that there was no significant association between the animal content and the two groups of families. At the same time, the gap between the groups seems meaningful. In various cultures and myths, societies tend to personify animals and attribute different character traits to them that reflect parts of the person, some of which the individual would like to adopt, or alternatively, renounce (Soto, 2017). The drawings of animals by families with D/HH children included many aquatic animals, including fish, whales, sharks, and ducks (see Figure 9). These animals are devoid of ears, perceive the environment by using other senses, and communicate in a specific language. These images are likely to indicate how the child/family perceives the D/HH condition. The animal category also included terrestrial animals that lack hearing organs such as the snake, which engages with the environment through other senses, much like how the D/HH child perceives the environment. However, the snake also symbolizes the power of healing, transformation, and renewal through skin shedding and replacement (Jung, 1953; Chevalier and Gheerbrant, 1969; Cirlot, 2002).

[image: Figure 10]

FIGURE 9. Image of an animal.


In addition, images of objects appeared in 27% of the drawings by families with a D/HH child as opposed to 13% of families with a hearing child. It is important to note that there was no significant association between object content and the two groups of families. At the same time, the disparity between the groups seems worth exploring. These images of objects were related to the D/HH child’s world and experiences, such as the tendency for concretization, the issue of communication, or medical procedures in the lives of D/HH children. For example, in the shoe drawing (Figure 10), the family mentioned that the shoe is reminiscent of the child’s hearing aid. It has been claimed that images of objects are a manifestation of language delay and the concrete perception of the D/HH child (Antia et al., 2009; Marschark and Spencer, 2011). This was also expressed in the concrete titles of the artworks (see next section).

[image: Figure 11]

FIGURE 10. Image of an object.




Concrete Rather Than Creative Titles

A significant association was found between “Concrete rather than creative titles” and the two groups of families (χ2 = 7.26, p < 0.01). As shown in Table 2, in families with a D/HH child, there was a higher percentage (66.7%) of this phenomenon than in families with a hearing child (25.0%).This phenomenon refers to the title given by the family to the artwork which described the drawing in a tangible and real way (see Figure 11), such as the “The Sea Shark” or “The Cute Fish,” unlike a creative title, which describes the drawing in a creative and abstract way, such as “The Confirmation of a Young Priest.” The title is defined as part of the artwork and allows for the assessment of creative and cognitive abilities (Malchiodi, 1998). It is possible that a concrete title for a family drawing may indicate concrete thinking and restricted creativity that depends on a number of factors, such as poor language use by the D/HH child, a parental communication style that does not include sign language and therefore is not adapted to the child’s needs (Krieger, 2014), a delay in Theory of Mind (Jones et al., 2015), parents’ use of nicknames that exclusively belong to the child’s world, and/or less availability on the part of the parents for enrichment and growth (Horovitz, 2007; Zaidman-Zait, 2008).
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FIGURE 11. A concrete title – “The sea shark.”




Muting of Conflictual Themes

A marginally significant association was found between “The muting of conflictual themes” and the two groups of families (χ2 = 3.54, p < 0.10). As shown in Table 2, in families with a D/HH child, there was a lower percentage (13.3%) of this phenomenon than in families with a hearing child (37.5%). This theme can be represented by angular and jagged lines, the use of bold color and the distance between images (Betensky, 1995; Malchiodi, 1998; Ferro, 2003), as well as by symbols, such as teeth, sharp accessories, aggressive expressions, and the presence of superhero/villain characters (Horovitz, 2007; see Figure 12). The low prevalence of conflict in the family drawings may be associated with the families’ failure to deal with emotions, such as pain, grief, the experience of being different (Lev-Wiesel and Zeevi, 2007), and the desire to “normalize” the D/HH child (Eichengreen, 2014). This can be seen in the following example: “She is a normal girl, she is treated normally, like a normal child, she has no privileges… Do not relate to the fact that we have a…. a…. girl.” However, the rare references to conflict in the drawings by families with D/HH children may also be associated with the nature of the parent-child relationship characterized by an abundance of empathy, overprotection, and parental support for the child and may also be connected to the child’s level of dependency on his/her parents (Meadow-Orlans et al., 2003; Lev-Wiesel and Yosipov-Kaziav, 2005). This situation does not leave much room for conflict.

[image: Figure 13]

FIGURE 12. Images with conflicting content.




Images Reminiscent of Hearing Devices (Hearing Aids and Implant)

A marginally significant association was found between “Images reminiscent of hearing devices” and the two groups of families (χ2 = 2.69, p < 0.10). As shown in Table 2, in families with a D/HH child, there was a higher percentage (50.0%) of this phenomenon than in families with a hearing child (25.0%).This phenomenon refers to images in drawings that looked like or were reminiscent of a hearing device (for a hearing aid, see Figure 13). Most of the participants indicated a connection between this pictorial phenomenon and the hearing aid as presented in the following example:

[image: Figure 14]

FIGURE 13. Image of a hearing aid.


Daughter: If I look at it like this… It looks like there is a kind of an ear. Father: I see a hearing aid, without a doubt, it is a hearing aid. Mother: Well, now I see, without a headset, the device itself. Father: With the button… Mother: It is the battery, I do not know, it is probably something in our subconscious minds. Father: It comes from our scribble, I’m reminding you. Mother: The scribble, but that is part of our life. Father: We said “scribble” but that is what we saw in the scribble. We could have seen many other things.

Half of the families who depicted the pictorial phenomenon of a hearing aid or implants in their drawings stated that the image reminded them of a hearing device. It is assumed that the drawings of hearing devices that serve as primary means of communication are likely to be loaded with unconscious sensory and emotional meanings which reflect the feelings of the child and the family, such as dealing with the D/HH condition, the experience of being different, emotional communicative disconnection, and issues of identity (e.g., Kwiatkowska et al., 1978; Betts, 2006; Krieger, 2014). Previous research indicates that there is a relationship between pictorial phenomena, such as an image in the form of a hearing devices or accentuation of ear and eye images, and physical problems that are expressed symbolically, structurally, and colorfully (e.g., Malchiodi, 1998; Winaver-Avrahami, 2001; Lev-Wiesel and Yosipov-Kaziav, 2005).




SUMMARY AND CONCLUSION

There is growing recognition that assessment tools in art therapy can shed light on mental states and processes. In the shared space enabled by the encounter with art, non-verbal perceptions of the self, others, and their relationships and patterns of communication in the family can be expressed. The quantitative part of the present study defined the pictorial phenomena that characterize hearing families who have a D/HH child. The qualitative part then examined the meaning of these phenomena. This summary section describes the conscious and less conscious aspects of the lives of hearing families with D/HH children emerging from the interviews and the pictorial phenomena.

The findings suggested that several pictorial phenomena may reflect the hidden layers of these families’ ways of dealing with a D/HH child. These included images in the form of hearing devices which were created from the joint family images and sincerely surprised the members of the families themselves. Other phenomena, such as the minimal presence of the face and ears, subconsciously helped the parents represent the child with D/HH within the family and sustain their culture, values, and characteristics while nurturing those of their D/HH children.

Several characteristics related to the families’ feelings about the D/HH child emerged. The child’s and family’s struggle to deal with their situation and their unique identity emerged in the form of both small images and the failure to draw faces. A sense of being different, withdrawal, and a sense of otherness of the child and the family were manifested by the presence of small images and their accentuated outlines in an attempt to describe their detachment from their environment. The parents’ perception of their child’s ability was expressed in the use of multiple images of objects and in concrete titles for the artworks. The complexity of family relationships and the tension created by the conflicts that exist beneath the surface were expressed in the families’ difficulty to converge around a single family image despite the instructions, the low percentage of images representing conflict, and the minimal presence of faces which has been linked in the literature to existing unexpressed conflict. Finally, the need for structure and control was also seen in the accentuation of the outline of the images.

Nevertheless, the drawings also generated signs of hope and optimism. The presence of moderate colorfulness shows the potential for development and growth. It is important to reiterate that for most of the families who participated in the study, the style of communication was verbal. It is possible that communication in sign language would have enabled the existing and observable potential of the drawings to be expressed in words and as such the relationship between the child and his family could have been better clarified.

The findings thus demonstrate how the use of the Family Squiggle Drawing Technique to assess the family climate of hearing families with a D/HH child enabled these families to somewhat bypass language and communication barriers and as such contributes to a broader understanding of the family climate and dynamics. Using this tool, both clinically and in research can facilitate a deeper understanding of hearing families with D/HH children.


Research Limitations and Suggestions for Future Research

This study constitutes the first exploration of the family climate of families with a D/HH child during which both parents and the child simultaneously participated in joint artwork. It is also the first time squiggles have been applied to assess the family climate of families with a D/HH child using a joint drawing technique. Thus, the findings derived from this preliminary work should be considered with caution. The study was conducted in the families’ homes, which allowed the researchers to encounter the families in their natural environment but also conveyed a sense of affinity and caring for families who often need to consult professionals in medical settings. However, the impact of factors such as social desire or a sense of commitment on the findings should be considered. In addition, we did not distinguish between degrees of hearing loss and communication style, which could affect the relationships and family climate. While this sample enabled us to access data from as many families as possible, it was more difficult to examine the impact of these factors on the family climate. Finally, the analysis was conducted on the family level and did not explore the contribution of individual family members in the family climate. Further research should explore the family climate with a larger sample while taking these features into account.

Overall, the present study described an assessment tool of pictorial phenomena that characterize hearing families who have a D/HH child. Future research could consider applying this tool when working with families of children with other special needs to better understand the conscious and unconscious facets of children’s relationship with their parents.




DATA AVAILABILITY STATEMENT

The raw data supporting the conclusions of this article will be made available by the authors, without undue reservation.



ETHICS STATEMENT

The studies involving human participants were reviewed and approved by The Chief Scientist of the Ministry of Education, Israel. Written informed consent to participate in this study was provided by the participants’ legal guardian/next of kin.



AUTHOR CONTRIBUTIONS

This research was part of a Ph.D. dissertation, which was initiated, planned, coordinated, and conducted by AA-W. She collected the data, carried out the analyses, and wrote the manuscript. DR and SR supervised the Ph.D. dissertation and assisted in all stages. All authors contributed to the article and approved the submitted version.



REFERENCES

 Antia, S. D., Jones, P. B., Reed, S., and Kreimeyer, K. H. (2009). Academic status and progress of deaf and hard-of-hearing students in general education classrooms. J. Deaf. Stud. Deaf. Educ. 14, 293–311. doi: 10.1093/deafed/enp009 

 Antia, S. D., Reed, S., and Show, L. (2011). “Risk and resilience for social competence: Deaf students in general education classrooms” in Resilience in deaf children: Adaptation through adulthood. eds. D. H. Zand and K. J. Pierce (New York, NY: Spring), 139–167.

 Antonopoulou, K., Hadjikaou, K., Stampoltzis, A., and Nicolaou, N. (2012). Parenting stylse of mothers with deaf or hard-of-hearing children and hearing siblings. J. Deaf. Stud. Deaf. Educ. 17, 306–318. doi: 10.1093/deafed/ens013 

 Betensky, M. G. (1995). What do you see? – Phenomenology of therapeutic art expression. London, England: Jessica Kingsley Publishers.

 Betts, D. J. (2006). Art therapy assessments and rating instruments: do they measure up? Arts Psychother. 33, 422–434. doi: 10.1016/j.aip.2006.08.001

 Burger, T., Spahn, C., Richter, B., Eissele, S., Lohle, E., and Bengel, J. (2005). Parental distress: the initial phase of hearing aid and cochlear implant fitting. Am. Ann. Deaf 150, 5–10. doi: 10.1353/aad.2005.0017 

 Chevalier, J., and Gheerbrant, A. (1969). The penguin dictionary of symbols. J. Buchanan-Brown (translater). London: Penguin Books.

 Cirlot, J. E. (2002). A dictionary of symbols. 2nd Edn. Mineola, New York: Dover Publications, Inc.

 Cohen-Yatziv, L., Snir, S., Regev, D., Shofar, O., and Rechtman, S. (2018). Pictorial phenomena expressing maternal representations of first time expectant mothers demonstrating signs of depression. Arts Psychother. 58, 1–10. doi: 10.1016/j.aip.2018.02.002

 Creswell, J. W. (2014). Research design: Qualitative, and mixed methods approaches. Thousand Oaks: Sage Publications.

 Creswell, J. W., and Clark, V. L. P. (2017). Designing and conducting mixed methods research. CA, USA: Sage Publications.

 Desselle, D. D. (1994). Self-esteem, family climate and communication patterns in relation deafness. Am. Ann. Deaf 139, 322–328. doi: 10.1353/aad.2012.0295 

 Di Leo, J. H. (1973). Children’s drawings as diagnostic aids. New York: Routledge.

 Dolidze, K., Smith, E. A., and Tchanturia, K. (2013). A clinical tool for evaluating emotional well-being: self-drawing of hospitalized children. J. Pediatr. Nurs. 28, 470–478. doi: 10.1016/j.pedn.2013.02.026 

 Eichengreen, A. (2014). Potential risk factors for elevated false self-defense in rehabilitation and integration processes: self-directedness and environment-directedness among hard-of-hearing young adults who are integrated in the hearing society. Doctoral Dissertation. Jerusalem, Israel: The Hebrew University of Jerusalem.

 Eisenbach, N., Snir, S., and Regev, D. (2015). Identification and characterization of symbols emanating from the spontaneous artwork of survivors of childhood trauma. Arts Psychother. 44, 45–56. doi: 10.1016/j.aip.2014.12.002

 Fan, R. J. (2012). A study on the kinetic family drawings by children with different family structures. Int. J. Arts Educ. 173–204.

 Fellinger, J., and Holzinger, D. (2011). “Enhancing resilience to mental health disorders in deaf school children” in Resilience in deaf children: Adaptation through adulthood. eds. D. H. Zand and K. J. Pierce (New York: Spring), 169–205.

 Ferro, A. (2003). The bi-personal field: Experiences in child analysis. Vol. 36. NY, USA: Routledge.

 Furth, G. M. (2002). The secret world of drawings: A Jungian approach to healing through art. Toronto, Ontario: Inner City Books.

 Gantt, L., and Tabone, C. (1998). Formal elements art therapy scale: The rating manual. Morgantown, West Virginia: Gargoyle press.

 Hardonk, S., Desnerck, G., Loots, G., Matthijs, L., Hove, G. V., Kerschaver, E. V., et al. (2011). From screening to care: a qualitative analysis of the parental experiences related to screening and (re) habilitation care for children with congenital deafness in Flanders, Belgium. Volta Rev. 111, 299–324. doi: 10.17955/tvr.111.3.683

 Henderson, D., and Hendershrtt, A. (1991). ASL and the family system. Am. Ann. Deaf 136, 325–329. doi: 10.1353/aad.2012.0546 

 Hidayat, L., Gunarhadi, and Hidayatlloh, F. (2017). Multimedia based learning materials for deaf students. Eur. J. Spec. Educ. Res. 2. doi: 10.5281/zendo.376744

 Horovitz, E. G. (2007). Visually speaking: Art therapy and the deaf. Springfield, Ill: Charles C Thomas.

 Jackson, C. W., Traub, R. J., and Turnbull, A. P. (2008). Parents’ experiences with childhood deafness: implication of family-centered services. Commun. Disord. Q. 29, 82–98. doi: 10.1177/1525740108314865

 Jackson, C. W., and Turnbull, A. P. (2004). Impact of deafness on family life: a review of the literature. Top. Early Child. Spec. Educ. 24, 15–29. doi: 10.1177/02711214040240010201

 Jerome, A. C., Fujiki, M., Briton, B., and James, S. L. (2002). Self-esteem in children with specific language impairment. J. Speech Lang. Hear. Res. 54, 700–714. doi: 10.1044/1092-4388(2002/056) 

 Jones, A. C., Gutierrez, R., and Ludlow, A. K. (2015). Confronting the language barrier: theory of mind in deaf children. J. Commun. Disord. 56, 47–58. doi: 10.1016/j.jcomdis.2015.06.005 

 Jung, C. G. (1953). The collected works of CG Jung: Psychology and alchemy, Vol. 12. NY, USA: Pantheon Books.

 Krieger, A. I. (2014). Kinetic family drawing comparisons of students who are deaf with signing parents and students who are deaf with non-signing parents. Submitted to the faculty of the University Graduate School in partial fulfillment of the requirements for the degree Master of Art in Art Therapy in the Herron School of Art and Design, Indiana University.

 Kurtzer-White, E., and Luterman, D. (2003). Families and children with hearing loss: grief and coping. Ment. Retard. Dev. Disabil. Res. Rev. 9, 232–235. doi: 10.1002/mrdd.10085 

 Kwiatkowska, H. Y., Wynne, L. C., and Wynne, A. R. (1978). Family therapy and evaluation through art. Springfield, Ill: Charles C. Thomas Pub.

 LaRoque, S. D., and Obrzut, J. E. (2006). Pencil pressure and anxiety in drawings: a techno-projective approach. J. Psychoeduc. Assess. 24, 381–393. doi: 10.1177/0734282906288520

 Lecciso, F., Petrochi, S., Savazzi, F., Marchetti, A., Nobile, M., and Molteni, M. (2013). The association between maternal resolution of the diagnosis of autism, maternal mental representation of the relationship with the child, and children’s, attachment. Life Span Disabil. 16, 21–38.

 Lederberg, A. R., and Everhart, V. (1998). Communication between deaf children and their hearing mother: the role of language, gesture, and vocalization. J. Speech Lang. Hear. Res. 41, 887–899. doi: 10.1044/jslhr.4104.887 

 Lev-Wiesel, R., and Yosipov-Kaziav, J. (2005). Deafness as reflected in self-figure drawing of deaf people. J. Dev. Phys. Disabil. 17, 203–212. doi: 10.1007/s10882-005-3689-0

 Lev-Wiesel, R., and Zeevi, N. (2007). The relationship between mothers and children with down syndrome as reflected in drawings. Art Ther. 24, 134–137. doi: 10.1080/07421656.2007.10129420

 Loots, G., and Devise, I. (2003). The use of visual-tactile communication strategies by deaf and hearing mothers of deaf infants. J. Deaf. Stud. Deaf. Educ. 8, 31–42. doi: 10.1093/deafed/8.1.31 

 Macaulay, C. E., and Ford, R. M. (2013). Family influences on cognitive development of profoundly deaf children: exploring the effects of socioeconomic status and siblings. J. Deaf. Stud. Deaf. Educ. 18, 545–562. doi: 10.1093/deafed/ent019 

 Malchiodi, C. A. (1998). Understanding children’s drawings. NY, USA: Guilford Press.

 Marschark, M. (1997). Psychological development of deaf children. Oxford, GB: Oxford University Press on Demand.

 Marschark, M., and Spencer, P. E. (eds.) (2011). “Cognitive functioning in deaf adults and children” in The Oxford handbook of the deaf studies and learning, and education. Vol. 1. 2nd Edn. (New York, NY: Oxford University Press), 486–499.

 Mathos, K. K., and Broussard, E. R. (2005). Outlining the concerns of children who have hearing loss and their families. J. Am. Acad. Child Adolesc. Psychiatry 44, 96–100. doi: 10.1097/01.chi.0000145552.03942.40 

 Meadow-Orlans, K. P. (1990). The impact of childhood hearing loss on the family climate. Unpublished doctoral dissertation. Berkeley: The University of California.

 Meadow-Orlans, K. P., Mertens, D. M., and Sass-Lehrer, M. A. (2003). Parents and their deaf children. Washington, DC: Gallaudet University Press.

 Minuchin, S. (1974). Families and family therapy. Cambridge, Mass: Harvard University Press.

 Mitchell, R. E., and Karchmer, M. A. (2004). Chasing the mythical ten percent: parental hearing status of deaf and hard of hearing students in the United States. Sign Lang. Stud. 4, 138–163. doi: 10.1353/sls.2004.0005

 Patterson, J. M., and McCubbin, H. I. (1983). The impact of family events and changes on the health of a chronically ill child. Fam. Relat. 32, 255–264. doi: 10.2307/584685

 Punch, R., and Hyde, M. (2010). Rehabilitation efforts and stress in parents of children with cochlear implants. Aust. N. Z. J. Audiol. 32, 1–18. doi: 10.1375/audi.32.1.1

 Ryan-Wenger, N. (2001). Use of children’s drawing for measurement of developmental level and emotional status. J. Child Family Nurs. 4, 139–149.

 Sheller, S. (2007). Understanding insecure attachment: a study using children’s bird nest imagery. Art Ther. 24, 119–127. doi: 10.1080/07421656.2007.10129427

 Sheridan, M. (2001). Inner lives of deaf children: Interviews and analysis. Washington, DC: Gallaudet University Press.

 Soto, L. (2017). Imaginary animals – Photographs of images for evaluation and therapeutic dialogue to discover sources of pain and pleasure (in Hebrew). Available at: https://www.hebpsy.net/store.asp?id=2528 (Accessed May 1, 2020).

 Wadeson, H. (1987). The dynamics of art psychotherapy. New York, NY: John Wiley and Sons.

 Winaver-Avrahami, A. (2001). The pace of development of free drawings by hearing-impaired preschool-aged children. Unpublished master’s thesis. Israel: University of Haifa (in Hebrew).

 Winnicott, D. V. (1971). Playing and reality. Mddlesex, England: Penguin.

 Young, A. (2018). Deaf children and their families: sustainability, sign language, and equality. Am. Ann. Deaf 163, 61–69. doi: 10.1353/aad.2018.0011 

 Zaidman-Zait, A. (2008). Everyday problems and stress faced by parents of children with cochlear implants. Rehabil. Psychol. 53, 139–152. doi: 10.1037/0090-5550.53.2.139

 Zaidman-Zait, A., Yechezkiely, M., and Regev, D. (2020). The quality of the relationship between typically developing children and their siblings with and without intellectual disability: insights from children’s drawings. Res. Dev. Disabil. 96:103537. doi: 10.1016/j.ridd.2019.103537 


Conflict of Interest: The authors declare that this study was conducted in the absence of any commercial or financial relationships that could be construed as a potential conflict of interest.

Copyright © 2020 Avrahami-Winaver, Regev and Reiter. This is an open-access article distributed under the terms of the Creative Commons Attribution License (CC BY). The use, distribution or reproduction in other forums is permitted, provided the original author(s) and the copyright owner(s) are credited and that the original publication in this journal is cited, in accordance with accepted academic practice. No use, distribution or reproduction is permitted which does not comply with these terms.










	 
	ORIGINAL RESEARCH
published: 25 September 2020
doi: 10.3389/fpsyg.2020.572700





[image: image]

Formal Elements of Art Products Indicate Aspects of Mental Health

Ingrid Pénzes1,2*, Susan van Hooren1,2,3, Ditty Dokter4,5 and Giel Hutschemaekers6,7

1Department of Arts Therapies, Faculty of Health Care, Zuyd University of Applied Sciences, Heerlen, Netherlands

2KenVaK Research Centre for the Arts Therapies and Psychomotricity, Heerlen, Netherlands

3Faculty of Psychology, Open University of the Netherlands, Heerlen, Netherlands

4MA Music Therapy and Drama Therapy, Cambridge School of Creative Industries, Anglia Ruskin University, Cambridge, United Kingdom

5Master Dance Therapy, Codarts University, Rotterdam, Netherlands

6Faculty of Social Sciences, Radboud University, Nijmegen, Netherlands

7Pro Persona Mental Health Care, Nijmegen, Netherlands

Edited by:
Jennifer Drake, Brooklyn College (CUNY), United States

Reviewed by:
Andrea Seganti, Independent Researcher, Rome, Italy
María Xesús Froxán Parga, Autonomous University of Madrid, Spain

*Correspondence: Ingrid Pénzes, Ingrid.penzes@zuyd.nl

Specialty section: This article was submitted to Psychology for Clinical Settings, a section of the journal Frontiers in Psychology

Received: 15 June 2020
Accepted: 31 August 2020
Published: 25 September 2020

Citation: Pénzes I, van Hooren S, Dokter D and Hutschemaekers G (2020) Formal Elements of Art Products Indicate Aspects of Mental Health. Front. Psychol. 11:572700. doi: 10.3389/fpsyg.2020.572700

Formal elements are often used in art therapy assessment. The assumption is that formal elements are observable aspects of the art product that allow reliable and valid assessment of clients’ mental health. Most of the existing art therapy assessment instruments are based on clinical expertise. Therefore, it is not clear to what degree these instruments are restricted to formal elements. Other aspects might also be included, such as clinical expertise of the therapist. This raises the question of whether and how formal elements as observable aspects of the art product are related to clients’ mental health. To answer this question, four studies are presented that look at: (1) a meta-theoretical description of formal elements; (2) operationalization of these formal elements so they can be analyzed reliably in clients’ art products; (3) establishment of reliable and clinically relevant formal elements; (4) the relationship between formal elements and adult clients’ mental health. Results show that the combination of the formal elements “movement,” “dynamic,” and “contour” are significantly interrelated and related to clients’ mental health, i.e., psychopathology, psychological flexibility, experiential avoidance, and adaptability. These findings give insight in the diagnostic value of art products and how they may add to clients’ verbal expression and indicate their potential to benefit from therapy.

Keywords: art therapy observation, assessment, formal elements, art product, adult mental health


INTRODUCTION

Art therapy is an experiential treatment in which the art form is therapeutically applied to initiate experiences that allow processes of change, development, stabilization or acceptance that support emotional, behavioral, cognitive, social, neurological or physical aspect of functioning (American Art Therapy Association [AATA], 2020; British Association of Art Therapists [BAAT], 2020). The art form – the use of art materials in an art-making process resulting in an art product– is specific and unique for art therapy treatment and for art therapy observation and assessment. Art therapy approaches fundamentally assume that a clients’ mental health is expressed in the art form (Hinz, 2009, 2015, 2020; Haeyen, 2018; Abbing et al., 2019).

Art therapy observation and assessment is considered to be a key to estimate what the client’s problem is, to determine whether a client may benefit from art therapy, to formulate treatment goals and to apply the appropriate art interventions (Hinz, 2009, 2020; Gilroy et al., 2012; Malchiodi, 2012). Several art therapy perspectives that draw from diverse approaches such as psychodynamic, humanistic, behavioral, developmental and integrative approaches (Rubin, 2001,2005; Jones, 2005; Van Lith, 2016), have different views and theories on how exactly the art form relates to mental health. Most art therapists adhere clinical value to the art products of their clients. They recognize in art products signs of their clients’ mental health, as well as cues on how to treat, i.e., what therapeutic goals and interventions should be chosen (indication).

Testimonies of the clinical value of the art product can be traced back to the beginning of the 20th century (Prinzhorn, 1919; Plokker, 1963). Already before WW II all kind of projective drawing tests were developed pretending to provide insight in unconscious psychological conflicts (Murray, 1943; Buck, 1948; Naumburg, 2001; Simon, 2001; Ulman and Bernard, 2001). From a psychometric perspective, these tests lacked reliability and validity; it appeared impossible to unequivocally score an art product in terms of content (McNiff, 1998; Betts, 2006). The focus subsequently shifted from symbolic content to the formal elements of art products, such as “line,” “color,” and “movement” as these were considered to be more objective (Gantt, 2001, 2004; Thomas and Cody, 2012). The underlying assumption is that formal elements in an art product represent the way clients interact with art materials in order to express themselves and that they are related to clients’ mental health (Gantt and Tabone, 1998; Gantt, 2001, 2004; Hinz, 2009, 2015; Gilroy et al., 2012; Nan and Hinz, 2012; Pénzes et al., 2014, 2015). Several art therapy assessment instruments have been developed to measure these formal elements and relate them to clients’ mental health problems (e.g., Cohen, 1986/1994; Cohen et al., 1986; Hacking, 1999; Elbing and Hacking, 2001; Stuhler-Bauer and Elbing, 2003). However, these instruments have been subject to serious psychometric critique regarding their reliability and validity. It has been argued that the existing instruments use poor rating methods (Nan and Hinz, 2012) and inappropriate statistical procedures for measuring inter-rater reliability (Hacking, 1999; Eitel et al., 2008; cited in Betts, 2006; Schoch et al., 2017).

The existing instruments also allow, and even need, subjective interpretation based on art therapists’ own clinical experiences with different client groups and different training orientations (Betts, 2006; Eitel et al., 2008; Schoch et al., 2017). This introduces all manner of interpretations, which can negatively affect the reliability. We still do not know to what degree formal elements as the unambiguous observable aspects of an art product represent the mental health problems of clients or how the clients cope with these problems. Critics of existing instruments also refer to the wide range of opinions regarding how formal elements should be interpreted in terms of mental health (Pénzes et al., 2018). Due to these shortcomings we still do not know whether or not art products can be used for diagnostic and indicative purposes. We know that the content of the art product cannot be measured in a reliable and valid way, but it is still possible that formal elements as the unambiguous observable aspects of an art product represent the mental health problems of clients. The aims of this study are to define formal elements that can be operationalized and analyzed reliably and are clinically relevant so their relationship with mental health can be tested.

In this article, we report four studies that look at: (1) a taxonomy of formal elements; (2) an operationalization of these formal elements to analyze them reliably in clients’ art products; (3) establishment of reliable and clinically relevant formal elements; (4) the relationship between formal elements and adult clients’ mental health (see Figure 1). We will make use of qualitative as well as quantitative research designs.
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FIGURE 1. Brief descriptions of the four studies presented.




STUDY 1: TOWARD A TAXONOMY OF FORMAL ELEMENTS

In art therapy literature and clinical practice, a large number and diverse formal elements were described as clinically relevant. Even if considered as sign of the richness embedded in the clinical practice of art therapy, this huge number did not help the growth of sound empirical studies on formal elements. Aim of this first study was to clarify this complexity by returning to art theories on formal elements. Formal analysis of art refers to the observable pictorial qualities of art and is considered to be the most objective way of analyzing art products (Acton, 2009; De Visser, 2010).


Method

To describe the formal elements, art theory literature was reviewed and experts in the field consulted to gain meta-theoretical descriptions of formal elements. Art theories that presented a complete systematic “form analysis” of visual art were included, whereas theories that concerned only one category of form, such as “line,” art history, art criticism, art philosophy, neurology and art perception, and/or aesthetics were excluded. As art theories cannot be found in scientific databases, three other sources were used. First, existing textbooks on art theory as found on the Internet and the university’s library. Additionally, six experts in the field of art theory, specifically art analysis, were consulted by email for advice regarding which additional art theories to include. These experts consisted of teachers/researchers from the Netherlands, Germany, Israel, and Finland. These experts were chosen based on their expertise in the field of art theory, specifically form analysis, and/or in using formal elements in art therapy. Also, bibliographies of art therapy literature regarding formal elements in assessment were searched.

All included art theories were incorporated into a comparative content analysis to see which formal elements were included and how they were described. We restricted our search to those formal elements that could be appropriately be described in two-dimensional art because this is mainly used in art therapy assessment (e.g., Moon, 2010; Pénzes et al., 2014). We began with four theories that incorporated a complete systematic “form analysis” of visual art: Acton (2009), the KPC model (Gerrits, 2018), the ILO UvA model (Van der Kamp et al., 2012); and Tate Modern (Gale, 2016; Wilson and Lack, 2016). Additionally, the consultation of the experts led us to the theories of De Visser (2010), Taylor (2014), Huntsman (2016), and Boermans and van der Borght (2017). Eight theories were included in further comparative content analysis: the ILO UvA model (Van der Kamp et al., 2012), Acton (2009), the KPC model (Gerrits, 2018), Tate Modern (Gale, 2016; Wilson and Lack, 2016), De Visser (2010), Taylor (2014), Huntsman (2016), and Boermans and van der Borght (2017). We extracted the formal elements included in all theories and their descriptions were compared for similarities.



Results

The comparative content analysis showed that all incorporated art theories divided the formal elements into categories. We recognized six main categories: shape, composition, color, space, surface quality and light. Based on the comparative content analysis we found agreement on 17 formal elements across these categories: (1) “shape,” including “geometry” and “contour”; (2) “composition,” including “symmetry,” “rhythm,” “line quality,” “linearity,” “movement,” and “dynamic”; (3) “color,” including “number of colors,” “color saturation,” “color brightness,” “hue,” and “mixture of color”; (4) “space,” including “filled area,” “used space,” and “suggestion of space,” (5) “surface quality,” including “texture” (see Table 1), and (6) “light,” including “floodlight,” “light source,” and “clair-obscure.” Formal elements of category 6 mainly concern photography or art products with realistic styles as in “baroque” and “romanticism.” Because these are rarely seen in art therapy, we did not include this category in our model.


TABLE 1. The five categories and the seventeen formal elements.

[image: Table 1]All art theories conceptualized formal elements as continua with dominant presence of absence in the art product as polarities. Also, all the theories mentioned that formal elements can reinforce or weaken each other.

In conclusion, among a large number of elements we found agreement about seventeen formal elements described in terms of continua. The next step was to analyze whether it was possible to describe and observe them reliably in art products of adult clients. Therefore, a second study was conducted.



STUDY 2: OPERATIONALIZATION AND INTER-RATER RELIABILITY

In this study, we investigated whether it was possible to construct reliable formal elements in the art products of adult clients in art therapy. The formal elements that emerged from study 1 were operationalized and tested for inter-rater reliability.


Method

The formal elements that emerged in study 1 were operationalized in three test rounds (see Figure 2). This was peer debriefed by two art therapy teachers. Each round was evaluated with the raters and researcher. In the first round, two trained raters independently analyzed 31 art products made by nine adult clients in one mental health setting. The operationalization of the formal elements was adjusted based on the evaluations and tested in a second round where two new trained raters independently rated 60 art products from 25 clients in six mental health settings. Their ratings were tested for inter-rater reliability and evaluated. The operationalization of some of the formal elements was adjusted based on the evaluation. Two new trained raters then independently rated 46 art products from 46 clients in nine mental health settings.
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FIGURE 2. Chart of the procedure followed in study 2.


In total, 137 art products from 80 clients were included in this study: 31 art products from 9 clients in the first round, 60 art products from 25 clients in the following round, and 46 art products from 46 clients in the final round. Client inclusion criteria included being aged between 18 and 65 years, being able to read and speak Dutch, and having no or minimal experience in making art and art therapy. Clients with psychotic disorders or in manic episodes were excluded. In line with the Declaration of Helsinki, informed consent was obtained from all clients. The art products in the first two rounds were made as part of regular art therapy assessment, meaning they were of diverse sizes and styles and used diverse two-dimensional art materials like pastel, pencil, or ink. Some of the clients were instructed while making the products, while other art products were made based on the clients’ own choices. The art products in the final round were made with standardized semi-structured instruction that consisted of painting a landscape with acrylic paint on paper of 50 × 40 cm in a 45-min session. All clients received the same color palette, the same brushes and pencils, and the same instructions from their therapists. The therapists were given paper and video instructions and took part in a telephone meeting to confirm that all their clients would receive the same instructions.

The sampled clients (52 female, 28 male) started art therapy in 16 different settings for adult mental health care ranging in age from 19 to 60 (M = 39). They all just started art therapy, just after a psychologist gave a preliminary DSM-diagnosis. The sample was very heterogenic with regard to the preliminary diagnoses. Most clients (39%) were diagnosed with two or three diagnoses. Personality disorder (72%) and mood disorder (56%) were diagnosed most frequently.

In the first round, the formal elements were operationalized categorically and analyzed for percentage of agreement. Finally, the formal elements were operationalized on a five-point Likert scale and tested for inter-rater reliability using Cohen’s kappa analysis. All analyses were conducted using SPSS version 25.



Results


Operationalization

Initially, the formal elements were operationalized by categories. Some of the formal elements consisted of two categories, while others consisted of three (see Figure 3 for examples).
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FIGURE 3. Examples of categorical operationalization.


The overall inter-rater agreement was >88%, but despite this high agreement, the raters found it difficult to rank the formal elements with different numbers of categories. They also found it difficult to rate the art products based on the written definitions of the formal elements and suggested adding visual illustrations. The operationalization was adjusted and all the formal elements were operationalized into five-point Likert scales (see Figure 4), with 1 representing no or minimal presence of the element and 5 representing a very high presence of the element. For each formal element, example images of art products were provided for both ends of the scale.


[image: image]

FIGURE 4. Example of operationalization of the formal element “contour,” (The appropriate permissions have been obtained from the copyright holders of this work).




Inter-Rater Reliability

In round two, the inter-rater reliability for “rhythm” and “movement” was fair (κ = 0.34 and κ = 0.29, respectively), while the reliability for “contour” (κ = 0.57), “color saturation” (κ = 0.43), and “mixture of colors” (κ = 0.47) was moderate. Reliability for “suggestion of space” (κ = 0.65), “number of colors” (κ = 0.65), “color brightness” (κ = 0.64), “symmetry” (κ = 0.68), “linearity” (κ = 0.74), “line quality” (κ = 0.64), “dynamic” (κ = 0.71), and “texture” (κ = 0.65) was substantial, while reliability for “filled area” (κ = 0.82), “used space” (κ = 0.86), “geometry” (κ = 0.83), and “hue” (κ = 0.83) was almost perfect (Viera and Garrett, 2005).

The evaluation of round two highlighted three drawbacks of rating. First, the definitions of scores 3, 4, and 5 for “number of colors” overlapped. Second, raters found the definition of the item “rhythm” too complex and the definition of “movement” was found to be unclear and incomplete. This could explain the relatively low reliability for these items. All other definitions were clear and the art product examples were found to be illustrative. Third, it was questioned whether the art materials might influence the ratings of the formal elements.

Based on these drawbacks, the definitions of “number of colors,” “rhythm,” and “movement” were adjusted and tested for inter-rater reliability in a third and final round. The inter-rater reliability varied between moderate and substantial for all items except “texture” which had poor inter-rater reliability (see Table 2). The inter-rater reliability for the adjusted formal elements “number of colors,” “rhythm,” and “movement” increased in the third round. The inter-rater reliability of all other formal elements remained similar. Only the inter-rater reliability for “texture” decreased significantly, therefore this item was not included in the subsequent studies. In conclusion, 16 formal elements could be operationalized reliably. The next step was to examine which of these 16 formal elements were also clinically relevant. Therefore, a third study was conducted.


TABLE 2. Final inter-rater reliability scores for each formal element.
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STUDY 3: CLINICALLY RELEVANT FORMAL ELEMENTS

We were able to operationalize most formal elements reliably, however, it was still unknown which of these formal elements were clinically relevant. Especially as the art therapy literature was inconsistent in presenting tools or suggestions directed toward the clinical use of formal elements in art therapy observation and assessment (Schoch et al., 2017; Pénzes et al., 2018). In a previous study (Pénzes et al., 2018), using Constructivist Grounded Theory, eight art therapists with diverse clinical backgrounds, training orientations, and nationalities were interviewed in-depth to identify which formal elements they observed in their clinical practice, how they described mental health and how they associated formal elements with mental health. Findings of this study revealed that seven formal elements appeared to be clinically relevant. Moreover, the art therapists in this study also observed a combination of the formal elements “movement,” “dynamic,” “contour,” and “repetition” which they used to construct the overall structure and variation of the art product (i.e., primary formal elements). And in addition “mixture of color,” “figuration,” and “color saturation” as weakening or enhancing cues for this structure (i.e., secondary formal elements).

In this study we tried to relate these seven formal elements to the reliably operationalized formal elements in study 2 above. Therefore, in this study, we compared the formal elements that were operationalized reliably in study 2 with the formal elements art therapists found to be clinically relevant from the above mentioned previous study (Pénzes et al., 2018).


Method

A panel consisting of three art therapy teachers compared the formal elements identified by art therapists in the prior study of Pénzes et al. (2018) to the formal elements that were operationalized reliably in study 2. These formal elements, including their descriptions from art theories and art therapists, were incorporated into a table. “Figuration” was excluded, as art theories stated that this element could not be analyzed according to the level of its presence in an art product. Instead it is a categorical item that refers to the style of the art product as realistic, figurative, or abstract.

First, the comparison concerned which formal elements were identified by art therapist and art theory. Second, the descriptions of these formal elements were compared for similarities. Each expert independently compared the formal elements on a scale ranging from “0 = no similarities,” “1 = some resemblance,” and “2 = similar or almost similar.”



Results

The panel agreed that the formal elements “contour,” “movement,” “dynamic,” and “mixture of color” were similarly described (see Table 3). “Color saturation” was described differently because the art therapists had merged “color saturation” and “texture.” The way the art therapists described “repetition” showed overlap with the formal elements “symmetry” and “rhythm” in art theory.


TABLE 3. Comparison of clinically relevant, objective and reliable formal elements.

[image: Table 3]In summary, it was found that “movement,” “dynamic,” “contour,” and “mixture of color” were similar. These formal elements could be operationalized reliably and appeared to also be clinically relevant. See Figure 5 for examples of these formal elements in art products. A fourth study was then conducted to see whether these formal elements are related to mental health.
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FIGURE 5. Examples of movement, dynamic, and contour of art products.




STUDY 4: RELATIONSHIP BETWEEN FORMAL ELEMENTS AND ADULT MENTAL HEALTH

Art therapy literature demonstrates a wide range of opinions concerning the relationship between formal elements and mental health. In most studies, formal elements are related to disorders of the Diagnostic and Statistic Manual of Mental Disorders (DSM) or the International Statistical Classification of Diseases and Related Health Problems (ICD) (Gantt and Tabone, 1998; Hacking, 1999; Kim et al., 2012). Whereas in more recent studies formal elements are related to clients’ strengths (Hinz, 2009, 2015; Pénzes et al., 2014, 2015) in line with perspectives on positive mental health (Huber et al., 2016). Thus, literature has been inconsistent in interpreting formal elements of art product in terms of mental health.

According to our previous study, art therapists considered mental health in terms of balance and adaptability. Balance existed when allowing, experiencing and expressing emotions and cognitive control were in proportion to each other. Adaptability consisted of self-management, flexibility, openness, and creativity. Art therapists associated balance, specifically being out of balance, with the severity of clients’ problem and adaptability with clients’ strengths and resources. The ability to assess the level of balance and adaptability may support art therapists to formulate treatment goals to suit the individual needs and potential and to choose art interventions that enhance or develop the client’s mental health (Pénzes et al., 2018). Also, in our previous study we showed that art therapists did not related individual formal elements to mental health; they related specific combinations of formal elements, specifically the primary formal elements of “dynamic,” “movement,” and “contour” to mental health.

In this study we tested the combination of formal elements and the relation to mental health.


Method

Forty-six adult clients in nine different mental health settings participated in this study. These were the same clients and art products examined in the final round of study 2. Client inclusion criteria included being aged between 18 and 65 years, being able to read and speak Dutch, and having no or minimal experience in making art and art therapy. Clients with psychotic disorders or in manic episodes were excluded. Art products were made with standardized instructions (see the final round in study 2). The two raters in the final round in study 2 independently rated the formal elements. Written informed consent was obtained from all participants in accordance with the Declaration of Helsinki.

The sampled clients (34 female, 12 male) started art therapy in nine different settings for adult mental health care ranging in age from 19 to 60 (M = 37). They all just started art therapy (<3 weeks), just after a psychologist gave a preliminary DSM-diagnosis. The sample was heterogenic regarding clinical diagnoses, 18 clients had a dual-diagnosis, nine clients had triple-diagnoses, and three clients four or more diagnoses. Most frequently diagnosed DSM categories were personality disorder (31 clients, 67%) and mood disorder (27 clients, 62%).

During the same week that the client made their art product, they filled in the Dutch version of the Brief Symptom Inventory (BSI) (de Beurs and Zitman, 2006), the Resilience Scale (RS-nl) (Portzky et al., 2010), and the Acceptance and Action Questionnaire – II (AAQ-II) (Jacobs et al., 2008). The BSI was used to assess the level of the clients’ mental illness/psychopathology, while the RS-nl and the AAQ-II were used to assess the clients’ mental health.

The BSI was a self-rating instrument consisting of 53 items derived from the SCL-90 and is used for the screening and assessment of psychopathology. The BSI was considered appropriate for patients without severe psychiatric disorders. Psychometric qualities were in line with the SCL-90 (alpha > 0.71) with good correlations with other instruments (Buwalda et al., 2012). The respondents scored the extent to which they experienced diverse psychological symptoms during the last week on a five-point Likert scale ranging from “a lot” to “not at all.” The BSI consists of three scales and nine subscales, including a general measure of psychopathology (total score). In this study, only the total score of the BSI was used because the art therapists described mental illness in general terms instead of specific disorders or symptoms.

The RS-nl was a self-rating instrument for screening resiliency. The respondents scored the extent to which they agree with 25 items on a four-point Likert scale ranging from “totally agree” to “totally disagree.” The RS-nl consists of two subscales: “personal competency” and “acceptance of self and live.” A high total score suggests adaptability, balance, and flexibility. Psychometric qualities are “good” for content and construct validity and for internal consistency (Windle et al., 2011).

The AAQ-II measured the amount of experiential acceptance, experiential avoidance, and psychological (in)flexibility. It consisted of 10 items that respondents scored using a seven-point Likert scale ranging from “never true” to “always true” (Bond et al., 2011). A high total score indicated higher experiential acceptance or psychological flexibility and less experiential avoidance. Persons that scored high on experiential avoidance generally used avoidance strategies that were related to repression of negative emotions and higher psychopathology. Psychometric qualities showed good internal consistency (Cronbach Alpha = 0.89) and construct validity of −0.67 to −0.79 on repression and psychological complaints (Jacobs et al., 2008; Fledderus et al., 2012; Bernaerts et al., 2014).

As art therapists related the combination of formal elements to mental health, Spearman correlation analysis was used to test whether the formal elements of “movement,” “dynamic,” and “contour” were related to each other. Linear regression analysis was used to test whether the combination of the formal elements “movement,” “dynamic,” and “contour” was related to clients’ scores on the BSI, RS-nl, and AAQ-II. All analyses were conducted in SPSS version 25.



Results

Table 4 presented an overview of the mean scores, standard deviations, and variances for the formal elements “movement,” “dynamic” and “contour” and for the BSI, RS-nl, and AAQ-II scores.


TABLE 4. Descriptive statistics for the formal elements dynamic, movement and contour, and the BSI, RS-nl, and AAQ-II scores.
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Inter-Relatedness of Formal Elements

Results of the Spearman correlation analysis indicated a positive significant relationship between “movement” and “dynamic:” rs (46) = 0.76, p < 0.001. This suggests that an increase in “movement” is related to an increase in “dynamic” and vice versa. The results also indicated a significant negative relationship between both “movement” and “contour:” rs (46) = −0.41, p = 0.004 and “dynamic” rs (46) = −0.34, p = 0.020 and “contour.”



Relationship Between Formal Elements and Mental Health

Results of the regression analysis (see Table 5) showed that even though “dynamic” and “movement” significantly related to the BSI total score, the overall model was not significant (R2 = 0.16, p = 0.072). The overall model significantly related to the AAQ-II total score (R2 = 0.29, p = 0.003), however, with main effects found for “dynamic” (β = 0.60, p = 0.004) and “movement” (β = −0.76, p < 0.001). The overall model also significantly related to the RS-nl total score (R2 = 0.19, p = 0.034) with one main effect found for “dynamic” (β = 0.65, p = 0.004) and a trend for “movement” (β = −0.40, p = 0.070). The combination of “movement,” “dynamic,” and “contour” explained 19.3% of variance in RS-nl scores and 29.1% of the variance in AAQ-II scores. The combination of these formal elements was thus significantly related to resiliency and to psychological flexibility/experiential acceptance but not to the level of complaints.


TABLE 5. Regression analysis results: relationships between the formal elements dynamic, movement and contour and the BSI, AAQ-II, and RS-nl total scores.
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DISCUSSION

In study 1 seventeen formal elements emerged from the analysis of art theories. Findings of study 2 show that the majority of these seventeen formal elements can be observed reliably. Based on the results in Study 3, the formal elements “dynamic,” “movement,” and “contour” are found to be primarily clinically relevant and can be measured reliably. Results of Study 4 show that the combination of the formal elements “dynamic,” “movement,” and “contour” explain 19% of the variance in RS-nl scores and 29% of the variance in AAQ-II scores. These findings imply that the combination of the formal elements “dynamic,” “movement,” and “contour” are related to adult clients’ resiliency and experiential acceptance. The same combination of elements shows only a slight non-significant statistical relation to the BSI; even though “dynamic” and “movement” related significantly tot the BSO total score, the overall model that also included “contour” is not significantly related. Looking at each formal element, “movement” and “dynamic” are significantly related to clients’ mental health, whereas “contour” is not. The relationship is most pronounced for positive mental health concepts, such as experiential acceptance and resiliency. These results are in line with other art therapy studies that stress the importance of positive mental health in art therapy assessment (Hinz, 2009; Betts, 2012; Pénzes et al., 2018). Rather than focusing on DSM diagnoses or symptoms, art therapists often emphasize clients’ strengths and resources, embracing a perspective of mental health that is in line with the idea of positive health (Huber et al., 2016) and the recovery approach (Anthony, 1993; Jacob et al., 2017). These results are somewhat unexpected as Haeyen et al. (2017) found the same effect sizes for flexibility and mental illness (OQ-45 and SMI maladaptive scales) in their study on effects of art therapy for patients with a personality disorder. A variety of hypotheses can be formulated to account for these outcomes: maybe the differences are related to differences in patient samples, the use of specific measures (BSI versus OQ-45 and SMI), of differences in study design (we did not study the effects of an art therapy intervention and did not calculate effect sizes). In addition, a recent scoping review of Lasiello et al. (2020) identified a considerable body of empirical research investigating the validity of the dual-continua model, and the overarching notion that positive mental health and mental illness represent two distinct, yet related, constructs. They strongly advocate assessing positive mental health and mental illness together, rather than using only one or the other. Our results are in line with their conclusions; a focus on either positive mental health or mental illness alone would not provide a complete image of the mental health status of an individual or population. Undoubtedly, further research is needed to rule out the different hypotheses and to enlighten us in more detail about the nature of the relation between illness and positive health.

The results of Study 4 also indicate that the combination of formal elements is related to mental health and that the involved formal elements are strongly interrelated, e.g., an increased presence of “dynamic” and “movement” is related to a decreased presence of “contour.” This is in line with existing studies that have argued that individual elements mean nothing unless considered as a cluster (Gantt, 2001) or specific combinations of “primary” formal elements that construct the “structure” of the art product (Pénzes et al., 2018).

“Movement” and “dynamic” are strongly interrelated, indicating that an increase in “movement” is related to an increase in “dynamic.” When relating these elements to mental health measures, however, “movement” is negatively associated with mental health and “dynamic” is positively related. A possible explanation for this can be found in a previous study in which the concept of “variation” emerged (Pénzes et al., 2018). “Variation” refers to the diversity that can be recognized in one or more formal elements within the art product. Art products with low “dynamic” and low “movement” or high “dynamic” and high “movement” have less “variation.” In contrast, art products with low “dynamic” and high “movement” or vice versa have more “variation.” Art therapists largely agree on the importance of observing this aspect of art products to assess client mental health. Future research could address operationalizing “variation” to investigate its relationship with mental health.

In summary, the relationships between formal elements, positive mental health, and mental illness show that art products are indeed associated with aspects of positive mental health and mental illness. The classic assumption of art therapists is in line with this. This implies that the lack of reliability and validity of existing art therapy assessment instruments is not due to the absence of such a relationship or to incorrect theoretical assumptions, but to inconsistent operationalization or weak study design.


Implications for Clinical Practice of Art Therapy

Despite the ongoing discussion about how to interpret the formal elements in art therapy assessment (e.g., Hinz, 2009; Gilroy et al., 2012), most studies seem to agree that formal elements are related to how clients make art products (Gantt, 2001; Hinz, 2009; Conrad et al., 2011). In previous studies, this assumption has been specified using the concept of “material interaction,” which refers to the art making process and the clients’ interaction with the art materials (Pénzes et al., 2014, 2015). In these studies, it is conceptualized that material interaction is reflected by the formal elements of the art product and related to mental health. The significance of the combination of “movement” and “dynamic” might imply that these formal elements reflect the clients’ art making, i.e., the amount and kind of movements that clients make when interacting with art materials to create an art product.

The “dynamic” and “movement” of the art products and “movement” of material interaction can be linked to Stern’s (2010) concept of “forms of vitality,” which refers to the forces and sensations linked to the movement that creates forms. Stern states that peoples’ health can be evaluated based on the vitality that is expressed in their almost constant movements. This implies that formal elements might be considered as manifest visual forms of vitality and that these formal elements in art products reflect mental health and mental illness.

Further research is needed to investigate the possible relationship between “dynamic” and “movement” in clients’ art products and clients’ “material interaction” in art making. For the time being, these two formal elements are observable and visible aspects of the art product. This visibility allows the joint reflection of the art therapist and the client, leading to insights and awareness that may help formulate treatment objectives and art interventions. The relationship between the formal elements and mental health is most pronounced for positive mental health aspects, such as experiential acceptance, adaptability, and resiliency. This may have implications for art therapy assessment and treatment. The clients’ adaptability, flexibility, and resiliency may indicate the potential for change in therapy and art therapists in a previous study associated adaptability with clients’ prognoses in therapy (Pénzes et al., 2018). Several studies have also shown the therapeutic potential of diverse art material properties to create experiential interventions that allow change and ameliorate mental health (Hinz, 2009; Moon, 2010; Snir and Regev, 2013; Pénzes et al., 2014). This assumption requires further longitudinal research.



Methodological Considerations

In this study, art products made with diverse materials and instructions are included. The analyses of studies 3 and 4 are based on art products made with acrylic paint. This is a serious limitation of our study as the art materials and instructions may have influenced the results. For example, the formal element “filled space” might have emerged when art products were made on larger pieces of paper, with smaller brushes, and/or with more time allowed.

We excluded “mixture of color” from the analysis in study 4 because theoretically, it was not conceptualized as a “primary” formal element. The primary formal element “repetition” was also excluded from analysis, as it did not show enough resemblance to formal elements in art theories. Future research could include these formal elements to investigate if they influence the formal elements’ relationship with mental health measures.

The relationship between the formal elements and mental health found in this work is based on a cross-sectional study design, which does not allow for insights into causality and effects over time. Longitudinal studies including a series of art products could investigate whether therapeutic experiential art interventions change the art making, i.e., material interaction, and whether these are reflected in the formal elements of “movement” and “dynamic” and in the enhancement of experiential acceptance, adaptability, and resiliency.

In study 3 we compared formal elements from art theory to formal elements that art therapists in a previous study found relevant in clinical practice. The majority of these art therapists practice in the Netherlands. Although we did include a few art therapists from other countries such as Israel, Finland, Germany, the United States, and United Kingdom to contrast findings, further generalizability of art therapists’ perspectives may need to be checked through further research.



CONCLUSION

The combination of the formal elements “movement,” “dynamic,” and “contour” are significantly interrelated and related to clients’ mental health, i.e., psychopathology, psychological flexibility, experiential avoidance, and adaptability. Numerous questions remain unanswered and require further research. Even though it is methodologically challenging to study art and the art-making process in relation to mental health, this study highlights the possibilities for future research. Art products seem to have diagnostic value and may add to clients’ verbal expression and indicate their potential to benefit from therapy.
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This mixed-methods study analyzed the body image quality of 143 patients with depression. The participants received a 20 × 75 min dance movement therapy (DMT) group treatment, sessions twice a week. Body Image Assessment (BIA) was the data collection tool, with pre-, post-, and 3-mos follow-up assessments. Pre-intervention body image quality characteristics were low energy and activity levels, discomfort, shame and disgust toward the body, tension in social interactions. On the BIA scores, a statistical method of Latent Profile Analysis was utilized to identify participant profiles in the data. The two identified profiles were participant with initial negative body image and participant with initial neutral body image. Depression symptoms were measured with BDI, and symptoms decreased for both participant profiles following the DMT intervention. The neutral profile participants had a significantly lower depression level, better energy level, and more frequently used mindfulness factors of acting aware, non-judgmentality and non-reactivity (measured with FFMQ). Findings suggest a systemic interaction between depression symptoms, body image, attachment style, activity level, and mindfulness skills. In an interactive DMT setting it is possible to address all of these factors simultaneously.
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INTRODUCTION

Depression is considered a mental health condition, but many of its symptoms effect the body. ICD-10 (WHO, 2016) identifies depression symptoms as lowered mood, reduced energy, and decreased activity. These are physical phenomena as well. Patients show a reduced capacity for enjoyment, interest, and concentration. Often there is marked tiredness after even minimal effort. Sleep disturbances are frequent, and appetite diminished. Self-esteem and self-confidence are low, and feelings of guilt or worthlessness are often present (Michalak et al., 2019). Patients frequently describe anhedonia, and sometimes loss of libido and psychomotor retardation. Some may also experience agitation and irritability. These symptoms in their physicality are all linked to the way an individual experiences her body, both physically and emotionally. It is surprising, therefore, how little we know about how a depressed patient experiences her body.

To our knowledge, there has been eight papers (Stewart et al., 1994; Jeong et al., 2005; Koch et al., 2007; Röhricht et al., 2013; Papadopoulos and Röhricht, 2014; Punkanen et al., 2014; Pylvänäinen et al., 2015; Pylvänäinen and Lappalainen, 2018) that have studied depression in the context of embodied experience. All these papers have studied the use of dance movement therapy (DMT), or body psychotherapy facilitated by a dance therapist, in the treatment of depression.


Dance Movement Therapy and the Treatment of Depression

Embodiment is a perspective that recognizes human embeddedness in a sensing, responding, and active body (Aphosyan, 1999; Tschacher and Bergomi, 2011; Ziemke, 2016). For a dance movement therapist, embodiment, i.e., connectedness to one’s body and attentiveness to the sensory information the body offers, is a natural area to attend to and investigate. DMT, which is classified as a creative arts therapy, is defined as the therapeutic use of movement to further the emotional, cognitive, physical, spiritual, and social integration of the individual (European Association of Dance Movement Therapy, 2020). It aims to engage patients in physical and verbal exploration of their experiences during movement-based interaction.

The use of DMT in the treatment of depression in adults or adolescents has been well documented (see, for example, Stewart et al., 1994; Jeong et al., 2005; Koch et al., 2007; Röhricht et al., 2013; Punkanen et al., 2014; Pylvänäinen et al., 2015; Pylvänäinen and Lappalainen, 2018; Hyvönen et al., 2020). DMT treatment has typically proven effective in alleviating the depression symptoms of participants. Koch et al. (2019) conducted a meta-analysis on the effects of dance and DMT interventions on depression. Based on the outcomes of 18 published studies, the mean effect size (ES) was 0.54, p < 0.001, which indicated a moderate significant effect.



The Tri-Partite Model of Body Image

Body image is defined as the lived and experiential perception of the body, and the psychological significance the body has for the individual. The present study uses the tri-partite model of body image. The tri-partite model categorizes body image information into three elements: image properties, body self, and body memory (Pylvänäinen, 2003, 2012, 2018).

Image properties consist of perceptions, thoughts, judgments, and socio-cultural values related to the physical appearance of the body. Image properties frequently reflect the perspective of an external gaze or even critical observer. This observation may be perceived from others or it may be internalized, the person subjecting herself to external gaze. Image properties evoke emotional responses in the person, which are subsequently experienced through the body self.

Body self is the active, responsive aspect of the body image. Body self refers to experiences and patterns in the present being, and in interaction with the world and with others. The body self is actualized through the sensory, kinesthetic, and perceptual information in the body. This information not only relates to external surroundings, but also to the state prevalent within the individual. The responses of body self may have an affective quality.

Body memory refers to the embodied information stored in the body. A phenomenological perspective outlines body memory in three spheres: habitual, traumatic, and erotic (pleasurable) body memory (Casey, 1987). Fuchs (2012) and Koch et al. (2012, 2013) propose a more detailed categorical differentiation, which specifies aspects of body memory that hold information about the surrounding environments and incorporate social habits and embodied patterns. This is echoed in the proposal made by Pylvänäinen and Lappalainen (2018): reciprocity in interaction and attachment style are embodied (Schachner et al., 2005; Bentzen, 2015).

Reciprocal interaction with others is built upon, but also shapes, attachment patterns, i.e., the ways in which an individual has learned to relate to others (Fosha et al., 2009; Porges, 2009). Reciprocity in interaction is observed in the shaping and posturing of the body and body movements, levels of arousal, attention, and vocal expressions in response to what is perceived from another’s expressions. The essence of these patterns is stored in the body memory, while actions in the present are shaped by the body self.

Pylvänäinen and Lappalainen’s (2018) study of the body image used a sample of 18 adult patients with depression in outpatient psychiatric treatment. They completed the Body Image Assessment (BIA) before and after twelve 90-min sessions of DMT group treatment. Before treatment, the qualitative themes of low energy, lack of direction in action, and lack in the sense of agency in social situations were typical contents in the body image. Participants experienced shallow, fragmented, negative, and tense habitation in their bodies. Pains and worry about weight were frequently mentioned. After the short term DMT group treatment participants’ body images were less negative. They described a better connection with their bodies, had greater tolerance to sensation, were more settled in their bodies, and found pleasure and meaningfulness in bodily experiences. BIA responses were also scored, and the scores analyzed quantitatively. Large effect sizes were evident in the change between pre- and post-treatment assessments. In the Pylvänäinen and Lappalainen (2018) study patients’ depression symptoms were assessed with Beck’s Depression Inventory (BDI-II), Symptoms Check List (SCL-90), Hospital Anxiety and Depression Scale (HADS), and Clinical Outcomes in Routine Evaluation Outcome Measure (CORE-OM) at three measurement points: pre- and post-treatment, and at 3-month follow-up. Change for more positive body image during the treatment predicted fewer depressive symptoms at the follow-up measurement.



The Research Questions of the Present Study

This paper uses data collected for a larger study on the use of DMT in the rehabilitation of adult patients with depression (Hyvönen et al., 2020). The aim was to study the effect of a short-term DMT group intervention on participants’ depression. The structured DMT intervention was offered in different cities in Finland by 12 dance movement therapists. The benefit of this multi-center research was that results were more likely to be due to the effects of DMT rather than the characteristics or skills of a specific therapist (Karkou et al., 2019).

The findings on the effect of DMT on participants’ depression symptoms are reported in Hyvönen et al. (2020). This present paper focuses on participants’ body image and the ways in which it changed after a DMT intervention. Research questions addressed in this paper are:


(1)Does the larger sample show similar characteristics in the pre-intervention body image of the patients with depression as was observed in the earlier study by Pylvänäinen and Lappalainen (2018): low energy level, lack of the sense of agency in social situations, shallow experience and tense habitation of their body?

(2)Does the body image change after the short-term DMT group intervention for better?

(3)Does the body image quality impact how a participant benefits from the DMT group intervention? Can different body image profiles be identified so, that the body image profile would be associated with identifiable characteristics in depression and attachment style? Pylvänäinen and Lappalainen (2018) suggested that attachment style is embodied. The hypothesis is, that the secure attachment style would associate with more positive body image quality, and the insecure attachment style with more negative body image quality.

(4)What clinical implications do these findings have?



This paper explores the embodied experiences of patients with depression through the construct of body image. In doing so, it provides a new perspective on the understanding of depression. A mixed methods approach will be used. The data is first explored qualitatively to detect the core themes in the body image of the patients with depression, then quantitatively with the statistical method of Latent Profile Analysis (LPA) to detect different body image profiles in the data. Participants with different body image profiles can also be perceived as different participant types. The body image profiles will be identified on the basis of statistical analysis of the data, but finally an integration of the qualitative analysis and quantitative results will be applied to the data in order to delve deeper into the different participant types. The description of different participant types aims to offer practical guidelines for use in clinical practice.



MATERIALS AND METHODS


Recruitment Procedure

The board of research ethics in the Central Finland health care district approved the research (Dnro 8U/2016). The study was funded by the Social Insurance Institution of Finland between 2017 and 2019.

Participants for the study were recruited through public mental health services, which included outpatient psychiatric clinics, primary healthcare mental health services, student health services, occupational health services, and psychiatrists in private health clinics. The opportunity to participate was advertised in three newspapers, and through social media.

Persons interested in participating in the research had a screening interview by telephone with the researchers. The criteria for inclusion were that participants should be working aged, i.e., 18–64 years of age, diagnosed with depression that impaired their ability to work or study, and that they had been assessed suitable for rehabilitative psychotherapy by a psychiatrist, receiving at least 3 months of appropriate treatment. Persons with active suicidal ideation, psychotic symptoms, and/or substance abuse were excluded from the study. Interviewees who were pregnant or suffered serious chronic pain were also omitted from the study. Participants needed, as a minimum, to be sufficiently physically able to get up from a seated position on the floor without assistance. Participants received a mailed information leaflet regarding their participation in the study and were asked to sign a research agreement.

A total of 157 participants participated in the study. A randomization procedure was applied among those participants, who were in larger cities and where the number of participants was sufficient for intervention and control group in the same city. A total of 109 participants took part in randomized intervention and control groups. With control group participants, we could assess their body image prior to the DMT group intervention and observe how a period of treatment as usual effected the body image. Treatment as usual did not include any DMT nor other body oriented treatment.

As the control group participants received DMT group treatment after the treatment as usual period, their body image data during the intervention phase could be studied together with that of the intervention groups (whether randomized or not). This resulted in a total of 143 participant responses to the pre-intervention interview (54% in the DMT intervention group, 46% in DMT-delayed control group). To detect the body image themes, body image profiles, and the participant types, this paper uses the data collected from these 143 participants. The response rate of these participants to BIA at the post-intervention point was 78%, and at the 3-month follow-up 74%.



Participants

Participants were working aged, i.e., 18–64 years old, and the mean age was 42. Incidentally, mostly women were interested to participate in the study, and 97% of participants were female. Approximately 75% of participants had had depressive periods before. 60% were using medication to treat their depression, 40% were not. The reasons the participants most frequently gave for their depression were problems in close relationships with their partner, their parents, or their children: 70% of participants named this. 50% of participants mentioned traumatization due to abuse, physical or mental violence, or a serious accident. 35% reported that deterioration of their physical condition and fitness had resulted in depression. 32% of participants mentioned a lack of creativity and self-expression as a reason for their depression.



DMT-Group Intervention

Twelve dance movement therapists administered the interventions during this research. All dance movement therapists had had a 4-year professional specialization training to work in this profession. In addition to this, they had attended 12 days of intervention training for facilitating the intervention in the study. During the intervention process they were provided with group supervision by senior dance movement therapists. The DMT group treatment structure was based on earlier DMT studies with depressed patients (Punkanen et al., 2014; Pylvänäinen et al., 2015). An integrative approach was employed in the treatment of depression. DMT methods which were used in the intervention included dance and movement improvisations, mindfulness practices, use of props (e.g., fabrics and balls), and reflection through drawing, writing, and discussion. Group sessions consisted of orientation to the group, thematic movement exploration, and closure. The 20 sessions were structured to cover the following themes during the 10-week process: group goals, movement options and boundaries, body awareness and resources, symbols, safety and regulation, expressing emotions, body narrative, playfulness, needs, being and doing, agency, and processing through movement the time span of the group and of the participants’ own life. In earlier studies (Punkanen et al., 2014; Pylvänäinen et al., 2015; Pylvänäinen and Lappalainen, 2018) these themes had been observed to be relevant to this patient population. These themes provided a structural backbone for creative responses from the therapist to the process the groups were working through.



Measurement Tools

Body Image Assessment is a verbal assessment tool based on the tri-partite model of body image (Pylvänäinen, 2018). BIA captures information about the participant’s body image, i.e., of her image properties, body self and body memory. BIA can be applied as an interview, taking approximately 45–60 min, or in a questionnaire, to which the participant can reply in writing. BIA does not assume any pathology or problems in the respondent’s body image. The BIA response effectively communicates, how an individual relates to her own body and how she experiences interaction with others in the body.

Body Image Assessment can be analyzed qualitatively and quantitatively. In quantitative analysis, a three-point scoring system is used: 0 indicates negative content in response to a question, 1 indicates a neutral response or the response equally identifies pros and cons, and 2 indicates positive content. The negativity – positivity of the content is the focus of scoring. Negative content expresses avoidance, discontent, discomfort, lack of physical agency, or negative judgment. Positive content expresses sensing, acceptance, good physical agency, comfort, or pleasure. The sum of the four questions can range from 0 to 8. Scoring is applied to the first four BIA questions, which do not address the participant’s opinion of what is important in their body in general, nor their body memory, since positivity and negativity are fundamental and inherent qualities in memories of pleasure or suffering.

The Relationship Questionnaire (RQ) (Bartholomew and Horowitz, 1991) is a tool for measuring adult attachment styles. Attachment style refers to the person’s internalized patterns of settling and being, and behavior in close relationships. Attachment can be secure or insecure. Insecure attachment can be characterized as fearful/disorganized, preoccupied, or avoidant/dismissive. In the first part of the questionnaire the respondent evaluates which of the four alternative attachment patterns corresponds best to her general relationship style. In the second part the respondent rates, on a 7-point Likert-type scale, the degree to which each of the attachment patterns resemble her own patterns. This questionnaire captures the participant’s own general impression of her attachment style.

The Five Facet Mindfulness Questionnaire (FFMQ) (Baer et al., 2006) assesses mindfulness skills through five factors: observing, describing, acting aware, non-judgmentality and non-reactivity. The questionnaire consists of 39 statements, which the respondent evaluates on a 5-point Likert-type scale. This questionnaire is used as a tool for assessing a participant’s style of relating to her experiences. The FFMQ was used for assessing how mindfulness skills related to a participant’s body image.

Activity level was assessed with a single item from the Work Ability Index (WAI) Psychological Resources section: “Have you recently been active and alert?” (Rautio and Michelsen, 2014). The participant responds to the question on a scale from always (1) to never (5). The lower the score, the more frequently the participant has felt active and alert. In this study this item was used to capture the participant’s perception of her activity level.

Beck’s Depression Inventory (BDI) (Beck et al., 1961, 1988, 1996) measures depression symptoms with 21 items. It is frequently used in clinical assessment to assist recognition of depression and its severity, and in research as a means of measuring treatment outcomes. The higher the sum score, ranging from 0 to 63, the more severe the depression. This questionnaire was the main tool for assessing the severity of participants’ depression symptoms.



Qualitative Analysis of Body Image Assessment Text Data

BIA interviews and written responses produced narratives, all in verbal text form. The narratives described, how an individual experienced certain aspects of her body and interacting with the body. As we received the narratives from patients with depression, they also contained lived experiences that resonate the depressive condition. The contents of these narratives were of interest in the study, as there is very little systematic knowledge about how patients with depression experience their body and embodiment. Studying narratives is one approach in qualitative research (Seale et al., 2004).

ATLAS. ti software was used to contain the qualitative analysis of the BIA responses. The contents of each respondent’s replies at pre-measurement, post-intervention measurement and at the 3-months follow-up were analyzed. For control group participants, initial BIA responses from the pre-intervention waiting/treatment as usual – time were also available. Thematic codes for the analysis were initially extracted from this control group data because it consisted solely of participants’ responses with no influence on the responses from an interviewing therapist. As these written responses were slightly shorter than the interview responses, central themes appeared more concisely in this data than in the longer interview responses. The aim with the thematic codes was to capture the characteristics of the body image of a patient with depression. We applied the same thematic codes to the data at each measurement point. To minimize bias and unintentional selection in the analysis, a rule was applied that every expression in every response must be coded into some thematic code. ATLAS. ti held the listing of the thematic codes themselves, counted the number of codings in each theme, and generated lists of the exact text quotes, which also allowed exploration of the qualitative changes within a thematic code over the course of treatment. The qualitative analysis provided a view on the contents of the body image of the patient with depression. The scoring of the BIA questions functioned as a separate analysis: it was a parallel way to assess the quality and changes of the responses.



Quantitative Analysis: Latent Profile Analysis (LPA) for Detecting the Body Image Profiles of the Participants

Using the statistical method of LPA it is possible to statistically explore whether there are subgroups of participants within the whole sample. In this study, the aim was to determine whether there were subgroups who exhibited specific patterns of change in response to the DMT intervention. In particular we were interested in seeing, whether participants differed in the body image change patterns and if this was related to attachment style. Participants’ BIA scores at the different measurement points were used as the variable for LPA.

In the LPA, the model of best fit for the analysis is established according to several statistical fit indices (Jung and Wickrama, 2008). First, the Bayesian Information Criterion (BIC), the Vuong-Lo-Mendell-Rubin (VLMR) test, the Lo-Mendell-Rubin test (LMR), and the Bootstrapped Likelihood Ratio Test (BLRT) are calculated. The lower BIC values are, the more suitable a potential profile model is. In the VLMR, LMR and BLRT, p < 0.05 indicates that a model with k profiles is better compared to a model with k − 1 profiles. In our study, models with 1–6 profiles were tested. Second, a good solution is indicated when there is successful convergence and, a high entropy value (range 0–1). Third, and most importantly, the identified profiles need to be meaningful in the context of the data. This LPA was done with the Mplus statistical package (Version 7.3) with full information maximum likelihood (FIML) estimation method. All the available data was used in the analyses and missing data was assumed to be Missing at Random (MAR) (Muthén and Muthén, 2012).

The statistical 3-step method (Asparouhov and Muthén, 2013) was used in analyzing the relationships of the LPA profiles with the outcome variables of BDI, activity level, and mindfulness facets. The association of the Relationship Questionnaire (RQ)-scores and the LPA profiles was analyzed with cross tabulation and χ2-test in SPSS (version 26.0.0.1), because RQ is a nominal variable.

The profile differences in the BDI score change between the measurement points were compared with the HLM (Hierarchical Linear Modeling) and Wald test. Within group Effect Size (Cohen’s d) was calculated by subtracting from the follow-up measurement mean the mean of the pre-measurement, and then dividing this difference with the pooled standard deviation of the pre- and follow-up measurements. The corrected between groups Effect Size was calculated by subtracting from the difference in group means at the follow-up measurement the difference in group means at the pre-measurement, and then dividing this difference with the pooled standard deviation of the pre-measurements. This analysis was completed with MPlus-program; all the available data was used in the analyses and missing data assumed to be Missing at Random (MAR) (Muthén and Muthén, 2012).



Case Portraits

Bringing together the characteristics of the body image and the variables of activity level, relationship style, and BDI-score, typical case portraits were extracted from the data. The aim of this integration of qualitative and quantitative analysis was to offer clinicians a means by which to assess the potential benefit of DMT group treatment for an individual. Furthermore, these case portraits represented a means to qualitatively explore more closely the profiles that were the outcome of LPA.



RESULTS


Characteristics of the Whole Sample

The pre-measurement mean BDI score of the sample was 22 and the mode 18 points. This mean score indicated moderate depression. At the post-measurement point the BDI mean was 16, indicating mild depression, and the mode 13 points. At the 3-month follow-up the BDI mean was 16, the mode 9.

At the pre-measurement 37% of participants reported that “every now and then they had been feeling alert and active.” At the post-measurement, this increased to 39% of responses, but at the 3-month follow-up decreased to 36% of responses. Participants reporting a slightly more active experience, i.e., “feeling alert and active fairly frequently” represented 15%, 27%, and 27% of the sample at the respective measurement points.

The Relationship Questionnaire (RQ) showed that the most typical attachment style in the sample was insecure: fearful/disorganized or preoccupied in style. Participants felt that it was not easy to feel close and connected to others. They wanted to make connections with others, but it was hard to trust others or to be dependent in any way. Also, there was a fear of being harmed if allowing oneself to be too close to others. The questionnaire did not discriminate between psychological or physical closeness. The clear prevalence of insecure attachment style persisted over the three measurement points.

For the FFMQ-mindfulness questionnaire the score range can be 39–195. The score range of the responses in the whole research period was 59–182 in this sample. In the total sample the mean was 121 at the pre-measurement, 125 at post-measurement and 127 in the 3-month follow-up. The scores show a tendency toward slight increase in mindfulness skills. The change between pre-measurement and 3-month follow-up was statistically significant: t = −3.64, df = 107, p < 0.001, 2-tailed t-test.

The mean Body Image Assessment sum score in the total sample was 2.6 at the pre-measurement, 3.4 at the post-measurement and 3.3 at the 3-month follow-up. The sum score has a range of 0–8, so the mean remained closer to the negative end of the range. The change between pre- and post-measurement was statistically significant: t = −3.46, df = 104, p < 0.001, 2-tailed t-test. The increase in the score indicates there was in general a slight change for better in the body image after the DMT-group intervention.



Qualitative Results: Central Themes in the Body Image of Patients With Depression Before the DMT Group Intervention

The qualitative analysis of the BIA responses at the pre-intervention measurement showed that the main characteristic of the body image of a depression sufferer was negativity of experience. The most negative areas tended to be participants’ image properties and their experiences of interaction with others. A bit less negatively the participants experienced physical activity and their own body when alone.

Table 1 lists the themes that emerged in the data, in order of frequency. In general, they indicate a body image loaded with tensions and discomfort, a wish to avoid bodily sensations, agonies in both social situations and in situations of aloneness. When not sensing one’s body, one tends to be judgmental of it or to think of it mostly with concern as to how others will accept one’s body or think of one’s behavior. There was a tendency to prefer not to sense the body, because that was more comfortable. Participants often stated that when a situation was good they did not particularly attend to their body. These findings resonate similar themes as were observed in the Pylvänäinen and Lappalainen (2018) earlier study with a smaller sample.


TABLE 1. Themes in the Body Image Assessment (BIA) of patients with depression at the pre-intervention measurement, in order of frequency.

[image: Table 1]There were some positive experiences in the body as well. For some participants, physical activity was a source of pleasure and gave a sense of agency. When alone, some participants felt at ease and connected with their bodies better.

As to the contents of body memory, at the pre-intervention measurement the body memories of suffering often featured episodes of negative hyperarousal, experiences of being fearful and alarmed. Body memories of domestic violence, whether in a participant’s childhood family or adult relationships, were frequent. Body memories of suffering were linked to physical illness and hospital experiences, often in relation to giving birth. Pain and being ashamed of the body were themes in body memories of suffering. Shame was typically related to a participant’s looks and how others had commented her body. Shame was sometimes connected to sexual abuse that some participants had experienced. Finally, low arousal level, lacking energy, and feeling exhausted were also mentioned in body memories of suffering.

Body memories of pleasure were most frequently around experiences of movement and physical activity. Participants had pleasurable memories of dancing, swimming, and sports. Experiences of nature, pets, and activities in nature (e.g., fishing and camping), were described. Pleasant experiences had been captured in body memories in moments of relaxation in the sauna or when having a massage. Physical closeness, intimacy and hugs, being with one’s partner, and moments and interactions with children were mentioned in pleasurable body memories. Some participants described enjoying the body’s capacity to sense and named sensory experiences they had enjoyed. Experiences of pleasure were mostly from normal and natural moments and interactions, where it had been possible to be open to the moment and feel sufficiently safe. Participants never described anything threatening related to these situations.



Latent Profile Analysis (LPA) Results: Negative and Neutral Body Image Profiles and Their Differences

For assessing, whether the body image quality impacts the change process, the BIA scores were the base for the LPA. Table 2 shows the statistical criteria values for the models tested in LPA. Of the models that were tested, the BIC, VLMR, and LMR scores indicated that a two-profile model was the best fit. The two profiles were named as a negative body image profile and a neutral body image profile. The analysis proceeded with exploring in this data, how participants with the negative body image profile and participants with the neutral body image profile changed differently during the research period when assessed by the variables of BDI, activity level, mindfulness skills, and relationship style.


TABLE 2. Information criteria values for the tested Latent Profile Analysis (LPA) models.

[image: Table 2]Table 3 shows the changes in mean BIA scores in the negative (n = 81; 57% of participants) and neutral (n = 62; 43% of participants) body image profiles over the three assessment points. The majority of participants were in the negative body image profile. After the intervention their body image remained fairly negative despite a small improvement in the scores, and this change was not lasting (see Figure 1). Participants in the neutral profile exhibited a more neutral relationship with their body at the pre-intervention, and, following the intervention, showed a greater positive change, which continued to the 3-month follow-up. These positive changes were described in the qualitative BIA responses as experiencing greater comfort in being in one’s body when alone, and, in social situations having a more accepting and reflective attitude toward one’s body and body sensations, significantly less hatred toward one’s body and body weight, and more frequently experiencing own body as good. Participants thought less about how others thought about their body.


TABLE 3. Latent profile analysis results: two profiles.

[image: Table 3]
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FIGURE 1. Changes in mean Body Image Assessment (BIA) scores of the two profiles generated by LPA over the three assessment points.


When the profiles’ RQ scores were analyzed by cross-tabulation, the differences were not statistically significant [χ2 (df 3) = 5, p = 0.172]. In both profiles, the most common relationship style was insecure, and the majority of participants recognized this as characteristic of them. In the negative profile, 40% of participants reported fearful/disorganized, 39% preoccupied/contradicting, and 5% dismissive/avoidant attachment styles. In the neutral profile, the distribution was 35% for fearful/disorganized, 28% for preoccupied/contradicting and 7% dismissive/avoidant attachment styles. The only difference in relationship styles between the two profiles was that there were more participants in the neutral profile who assessed their characteristic relationship style as secure: this accounted for 30% of participants in the neutral profile, but only 15% in the negative profile.

Table 4 shows the results of a comparison between the identified participant body image profiles for differences in mean BDI, activity level, and FFMQ scores at the pre-intervention point, using the 3-step method and χ2-test. The two profiles were associated with significantly different mean scores in BDI, activity level, and in three factors of mindfulness, namely acting aware, non-judgmentality, and non-reactivity. The neutral body image profile exhibited a more positive systemic situation than the negative profile: they had a lower initial BDI score, greater activity level, and reported that they used the aforementioned mindfulness factors more often.


TABLE 4. The statistical 3-step method analysis of the relationships of the LPA profiles with the outcome variables.

[image: Table 4]

Changes in Body Image and Depression Symptoms During the Research Period

The repeated measurement points employed in data collection allowed us to observe patterns of change in the participants’ body image and depression scores. As the control group participants were included in the research design, there was a period of time when these participants did not receive DMT treatment, but were receiving treatment as usual. During this period their depression scores did not change (Hyvönen et al., 2020) and their BIA scores did not change either.

We analyzed, how the depressive symptoms changed in the participant body image profiles during the research period. Table 5 shows mean BDI scores for the two body image profiles at the three measurement points during the DMT intervention phase. There were significant within-group changes in both profiles between the pre and 3 mos follow-up measurement points. Cohen’s d indicated medium effect size in both groups. However, there was no significant between-groups difference in how the two profiles changed over the measurement points. This finding was repeated with the Wald test, which analyzed whether the two profiles changed differently. However, in the whole sample the BDI score change between the pre and post-intervention measurement points was significant [Wald test (df = 2) = 65.70, p < 0.001]. On the average, the BDI score decreased 5.2 points between pre- and post-measurements.


TABLE 5. The BDI change patterns in the body image negative and body image neutral profiles.

[image: Table 5]In conclusion, whether a participant had a negative or neutral pre-intervention body image quality, they showed some positive change in their BDI score post-intervention. If the pre-intervention body image was less negative or more neutral, depression symptoms tended to be milder, and the outcome of the treatment was close to normal mood (BDI mean approximately 12 points). Within the data there were variations from these general tendencies, which were noteworthy even though they were not so prevalent that an LPA model with more profiles would have been a better fitting choice. The following case portrayals illuminate these variations in the data.



Information for the Clinical Practice: Typical Cases Portrayed by the Data

The participants’ progress through DMT group treatment allowed us to trace some typical themes and trends during the process, on the basis of the qualitative analysis of BIA contents and the level of BIA scores, combined with the results of self-evaluation questionnaires, and the participant body image profiles resulting from LPA. This data offered a view into what was relevant in the participants’ present situation, what their body image was like, and how they benefited from the treatment. Exploring the data this way made it clear, that the initial BIA score was not the only determinant of the change process and treatment outcome for participants. The following four typical case types emerged:

Difficult case participants had fearful/disorganized or preoccupied/contradictory attachment styles. Initial activity levels were seldom or never good. There was a profound dislike of one’s body: not liking the physical appearance of the body, experiences of being called ugly, or not respected by others. Physical activity could be a strain, and this participant was easily exhausted. There could be indications of eating disorder behaviors. Participants did not typically sense their bodies, or, if they did, it was sensed in agony and discomfort. They did not understand their body, nor have a sense of connection to the body, but, rather, a sense of dissociation from it. There were frequent memories of traumatizing events, such as sexual harassment, physical violence, verbal abuse, typically starting in youth. There were experiences of unpleasant or abusive interaction in the family environment. Participants had few memories of pleasure, and, if they did, these tended to be related to achieving or performing something with the body. Typical initial BDI scores were 26 or more, and there was no, or very little, change in the BDI score post-intervention. The body image quality also tended not to change, or even got more difficult.

Moderate case participants were characterized by the situation, that three of the four variables of activity level, body image quality, relationship style, and initial BDI were in the difficult range. Difficult range meant that the relationship style was insecure, the activity level was seldom good, the BDI score was on the higher level, typically 18–22, and the body image quality was neutral or on the negative side. There was ambivalence and flux in how the participant experienced their body. There could be better moments, but dislike, shame, and a sense of their body (and themselves) not being sufficiently good tended to dominate the body image. Body activity could be troubled by pain or worry, or the participant had a sense of having moved more in the past. There were memories of disruptive interactions in various environments, whether with abusive parents, school mates, or superiors. Post-intervention BDI score was typically 16, which had lowered a few points from pre-intervention level and indicated mild depression. The body image quality might change slightly for positive, but it was typical that the ambivalent, fluxing quality continued to remain after a short intervention.

Potential for full recovery participants had a safe attachment style and initially quite a good activity level. Their body image quality was neutral or moderately low, but they expressed a basic positivity about their bodies and body activity. This type of participant connected positively with body action and could safely tolerate discomfort in embodied activities – for example, the rigors of work or outdoor activities – and still consider the activity good. Participants expressed thoughts about, and experiences of relating to others when describing their embodied experiences. The relationships may have had troubles and tensions, and participants named these. However, they were also able to note and relate to positive relational experiences with others. Initial BDI scores were typically 20 or less. Post-intervention BDI score was below 10, i.e., participants had normal mood.

A small group of participants initially had high BDI scores (range 16–39, mean 27 points), negative body image quality, and low activity level. Their relationship style tended to be insecure, i.e., fearful/disorganized or preoccupied/contradictory. These participants were older than the mean age of 42 – their mean age was 48. Despite their difficult pre-intervention situation, these participants benefitted greatly from the treatment. They were named “mystery cases.” Their post-intervention BDI scores ranged between 8 and 17, with a mean of 12 points, indicating minimal symptoms. Some of these participants did not remain at this level, thus the 3-month follow-up BDI score mean increased to 16 points. This, however, was still a notable improvement over their initial scores. Pre-intervention BIA scores were negative for 88% of this subgroup. Post-intervention BIA scores showed some changes: while 57% of scores remained negative, 43% had shifted to moderately positive scores. However, changes in BIA score were not a clear indicator for the larger changes in BDI scores. Analysis of the feedback these participants had given showed that for them the group experience, while not necessarily easy, was clearly meaningful and positive. Participants felt thankful for the experience and considered it important to them. This particular subgroup elicits an assumption that the group experience was a factor that may have had a strong impact on the amount of change in some participants’ scores. Yet it is impossible to predict in advance, how a group process will emerge in a group, which is beginning its process.

As to how these four types of cases fitted into the two participant body image profiles generated by LPA, the difficult cases, mystery cases, and those moderate cases whose BIA score change was low were in the negative body image profile. The moderate cases whose initial BIA score was neutral, or who experienced greater change in their BIA scores, and the potential for full recovery cases were in the neutral BIA profile.



DISCUSSION

The main goal of our research was to investigate the contents of body image among participants with depression. The body image of the participants was characterized by low energy and low activity.

The relationship with own body is troubled: there is often shame and disgust toward own body. The body does not feel good, the connectedness with body sensations is weak and uncomfortable. Breathing is frequently not free. There is much embodied concern in social situations, which is experienced in tension and anxiety in the body, and in ruminative thinking about how others perceive one’s body and actions. Moments alone may be loaded with fear and restlessness, though often participants reported they felt more relaxed when alone than with others. There is variety to this uncomfortable and troubled body image, as some participants were aware of the changing quality in how they sense and feel about their embodiment. Also, some participants initially reported some positive experiences in relation to their body: liking physical activity, accepting one’s body and finding a sense of connectedness with one-self through body and physical activity. These findings are similar to the earlier body image findings in a smaller sample by Pylvänäinen and Lappalainen (2018): low energy level, lack of the sense of agency in social situations, shallow experience and tense habitation of their body.

The DMT group intervention resulted in change in body image. The change could be observed in the more accepting quality of body image and increased expressions of options in relating with the body. Two participant profiles were detected in the data with the LPA, namely a participant with negative body image and participant with neutral body image profile. For a participant with negative body image profile, there was minor change in the body image quality, and some change in mood. For the participant with neutral body image profile, there was more change for positive in the body image quality and mood improved. A secure attachment style was the most apparent style for 30% of the participants in the neutral body image profile, while for the participants with negative body image profile only 15% considered their attachment style is secure. Also, neutral body image participants reported better mindfulness skills than the negative body image participants. The differing factors were acting aware, non-judgmentality and non-reactivity.

The body image quality is significant factor in depression and in recovering from it, but essentially, the phenomena are systemic. The relevant interplaying factors are body image, attachment style, activity level, the severity of depression and mindfulness skills. In addition, sometimes even with a complicated initial condition, the experience of the creative DMT group process can produce change that is more positive that could be expected on the basis of the difficult starting condition. Those patients who recovered into normal mood during the short-term DMT group intervention, typically initially had neutral body image, had a secure attachment style, had fairly good activity level and reported moderate depression level.


Clinical Implications

Body Image Assessment was used in this study to collect information about the initial condition of participants, and to describe the changes that occurred during the research period. Both 45- to 60-min face-to-face BIA interviews and written BIA responses yielded similar themes. In therapy practice, the BIA interview is a way to build a therapeutic alliance between the participant and the therapist. Inquiry about the participants’ embodied experiences can be a new experience for them, and, when approached in a non-judgmental manner, can be a validating moment in which participants feel heard. Attention is given to embodiment – it is no longer ignored.

Body Image Assessment data provided a relevant perspective on the bodily experiences that patients with depression have had. This is very informative for DMT practice, but this perspective is helpful in general psychiatric treatment as well. It can assist in recognizing appropriate approaches to treatment and goals that would help the patients to connect better with themselves through increased awareness of, and connection to, their body in a revitalized way. These changes are essential to proper recovery from depression.



Thoughts on Body Relationship in Cultural Context

Dance movement therapy has its roots in dance as an art form. In the Western culture, DMT developed from the observation that expressing oneself through dance and engaging in shared dance experiences can have beneficial effects on the sense of self, self-actualization, and vitality (Chaiklin, 2009). As dancers increase in skill, they must develop sensory attentiveness in the observation of kinesthesia in themselves and in co-dancers. The dancer needs physical strength and co-ordination of bodily movement, and, in order to put these to skillful use, must sense what is happening in her body, how the body functions and what it is the feeling (see for example Bartenieff, 1980; Buckwalter, 2010; Fernandes, 2015). Our data on the body image of the patients with depression showed, this attentive connection to the body, which is a necessity for the dancer, was not a habit among the research participants. The body memories expressed traumatization many of the patients with depression have suffered, and traumatization may be one factor contributing to the poor connection with the body sensations and the wish, or practical habit of avoiding them.

It is relevant to remember, that body image and the way we relate to our body is shaped by our interactions with others and by the cultural habits we maintain in relation to the body. One element of body image is body memory, and in the taxonomy proposed by Fuchs (2012) there are several forms of body memory that are specifically shaped in interaction with others: inter-corporeal memory, which is related to the most basic, pre-thematic and bodily contact with other subjects; incorporative memory, which contains the bodily imitation and identification with others, and social roles that shape one’s embodied expression; situational memory of affectively charged lived situations; and traumatic memory. The body image is not just our own making – it is shaped in interactions with others (see also Summa et al., 2012).

In the 18th and 19th centuries, sociologists and philosophers such as Hegel, Weber, and Durkheim addressed the phenomenon of alienation (see Schabracq and Cooper, 2003; Rae, 2012). Alienation refers to a sense of disconnectedness, feeling estranged from surrounding society because of social situations of labor, living circumstances, and modernization. Later, Seeman (1959) proposed five prominent features of alienation: powerlessness, meaninglessness, normlessness, isolation, and self-estrangement. The current urban culture evolves more and more around media, applications, and virtual reality. Consequently increasingly less complexity in motor actions is needed, or even allowed, in daily life. Alienation is evolving to the next level: the individual is becoming alienated from their own body, and the bodies of others. The questions of body-connectedness or embodiment have not been addressed in the discussion of alienation, but in our data on the body image of the patients with depression, one can observe a resonance of similarities in their body image contents and the described qualities of alienation. A question emerges: do the current cultural habits of treating the body and embodied relating to one another enforce the alienation and sensory disconnection with the body? Bringing more awareness and interest to this layer in the culture, might open new ways to create resiliency among people against depression and to support the recovery from it.



Study Limitations and Future Research Ideas

This study focused on the body image of the patients with depression and explored the association between embodied experiences and depression level of the participants. The data collection relied on self-assessment tools and on verbal interview/inquiry. This creates a limitation for our data, as at the core there is a translation from sensory and lived experiences into verbal expression. The sensitivity of the word-based self-evaluation tools may be impaired by the participants’ difficulty in identifying their own characteristics among the sentences and descriptions. The scoring system of the BIA is very simplified and insensitive to discrete changes. Positively, this may assist in perceiving general trends in the data but may also result in poor detection of more subtle changes.

In clinical practice there may be a need for quick initial screening of body image. It would be helpful, if this could be done with a questionnaire that does not need a long time to respond nor to analyze, and the use of the screening tool would not need much training for the staff. A selection of sentences with a Likert-type scale for rating them would be practical. For research purposes, the development of this quick assessment tool would enable and make more efficient the study of larger research samples.

Thus far in research, BIA has been used to capture how depressed patients in psychiatric treatment and in DMT groups perceive their body image. BIA could and should be used to gain more information about the body image of people who consider themselves high-functioning and in health. This would aid in understanding, what factors could contribute to developing resilience, supporting flexibility, give a sense of agency in action, and shape an integrated body image. The current assumption is, that the central factor in these is the sufficient sense of safety in interactions the person has experienced in both their past and present (Siegel, 1999; Porges, 2009; Pylvänäinen, 2018). Knowing more about these factors and their systemic interactions would be helpful the prevention and treatment of depression.
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Background: Art therapy (AT) is frequently offered to children and adolescents with psychosocial problems. AT is an experiential form of treatment in which the use of art materials, the process of creation in the presence and guidance of an art therapist, and the resulting artwork are assumed to contribute to the reduction of psychosocial problems. Although previous research reports positive effects, there is a lack of knowledge on which (combination of) art therapeutic components contribute to the reduction of psychosocial problems in children and adolescents.

Method: A systematic narrative review was conducted to give an overview of AT interventions for children and adolescents with psychosocial problems. Fourteen databases and four electronic journals up to January 2020 were systematically searched. The applied means and forms of expression, therapist behavior, supposed mechanisms of change, and effects were extracted and coded.

Results: Thirty-seven studies out of 1,299 studies met the inclusion criteria. This concerned 16 randomized controlled trials, eight controlled trials, and 13 single-group pre–post design studies. AT interventions for children and adolescents are characterized by a variety of materials/techniques, forms of structure such as giving topics or assignments, and the use of language. Three forms of therapist behavior were seen: non-directive, directive, and eclectic. All three forms of therapist behavior, in combination with a variety of means and forms of expression, showed significant effects on psychosocial problems.

Conclusions: The results showed that the use of means and forms of expression and therapist behavior is applied flexibly. This suggests the responsiveness of AT, in which means and forms of expression and therapist behavior are applied to respond to the client's needs and circumstances, thereby giving positive results for psychosocial outcomes. For future studies, presenting detailed information on the potential beneficial effects of used therapeutic perspectives, means, art techniques, and therapist behavior is recommended to get a better insight into (un)successful art therapeutic elements.

Keywords: art therapy, psychosocial problems, children, adolescents, systematic narrative review


INTRODUCTION

Psychosocial problems are highly prevalent among children and adolescents with an estimated prevalence of 10%−20% worldwide (Kieling et al., 2011; World Health Organization, 2018). These problems can severely interfere with everyday functioning (Bhosale et al., 2015; Veldman et al., 2015) and increase the risk of poorer performance at school (Veldman et al., 2015). The term psychosocial problems is used to emphasize the close connection between psychological aspects of the human experience and the wider social experience (Soliman et al., 2020) and cover a wide range of problems, namely, emotional, behavioral, and social. Emotional problems are often referred to as internalizing problems, such as anxiety, depressive feelings, withdrawn behavior, and psychosomatic complaints. Behavioral problems are often considered as externalizing problems, such as hyperactivity, aggressive behavior, and conduct problems. Social problems are problems related to the ability of the child to initiate and maintain social contacts and interactions with others. Often, emotional, behavioral, and social problems occur jointly (Vogels, 2008; Jaspers et al., 2012; Ogundele, 2018). The etiology of psychosocial problems is complex and varies with regard to the problem(s) and/or the specific individual. A number of theories seek to explain the etiology of psychosocial problems. The most common theory in Western psychology and psychiatry is the biopsychosocial theory, which assumes that a combination of genetic predisposition and environmental stressors triggers the onset of psychosocial problems (Lehman et al., 2017). But also, attachment theories get renewed attention (Duschinsky et al., 2015). These theories focus on the role of the early caregiver–child relationships and assume that (a lack of) security of attachment affects the child's self-(emotion)regulatory capacity and therefore his or her emotional, behavioral, and social competence (Veríssimo et al., 2014; Brumariu, 2015; Groh et al., 2016). Research has identified a number of biological, psychological, and environmental factors that contribute to the development or progression of psychosocial problems (Arango et al., 2018), namely, trauma, adverse childhood experiences, genetic predisposition, and temperament (Boursnell, 2011; Sellers et al., 2013; Wright and Simms, 2015; Patrick et al., 2019).

Psychosocial problems in children and adolescents are a considerable expense to society and an important reason for using health care. But, most of all, psychosocial problems can have a major impact on the future of the child's life (Smith and Smith, 2010). Effective interventions for children and adolescents, aiming at psychosocial problems, could prevent or reduce the likelihood of long-term impairment and, therefore, the burden of mental health disorders on individuals and their families and the costs to health systems and communities (Cho and Shin, 2013).

The most common treatments of psychosocial problems in children and adolescents include combinations of child- and family-focused psychological strategies, including cognitive behavioral therapy (CBT) and social communication enhancement techniques and parenting skills training (Ogundele, 2018). These interventions are designed with the idea that cognitions affect the way that children and adolescents feel and behave (Fenn and Byrne, 2013). However, this starting point is considered not suitable for all youngsters, in particular, for children and adolescents who may find it difficult to formulate or express their experiences and feelings (Scheeringa et al., 2007; Teel, 2007). For such situations in clinical practice, additional therapies are often offered. Art therapy (AT) is such a form of therapy.

AT is an experiential form of treatment and has a special position in the treatment of children and adolescents because it is an easily accessible and non-threatening form of treatment. Traditionally, AT is (among others) used to improve self-esteem and self-awareness, cultivate emotional resilience, enhance social skills, and reduce distress (American Art Therapy Association, 2017), and research has increasingly identified factors, such as emotion regulation (Gratz et al., 2012) and self-esteem (Baumeister et al., 2003) as mechanisms underlying multiple forms of psychosocial problems.

Art therapists work from different orientations and theories, such as psychodynamic; humanistic (phenomenological, gestalt, person-centered); psychoeducational (behavioral, cognitive–behavioral, developmental); systemic (family and group therapy); as well as integrative and eclectic approaches. But also, there are various variations in individual preference and orientation by art therapists (Van Lith, 2016). In AT, the art therapist may facilitate positive change in psychosocial problems through both engagement with the therapist and art materials in a playful and safe environment. Fundamental principles in AT for children and adolescents are that visual image-making is an important aspect of the natural learning process and that the children and adolescents, in the presence of the art therapist, can get in touch with feelings that otherwise cannot easily be expressed in words (Waller, 2006). The ability to express themselves and practice skills can give a sense of control and self-efficacy and promotes self-discovery. It, therefore, may provide a way for children and clinicians to address psychosocial problems in another way than other types of therapy (Dye, 2018).

Substantial clinical research concerning the mechanisms of change in AT is lacking (Gerge et al., 2019), although it is an emerging field (Carolan and Backos, 2017). AT supposed mechanisms of change can be divided into working mechanisms specific for AT and overall psychotherapeutic mechanisms of change, such as the therapeutic relationship between client and therapist or the expectations or hope (Cuijpers et al., 2019). Specific mechanisms of change for AT include, for instance, the assumption that art can be an effective system for the communication of implicit information (Gerge, and Pedersen, 2017) or that art-making consists of creation, observation, reflecting, and meaning-making, which leads to change and insight (Malchiodi, 2007).

Recently, it has been shown that AT results in beneficial outcomes for children and adolescents. Cohen-Yatziv and Regev (2019) published a review on AT for children and adolescents and found positive effects in children with trauma or medical conditions, in juvenile offenders, and in children in special education and with disabilities. While increasing insight into the effects of AT for different problem areas among children is collected, it remains unclear whether specific elements of AT interventions and mechanisms of change may be responsible for these effects. In clinical practice, art therapists base their therapy on rich experiential and intuitive knowledge. This knowledge is often implicit and difficult to verbalize, also known as tacit knowledge (Petri et al., 2020). Often, it is based on beliefs or common sense approaches, without a sound basis in empirical results (Haeyen et al., 2017). This intuitive knowledge and beliefs consist of (theoretical) principles, art therapeutic means and forms of expression, and therapist behavior [including interactions with the client(s) and handling of materials] that art therapists judge necessary to produce desired outcomes (Schweizer et al., 2014). Identifying the elements that support positive outcomes improves the interpretation and understanding of outcomes, provides clues which elements to use in clinical practice, and will give a sound base for initiating more empirical research on AT (Fixsen et al., 2005). The aim of this review is to provide an overview of the specific elements of art therapeutic interventions that were shown to be effective in reducing psychosocial problems in children and adolescents. In this review, we will focus on applied means and forms, therapist behavior, supposed mechanisms of change of art therapeutic interventions. As the research question was stated, i.e., which art therapeutic elements support positive outcomes in psychosocial problems of children and adolescents (4–20)?



METHODS


Study Design

A systematic narrative review is performed according to the guidelines of the Cochrane Collaboration for study identification, selection, data extraction, and quality appraisal. Data analysis was performed, conforming narrative syntheses.



Eligibility Criteria

In this review, we included peer-reviewed published randomized controlled trials (RCTs), non-randomized clinical controlled trials (CCTs), and studies with group pre–posttest designs for AT of psychosocial problems in children and adolescents (4–20 years). Studies were included regardless of whether AT was present within the experimental or control condition. Qualitative data were included when data analysis methods specific for this kind of data were used. Only publications in English, Dutch, or German were included. Furthermore, only studies in which AT was provided by a certified art therapist to individuals or groups, without limitations on duration and number of sessions, were inserted. Excluded were studies in which AT was structurally combined with another non-verbal therapy, for instance, music therapy. Studies on (sand)play therapy were also excluded. Concerning the outcome, studies needed to evaluate AT interventions on psychosocial problems. Psychosocial problems were broadly defined as emotional, behavioral, and social problems. Considered emotional (internalizing) problems were, for instance, anxiety, withdrawal, depressive feelings, psychosomatic complaints, and posttraumatic stress problems/disorder. Externalizing problems were, for instance, aggressiveness, restlessness, delinquency, and attention/hyperactivity problems. Social problems were problems that the child has in making and maintaining contact with others. Also included were studies that evaluated AT interventions targeted at children/adolescents with psychosocial problems and showed results on supposed underlying mechanisms such as, for instance, self-esteem and emotion regulation.



Searches

Fourteen databases and four electronic journals were searched: PUBMED, Embase (Ovid), PsycINFO (EBSCO), The Cochrane Library (Cochrane Database of Systematic Reviews, Cochrane Central Register of Controlled Trials), Web of Science, Cinahl, Embase, Eric, Academic Search Premier, Google Scholar, Merkurstab, ArtheData, Relief, and Tijdschrift Voor Vaktherapie (Journal of Arts Therapies in the Netherlands). A search strategy was developed using keywords (art therapy in combination with a variety of terms regarding psychosocial problems) for the electronic databases according to their specific subject headings or structure. For each database, search terms were adapted according to the search capabilities of that database (Appendix 1). The search period had no limitation until the actual first search date: October 5, 2018. The search was repeated on January 30, 2020. If online versions of articles could not be traced, the authors were contacted with a request to send the article to the first author. The reference lists of systematic reviews, found in the search, were hand searched for supplementing titles to ensure that all possible eligible studies would be detected.



Study Selection

A single RefWorks file of all identified references was produced. Duplicates were removed. The following selection procedure was independent of each other carried out by four researchers (LB, SvH, MS, and KP). Titles and abstracts were screened for eligibility by three researchers (LB, SvH, and KP). The full texts were subsequently assessed by three researchers (LB, MS, and KP) according to the eligibility criteria. Any disagreement in study selection between a pair of reviewers was resolved through discussion or by consultation of the fourth reviewer (SvH).



Quality of the Studies

The quality of the studies was assessed by two researchers (LB and KP) applying the EPHPP “Quality Assessment Tool for Quantitative Studies” (Thomas et al., 2004). Independent of each other, they came to an opinion, after which consultation took place to reach an agreement. To assess the quality, the Quality Assessment Tool was used, which has eight categories: selection bias, study design, confounders, blinding, data collection methods, withdrawal and dropouts, intervention integrity, and analysis. Once the assessment was completed, each examined study received a mark ranging between “strong,” “moderate,” and “weak.” The EPHPP tool has a solid methodological rating (Thomas et al., 2004).



Data Collection and Analysis

The following data were collected from the included studies: continent/country, type of publication of study, year of publication, language, impact factor of the journal published, study design, the primary outcome, measures, setting, type of clients, comorbidity, physical problems, total N, experimental N, control N, proportion male, mean age, age range, the content of the intervention, content control, co-intervention, theoretical framework AT, other theoretical frameworks, number of sessions, frequency sessions, length sessions, outcome domains and outcome measures, time points, outcomes, and statistics. An inductive content analysis (Erlingsson and Brysiewicz, 2017) was conducted on the characteristics of the employed ATs concerning the means and forms of expression, the associated therapist behavior, the described mechanisms of change, and whether there were significant effects of the AT interventions. A narrative analysis was performed.




RESULTS


Study Selection

The first search (October 2018) yielded 1,285 unique studies. In January 2020, the search was repeated, resulting in 14 additional unique studies, making a total of 1,299. Four additional studies identified from manually searching the reference lists from 30 reviews were added, making a total of 1,303 studies screened on title and abstract. In the first search, 1,085 studies, and in the second search, nine studies were excluded, making a total of 1,094 studies being excluded on title and abstract. This resulted in 209 full-text articles to assess eligibility. In the full-text selection phase, from the first search, another 167 studies were excluded; in the second search, five studies were excluded. This makes a total of 172 studies being excluded in the full-text phase. Twenty-three studies were excluded because a full text was unavailable; five studies because the language was not English, Dutch, or German; 99 studies did not meet the AT definition; 16 studies had a wrong design; 10 studies did not treat psychosocial problems; and 19 studies concerned a wrong population. In total, 37 studies were included (see Figure 1 for an overview of the complete selection process).


[image: Figure 1]
FIGURE 1. PRISMA (Preferred Reporting Items for Systematic Reviews and Meta-Analyses) flow chart.




Study Design

The final review included 16 RCTs, eight CCTs, and 13 single-group pre–post designs (total n = 37). Of the RCTs, a mixed-method design, involving both quantitative and qualitative data, was used in two studies. In one RCT, the control group received AT meeting our criteria, while the experimental group did not receive such a therapy (11). In another RCT, the experimental and the control group both received AT meeting our criteria (13). Also, two CCT studies used a mixed-method design, but these qualitative results were not included due to inappropriate analysis. Of the single-group pre–posttest designs, two studies had a mixed-method (quantitative and qualitative) design (Table 1).


Table 1. Study characteristics/outcome.
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Quality of the Studies

Of the 16 RCTs, two studies were evaluated as weak, 11 studies received a moderate score, and three studies were labeled as strong. Concerning the CCTs, five studies were evaluated as weak, one study as moderate, and two studies as strong. Of the 13 pre–posttest designs, five studies were assessed as weak and eight studies as moderate (Table 1).



Study Population

The studies in this review included children and adolescents (ages 2–20) with a wide range of psychosocial problems and diagnoses. Most of the studies included children from the age of 6 years onward, with children's groups ranging from 6 to 15, adolescent groups ranging from 11 to 20, and mixed groups with an age range of 6–20 years. In 13 studies, both boys and girls were included, three studies only included boys, three studies only included girls, and 18 studies did not report the gender of the participants. Psychiatric diagnoses were reported, such as depression, autism spectrum disorder (ASD), conduct disorder (CD), post-traumatic stress disorder (PTSD), and mild intellectual disability (MID). However, also more specific problems were reported, such as children with suicidal thoughts and behavior, children having a brother/sister with a life-threatening disease, boys and girls in an educational welfare program needing emotional and psychological help, and orphans with a low self-esteem. Another group of children that were reported had medical concerns, such as persistent asthma, traumatic injuries, or serious medical diagnoses such as cancer, often combined with anxiety problems and/or trauma-related problems (Table 1).



Number of Participants

The sample sizes of the RCTs ranged from 16 to 109. The total number of children of all RCTs was 707, of which 317 were allocated to an experimental condition and 390 to a control condition (Table 1). The sample sizes of the CCTs ranged from 15 to 780, and the total number of participants was 1,115. The total number of participants who received an AT treatment was 186; the total number of the control groups was 929. Notice that the sample size for the CCTs was influenced by one study in which a control sample database of 780 was used. The sample size of the included pre–posttest designs ranged from 8 to 94 participants, with a total number of 411 participants (Table 1).



Type of Intervention, Frequency, and Treatment Duration

In the 37 studies, a total of 39 AT interventions were studied. In two studies, two AT interventions were studied. Of the 39 interventions, 30 studies evaluated group interventions, seven studies evaluated an individually offered intervention, one study evaluated an individual approach within a group setting, and in one study, the intervention was alternately offered as a group intervention or as an individual intervention. The number of sessions of the AT interventions varied from once to 25 times. The frequency of the AT interventions varied from once a week (n = 14) or twice a week (n = 5) and variations such as four times a week in 2 weeks (n = 1); six sessions were varying from one to three times a week (n = 1), 10 sessions during 12 weeks (n = 1), and eight sessions in 2 weeks (n = 1). The frequency of sessions has not been reported in nine studies. In five studies, the intervention was offered once (Table 1).



Control Interventions

In six RCTs, care, as usual, was given to the control groups. In study four, this also concerned AT, but it was offered in a program that consisted of different forms of treatment as child life services, social work, and psychiatric consults and therefore did not meet our criteria for inclusion. The control groups receiving “care as usual” received routine education and activities of their programs in school (6); counseling/medications and group activities as art, music, sports, computer games, and dance (8); standard arts- and craft-making activities in a group (9); and standard hospital services (14). One study did not specify what happened as care as usual (2). In five RCTs, a specific intervention of activity was offered in the control condition. These control interventions involved 3 h of teaching (5), a discussion group (7), offering play material (magneatos) (12), and a range of games (11), and one study offered weekly socialization sessions, these sessions were offered by the same professionals as the experimental group, and activities were playing board games, talking about weekend activities, and taking walks on the school grounds (16). Two RCT studies did not mention the condition in the control group (1, 10). Two studies mentioned that the control group did not receive any intervention program (3, 11). One study mentioned that the control group had the same assessments as the treatment group but did not receive therapy until all of the assessments were collected (15).

Regarding the eight CCTs, two studies described the control condition in more detail, consisting of academic work (21) or 3 h of informal recreational activities (24). No intervention was offered to the control group in four studies (19, 20, 22, 23). The control intervention was not described within two studies (17, 18) (Table 1).



Applied Means and Forms of Expression

The applied means and forms of expression in the AT interventions could be classified into three categories: art materials/techniques, topics/assignments given, and language as a form of verbal expression accompanying the use of art materials. Results will be shown for 39 AT interventions in total, coming from 37 studies (Table 2). Two studies applied two different types of AT interventions. These two types of AT will be referred to as 13 a/b and 29 a/b.


Table 2. Characteristics AT interventions.
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Materials/Techniques

Regarding the category art materials/techniques, three subcategories were found. In the first subcategory, only two-dimensional art media/techniques were used, such as drawing, painting, or printing (the art product possessed length and width, but not depth). Used as materials were for instance, (acrylic) paint, markers, color pencil, crayons, gouache and water, white pieces of paper, cardboard, construction paper with pencils and colored markers, a “sketch” coloring, pencils, markers, and oil pastels (1, 3, 6, 7, 10, 14, 18, 21, 23). No specific art techniques concerning the way the materials were applied were mentioned in this subcategory. In the second subcategory, both two-dimensional and three-dimensional art media and techniques (art that can be defined in three dimensions: height, width, and depth) were offered: clay, papier-mâché masks, paint, paper decoration forms and markers, pictures and journals, paper, cardboard, construction materials, hospital socks, buttons and threads, sewing materials, magic beans, sand, fiberfill, photos, wood, stone, plaster, felt and other textiles, and yarn. In this subcategory, specific art techniques were mentioned, such as paper cutting and paper folding, collage technique, bookmaking, building a face, basket-making, clay techniques, guided fantasy, group painting, story-making through a doll, placing feelings in boxes, drawing/sculpting feelings, making clay shapes, creating self-portraits, and molding clay (2, 5, 8, 11, 13a, 19, 20, 22, 26, 27, 28, 29a, 29b, 30, 31, 32, 33, 36, 37). In the third category, both two-dimensional and three-dimensional art materials/techniques were applied, which matched the specific assignment or topic given (4, 9, 12, 13b, 14, 15, 17, 24, 25). For instance, drawings were made, and the collage technique was used to make a book (9). Four sets of facial features (eyes, noses, mouths, and brows), as well as a mannequin head, were offered for representing facial emotions (12), and in one study, patients used buttons, threads, and sewing materials with which they constructed their Healing Sock Creature, which the children filled with magic beans, sand, or fiberfill (15).



Topics/Assignments

Three subcategories were found concerning the category topics/assignments. The first subcategory, free working with the materials without topics/assignments given, was applied in five AT interventions (3, 5, 11, 13a, 16). In the second subcategory, 26 AT interventions used assignment(s) or gave topics (1, 2, 4, 7, 8, 9, 10, 12, 13b, 14, 15, 17, 19, 20, 21, 22, 23, 24, 25, 27, 29 a/b, 32, 33, 36, 37). The third subcategory concerned combinations of these two. Two studies mixed free working and giving topics/assignments (28, 30), and seven studies did not describe the intervention explicit enough to classify them (6, 18, 26, 31, 34, 35, 36). A wide range of activities based on topics and/or assignments were reported. Eleven categories could be detected; (1) getting familiar with the art material (1, 17) like “learning about art media” (1) and “warm-up clay activities and introduction to theme-related clay techniques” (17); (2) focusing on family perspective, like for instance, “draw first childhood memory/family relations”(1, 23), drawing family as animal (19); (3) working with visualization, fantasy, and meditation (1, 10, 20, 21), such as guided fantasy with clay, and story-making through a doll (20); (4) expressing emotions (1, 14, 19, 20, 23, 32) like “the participant was asked to create four different faces, representing happiness, sadness, anger, and fear” (14) or “make an anger collage” (19); (5) focusing on specific problems such as chronic disease or stress-related events (2, 4, 8, 9, 14, 15, 19, 37) such as “the experience associated with stress is drawn on small white paper and the future solution contents will be drawn on colorful, larger paper” (8) and “drawing feelings, drawing perpetrators, placing of these in boxes” (19); (6) applying group activities (10, 19, 20, 32), for instance, “make a group painting”(20) and “all the children were asked to work on a group project to bring closure by drawing a ceremony on a large paper together with comments” (10); (7) working on an exhibition of artwork (10, 32), for instance, “at the end, a small exhibition of artwork was made” (10); (8) focusing on the material/technique (17, 21, 27, 37) such as “making shapes using clay” (17) and “mold clay into a pleasing form, which could be an animal, a person, an object, or an abstract form” (21); (9) focusing on specific art techniques (19, 21, 29) such as “arrange a variety of objects in a pleasing orientation and draft the still life with a pencil” (21) or “make a photo collage”(19); (10) working with a product/object as a result (24, 25, 27, 32) such as, for instance, “making a bracelet” (32), “making paper bags” (27), or creating therapeutic art books (25); (11) applying general activities (1, 7, 19, 22, 27, 32) like drawing of a picture (7) and “the given theme was heroes”(22). Two studies (13b, 33) gave assignments/topics but did not specify these.



The Role of Language

Three subcategories were found concerning the role of language as a form of verbal expression accompanying the use of art materials and techniques: the produced artwork was mainly discussed afterward in a group meeting or on an individual basis (1, 2, 3, 4, 9, 10, 11, 13b, 14, 17, 29, 36) or feelings and concerns were mainly discussed and reflected on while working (5, 12, 13a, 15, 18, 22, 25, 26, 28) and other varieties such as: the work was (verbally) presented (4) and/or patients also retold the narrative created (5). In one study (7), the originator gave a title, offered associations to it, and said how he/she felt before and after drawing other members gave their associations. In one study (8), all artworks were gathered as a collection and reviewed at the end of the intervention (last session) together with the parents.




Therapist Behavior

Regarding therapist behavior, the information is structured in two categories: the therapist behavior, including social interactions with the client(s), and the handling of materials by the therapist, including material interactions with the client(s).


Therapist Behavior, Including Social Interactions With Their Client(s)

The information revealed three broad behaviors: non-directive behavior, directive behavior, and behavior that can be considered eclectic. Non-directive behavior refers to AT interventions in which the therapists showed mainly a following and facilitating attitude toward the children/adolescents. Thirteen AT interventions applied this kind of therapist behavior (13a, 15, 16, 17, 18, 20, 21, 22, 23, 25, 29a, 30, 36). Interactions with clients were for example, “the therapist was non-interpretive, with the participants creating their direct statements and finding their meanings in the individual artwork they created” (21) and “the therapist facilitates the creation of the artistic product and is supportive” (13a). Directive behavior refers to AT interventions in which the therapist showed an active and leading role toward the children/adolescents. Ten AT interventions (4, 8, 10, 11, 12, 13b, 24, 26, 28, 29b) used this kind of therapist behavior. Interactions with the clients were, for example, “the therapist asks exception/difference questions” (8) or “the participant was directed to choose a mouth, nose, eyes, and brows that represented the correct emotion” (12). A mix of these two types of therapist behaviors (eclectic) was applied in nine AT interventions (2, 5, 7, 9, 14, 32, 33, 34, 35), for instance: “each adolescent was asked at the beginning of the session to do a ‘feelings check-in’ describing how he or she was feeling in the moment and a ‘feelings check-out’ at the end of the session. In the art-making period, a minimal discussion took place” (9) or “art therapists worked with their clients to form therapeutic goals during initial sessions, followed by both structured and unstructured weekly AT sessions” (34). In seven AT interventions (1, 3, 6, 19, 27, 31, 37), insufficient information was given to classify the therapist's behavior.



The Handling of Materials by the Therapist, Including Material Interactions With the Client(s)

Information was provided by seven studies: “the therapist assists and supports the youngster in carrying out the activity” (5), “the therapist embeds solution-focused questions and skills in the art-making process” (8), “during working with materials, there was minimal discussion” (9), “the child was directed to choose features/materials that represented the correct emotion” (12), “the therapist gave delineated verbal instructions and directions for art media” (13a), “the therapist-assisted the child having difficulty with a specific medium” (13b), “the therapist became the co-creator” (15), and “the therapist avoided giving art instructions” (25).




Supposed Mechanisms of Change

In the introduction and discussion sections of the articles, a range of supposed mechanisms of change as substantiation of the intervention and outcomes were described (Table 2). The supposed mechanisms of change could be categorized into two categories: art therapy specific and general psychotherapeutic mechanisms of change.


Specific Mechanisms of Change

Eight subcategories of a specific mechanism of change were detected. The first category was Art therapy as a form of expression to reveal what is inside. This large subcategory, could be divided into three forms: art as a form of visualizing and communication in general (1, 13, 15, 19, 20, 26, 28, 33, 35, 36), such as, “it enables the child to visualize” (15); art as a manageable expression and/or regulation of emotions (1, 2, 3, 7, 8, 10, 19, 20, 23, 27, 28, 31, 33, 35, 37), e.g., “through art emotions can be processed” (2); and art as a way of expression through specific processes (1, 4, 5, 9, 10, 11, 14, 15, 17, 19, 22, 25, 28, 29, 31, 32), for instance, “reduces threat inherent in sharing experiences of trauma by permitting a constructive use of displacement via the production of imagistic representations” (9). The second category was Art therapy as a way of becoming aware of oneself, mentioned by 10 studies (1, 2, 11, 13, 16, 23, 24, 25, 35, 36), for instance, “to regain a sense of personal agency” (1). The third category was defined as art therapy as a way to form a narrative of life, like “facilitation of the integration of the experience into one's larger, autobiographical life narrative” (4), while the fourth category dealt with art therapy as integrative activation of the brain through experience, which was mentioned in six studies (4, 12, 14, 16, 34, 26), for instance, “utilizing the integrative capacity of the brain by accessing the traumatic sensations and memories in a manner that is consistent with the current understanding of the transmission of experience to language”(4). The fifth category art therapy as a form of exploration and/or reflection was mentioned in seven studies (1, 9, 15, 18, 30, 5, 8), for instance, “to explore existential concerns” (1), and the sixth category the specifics of the art materials/techniques offered in art therapy was mentioned in three studies (13, 17, 30), for instance, “because they could change the shape as they wished, which contributed to a positive evaluation of their own performance”(17). The seventh category art therapy as a form to practice and/or learn skills was mentioned in four studies (10, 19, 28, 33), for example, “in art therapy interventions, children can learn coping responses, new skills, or problem-solving techniques” (10). Finally, the eighth category art therapy, as an easily accessible, positive and safe intervention by the use of art materials was mentioned by 15 studies (1, 2, 6, 8, 10, 16, 19, 23, 24, 25, 28, 29, 30, 32, 37), for instance, “non-verbal expression that is possible in art therapy is a safe way”(10).



General Mechanisms of Change

Two subcategories of general mechanisms of change could be defined. The first subcategory was defined as art therapy as a form of group process, mentioned by eight studies (7, 9, 13, 18, 20, 29, 30, 36), for instance, “present thoughts and feelings in a non-verbal way within the structure of the group”(7). The second, the therapeutic alliance in art therapy, was mentioned by six studies (5, 8, 16, 18, 26, 29), for instance, “the primary role of the therapist as listening, accepting, and validating” (16).





SYNTHESIZED FINDINGS


Means and Forms of Expression and Therapist Behavior

Concerning the search for similarities and differences, the three found forms of therapist behavior were used to distribute the means and forms, which gave the following results.


The Therapist Behavior Was Non-directive

The therapist showed mainly a following and facilitating attitude toward the children/adolescents; in this category (n = 13), the use of means and forms of expression was variable, but most often, children and adolescents worked on base of topics and assignments with both two- and three-dimensional materials and techniques, while during working, process and product were discussed. Specifically, four AT interventions used only two-dimensional materials/techniques (15, 18, 21, 23), six AT interventions offered both two- and three-dimensional materials/techniques (13a, 20, 22, 29a, 30, 36), and three AT interventions offered materials/techniques fitting the topic/assignment (15, 17, 25), which included a combination of two- and three-dimensional materials/techniques. Three AT interventions let the clients work freely without topics and assignments given (13a, 18, 30), eight AT interventions were based on topics/assignments (15, 20, 21, 22, 23, 25, 29a, 36), and two AT interventions combined both ways (17, 30). Concerning the use of language, in three AT interventions, there was a discussion on process/product afterward (17, 29a, 36), in five AT interventions, there was a verbal exchange while working (13a, 15, 18, 22, 25), and five studies (16, 20, 21, 23, 30) in this category did not make their use of language explicit as an additional form of expression. The most mentioned subcategories of supposed mechanisms of change for this category were “art therapy as a form of expression to reveal what is inside,” “art therapy as a form of exploration,” and “art therapy as a way of experiencing the self.”



The Therapist Behavior Was Directive

The therapist showed mainly an active and leading role toward the children/adolescents; the use of means and forms of expression was again variable in this category (n = 10), but most often, children and adolescents worked on base of topics and assignments with both two- and three-dimensional materials/techniques, whereby the process and work were reflected upon afterward in different forms. Specifically, one intervention used only two-dimensional materials/techniques (10), five AT interventions offered both two- and three-dimensional materials/techniques (8, 11, 26, 28, 29b), and four AT interventions offered materials/techniques fitting the topic/assignment (4, 12, 13b, 24), which included two- and three-dimensional materials/techniques. Two AT interventions let the clients work without topics and assignments given (11, 28), and seven AT interventions were based on topics/assignments (4, 8, 10, 12, 13b, 24, 29b), one AT intervention combined both ways (28), and one study did not provide information on this topic (26). Concerning the use of language, in five AT interventions, there was a discussion on process/product afterward (4, 10, 11, 13b, 29b), in three AT interventions, there was a verbal exchange while working (12, 26, 28), and one study used language in a specific form (reviewing the collection with children and parents) (8). One AT intervention discussed the work afterward in a different form (a narrative retold) (4). One intervention did not make the use of language explicit as an additional form of expression (24). The most-reported subcategories of supposed mechanisms of change were the same as for the non-directive therapist behavior.



The Therapist Both Performed Directive and Non-directive Behavior (Eclectic) Toward Clients

Also, the use of means and forms of expression was variable in this category (n = 9). All kinds of materials/techniques were used but most often were worked on base of topics/assignments. The use of language was not often mentioned, but if it was used, it was used as a discussion afterward. Specifically: two AT interventions used only two-dimensional materials/techniques (7, 14), four AT interventions offered both two- and three-dimensional materials/techniques (2, 5, 32, 33), and two AT interventions offered materials/techniques fitting the topic/assignment (9, 14), which included both two- and three-dimensional materials/techniques. One study did not provide information on this topic (34). In one AT intervention, the clients worked freely without topics and assignments given (14), and six AT interventions were based on topics/assignments (2, 5, 7, 9, 32, 33). Concerning the use of language, in three AT interventions, there was a discussion on process/product afterward (2, 9, 14), no AT interventions mentioned a verbal exchange while working, and four studies (32, 33, 34, 35) in this category did not make their use of language explicit as an additional form of expression. The most-reported subcategories of supposed mechanisms of change for this category were “art therapy as a form of expression to reveal what is inside”; “art therapy as a form of exploration,” and “art therapy as an easily/safe accessible intervention.”

In seven studies (1, 3, 6, 19, 27, 31, 37), the AT interventions were not enough explicated to make combinations.





OUTCOMES


Therapist Behaviors in Relation to Psychosocial Outcomes

The division into three categories of non-directive, directive, and eclectic therapist behavior gave the opportunity to show outcomes in accordance with these. To structure the outcome, these are reported by categorizing psychosocial problems into internalizing problems, externalizing problems, and social problems and in outcomes that can be considered underlying mechanisms of psychosocial problems. These underlying mechanism outcomes were divided into the domains self-concept/self-esteem and emotion regulation.


Non-directive Therapist Behavior

Eight studies (15, 16, 18, 20, 21, 23, 25, 36), which applied the non-directive therapist behavior, focused on Internalizing Problems as an outcome. These results showed significant improvement in post-traumatic stress symptoms (23); emotional functioning (36, 16), depression, rejection, and anxiety (16), reduction of symptoms of Separation Anxiety Disorder (18), and symptoms of anxiety and depression (20). The quality of two studies (16, 23) was strong, and the other three studies were assessed as being of weak quality. Also, four times no significant improvement was reported for negative mood states (15), negative mood and distress (25), feelings of anxiety (23), and anxiety, depression, internalizing problems, and emotional symptoms (21). The quality of these studies was strong (23) or weak (15, 21, 25).

Five studies (13a, 16, 21, 29, 36) showed results for Externalizing Problems. The results showed significant improvement in inattention/hyperactivity problems for the Honors track group (21) (weak), behavioral conduct (29) (moderate), attention span (16) (strong), and problem behavior (13a) (moderate). However, also, no significant improvement was reported on behavioral problems (36, 16) and inattention/hyperactivity for the Average track group (21).

Four studies (16, 21, 29a, 36) reported results for Social Problems. A significant effect was found on social functioning and resilience (36) (weak), social acceptance (29a) (moderate), personal adjustment (21), and degree of perceived support available from others and reliance upon others (16) (strong). No significant improvement was found for personal adjustment (21). The qualitative data revealed improvement in behavioral and peer interaction (36, 21).

Some studies evaluating interventions with non-directive therapist behavior showed results on outcomes that can be considered underlying mechanisms of psychosocial problems. For the domain Self-concept/Self-esteem, nine studies (13a, 16, 20, 21, 23, 25, 29a, 30, 36) showed results on this domain. They reported significant improvement in self-esteem (21, 30); feelings around body image (30) (weak); self-approval (29a); sense of identity, overall personality, positive feelings about themselves (16); and resilience (36). Also, no significant improvement was shown on this domain, e.g., self-esteem (10, 21, 25, 29a), self-concept (23) (strong), and Locus of Control (13a) (refers to how strongly people believe they have control over the situations and experiences), which was a study of moderate quality. Qualitative results showed improvement in this domain on resilience (13, 36). Two studies reported results on Emotion Regulation. In one study, a significant improvement was seen in emotion regulation and maladaptive strategies (22) (moderate), while in another study, no improvement was found. This study was assessed as being a weak study (17). Qualitative results showed that participants reported that “ventilation of uncomfortable feelings occurred, and an outlet for alleviating stress was provided” (21), and there were improvements in emotional expression and cognition (36).



Directive Therapist Behavior

Four studies that applied the directive therapist behavior (4, 8, 24, 28) showed results for Internalizing Problems. In these studies, there was a significant improvement in internalizing behaviors (28), PTSD, and sleep-related problems (8). The quality of these studies was moderate (28) and strong (8). No significant improvement was reported for mood, depression (24), PTSD, and acute stress (4). The quality of these two studies was strong and moderate.

Four studies (10, 13b, 26, 28) reported results for Externalizing Problems, and significant improvement was found on anger (10), problem behavior (13b), hyperactivity/inattention (26), hyperactivity scores, and problem behavior (28). Also, no significant improvement was reported, specifically on problem behaviors (26). The qualitative results of these AT interventions described improved classroom behavior (13). The quality of these studies was moderate (10, 13, 28) and weak (26).

Four studies (11, 26, 28, 29) reported results for Social Problems. These studies reported significant improvement for close friendship (29) and assertion (28). But in other studies, no significant improvement was reported for social skills (26), socially lonely (11), and responsibility (28). The quality of the studies was assessed as being moderate (11, 29) and weak (26, 28). Qualitative results revealed that “the clients appeared to initiate social exchanges more independently and were improved on sharing feelings, thoughts, and ideas” (26).

Some studies applying directive therapist behavior showed results on (supposed) underlying mechanisms. Five studies (10, 11, 13, 24, 29) showed results on Self-esteem/Self-concept. Significant improvement was found on self-esteem (10) and self-approval (29). Also, no significant improvement was found on self-esteem (29, 24, 11), a sense of empowerment (11), responsibility for success/failure at school (11), Locus of Control (13), and educational self-esteem (10). The quality of the studies was strong (24) and moderate (10, 11, 13, 29). Also, positive qualitative results were reported in this domain, i.e., “a shift in self-image, were more confident and assured of their skills, and were more capable of expressing their ideas, thoughts, and feelings and in sharing these. They also showed an increased capacity to reflect on their behaviors and display self-awareness” (26) and improved Locus of Control (13). One study reported no significant improvement in Emotion Regulation (12). This study was of moderate quality.



Eclectic Therapist Behavior

Seven studies (2, 5, 9, 14, 32, 33, 34) in which interventions with eclectic therapist behavior was applied showed results on Internalizing Problems. Significant improvement was reported on internalizing problems (5), anxiety (2, 32, 33), and parent & child worry (2), depression, dissociation, sexual concerns, sexual preoccupation, and sexual distress (33), dissociative symptomatology (32), and post-traumatic stress (9, 32, 33). However, no significant results were reported on anxiety (34), depression (2, 32), dissociation (fantasy) (33), sexual concerns (32), and PTSD symptoms (14). The quality was assessed as being weak (2, 9) and moderate (14, 32, 33, 34).

Five studies (2, 5, 32, 33, 35) reported on Externalizing Problems, and they reported significant improvement on externalizing problems (5), problematic behaviors (35), and anger (33). No significant improvement was reported for disruptive behavior (2), hyper-response (33), and anger (2, 32). The study quality was weak (2, 35) and moderate (5, 32, 33).

Two studies (2, 7) reported on Social Problems, and significant improvement was found for parent and child communication (2) (weak). No significant improvement was reported on sociability, responsibility, and assertiveness (7).

Within the category eclectic therapist behavior, one study showed results on underlying mechanisms, specifically no significant improvement on Self-concept (34). This study was being assessed with moderate quality.




Overall Results

As is shown in Table 3, more than 50% of the studies on the effects of AT interventions using non-directive therapist behavior showed significant effects on the outcome domains, with high impact on externalizing (80%), social problems (75%), and internalizing problems (62,5%). Self-esteem/self-concept and emotion regulation showed lower figures, with 55.6 and 50%, respectively. AT interventions in which directive therapist behavior was used showed a different picture. The number for treating externalizing problems stood out, with 100% of the studied AT interventions being significantly effective in this domain. However, percentages of significant interventions for internalizing problems, social problems, self-esteem/self-concept were equal to or <50%. AT interventions using eclectic therapist behavior showed best results on internalizing and externalizing problems with, respectively 71.4 and 60% of the AT interventions that were evaluated on these outcome domains.


Table 3. Number and percentage of interventions per type of therapist behavior showing significant effects on outcomes.
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DISCUSSION

The purpose of this systematic narrative review was to provide an overview of AT interventions that were effective in reducing psychosocial problems in children and adolescents. The emphasis was on the applied means and forms of expression during AT, the therapeutic behavior applied, and the supposed mechanisms of change to substantiate the use of the intervention. The main results showed that a broad spectrum of art materials and techniques are used in AT treatments for psychosocial problems in children and adolescents. No specific art materials or techniques stood out. Also, forms of structure such as working on the basis of topics or assignments and the way language is applied during or after the sessions vary widely and do not seem to relate to a specific category of therapist behavior. From this point of view, it seems less important which (combination of) materials/techniques and forms of structure art therapists use in treatments of psychosocial problems. The wide variety of materials, techniques, and assignments that are used in AT shows that AT is very responsive to individual cases in their treatments. This is in line with the concept that art therapists can attune to the client's possibilities and needs with art materials/techniques (Franklin, 2010).

Therapist behavior appeared to be the only distinctive component in the interventions. Three broad forms were found: non-directive, directive, and eclectic. In practice, art therapists often define their practice with orientations such as psychodynamic, gestalt, person-centered, etc. or choose an approach according to their individual preferences (Van Lith, 2016). For instance, a stance in which the therapist sees its role as being a witness to the experience of the inherent process of knowing the self (Allen, 2008) is often related to a non-directive therapist behavior or a stance in which they elicit meaning-making by engendering a new perspective (Karkou and Sanderson, 2006) is often related to a form of directive therapist behavior. Also, many art therapists work from the point of view that the art therapist should adapt to the client needs, which can be considered an eclectic approach (Van Lith, 2016) and which incorporates both forms of therapist behavior. Next to individual preferences, many psychotherapeutic approaches are being used in art therapeutic treatments of children and adolescents (Graves-Alcorn and Green, 2014; Frey, 2015; Gardner, 2015; Van Lith, 2016). However, in the end, they all range on a continuum from non-directive to directive therapist behavior (Yasenik and Gardner, 2012).

The results of this review show that AT for children and adolescents with psychosocial problems can lead to improvement in all domains for all three forms of therapist behavior in combination with a variety of means and forms. And, although the focus of this review was less on therapy outcomes, the results confirm the conclusion of Cohen-Yatziv and Regev (2019) that AT for children and adolescents with psychosocial problems can be effective. Non-directive therapist behavior, whereby the therapist is following and facilitating, shows the most significant effects in this study for psychosocial problems, next to eclectic therapist behavior for internalizing and externalizing problems. Also, it was striking that directive therapist behavior was effective for externalizing problems in all studies evaluating interventions with this type of therapist behavior, while this was not the case for the other outcome domains. Children and adolescents with externalizing problems may thus profit from directive, non-directive, and eclectic art therapist behavior. In addition, the findings suggest that we need to carefully consider using directive behavior in children with internalizing or social problems.

To substantiate the use of the AT interventions and the results, a variety of supposed mechanisms of change were described. Both specific and more general mechanisms of change were reported to substantiate AT interventions. The majority concerned specific AT mechanisms of change. Often, AT is considered a form of expression to reveal what is inside or its effects are explained by an exploration of feelings, emotions, and thoughts. These mechanisms of change were seen in AT interventions with non-directive, directive, and eclectic therapist behavior. The simultaneous occurrence of supposed mechanisms of change in all these categories of therapist behavior that differ substantially from one another can be explained by the central use of art materials, which distinguishes AT from the other ATs and from other psychotherapeutic approaches (Malchiodi, 2012). It can be considered as an additional and specific value of AT and, therefore, frequently used as substantiation for the used AT interventions and their effects.

Corresponding between the studies that showed positive results was the adaptation of the materials/techniques, forms of structure, and therapist behavior to the problems and needs of the children and adolescents involved. This process is called responsiveness. Responsiveness consists of interacting in a way such that the other is understood, valued, and supported in fulfilling important personal needs and goals. It can be seen as a moment-by-moment process of the therapeutic alliance between therapist and client (Sousa et al., 2011). Responsiveness supports and strengthens both the relationship and its members (Reis and Clark, 2013). In AT, therapist behavior and the use of materials and techniques can both be adapted to these needs and may be considered an important element in explaining the positive effects of AT. Processes such as responsiveness and therapeutic alliance relate partially to attachment theories. In AT, a therapeutic alliance includes, next to the client and art therapist, a third “object,” the art medium, comprised of art materials, art-making, and artworks (Bat Or, and Zilcha-Mano, 2018). From the perspective of attachment theory, the encounter between client and art material in AT may reflect attachment-related dynamics (Snir et al., 2017). Therefore, art therapists recapitulate positive relational aspects through purposeful creative experiences that offer sensory opportunities to reinforce a secure attachment (Malchiodi and Crenshaw, 2015). In this way, materials and techniques can offer the child and adolescent a “safe bridge” to bond with the therapist and explore and grow in developmental areas that are treated.

Given the results, relational, experiential (combined with art) knowledge to connect to the children's and adolescent's problems and needs seems indispensable for art therapists. This study included AT interventions performed by certified art therapists. Art therapists get a thorough education in relational and experiential (art) skills and obtain tacit knowledge through practice. By having more insight into the importance of the role of therapist behavior and the use of materials/techniques in AT interventions for children and adolescents, art therapists can improve results. Choices for therapist behavior and the use of materials/techniques should not depend that much on context or individual preference but on the client's problems and needs and which therapist behavior fits the client best. The results of this study provide clues on which and how to use AT elements in clinical practice, but above all, it gives a sound base for initiating more empirical research on AT. For practice and research purposes, a thorough elaboration and description of the therapist behavior in manuals are then of importance.


Strengths and Limitations of This Review

In this study, a narrative synthesis was performed because of the focus on substantive aspects and the heterogeneity of the studies. A common criticism of narrative synthesis is that it is difficult to maintain transparency in the interpretation of the data and the development of conclusions. It threatens the value of the synthesis and the extent to which the conclusions are reliable. For instance, in this study, we searched for similarities and differences in two core elements of AT (Schweizer et al., 2014). Sometimes, forced choices had to be made in the division of the defined components into group categories and, eventually, to divide them into categories of therapist behavior. Separating and distinguishing components of an intervention are not straightforward.

From the literature, it is known that studies with positive results are overrepresented in the literature (Mlinarić et al., 2017). Probably also in this study, therefore, publication bias must be taken into account when interpreting the results.

Also, regarding showing significant results, some studies showed significant and no significant results in the same domain. This can cause bias, for example, considering a study to be significantly effective in internalizing problems, but in reality, the study shows significant results in anxiety, but for instance, not in depression. It should be taken into account that, in this study, only a broad overarching view is given.

In this study, we included RCTs, CCTs, and group pre–posttest designs because these three designs (in this order) can be considered to provide the most reliable evidence (Bondemark and Ruf, 2015). Questionable is whether these types of designs are the most appropriate designs for (a part of) the research question posed in this study. For detailed, more qualitative information on interventions, case studies seem very suitable. Potential advantages of a single case study are seen in the detailed description and analysis to gain a better understanding of “how” and “why” things happen (Ridder, 2017).



Recommendations

Remarkably, seven studies did not describe their AT interventions sufficiently explicitly concerning the use of means and forms of expression and therapist behavior. This, while art materials/techniques and therapist behavior constitute the basis for AT interventions (Moon, 2012). Insight into the core elements of interventions helps us better understand why and how certain interventions work. By understanding these components of an intervention, we can compare interventions and improve the effectiveness of interventions (Blase and Fixsen, 2013). Therefore, for future AT studies, it is recommended to present more information on used therapeutic perspectives, means, art materials and techniques, and therapist behavior.

The results of this study show that AT interventions for children and adolescents are characterized by a variety of materials/techniques, forms of structure such as giving topics or assignments, the use of language, and therapist behavior. These results point out to more specific aspects of the dual relationship of material–therapist, which contributes to the effects, such as, for instance, responsiveness. More (qualitative) research into these specific aspects of the therapeutic relationship and the role of the relational aspects of the material could provide more insight and be of great value regarding AT for children and adolescents.

The results of the AT interventions show that AT leads to positive results for psychosocial problems, although, in some studies, both significant and not significant results were seen within a domain. A more personalized research approach, which is linked to individual treatment goals, can possibly give more clarity on the effects. Goal Attainment Scales (GAS) can be considered useful for this purpose.




CONCLUSIONS

This study shows that the use of means and forms of expression and therapist behavior is applied flexibly. This suggests a responsiveness of AT, in which means and forms of expression and therapist behavior are applied to respond to the client's needs and circumstances, thereby giving positive (significant) results for psychosocial problems. Searching for specific elements in the use of materials and the three defined forms of therapist behavior that influence the result is therefore recommended.
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The reported study pursues the bidimensional objective, namely, (1) to grasp the essence of the psychological experience of a transatlantic journey and (2) to observe the potential of arts-based research for the enhancement of the well-being of sailors. The sample consisted of three males and one female – Latvian citizens, aged 36–68 years, with higher education and different sailing experience. In the context of a case study grounded on arts-based research methods, the freehand drawings of self-portraits or something important during the day were obtained using individual diaries containing daily reports on the sailing experience. After the journey, individual drawings prompted interviews organized for each participant. The results were triangulated with data from the logbook. In their drawings, participants focused more on the environment rather than on self-representation, that is, telling the story about “here and now” in terms of specific time (journey), place (boat), and their relationship with nature, as well as dealing with problems during the trip. The psychological experience of transoceanic sailing matched the three general dimensions (dynamics, context, and content of experience) of the conceptual framework constructed for this study. The three dimensions of experience were equivalently represented in research data; however, only dynamics and context were fully delineated in all theoretical subcategories. As to the potential of arts-based research for the enhancement of sailors’ well-being, the findings show both direct and indirect evidence concerning their psychological and existential well-being. Further research is still needed to confirm the findings on a broader scale and in other contexts.

Keywords: arts-based methods, diary, freehand drawings, adventure tourism, psychological experience, transatlantic sailing


INTRODUCTION

With the rapid growth of the profit-oriented global tourism industry (Ruhanen and Shakeela, 2013), there is an increasing interest in adventure tourism. This trend offers different and much more extreme nature of experience in comparison with traditional commercial tourism. Transoceanic sailing can be viewed not only as the “hard” adventure tourism (Plog, 1991), but also the extreme case of “blue care” – use of outdoor surface waters for therapeutic interventions to promote positive changes and boost health and well-being (Schijf et al., 2017; Britton et al., 2018). Studying such extraordinary experiences could also provide a glimpse of the future of travel (Laing and Crouch, 2005). The recent advance of psychological research on sailing experience does not apply to transoceanic sailing, which is still in small numbers (Weston et al., 2009; Kjærgaard et al., 2015; Jirásek and Hurych, 2019). Exploration of transoceanic sailing could provide insight into contextually similar situations encountered during, for instance, COVID-19 pandemics (Ho et al., 2020), connected with long-term isolation in confined space (weeks long sailing trip) in generally uncertain and threatening conditions (sailing in the open ocean). Besides, scholars have already underlined the visual reflection of reality as fundamental to tourism and have called for the application of innovative visual methods, thereby enabling access to layers of meaning beyond the reach of more traditional qualitative methods (Feighery, 2003; Pritchard and Morgan, 2003; Rakić and Chambers, 2010). However, the real potential of such methods in tourism research is still to be discovered, and we will take the first steps in this direction, employing one of the dominant approaches within the paradigm of art-based research – using art processes (namely, free drawing) as tools to collect and present data to study a certain issue (Greenwood, 2012). The idea of researching human experience through the arts, first defined by McNiff (1989), in the given study, binds together art and tourism research focusing on the methodological complexities of the proposed research topic and the transformative nature of art-based research (McNiff, 2008) in terms of improving the well-being of research participants.

One of the main aims of tourism is to offer a reflective space for self-insight and examination of life priorities (Brown, 2013). The specific type of adventure tourism envisages voluntary engagement with increased risk or uncertainty, demanding physical activities, interacting with the natural environment to reach distant localities with natural destinations (Elsrud, 2001; Weber, 2001; Varley, 2006; Giddy and Webb, 2018). This form of tourism demands giving up control of the situation, living on the edge of chaos, thus allowing for skill development, personal growth, self-expression, and self-actualization (Haegeli and Pröbstl-Haider, 2016; Jirásek and Hurych, 2019).

In literature, the phenomenon of sailing is divided into boating tourism (i.e., ecotourism), cruise tourism, and transoceanic sailing (in our case – transatlantic sailing). Transoceanic travel, associated with Dionysian aspects of adventure, is different from ecotourism or mass experiences of cruise tourism (Jirásek and Hurych, 2019). Our interest in this article was not the transoceanic solo sailing or sail training, but rather sailing on a catamaran sailboat with five crew members and two passengers (from Gran Canaria to Cape Verde) on board. The transatlantic voyage on the Lagoon 45 catamaran sailboat Belle from Gran Canaria (Spain) via Cape Verde to Tobago (Trinidad and Tobago) lasted 23 days (from November 7 to December 2, 2019). The journey covered 2,980 nautical miles (5,518 km) and crossed five time zones. The temperature ranged between 20 and 30°C, waves (swells) varied from 1 to 4 m, and the wind varied from 10 to 30 knots (5–15 m/s). Life on board was divided into 4-h watches (odd jobs running the ship and its daily operations) and time off (reading, writing, recreation, and meals).


Conceptual Framework for Psychological Experience of Sailing

In this study, “psychological experience” is defined in an extended way as “a category of thinking, a minimal unit of analysis that includes people (their intellectual, affective, and practical characteristics), their material and social environment, their transactional relations (mutual effects on each other), and affect” (Roth and Jornet, 2013, p. 107). Thus, the experience of transoceanic sailing reflects the mutual interdependence of environment and person, and therefore, the same environment will influence the continuous flux of experience (development) of every crew member and passenger in very different ways (Roth and Jornet, 2013).

A conceptual framework for the psychological experience of sailing was created to provide the deductive schema for the data analysis. This framework was not created as a hierarchical system but, using an integrative eclectic approach, conceded the complementing nature of different schools, theoretical approaches, and trends (Mārtinsone, 2016). Meanwhile, the systematic eclecticism (a subtype of integrative eclecticism) accommodated the selection of the most relevant components of existing theories and research outcomes for the specific research problem and methodological architecture (Norcross and Goldfried, 2005; Dattilio and Norcross, 2006). The inspection of theoretical, review articles, and qualitative and quantitative studies focused on (a) experience of transoceanic sailing (Kuhn, 2001; Jirásek, 2015; Jirásek and Hurych, 2019), (b) the connection between nature and well-being (Yalom, 1980; Wong, 2009; Passmore and Howell, 2014), and (c) transformative tourism experience (Kirillova et al., 2017a,b).

The constructed framework included three general dimensions – dynamics, context, and content of experience, namely, the temporal features (the process of the journey), spatial context (sailboat crossing the ocean), and psychological underpinnings of the journey. To elaborate, the dynamics of experience was conceived as the time dimension incorporating the process of the journey, eventually starting long before the actual journey, engagement in activities “here and now,” lack of essential reflection on existential given, episodes of sailing encouraging deeper reflection, and vision of self and world at the end of travel (Kirillova et al., 2017a,b). Spatial or environmental context emanated in the categories of natural beauty, the encounter with wildlife, and social connections among the crew (Jirásek and Hurych, 2019). The content of psychological experience was constructed using systematic eclecticism – integrating existentialism, existential humanism, and humanistic/transpersonal psychology. Elicited from the literature review, the categories of the meaning of life, spiritual transcendence (connection with something grand), and authentic mode of existence can be connected with the strand of existentialism (Kirillova et al., 2017a,b; Jirásek and Hurych, 2019); the categories of isolation, freedom, and death relate to the existential psychology (Yalom, 1980; Passmore and Howell, 2014), whereas self-actualization, self-representation (identity), and happiness (different aspects of well-being) represent the integration of positive psychology and humanistic/transpersonal psychology (Kuhn, 2001; Passmore and Howell, 2014).



Arts-Based Research and Transatlantic Sailing

Since the psychological experience of transoceanic sailing is associated with multifaceted aspects difficult to measure, it was decided to use arts-based research that can provide a multilayered understanding of the phenomenon and offer a creative way to construct knowledge (Rydzik et al., 2013). Arts-based research is vigorously defended by many health professionals as a tool to move beyond text and is recommended as part of a multimethod interdisciplinary approach (Rees, 2018). Using freehand drawings or rich pictures (Cristancho et al., 2015) as data can promote the participants’ reflection on the complexity of the situation and provide insight into the hidden aspects of the research problem using the subconscious or unrealized feelings and perspectives (Rattine-Flaherty and Singhal, 2007; Cristancho, 2015; Cristancho et al., 2015). Thus, in terms of the therapeutic dimension of arts-based research, this approach can offer a way of communicating other than speech while bringing an opportunity to enhance psychological well-being. Offering time and space for reflection, active conceptualization, and contemplation (Gauntlett, 2007), the method of freehand drawing creates the conditions for improvement of existential health (Bagnoli, 2009). Also, using nonmechanical media as drawing, content is not limited by form, and depiction of the physical and abstract realities is unbounded (Banks, 2001).

To summarize, it can be assumed that psychological experience of transoceanic sailing, in general, would match the conceptual framework constructed for this study, while arts-based research could be helpful in the elicitation of reflection and contemplation, thus enhancing the existential health and well-being of sailors. The authors aim to describe the qualitative study on the psychological experience of transoceanic travel and explore the therapeutic and methodological potential of arts-based research for the enhancement of the well-being of sailors. Accordingly, the following research questions were set:

1. What is the essence of the psychological experience of sailing across the Atlantic revealed by arts-based research?

2. What is the potential of arts-based research for the enhancement of sailors’ well-being?




MATERIALS AND METHODS


Research Design

The methodological framework for this study has been constructed as a case study (Yin, 2014) using arts-based research methods and viewing the event of a sailing journey across the Atlantic Ocean as a case (Hancock and Algozzine, 2006). The crew on the boat during the journey from its beginning to the end could be approached as a limited, integrated system – humans in their environment. The specific context of relationships between the experience of the crew from one side and limited space and time on the boat from the other side blurs the borders between the phenomenon (sailing experience) and its context (boat, crew, journey, ocean, etc.). The explored event can be viewed as a single case with four embedded units (Yin, 2014), i.e., the experience of four crew members – research participants. A qualitative case study was implemented as the most appropriate for the research questions related to the long experience in rare conditions (Vieira et al., 2017). As in the instrumental case study (Stake, 1995), the investigation uses the deductive approach to the theory development, assessing the alignment of the above described conceptual framework with the obtained data.

To enhance the trustworthiness in terms of data quality and variability, the given study aggregated and triangulated the drawings of participants as the second-degree indirect method where the researcher does not interact with the participant during the data collection, semistructured graphic elicitation interviews as a first-degree data – the researcher is in direct contact with the subjects and collect data in real time, and the analysis of logbook as the third-degree data source – independent analysis of already available artifacts (Lethbridge et al., 2005). As a part of a larger research project, the given article will focus only on the methods directly related to arts-based research.



Participants and Ethics

Given the specific nature of this case study, the purposive sample consisted of crew members of sailboat as a closed system in a bounded context (Miles and Huberman, 1994), i.e., four Latvian citizens with higher education: participant A – a 50-year-old woman with 15-year-long sailing experience, participant B – a 68-year-old man with 44-year-long sailing experience; participant C – 50-year-old man with 30-year-long sailing experience; participant D – 36-year-old man with a short experience of recreational sailing. Only participant B had an experience of several transoceanic sailing trips; for other participants, it was first transoceanic sailing. Recruitment of participants was conducted in line with the modified snowball approach (Noy, 2006): the research idea was shared with one crew member who spread this invitation to other crew members. Of five crew members, four granted their participation in the study, signing the informed consent letters. Because of the sensitive ethical background, the research participants were asked to provide the feedback on article, thus boosting the research rigor utilizing external verification of research findings (Morse et al., 2002).



Data Collection


Freehand Drawings (Travel Diary)

In this arts-based research, art processes were used both for collecting data and understanding the meaning within the drawings (McNiff, 2008; Greenwood, 2012), therefore providing fresh approaches and different perspectives on the studied issue (McNiff, 2013b; Dunn and Mellor, 2017). Drawings encouraged the participants to reflect in real time (here and now) and thus demonstrated the psychological experience of sailing, implicitly illustrating the potential of arts-based research. Because the interviews conducted by researchers were not possible in real time (during sailing), a series of drawings in this unique situation (transatlantic sailing) allowed access to the diversity of participants’ experiences that could not be accessed only by their written expressions (Dunn and Mellor, 2017). The given method also relates to the idea of “time-series analysis” (Jebb et al., 2015), when researchers analyze repeated observations on a single individual at regular intervals. Repeated observations were collected through a travel diary survey consisting of the same six tasks for each day. Besides the verbal tasks – answers on open or closed questions, the participants fulfilled the arts-based assignment instruction: “Please draw yourself today or your day and provide the title for your drawing.” Participants did not express any objections toward the drawing task during the instruction session before the journey.



Graphic-Elicitation Interviews

This method provided the context for reflection on the experience after the event and, similarly as the drawing method, enriched the researchers’ understanding of the participants’ psychological experience of sailing and the therapeutic potential of arts-based research. The posttravel semistructured interviews confronted participants with the series of their drawings. The modified approach for the visual data analysis (Bagnoli, 2001, 2009) determined the set of questions regarding each drawing: “Please describe what experience (memories) of the sailing journey can be associated with this drawing? What is the meaning of this experience? In what way does this drawing illustrate this meaning?” Finally, the participants were asked about their overall experience of participation in the given study, and which research methods had the largest impact on them. Also, it was asked if this arts-based research was beneficial (or disturbing) for their well-being during the journey and afterward. The interviews were audio recorded and later transcribed verbatim.



Document Analysis

The sailing logbook entries were used as the primary documents to be checked for specific deviations from normal sailing conditions. This analysis allowed the researchers to compare the objective situation during the day with the drawings and their posttravel explanations by the research participants.




Data Analysis

Researchers analyzed drawings, their titles, and explanations by the authors as the single units of analysis, combining qualitative content analysis (Graneheim and Lundman, 2004) with a frequency analysis appropriate for a large number of obtained drawings. This nuance of quantification is much less encountered in arts-based research (McNiff, 1998, 2013a; Kara, 2015), although it seems quite relevant considering the selected methodology and research topic. The quality of the drawings was not taken into account during the data analysis. The coding frame for the deductive qualitative content analysis was based on the conceptual framework including main categories of dynamics, context, and content of sailing experience and their subcategories. Data were reviewed and coded for each participant first and then across all the participants to check for overlap and convergence of content and/or themes (Ayres et al., 2003). The four-stage triangulation of objects and subjects was used as a framework for data analysis: (1) the participants make an interpretation of their drawings; (2) researchers (individually and collaboratively) interpret the drawings and the data from graphic-elicitation interviews; (3) researchers compare the drawings and interview data with the entries of the logbook; (4) triangulation between the participants’ interpretation of drawings during the interviews, coordinated interpretation of drawings and interviews by three researchers, and entries of the logbook.




RESULTS


The Psychological Experience of Transatlantic Sailing

Analyzing in total 93 drawings, their titles, and drawing-elicited interviews, it appeared that the travel diary of A contains 26 drawings (4 self-portraits, 1 picture of the crew, 21 pictures of surroundings), B has created 38 drawings (5 self-portraits, 1 portrait of the crew member, 32 pictures of surroundings), and C provided 23 drawings (13 self-portraits, 2 drawings with crew members, 8 pictures of surroundings), whereas D has created 6 drawings (4 self-portraits, 2 pictures of surroundings).

The preliminary qualitative and quantitative analyses of drawings (without the title and explanation by the authors) show that the largest and the most diverse group of themes pertains to the recreational and household activities (drinking, eating, calling home, reading the book, playing guitar, playing dice, diving, drying the pants). The next largest group represents the nature-related dimension (huge dorado, moon upside down, fluorescent plankton, dolphins, flying fish). The much smaller group reflects the issues such as trouble with a satellite phone and ghost nets (fishing nets lost in the ocean). Some pictures were related to the destination of the trip, a transcendent view of the journey, a distant view on the boat, and self-portraits with positive emotions.

Next, we will compare the categories elicited from the specific content of drawings, their titles, and interviews with the conceptual framework of sailing experience in terms of each participant. Thus, dominant subcategories of the conceptual framework for A were existential experience, relationships with nature, spiritual transcendence (Figure 1), and space/time dimension. All dominant categories as well as the spending time onboard (here and now), social relationships, and happiness were evenly distributed during the journey, except for the emphasis on physical well-being and life/death categories in the first part of the trip.

[image: Figure 1]

FIGURE 1. Spiritual transcendence (“no title”; participant A).


For B, dominant subcategories were happiness, spending time on the boat (Figure 2) and entering port (here and now), and relationships with nature. In terms of dynamics, all main categories, as well as self-actualization and social relationships, were rather evenly distributed during the journey; only the technical details of sailing appear more in the first part of the journey.

[image: Figure 2]

FIGURE 2. Spending time on the boat (“Ulysses – finished”; participant B).


For C, subcategories such as relationships with nature (Figure 3), happiness, and spending time (here and now) prevailed. These categories along with the category of social relationships were evenly distributed during the time of travel; other categories emerged randomly in small numbers.

[image: Figure 3]

FIGURE 3. Relationships with nature (“fluorescent plankton”; participant C).


Six drawings by D depict the subcategory of physical well-being (Figure 4) and relationships with nature; besides, the drawings featuring physical well-being were dispensed across the whole series of drawings.

[image: Figure 4]

FIGURE 4. Physical well-being (“stormy sea”; participant D).


Now we will evaluate the alignment of the categories discerned from the specific drawings, their titles, and posttravel interviews for the whole sample with the (1) preliminary analysis of drawings, (2) individual dynamics of categories, and (3) categories of the conceptual framework for the sailing experience, focusing on three main categories: dynamics, context, and content of experience. Each unit of integral data, depending on the context, was coded in one to five categories; thus, the percentage of categories adds up to more than 100%.


Dynamics

In terms of the dynamics of experience – the time dimension incorporating the process of the journey, the preliminary view on the drawings affirms the prevalence of specific activities as well as the small number of drawings on existential issues as expected. Only some drawings (especially by A and D) at the end of the journey pertain to the deeper reflection and the vision of self and the world. In terms of the conceptual framework, it appears that sailing as a process (in dynamics) was represented in 80.6% of drawings, including time dimension (16%) and activities here and now (84%) such as spending time/household (35%), space/place dimension (25.4%), physical well-being (23.8%), technical details of sailing (11.1%), and boat (4.8%).



Context

Categories of spatial or environmental context such as natural beauty, the encounter with wildlife, and social connections were also widely represented in the integral data. The preliminary analysis shows the large group of nature-related drawings, while the social connections were represented mostly in an indirect way. For all samples, relationships with nature were among the dominant categories (especially for C). Comparing the data with the conceptual framework, it occurs that the context of sailing experience (79.6% of drawings) perfectly aligned with three theoretical subcategories – encounter with wildlife (51.4%), social connections (33.8%), and natural beauty (14.9%). The social connections were coded into the categories of relationships with crew members, connection with home, and belonging to the crew.



Content

The preliminary view identified fewer drawings representing the psychological content of experience. Participant A presented the largest number of drawings in this major category. In general, the number of drawings in the category of content was almost identical to the categories of dynamics and context (78.5, 79.6, and 80.6%, respectively). Making a comparison of the integral data with the conceptual framework, only subcategory, fully represented in integral data, was connected with positive psychology and humanistic/transpersonal psychology (74%), namely, self-actualization (18.5%), self-representation (identity; 13%), and happiness (different aspects of well-being; 68.5%). In terms of existentialism (19.2%), only spiritual transcendence was observed in the integral data, excluding the meaning of life and authentic mode of existence. Considering the existential psychology (6.8%), categories of isolation and freedom were missing, while the category of death was paired with the category of life.

Detailed exploration of entries in the sailing logbook and their comparison with 93 units of the analysis show that drawings and their interpretation at large matched the objective situation during the travel.




Arts-Based Research and Sailors’ Well-Being

Because of the lack of arts-based research on sailing experience, the inductive approach to the data analysis related to the second research question was applied. The presentation will be structured around the evaluation of the study, specific research methods, and impact on participants’ well-being.

In respect to the whole research, participants admitted that although filling in the diary was a little restrictive, it had several positive outcomes for psychological well-being, such as satisfaction for realizing the commitment, good and interesting experience, dealing with urgent life questions, or “observation and reflection on daily experience, making this experience of adventure tourism richer – without such reflection my emotions and adventures would be just a nonspecific flow of memories, preserved only in some photos” (Participant A).

In terms of specific research methods, drawings and drawing-elicited interviews were recognized as the most interesting methods and the most powerful tools for the reflection and recycling of experience, with the potential to incite the existential well-being of sailors. According to B, “to figure out what to draw daily was the most interesting part. It never took longer than half a minute; thus, topics of drawings were impulsive.” Participant A compares drawings with mysterious symbols understandable just for the creator: “each drawing is a symbol for the whole experience, recalling or reviewing the drawing you can bring back the essence of this experience in all its splendor with sounds, smells, tastes, lights, pleasures and fears, insights and reflections.”

However, direct questions about the enhancement of well-being by arts-based research led to diverse answers starting from a relaxed perspective to openly positive self-questioning. B and D displayed the neutral attitude toward the drawings, more like an obligation to be met. Participant C demonstrated the ambivalent stance toward the arts-based research – drawing was comfortable for him, while the analysis of drawings was rather painful. He admitted that “daily drawings were spontaneous visual expressions, not the illustrations of psychoanalytical reflections.” Speaking about well-being, he suggests that reviewing drawings after the journey helped to recall the travel experience, thus encouraging delightful feelings. Finally, participant A wonders: “Would it be possible that this study has enhanced my psychological well-being enabling me to discover the power of drawing?”




DISCUSSION AND CONCLUSIONS

This qualitative case study provided the short insight into the psychological experience of the transoceanic journey and the arts-based research as an environment for the possible enhancement of the well-being of sailors, as well as the methodological tool for such a specific study. In their drawings, participants focused more on the environment than on self-representation, while the specific content of the drawings tells the story about “here and now” in terms of specific time (journey) and place (boat) and relationships with nature, dealing with some problems during the trip. Fewer numbers of drawings represented the boat/journey and emotional state of participants.

The psychological experience of transoceanic sailing matched the conceptual framework constructed for this study. Three general dimensions – dynamics, context, and content of experience were equivalently represented in research data; however, only dynamics and context were fully represented in all theoretical subcategories. The content of psychological experience was matching only in terms of positive psychology and humanistic/transpersonal psychology, where the category of happiness took the dominant position. Theoretical categories such as the meaning of life, authentic mode of existence, isolation, and freedom were missing in data, while the category of death was complemented with the category of life. It seems that sailors mostly engage in a deeper reflection on sailing experience before or after the journey, while in the present time (on the boat) they mostly go for specific recall of daily events, depicted in drawings; thus, art becomes an illustration of “here and now” resembling the documental photograph. The findings echo the idea about tourism not only as an escape route but also means for self-discovery, actualization, and transcendence (Comic and Beograd, 1989). Although not all tourists all of the time are looking for existential well-being (Steiner and Reisinger, 2006), the search for meaning, connection, and self-actualization are important to many (Wang, 1999). Focusing on sociodemographic features, transcendence was more characteristic for the female sailor, while the older male sailor with the largest sailing experience generally depicted the moments of well-being and “household activities.” It should be noticed that relationships with nature were among the most frequent categories for all research participants.

As to the potential of arts-based research for the enhancement of sailors’ well-being, the findings show both direct and indirect evidence with respect to the psychological and existential well-being; however, some controversial trends in data demand further research with larger and more homogeneous samples to obtain a more convincing picture.

Speaking about the strength of this study, we should notice that “seeking participants’ interpretation of their drawings is invaluable as their visual product is highly subjective and can be easily misunderstood from a third perspective” (Cheung et al., 2016, p. 641). Three more advantages relate to the feedback from the research participants and triangulation of different data sources, as well as objects and subjects for the data analysis. Limitations of the study can be related to the small and heterogeneous sample that could hinder the transferability of findings and the short list of interview questions related to the reflection on arts-based research. However, the small, while purposive samples (Patton, 2002; van Rijnsoever, 2017) are the specific and valuable feature of any qualitative research (Sandelowski, 1996); besides, the transferability to other comparable contexts and situations (such as COVID-19 mentioned at the beginning of the article) in the presented research can be ensured by the detailed description of the research context. Similar weakness has been reported in other studies on sailing and extreme sports (Kuhn, 2001; Guthrie, 2008; Jirásek and Hurych, 2019; Reid and Kampman, 2020). Although the quality of drawings or drawing skills of participants were not considered in this study, the observation about the limited number of self-portraits may reflect the lack of confidence to use that form of expression.

To conclude, this inquiry has presented the detailed documentation of the innovative usage of arts-based research method in a new domain of psychological research – transatlantic sailing – and proves the multifaceted benefits of this method both as a tool for scientific inquiry and, to some extent, as the means of enhancing the well-being of participants of extreme adventure. In terms of practical application and further studies, this article suggests a novel approach to the studies of sailing experience propelling future exploration in the context of adventure tourism. The advanced methodology of arts-based research can be implemented in this field and other subfields of tourism, as well as research focusing on the enhancement of well-being and transformation.
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This research encompasses a systematic scoping review of literature and research pertaining to the open studio approach to art therapy, which originated with the work of artists in psychiatric hospitals in the 1940's. As art therapy became a profession, it sought recognition by adopting theories from other therapeutic disciplines. Today, however, there is an increase in the prevalence of studio practice that emphasizes art as the core of the therapeutic work; moreover, contemporary art therapy approaches even venture beyond the traditional definition of the profession to the realm of social action. Consequently, open studio practice has become more widespread and is currently implemented in many different contexts among a wide range of populations. The purpose of this research was to accurately map out world literature and research on the open studio approach to art therapy as well as identify relevant publications and main themes. Therefore, the systematic scoping review was not restricted to specific periods, languages, settings, or populations. Publications were identified through a rigorous, replicable, and extensive search of international literature in data bases and hand searches in art therapy journals; in addition, special efforts were made to locate unpublished research and literature. Data was charted using a tool developed by the researchers, based on the review questions. Results indicate that most of the literature relating to the open studio approach dates from the 1990's: only a few earlier publications were found. Over the last decade, the literature has grown in volume in comparison to previous decades, reflecting an increasing prevalence of the open studio approach. This growing mass of publications reflects an historic development in the field of art therapy. This research also identifies core principles as well as a wide range of variations on the open studio model, in addition to unique characteristics that vary according to context and therapeutic approach. It explores open studio practice within different settings and populations and pinpoints gaps of knowledge that can indicate the need for further research.

Keywords: open studio, art therapy, scoping review, art-based, community-based


INTRODUCTION

The open studio approach to art therapy positions art as the focus of the therapeutic work (Moon, 2016). It originates from the early days of the art therapy profession, when artists, influenced by humanistic approaches to psychiatry, brought the studio into psychiatric hospitals (Hogan, 2001). As the art therapy profession evolved, it adopted theories from clinical psychology in order to gain recognition; Allen (1992) termed this the “clinification syndrome.” Following developments in recent decades in the field of art therapy, open studio practices have become more diverse and more prevalent in a wider range of contexts (Kapitan, 2008). This article presents a systematic scoping review of existing literature and research pertaining to the open studio approach to art therapy. It seeks to map out variations and common core principles of the practice as well as unique aspects that emerge from a range of contexts and therapeutic approaches.



WHAT IS THE OPEN STUDIO APPROACH TO ART THERAPY?

In 1946, Edward Adamson began to work as an “art master” at the Netherne Psychiatric Hospital in the south of London. The hospital's head psychiatrist, Dr. E. Cunningham Dax, asked him to open an art studio to research the role of art in diagnosis and treatment (Hogan, 2001). His vague job description did not fall within the realms of occupational therapist or art teacher, and this perhaps gave him an opportunity to offer the patients a space where they could express themselves through artistic creation and a deferential and non-invasive approach that respected the patient's autonomy (Pitman, 2016). Mary Huntoon also began her work the same year at the Winter VA Hospital in Topeka, Kansas. Both an artist and art teacher, she established a studio at the hospital that served as a space in which patients could express themselves through artmaking. In 1947, she received a grant to research the “studio as laboratory for research observation,” and even organized hospital exhibitions of her patients' artwork. The guiding principle of her work was that artistic creation has therapeutic value (Wix, 2000).

The open studio reflects the art as therapy approach, in which the artistic processes and outcomes are central to the therapeutic work and incorporate healing qualities (Kramer, 2000), as opposed to other approaches, in which art serves as a foundation for an interpretative process based on theories from various disciplines. The main features of the open studio approach emphasize artistic creation and provide the venue and conditions for this process. The artmaking process is not directed or moderated by the facilitators, and the sessions, deliberately longer than clinical sessions, enable profound engagement and sufficient time for the creative process to evolve. The nature of the space and its organization are vitally important to the establishment of a welcoming and enabling atmosphere. The emphasis is on the individual's creative process in a group setting that represents communality (Allen, 1995; Malchiodi, 1995; McNiff, 1995; Shapiro, 2014; Moon, 2016). Allen (1983) conceived the term “open studio” to describe a model of group art therapy that she implemented in a short-term psychiatric unit; the model offered participants the freedom to choose to take part and engage in artmaking, and she herself would participate in the artmaking alongside them. These ideas emerged out of Allen's exploration of her roots as an artist and her vision of the centrality of art in the therapeutic process (Allen, 1995). Moon (2016) explores the meaning of the word “open” as it is used in “open studio,” and suggests that this openness is reflected in different aspects, such as the freedom to choose the materials; the process that is neither steered or moderated; and the open and optional invitation that allows the participant to choose whether to participate and for how long. This openness is also present in community-based models, which are open to anyone who wants to participate, and no screening or intake processes are involved. Openness can also refer to the facilitation process, in which facilitators are full partners as they engage in artmaking alongside participants (Moon, 2016).

Open studio practice allows participants to work at their own pace, regulate their interactions with other participants according to their abilities, and use the group and the space according to their needs. This approach incorporates aspects of a community life where individuals live together and separately (Deco, 1998). The community aspect, together with the space for individual expression and the therapeutic benefits of artistic creation, make this model also relevant beyond the clinical setting. Over time, the open studio has moved from within the confines of the psychiatric hospital and is implemented in diverse forms and in many settings. For example, Kapitan (2008) describes the use of art as a means for healing communities in regions hit by catastrophe and trauma; in prisons; and when dealing with children at risk, She challenges the present definition of art therapy, and suggests expanding it to social settings where the healing powers of art can be put to good use. The studio approach, with its inherent communal aspect, is especially suitable for these contexts. Based on the literature, the open studio approach is used in many different social spaces. These range from an open studio project for youth at risk described by Block et al. (2005) and a community-based model of a studio for people with disabilities (Vick and Sexton-Radek, 2008) to other models of community studios such as “art hives,” which are neighborhood spaces for creative work in Canada (Timm-Bottos and Reilly, 2015). Therapeutic models based on the open studio approach are also operated in educational spaces: Henley (1995) asserts the importance of a studio space for art therapy in a school for special education; Heller (2015), who studied an open studio at a school found that participation in an open studio enhanced children's reflective abilities, empowered them and increased their sense of self-efficacy.

As the open studio model has been used in a wide variety of contexts and settings, it has been adapted to the unique needs of different populations. This diversity, enabled by the flexible nature of this approach (reflected in the name “open studio”) underlines the importance of its closer examination, as well as the identification of common core principles and unique features that have emerged from specific contexts or therapeutic approaches.



THE OPEN STUDIO IN RESEARCH

Many studies have underlined the contribution of artmaking to an improved quality of life. One study, in which adults were invited to create freely in an open studio-like space, found that the artmaking reinforced positive feelings, reduced negativity and significantly enhanced the sense of self-efficacy (Kaimal and Ray, 2017). Artmaking in rehabilitative settings builds confidence, encourages creativity, and contributes to a greater sense of social belonging and well-being, as well as an enhanced quality of life (Sapouna and Pamer, 2014). Art-based interventions were also found to be helpful in processing grief (Finn, 2003), encouraging expression among children who had experienced trauma (Klorer, 2005), and coping with crisis (Tyson and Baffour, 2004). Open studio research, which is growing and expanding in recent years, focuses for the most part on the therapeutic efficacy of the approach. For instance, a mixed method study that examined the influence of an open studio group on the mood of patients who were hospitalized in an acute care psychiatric setting (Chiu et al., 2015) revealed that negative moods decreased following participation in the group. Griffith, Seymour & Goldberg's mixed method study (2015) demonstrates the positive therapeutic effect of a community-based open studio setting on homeless individuals; it examines the effect of participation in an open studio setting and an art cooperative on life achievement, and suggests art therapy as a therapeutic tool for addressing financial and psycho-social needs of homeless individuals. The researchers found a positive significant correlation between participation in the open studio group and life achievement, i.e., finding a job, rehabilitation, finding housing, initiative and more. In addition, participants who took part in the open studio and sold their artwork through the art cooperative showed a greater increase in life achievement than participants who only attended the open studio. The sale of artwork created in the studio emphasizes the open studio's rehabilitative role, in addition to its therapeutic goals.

The studio approach, which allows for expression of healthy aspects of individual personality, is especially relevant today in light of the prevalence of post-modern approaches to mental health, such as the recovery approach (Anthony, 1993) and the well-being theory (Seligman, 2011), which discard the medical approach and emphasize health and well-being. Moreover, as Allen (1992) asserts, art, as the focus of therapeutic work, anchors the work of the art therapist and reduces the clinification process that characterizes the work of art therapists who work in mental health care systems.



THE SYSTEMATIC SCOPING REVIEW

Systematic scoping reviews entail the systematic search and summary of qualitative and quantitative studies, case studies, and articles written on a certain subject (Peters et al., 2015). They are useful when a large body of literature has not yet been reviewed, especially when existing materials are heterogeneous in nature. Systematic scoping reviews identify, evaluate and summarize findings pertaining to all the relevant literature, and, in this way, summarize all current knowledge and make it accessible to professionals in this field (Peters et al., 2015).

The systematic scoping review includes a structured and systematic search for articles and studies according to a pre-determined protocol of search criteria and a systematic representation of the findings (Tricco et al., 2018).

As this is the first systematic review of the open studio approach to art therapy, the systematic scoping review method was chosen because of its methodical and comprehensive compilation of information. While systematic scoping reviews mainly consist of research-based literature, we decided to include theoretical literature as well, as it documents the development and principles of the open studio approach. Through this integrated review of quantitative and qualitative research and information found in both theoretical and empirical literature, we sought to gain a profound understanding of the phenomenon under examination.



THE PRESENT STUDY

The purpose of this study was to map out and examine the scope of the open studio approach to art therapy as reflected in professional, clinical and research literature. Variations on the model were also reviewed, as well as common characteristics and unique differences. The review also identifies trends and aspects that need further research. For the purpose of the study, a research question was formulated based on PCC (population, concept, content) key concepts (Tricco et al., 2018). These concepts were chosen because this research examined existing variations of the open studio approach as implemented among different populations and settings.

The present review related to the following questions:

1. Based on the literature, what do we know about the open studio approach to art therapy?

2. What kinds of publications/studies exist on the open studio approach to art therapy?

3. In what contexts and venues is this approach implemented and among what populations?

4. What are the common factors and the unique difference in the way the approach is implemented in all its variations?

5. Are there changes in the open studio approach over time, and how are they reflected in the writing on this subject?



METHOD

The purpose of the search process was to identify existing publications pertaining to the open studio approach to art therapy. The search was carried out in a systematic, replicable and comprehensive manner from May to September 2019, and the database search was conducted on May 31st. The search encompassed leading data bases: PUBMED; PsycINFO; Scopus; Cochrane; Cinahl; Eric; ProQuest Dissertations; World Cat; ULI; and Web of Science; as well as a manual search of art therapy journals in English such as The Arts in Psychotherapy Journal; Art Therapy Journal; International Art Therapy Journal; The Canadian Art Therapy Journal; Journal of Clinical Art Therapy; and journals in Israel such as Beyn Hamilim and The Academic Journal of Creative Arts Therapies. The search was carried out using three search parameters: title, abstract and key words. The search strategy included the following terms: “open studio” or “studio approach” or “community art studio” or “art hive” or “social action art studio” or “studio art therapy” or “therapeutic studio” or “community-based art studio.” In Hebrew, the keyword was “studio patuach” which is the Hebrew translation for “open studio.” In addition, a search for gray material was conducted (unpublished research or articles, lectures given at conferences, etc.) by reaching out to leading experts in the field and scanning websites of professional associations, conference proceedings, and reference lists of findings that came up in the systematic search. The search was conducted in English and Hebrew. Our decision was based on several considerations. First, our assumption was that most of the existing literature is in English. Secondly, the researchers' knowledge of these languages enabled a more efficient search and screening process. Thirdly, we assumed that most of the articles published in other languages include an abstract in English, and we would be able to translate them if, based on this abstract, they would potentially be included in the review.

The findings were screened by two researchers who applied the pre-determined inclusion criteria and worked independently of one another, using the “Covidence” software for systematic review management. The researchers resolved disagreements on publication selection by discussing the disagreements and reaching a consensus.


Inclusion and Exclusion Criteria

Based on the research strategy, quantitative, qualitative, and mixed method studies were included, as were action research, case studies, articles and chapters from books about the open studio approach to art therapy. According to the systematic scoping review method, published findings were included as well as unpublished full texts. Findings relating to a wide range of settings and populations were included (different age groups, normative as well as clinical populations, and populations from different cultures). In addition, as this is the first systematic scoping review of this field, the search was not restricted to specific years. Finally, as was explained in detail above, we included publications in any language that came up in the systematic search.

Exclusion criteria for this review were applied to findings that did not reference art therapy or the open studio approach. However, we did include findings relating to the studio approach though they referenced models that did not define themselves as art therapy per se because of political or ideological reasons; in essence, however, these models did adhere to the principles of the open studio approach to art therapy. These include, for example, disability studios (Lentz, 2008). Similarly, keeping with systematic scoping review protocol, studies and relevant articles that are currently being written, and no full text is yet available, were not included.



Data Charting

Extraction of relevant information was done in a systematic manner according to PRISMA-ScR (Preferred Reporting Items for Systematic reviews and Meta-Analyses extension for Scoping Reviews) (Tricco et al., 2018), and using a tool developed by the researchers based on the research questions. The data extraction process included classification of findings according to (a) type of publication (research, case studies, theoretical material); (b) research method (e.g., qualitative, quantitative, mixed method); (c) date of publication; (d) characteristics of population (age, type of pathology/normative); (e) setting (clinical, community, educational, therapist training); (f) intervention type (facilitators engaging in artmaking alongside participants or not; exhibition or no exhibition of art work; facilitators' perception of open studio participants as artist, participant or client; length and frequency of sessions; make up of group (regular participants or continuously changing group); (g) country; (h) results of studies.




RESULTS

The PRISMA flow diagram (Figure 1) presents the systematic search and screening process. Three hundred fifty-nine publications were found as a result of the systematic search of data bases, and 286 publications were found following a manual search of journals, a scan for gray literature on websites of professional associations in Israel and abroad, and a review of conference proceedings. Altogether, 645 publications were found. Out of these, 193 findings were duplicates, so 452 articles remained to be screened. The first screening, conducted by the two researchers independently of one another, was done according to title and abstract. At this point, 310 articles were discarded from the review following application of the protocol's inclusion criteria, and 142 publications remained. During the second screening stage, the inclusion criteria were applied to the full texts of the publications. Fourty publications were excluded for the following reasons: 17 did not pertain to the studio approach; the text of 14 findings was inaccessible; 7 were duplicates; 2 were not about art therapy. Fourteen publications (mainly theses) included in the first stage of the screening were not included in the review, because the full text was inaccessible. Several attempts were made to obtain these full texts, including requests submitted to the libraries of the relevant universities and colleges that were turned down. In addition, we attempted to obtain contact information for the authors. Finally, 102, i.e., 16% of the publications identified through the first systematic search were found suitable to be included in the review.


[image: Figure 1]
FIGURE 1. Systematic search according to the PRISMA statement methodology, extension for Scoping Reviews (PRISMA-ScR) (Tricco et al., 2018).



Publication Characteristics

The 645 findings that resulted from the systematic search process include articles and studies from art therapy, art, art education, architecture, television, theater, music, computers and more. Out of these, 102 fit the inclusion criteria that define the studio approach to art therapy. Figure 2 shows the distribution of results according to publication type. Thirty seven% of the publications are case studies, 35% are articles on theoretical aspects of the studio approach, and 25% are studies. 3% of the publications do not belong to one of these categories and include book reviews or proposals for potential open studio programs. 66% of the studies conducted on the open studio approach deal with its therapeutic efficacy, and 34% deal with structural features, studio conditions and how the intervention takes place (Figure 3). Among the studies that examined therapeutic efficacy, most of the studies are mixed-method studies (n = 8), qualitative studies and action studies (n = 6), and a minority are quantitative studies (n = 2) (Figure 3). As shown in Table 1, these quantitative and mixed method studies were predominantly based on self-report questionnaires such as distress scales, mood questionnaires, questionnaires that measure sense of self-efficacy, and more. Three of the mixed method and quantitative studies were quasi-experimental, i.e., measurements were conducted before and after the intervention and there was no control group. The qualitative information in the mixed-method and qualitative studies was generated using semi-structured interviews and analysis based on a narrative approach; observations and transcriptions of sessions; documentation and analysis of artwork using art-based research methods; participants reflections on their creative work; and more.


[image: Figure 2]
FIGURE 2. Distribution of results according to publication type.
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FIGURE 3. Distribution of results according to research type.



Table 1. Studies that examined therapeutic efficacy.

[image: Table 1]

As Figure 4 reveals, most of the existing publications on the open studio approach are from the 1990's or later, and this volume of work has been growing steadily since. The number of publications, which has almost doubled in the last decade, can indicate the increasing popularity of this method. Initially, the literature was mainly theoretical in nature; in recent years, however, the number of research-based publications has grown steadily and even exceeds that of theory-based texts (see Figure 5). This could indicate that the open studio approach is increasingly accepted as part of art therapy practice and that there is growing academic interest in this model.


[image: Figure 4]
FIGURE 4. Distribution of results according to publication year.
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FIGURE 5. Distribution of publication type according to publication Year.


Regarding the geographical scope of the open studio approach to art therapy, the current research reveals that open studio models are mainly prevalent in North America and Europe (Figure 6). It is possible that our findings were influenced by the search languages (i.e., English and Hebrew); nevertheless, taking into account certain cultural and geo-political factors, they probably reflect the geographical prevalence of the open studio approach as well the global distribution of the art therapy profession and practice quite accurately.


[image: Figure 6]
FIGURE 6. Geographic distribution of publications.




Participant Characteristics

Figure 7, which presents the populations among which the open studio approach to art therapy is practiced, reveals that 61% of the findings relate to populations that are coping with challenges; in a significant number of cases, the open studio model is implemented among populations dealing with psychiatric problems (27%). The open studio was also implemented among the following populations: immigrants and refugees (8%); the homeless (6%); oncology patients (5%); people with disabilities (4%) people with various health problems (2%) victims of mass disasters (2%); army veterans (2%) youth at-risk (2%) and drug-addicts (1%). 18% of the findings relate to normative populations, including a specific focus on students of art therapy and art therapists. 21% of the findings do not specify type of population.


[image: Figure 7]
FIGURE 7. Distribution of results according to population characteristics.


In addition, we found that most of the texts relating to the open studio approach to art therapy focused on adults (59%). We also found that 10% of the publications relate to youth, 10% relate to children, and 4% to seniors (Figure 8). 17% of the findings do not specify ages or cannot be classified according to specific age criteria.


[image: Figure 8]
FIGURE 8. Distribution of results according to age.




Intervention Characteristics

Figure 9, which presents the distribution of open studio settings, shows that most of the publications relate to community-based settings (41%), including art centers, churches, shelters for the homeless, rehabilitation centers for those suffering from mental health disorders, harm reduction centers, stores, galleries, museums, and more. 31% of the publications deal with an open studio in a medical setting, such as a psychiatric hospital, general hospital, clinic, and more. 8% focus on academic settings including use of the open studio model to train art therapists or to conduct academic research. 6% refer to educational settings, i.e., open studio programs in schools, and 14% of the publications do not refer to a specific setting.


[image: Figure 9]
FIGURE 9. Distribution of results according to setting.


Two main themes emerge from the findings: (a) the primary therapeutic role of art; and (b) the flexibility of the open studio model, enabling it to serve the needs of a wide range of populations in many different settings. Among this variety of uses, there are differences not only in population and setting, but also in regard to therapists' viewpoints. Table 2 presents these main differences between the various models in relation to: (a) Group composition: most of the findings that refer to the composition of the open studio group describe a changing group of participants. Groups of this kind can be found in psychiatric departments (Gonzalez-Dolginko, 2016), in cancer treatment centers (Piot and Plante, 2009) and in community-based models, where the studio is permanent and the participants come and go, and stay as much as they wish (drop in studio). Some open studio models serve a regular group of participants, such as in schools (Czamanski-Cohen, 2010) or training programs for art therapists, which are implemented for a specific period of time (Wix, 1995); (b) The facilitator's role, which differs according to his or her therapeutic approach: most findings that reference this aspect describe a model in which the facilitator does not engage in artmaking; rather, these facilitators concentrate on holding the space, witnessing or helping participants (Deco, 1998). The facilitators support the creative process (Braun, 1997) and allow for the birth of the artwork (Shapiro, 2014). One approach even suggests that the moderator should assume the role of the participant-artist's apprentice (Atkinson and D'Innocenzo, 2014); this idea stems from the belief that the artist knows best when it comes to his or her life and art. There are open studio approaches where the moderator works alongside participants as a partner (Marshall-Tierney, 2014) and models the creative process. In these cases, the status of moderator is equal to that of participant (Allen, 1995). These studios symbolize a shift from the hierarchy of therapist and patient to a more intersubjective approach based on equality (Allen, 1993). Another aspect of facilitation in the open studio is that often there is a group of facilitators holding the space. This strengthens the communality of this model, moreover it enables the facilitators to alternate different facilitation roles and participants to develop a relationship with the studio as a holistic entity that includes all that is in its space (Shapiro, 2014); (c) Facilitators' perception of participants: most of the findings that relate to the way open studio participants are perceived see participants primarily as “clients” or “patients” (e.g., Deco, 1998). This attitude prevails in clinical or community-based settings in which participants cope with mental health challenges. Other models of community- based settings stress aspects of individual welfare and social services and refer to participants as “participants.” The intention is that participants take part in the studio and engage in the creative process without being committed to an aesthetic outcome; the emphasis is on participation in the creative process and not the final product (e.g., Block et al., 2005). The perception of the participant as “artist” is characteristic of a minority of open studio models (e.g., Lentz, 2008) that emphasize aspects of health and normalization; this perception is more common among community-based models; (d) Exhibiting artwork: in most descriptions of the open studio, artwork is hung or exhibited in the studio space, but not outside the studio. In addition to the ethical need to maintain confidentiality, this convention stems from emphasis on the creative process that is characteristic of the therapeutic approach. Exhibition of the artwork may shift the focus to the quality and aesthetics of the outcome and undermine the authenticity and spontaneity of the creative process. In some models, exhibitions are organized for people outside the studio (Thompson, 2009), and some models encourage sale of the participants' artwork as part of the therapeutic process (Griffith et al., 2015). Exhibition and recognition of the artwork gives the artist a presence and voice within the social space and this is empowering and therapeutic in itself; (e) Length: the length of the studio session is geared to allow an in-depth process; most of the publications that refer to the length of the sessions describe sessions that range from 1.5 to 2 h (61%) or beyond that, 3–6 h (31%). Most models of open studios operate regularly in institutions or communities; however, some models are implemented for a limited time as a response to specific situations that demand therapeutic solutions, such as natural disasters (Linton, 2017). These circumstances sometimes dictate the need for a temporary, portable studio (Kalmanowitz and Lloyd, 2011). The internal structure that art therapists carry with them makes it possible for them to set up a portable studio in a wide variety of settings. This internal structure includes sensitivity and awareness of the power of artmaking and imagery, its ability to represent human experience, and the belief in human strength and resources. The patient is not perceived as helpless and the therapist is not seen as the one who has all the answers. Moreover, imagery is interpreted in more than one way to allow the therapeutic process to reach its full potential. Moreover, this vision enables an atmosphere that encourages expression, engagement in the creative process and a tapping of individual resources (Kalmanowitz and Lloyd, 2011); (f) Theoretical foundation: Ideological and political considerations stemming from professional perceptions of pathology and health determine whether a certain model classifies itself as art therapy, or not. Questions then arise as to what makes the open studio a model for art therapy and how does open studio practice position itself within the defined boundaries of the profession (e.g., Kapitan, 2008). A study of community studio art programs designed to empower people with disabilities and support their integration into society (Vick and Sexton-Radek, 2008) revealed that studios in the US define themselves differently than their European counterparts. European programs do not define themselves as art therapy; moreover, they emphasize the artistic talent of participants as well as the outcome. The US studios, in comparison, influenced by traditional art therapy principles, value process much more than the artistic talents of the participants reflected in the outcome. Facilitators in American settings tend to work on artistic projects alongside the participants, as partners and to enable modeling; in European programs, in comparison, moderators offer participants aesthetic and technical feedback on their work. Furthermore, studios for participants with disabilities are based on the assumption that people who are dealing with an ongoing situation in life are not sick; efforts made to destigmatize disability through activities that have social value and help reduce the experience of “otherness” (Vick and Sexton-Radek, 2008) reflect this attitude. The European programs tend to describe themselves as “not art therapy” due to what seems to be a narrow and outdated belief that the role of art therapy is to interpret the patient's artwork in order to find psychological or pathological meaning (Vick and Sexton-Radek, 2008).


Table 2. Distribution of open studio characteristics.
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Vick and Sexton-Radek (2008) assert that art therapy has moved away from a narrow medicine-based approach and taken of new professional, social and rehabilitative dimensions. This necessitates a redefinition of the therapeutic boundaries of art therapy.




DISCUSSION

Results show that most of the literature about the open studio is from the 1990's or later. This supports Wix's (2010) claim that studio practice has been overlooked in the documentation of art therapy history even though it has had a key role in the development of this field. Wix (2010) asserts that art therapy's bias toward its psychological rather than its artistic roots created lacunas in both theory and practice. She argues that bringing the studio history of art therapy to light will ground the profession in its artistic roots (Wix, 2010). The many and varied descriptions of the open studio approach in the literature enable identification of common core principles that are not dependent on setting or type of population. The open studio approach is grounded in the central role of art and an open and non-moderated creative process. The facilitator is responsible for holding the space in order to allow for individual expression in a group setting. The length of the session enables engagement in the creative process; it is also important that the studio is a liminal space (Timm-Bottos, 2016) and has a special atmosphere. These “art as therapy” approach-based principles define the appropriate physical place, therapeutic and artistic space, and session length that allow full engagement in the creative process.

Beyond its common core principles, the open studio is a flexible therapeutic model that can be implemented among different populations and in different settings. The literature shows there are different names for interventions that have the same principles, and this variety of names also reflects the shift in focus from one model to another, for example, open studio group (Deco, 1998), open studio process (Allen, 1995), community-based art studio (Vick and Sexton-Radek, 2008), therapeutic studio (Kapitan, 2008), art hive (Timm-Bottos, 2016), disability studio (Lentz, 2008), inhabited studio (Kalmanowitz, 2016), and portable studio (Kalmanowitz and Lloyd, 2011).

The following two examples serve to illustrate the diverse range of open studio components, which are presented in detail in the chapter on results. This variety of practices corroborates Shapiro's (2014) claim that the open studio is a dynamic entity and its unique character is shaped by the participants' specific needs, the features of each specific setting and the facilitators' worldview. The OSP (open studio process), for example, emphasizes the spiritual aspect of the studio by combining art and writing. In addition to the creative process, it utilizes two central elements, intention and witnessing, as fundamental mindfulness tools (Allen, 2016). Another example is the studio-based practice implemented by an artist collective that combines art and music in Kerrville State Hospital. It includes exhibition of the participants' work across a wide range of platforms, including art exhibitions, cultural events, quarterly art magazines, fashion shows, performance opportunities, and more. Through these displays of artistic creativity, individuals are recognized for their contribution to society, and this reduces stigma both inside and outside the walls of this psychiatric institution (Peterson and Etter, 2017).

From a theoretical perspective, the open studio incorporates Winnicot's (1958) concept of “the capacity to be alone in the presence of another,” which, in his view, is one of the most important indications of emotional maturity. Winnicott suggests that the capacity to be alone develops in the presence of a reliable mother. The constant and dependable studio environment, including physical organization of the space and the presence of the group and facilitators, creates trust and makes it possible for the participants to “be alone” and engage in an internal dialogue through the process of artmaking (Deco, 1998).

Allen (2016) explores spiritual aspects of the open studio, and describes an energy or life force that is manifested through the creative process and images that emerge when one engages in artwork alongside another person, an action which involves taking risk and being open to the unknown. Each participant has something unique to bring to life and to share with others (Allen, 2016). McNiff (1995) addresses the “transformative spirits” that are embodied in the images created in the studio. He stresses the importance of the group, as it is inherently more intelligent, creative and resourceful than any individual; moreover, it represents the empowering support of a community that is shaped by a multiplicity of participants and images. McNiff (1995) perceives the studio as a vessel of creative transformation in which the creative process heals and transforms life.

Wix (2010) relates to the studio as a location that enables integration: “These locations of fruitful interdependency invite the reason of the heart to integrate with the reason of the mind and to foster engagements with self, materials, and others” (p. 182). Shapiro (2014) suggests that transference occurs in the art studio setting; the object of this transference is the studio space itself, which can perhaps be seen as fulfilling a co-therapist role. Participants often attribute magical qualities to this therapeutic space because it enables the expression of their inner and imaginary worlds. Honig et al. (2019), who study the role of studio practice in an art therapy training program, propose expanding the therapist-client-art triad, which offers a foundation for understanding the potential space of art therapy, to a pentagonal model consisting of therapist, client, art, space and group. This expanded model can provide a deeper understanding of the potential space of the art studio and enable exploration of the relations between therapeutic dimensions. Space and group, in addition to the participant, art and facilitator, are central dimensions in the open studio approach and they expand our understanding of the contexts in which therapeutic and artistic processes take place.

Moreover, it seems that the studio approach to art therapy mirrors the expansion of art therapy to social and community spaces (Kapitan, 2008). Timm-Bottos (2016) asserts that art hives, which are based on the community art studio, purposely blur the distinctions between art therapy, art education, critical cultural studies, popular pedagogy, public science, and creative arts, and create a liminal place between home and institution that allows for healing, reparation and innovation. Crane and Byrne (2020) relate to the open studio as a third space in art therapy education, in which the students explore their own capabilities and limitations through practice with art materials, as they undergo a creative process in the presence of others. This enables them to discover inner wisdom and embodied knowledge that is grounded in practice. The open studio is offered as a liminal space between academic classes and the experience of clinical practice, in which students are free to take risks and make the connections in order to experience and witness transformation as it happens (Crane and Byrne, 2020).



LIMITATIONS

This systematic scoping review has several limitations. First, because the search was done primarily in English and Hebrew, we may not have identified publications in other languages. However, as the term “open studio” is used in many disciplines, expanding the search terms to other languages would have created volumes of irrelevant data. In addition to English-language publications, the search identified nine publications in Hebrew, two publications in French and one in Spanish. If the search strategy had included the term “open studio” in other languages, additional publications may have come up in the search. In other words, we can assume that our findings do not represent all publications on the subject of the open studio approach to art therapy.

Another limitation relates to literature published before the digital era. It may be that articles published before the 1980's are not accessible through the systematic scoping of data bases, and earlier publications on the open studio approach may be missing from this present review. Nevertheless, it may also be that the studio approach to art therapy is less present in literature published before the 1980's due to trends in the development of the art therapy field (Malchiodi, 1995; Wix, 2010).

In addition, though this review includes chapters from books that are important to the thinking and practice of the studio approach, there is a possibility that not all book chapters were found and included in this review. Notably, publications of this kind are usually not included in systematic scoping reviews because they are difficult to locate.

Finally, as explained above, 14 relevant and yet unpublished findings were not included because we were unable to obtain them.



CONCLUSIONS

This review reveals an increase in publications relating to the open studio over time, the prevalence of this approach, and the increasing implementation of its various models among diverse populations in many contexts. Several common principles guide the practice of this approach. They are (a) the central role of art and artmaking in the healing process; (b) the studio as an enabling space; (c) the importance of individual expression within the group or community space; and (d) the role of the facilitator as enabling and encouraging creative processes. Studies on the therapeutic efficacy of the open studio approach reveal that open studios make a positive contribution to the lives of participants (Table 1). As this is the first systematic scoping review of this field, we sought to map out existing literature and outline the main characteristics of the open studio approach. There is room for further expansion of this review to include additional languages.

Findings revealed that most of the research is based on qualitative or mixed method studies. A review of the limitations referenced in these studies reveals that generalizations are difficult to make because of small sample sizes and short time periods; no comparative studies were conducted between intervention and control groups. There is a need for additional research involving larger samples and a longer time frame, and for comparative studies of intervention and control groups. At a time when there is a preference for evidence-based therapeutic interventions, and despite the need for rigorous quantitative studies that can support assumptions that the open studio is an effective therapeutic intervention, there is a lack of meticulous, empirical research.

In-depth studies that examine open studio participants' processes and experiences, as well as the studio's components and how they contribute to the therapeutic process, can shed more light on how the open studio serves as a therapeutic intervention in art therapy. In addition, findings show that there are very few publications and studies on how the open studio serves children, youth and seniors. There is room for more research on the use of this approach among these populations. A final topic for research is the way in which the open studio influences the community in community-based settings, and whether encounters between members of the community within the open studio have an impact on the community outside the studio.

In summary, the strength of the open studio model is its inherent flexibility, which enables implementation in many different contexts among diverse populations. In addition, this model encourages individual development within a group or community. It may be that these features, the expansion of art therapy to social and community spaces and the central role of art in the therapeutic approach contribute to the increasing prevalence of this approach. Furthermore, the open studio approach may be an appropriate response to the new social challenges that have emerged in recent decades, such as refugee crises or natural disasters.

The open studio approach represents a return to the roots of the art therapy profession where art serves as a foundation for healing and psychological transformation, as well as a move beyond the walls of the psychiatric hospital, to social and community environments. As Kapitan claims, “The “studio” in the largest sense is perhaps an archetype or deep structure wanting to be made visible and re-connecting art therapists to the places and communities they wish to belong in some fundamental way” (Kapitan, 2003, p. 14). This return to the core principles of the art therapy profession counteracts the trend of “clinification” (Allen, 1992) that perhaps represented a desire to be affiliated with psychotherapy and the mental health professions. It may signify that the field of art therapy is undergoing a significant differentiation and individuation process. In addition, it may reveal the impact of recent community mental healthcare approaches, such as the salutogenic or healing and resilience models. These models resonate with the open studio approach that emphasizes the health, strength, creativity and empowerment of the participant-artist.
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This longitudinal study, employing a mixed-methods explanatory design, explored the power of art to express aspects of one’s inner world using the joint drawing technique, which allows for observation and treatment of implicit representations of relationships. At Time 1 (T1, 1977–1978), 200 adolescents created a joint drawing with either a good friend or with a classmate who was not a friend and filled out the Intimate Friendship Scale (IFS) in relation to their best friend. In 2014 (T2), 36 women and 21 men from the original cohort completed the IFS with regard to a good friend and with regard to their spouse. The drawings were analyzed qualitatively to define pictorial phenomena that may be indicative of closeness. The analysis was conducted in accordance with the phenomenological approach to art therapy and with the principles of thematic analysis. Fourteen pictorial phenomena were defined, and a scale was constructed to quantitatively evaluate the extent to which each phenomenon was present in the joint drawing. This yielded a closeness score for each drawing. Quantitatively, no correlations were found between intimacy as measured by IFS at T1 and at T2. In contrast, there was a correlation between the degree of closeness in the joint drawing at T1, and the IFS score with the partner in T2, suggesting continuity over the 36-year time span. This correlation was likewise found when examined separately among participants who drew with a friend. The multivariate ANOVA (MANOVA) results showed a marginally significant effect for the interaction between closeness in drawing and drawing with a friend/non-friend – on IFS. An ANOVA showed that the IFS regarding the participant’s best friend and their romantic partner at T2 was higher when the closeness in the drawing at T1 was higher. There was also a significant interaction between closeness in the drawings and the participant’s IFS score regarding their best friend at T1. The differences between the joint drawing with the close friend and the non-friend are discussed. These findings, from a span of over 36 years, thus contribute to the validity of the IFS and the joint drawing technique when assessing closeness and intimacy.

Keywords: joint drawing, intimate friendship, closeness, internal representations, longitudinal study


INTRODUCTION

One of the central qualities of the art produced in the process of art therapy is its remarkable ability to express aspects of the artist’s inner world (Robbins, 2001). This quality contributes to the use of art as a way for clients to explore themselves and as a tool through which the therapist is able to observe and assess developmental and transformative processes in the course of treatment (Betts, 2012). In this mixed-method longitudinal study, spanning 36–37 years and following participants from adolescence to adulthood, we investigated this quality of art, focusing on its ability to express representations of closeness and intimacy.


Intimate Friendship in Adolescence and Adulthood

The development of intimacy in close-knit relationships is described by developmental psychologists as one of the main tasks of adolescence (Sullivan, 1953; Erikson, 1994; Gilmore and Meersand, 2014). According to Sharabany’s definition of intimate friendship, to successfully accomplish this task, teens need to establish relationships characterized by mutual closeness and trust with their peers. Within such relationships, adolescents feel free to be honest, spontaneous, and open with their friends. Intimate friendships involve a deep familiarity between the two sides, including an awareness of the friend’s feelings, preferences, and beliefs, as well as knowledge of details about their personal life. Such friends enjoy spending time together; in fact, they prefer to spend most of their time together exclusively with one another, without other peers. When they are apart, on the other hand, they tend to feel the absence of the friend in an acute manner (Sharabany, 1974, 1994a). The experience of intimacy in adolescence has also been found to be correlated with healthy psycho-social functioning (Chou, 2000; Rubin et al., 2004; Selfhout et al., 2009; Van Harmelen et al., 2016, 2017) and is a key contributor to developing healthy romantic relationships in later adolescence and in adulthood (Connolly and Goldberg, 1999; Scharf and Mayseless, 2001).

According to theoreticians and researchers, intimate relationships form a foundation of social support and contribute to healthy emotional, social, and personality development not only in adolescence, but in later years, and throughout a person’s life (Leone and Hawkins, 2006; Sneed et al., 2012; Carmichael et al., 2015; Waldinger and Schulz, 2016; Layman et al., 2019). The nature of the intimacy created within these relationships changes throughout the various stages of life, with each age period giving rise to different worries, needs, and stress factors that affect the intimate interactions characteristic of that particular phase (Sharabany et al., 1981, 2008; Sharabany, 1994a; Prager, 1997; Eshel et al., 1998). Intimate friendship in adulthood occupies a different niche than in adolescence. Several studies show that the introduction of romantic relationships affects partners’ other intimate friendships. Compared to single people and non-parents, intimate friendship among married couples and parents is lower (Eshel et al., 1998). Moreover, depending on the attachment style of the individual, adult friendship shifts toward one’s romantic partner at the expense of intimate friendships (Mayseless et al., 1997). Many studies document the different functions of adult friendship for men and women. While women’s friendships are based on self-disclosure as a central feature, men tend to base their friendships on common activities (e.g., Reis et al., 1985).

Close-knit relationships stem from the dynamics between individual people, dynamics which develop over time, and in response to a variety of different circumstances, and thus aspects of a close-knit relationship that were significant at one point in the relationship’s evolution may not necessarily be significant at later stages (Leone and Hawkins, 2006). Furthermore, various life events, as well as gender, age, family status, and social status, may affect the way an individual selects friends and establishes friendships (Pahl and Pevalin, 2005). Therefore, the nature of such relationships and the kind of intimacy involved may change in the course of a person’s life according to their particular circumstances. Nevertheless, research shows that people’s internal representations of relationships, as expressed in interpersonal relationships established by the individual, are somewhat consistent throughout their lives (Sharabany, 1994a; Chopik et al., 2014; Stern et al., 2018).

Internal representations of interpersonal relationships are based on memories of interactions with significant others that are aggregated into units of information and shaped by the person’s inherent individual attributes, such as gender, temperament, and so on (Brazelton and Cramer, 1991; Bernstein, 2004; Orbach, 2009). These representations constitute an internal working model (Bowlby, 1969), which functions as a kind of script for the individual, bridging between past experiences and current behavior and helping them decipher and adapt to the situation by organizing, structuring, interpreting, and shaping the way they perceive themselves and others (Beebe and Lachmann, 1988; Beebe et al., 1997). Internal representations have an explicit layer that is conscious, overt, and subject to verbal expression (Rudy and Grusec, 2006), as well as an implicit layer, which is unconscious, covert, and non-verbal (Stern, 2004; Araneda et al., 2010; Greenwald and Banaji, 2017). The implicit components consist of procedural information processing principles, behavioral strategies, and physiological regulation mechanisms (Fraley, 2002; Crittenden, 2006; Jones, et al., 2018), which in the course of an individual’s life manifest themselves as feelings, emotions, and behaviors, while remaining less conscious, less accessible to verbal expression (Fonagy, 2001; St Quinton and Brunton, 2017; Gavron and Mayseless, 2018), less conscious, and less manageable.

Although these two layers, the implicit and the explicit, are simultaneously present in every single interaction with the other (Greenwald and Banaji, 2017), various approaches have identified implicit communication as the key to understanding interpersonal relationships (Solan, 1991; Kiesler, 1996; Pally, 2005; Crittenden 2006). Nevertheless, the implicit and non-verbal aspects of interpersonal relationships are inherently difficult to study, and the research literature suggests that despite the importance of implicit communication in relationships, studies on the subject of intimacy in adolescence have thus far been conducted via the explicit means of self-reporting (Sharabany et al., 1981; Ferguson et al., 2018; Van Petegem et al., 2018). An art-based approach, which provides a look into the artist’s inner world, including its implicit aspects, may therefore have an important contribution to make to the research on representations of interpersonal relationships, including representations of closeness and intimacy, and their consistency throughout a person’s life, from adolescence into adulthood.



Joint Drawing as an Assessment

The use of art as an assessment is based on the notion that the work produced by the artist constitutes a projective space, wherein internal content can be externalized (Machover, 1949; Rubin, 1999). Pictorial phenomena may therefore reveal fragments of the artist’s inner world (Frank et al., 1994; Gilory et al., 2012). One of the common techniques used for the purposes of assessment in art therapy is the joint drawing, wherein two people share a single piece of paper to make a drawing. In the field of art therapy, the subject of joint drawing has been widely used as a tool to examine family relationships (Bing, 1970; Landgarten, 2013), relationships among siblings (Rehmann, 1979), among parents and children (Proulx, 2003; Gavron and Mayseless, 2015, 2018; Regev and Snir, 2017), among couples (Snir and Wiseman, 2016), among friends (Sharabany and Hertz-Lazarowitz, 1981; Sharabany et al., 1994; Sharabany, 1994b), among clients paired up with one another in group settings (Barker and Brunk, 1991), and among therapists drawing on a single page together with their clients (Silverman, 2013; Furneaux-Blick, 2019).

In each of these configurations, the joint drawing constitutes an invitation for the partners to interact on the page through color, movement, and shape (Snir and Hazut, 2012; Gavron, 2013). The joint activity of making the drawing allows the partners to express their representation of past relationships and to recreate situations that are typical of the partners’ relationship (Snir and Hazut, 2012). Joint drawing is a task that is new to most participants, and as such, it invites them to express implicit content that is nonconscious and hard to express verbally; therefore, the result provides a much wider and deeper insight into their psyche than that provided by verbal diagnostic tools (Gennar and Tamanza, 2014; Gavron and Mayseless, 2015; Snir and Wiseman, 2016). Various researchers have identified the joint drawing as an expression of non-verbal communication and pointed out how the collaborators’ perceptions of themselves, the other, their relationship, and recurring patterns of communication manifest themselves in this shared space (Sharabany and Hertz-Lazarowitz, 1981; Sharabany et al., 1994; Gavron, 2013; Regev and Snir, 2017).

According to the phenomenological approach to art therapy (Betensky, 1995; Guttmann and Regev, 2004; Hazut, 2014), in the context of joint drawing, the assessment process is based on the observation of pictorial phenomena, which manifest themselves both in the course of making the drawing and in the final product, and expresses the artists’ experience as well as their inner world. Proponents of this approach as a research and assessment tool maintain that these assessments are based on the study of perceivable and definable elements, which leaves little room for projection-based interpretation (Somer and Somer, 1997). Another advantage of this approach is that the definitions of pictorial phenomena and behaviors it employs, enable one to examine their correlations with external criteria, while applying the procedures of empirical research (Gavron and Mayseless, 2015; Snir and Wiseman, 2016). Hence, the present study has chosen to rely on the principles of the phenomenological approach in analyzing joint drawings, while focusing on their ability to express closeness and intimacy in relationships. The choice of this particular subject matter is based on previous studies in which researchers showed closeness and intimacy to be the central attributes of a relationship expressed through the joint drawing process (Sharabany and Hertz-Lazarowitz, 1981; Molad, 1991; Snir and Hazut, 2012; Gavron and Mayseless, 2018). According to these studies, closeness and intimacy manifest themselves in joint drawings through a variety of phenomena, such as pictorial continuity, use of shared or parallel elements, stylistic similarities between the two artists, proximity between the two artists on the page in a manner that does not create conflict or defacement, moderate contact between the two artists, completion and connection of one artist’s elements with the other’s, the presence of friendly images, and the absence of aggressive images (Molad, 1991; Snir and Hazut, 2012; Gavron, 2013).




THE PRESENT STUDY

The present study examined the correlation between expressions of closeness in joint drawings made in adolescence (some by pairs of adolescents who identified as close friends, and some by pairs who did not define themselves as friends) and intimacy in friendships, both in adolescence and in adulthood, as well as intimacy in romantic relationships in adulthood. We examined intimacy via explicit, declarative means, namely, a self-reporting questionnaire – the Intimate Friendship Scale (IFS; Sharabany, 1974, 1994b). The drawings, meanwhile, allowed for a wider assessment of closeness, including both explicit and implicit components of the relationships. Throughout the research, we asked what pictorial phenomena are indicative of closeness in joint drawings made by pairs of adolescent friends and classmates. We likewise wished to examine whether there was a correlation to be found between intimacy, as assessed and measured based on pictorial phenomena, and declared intimacy, as assessed and measured by way of the self-reporting questionnaire. An additional focus of our investigation was the question of whether closeness and intimacy remained consistent over the years, with the passage from adolescence into adulthood.



METHODOLOGY

The present research, which aims to study the evaluative attributes of joint drawings, is a longitudinal study based on data collection performed at two points in time, 36–37 years apart. It employs a mixed-methods explanatory design strategy (Creswell et al., 2003), which combines qualitative analysis of joint drawings with quantitative data collected via self-reporting questionnaires. This study is part of a larger research dealing with intimacy in close relationships (Sharabany, 1978; Herz-Lazarowitz et al., 1983; Vagman, 2014; Lev-Eshel, 2018; Chen, 2019; Maor, 2019).


Participants

The participants at the first data collection point (T1, 1977–1978) were 200 adolescents (born between 1960 and 1963) studying in grades 9 and 11 at two high schools in Northern Israel (Haifa). Whole classes were invited to participate in the study, and only a few individuals chose to abstain. Out of these, 107 also filled in questionnaires as adults at the second data collection point (T2, 2014). However, some of the data from T1 had unfortunately been lost, and thus ultimately the study consisted of 57 participants – 36 women and 21 men, who filled in the questionnaires at both collection points. The age of participants at T1 ranged between 14 and 17 (M = 15.71, SD = 0.99), and between 51 and 54 (M = 52.33, SD = 1.28) at T2. The participants who were located as adults and who agreed to participate in the second stage of the study did not differ in terms of intimacy levels in friendship, as measured in adolescence, from those who could not be located or did not agree to participate in T2 (t
(397) = −2.20 ns). Also, no demographic disparities were found between the two groups. The sample attributes are described in Table 1.



TABLE 1. Sample distribution by demographic variables.
[image: Table1]



Measurements


Sociometric Questionnaire (T1)

The adolescents were asked to specify the names of six same-gender friends with whom they “hang out,” as well as the name of their best friend. This information was used to classify friends and non-friends.



Relational Intimacy Questionnaire (T1 and T2)

Relational intimacy was measured in both rounds of research by way of the IFS questionnaire (Sharabany, 1974, 1994b; Sharabany et al., 1981). The questionnaire consists of 32 items, in which participants rate the extent to which each statement describes their relationship (1 = “This sentence does not describe my relationship at all” and 6 = “This sentence describes my relationship very well”). The 32 items cover eight dimensions, with four items composing each subscale: (1) frankness and spontaneity (e.g., “I feel free to talk to him/her about almost everything”); (2) sensitivity and knowing (e.g., “I know how he/she feels about things without him/her telling me”); (3) attachment (e.g., “I like him/her”); (4) exclusiveness (e.g., “It bothers me to have other people around when the two of us are doing something together”); (5) giving and sharing (e.g., “If he/she wants something I let him/her have it even if I want it too”); (6) imposition (e.g., “I can use his/her things without asking permission”); (7) common activities (e.g., “I like to do things with him/her”); and (8) trust and loyalty (e.g., “I defend him/her if needed”). Since the sample size was small, and in view of the large number of sub-scales, for the present study, we decided to use only the overall mean score on this scale, omitting the sub-scales, in order to reduce the number of statistical tests.

Participants filling in the questionnaire in the first round of research (T1) were asked to think of their best friend and give their answers based on their relationship with him/her using the IFS. In the second round of research (T2), participants were asked to fill in the IFS questionnaire three times: once for their best friend, once for a romantic partner, and once for a close family member. The present study utilized the first two: best friend and romantic partner. A higher score on this scale indicates greater intimacy. The questionnaire has content validity, discriminative validity, and criterion validity (Sharabany, 1994b). The total score reliability coefficient (Cronbach’s alpha) was found to be high in many studies in various countries (Chou, 2000; Mikulincer and Florian, 2000; Shechtman et al., 2002; Oliva and Arranz, 2005). In the current study, the scale’s internal consistency reliabilities of the overall score at T1 were α = 0.94, 0.84, and 0.95, for the general sample, and for male and female, respectively. At T2, Cronbach’s alpha was 0.95 for all of these three groups.




Procedure (T1)

The first round of data collection (1977–1978) was composed of three stages.


Stage A: Classroom Questionnaire

The IFS questionnaire (Sharabany, 1974) was administered collectively in the participating classrooms, without a teacher present, by a research assistant who read the questions out loud to the students. Three additional research assistants were present in the classroom to answer any questions that might arise. At the end of the process, the participants were told that some of them would be invited to take part in the next stage of the study in pairs. Since it was not possible to invite everybody, the researchers selected pairs of friends and of adolescents who were not friends, based on their sociometric declarations, at random.



Stage B: Selecting Pairs for Joint Drawing

Based on the results of the sociometric questionnaire, the participants were divided into three groups of pairs with varying degrees of reciprocity (reciprocal – both of the participants had included each other in their list of six; partially reciprocal – both of the participants had included each other, but not at the same rank on the list; non-reciprocal – only one of the two participants had included the other). Due to the sample size, this classification resulted in a final categorization of “friends” (reciprocal and partially reciprocal) and “not friends” (non-reciprocal).



Stage C: Making a Joint Drawing

Around 2–10 weeks after the completion of the questionnaires, the pairs were invited at random order to present themselves in a separate classroom, where they were asked by a research assistant to perform a number of tasks, one of which was the joint drawing task (Sharabany, 1978; Sharabany and Hertz-Lazarowitz, 1981). The category of friends-non friends as well as degree of reciprocity of friendship within the pair was unknown to the research assistant. The behavior of the pairs while drawing was observed and written down in detail on corresponding coding forms; this information, which detailed who drew which part in the joint drawing, assisted the drawing analysis phase.

Seated side by side, the pair were given an A3 size page and two sets of coloring materials. At one end of the page, there was a box with six colored markers: red, blue, yellow, green, brown, and black. At the other end, there was a box of colored pencils in the same exact colors. The placement of the two boxes was randomly switched from one pair to the next. The partners were instructed to make a drawing together (on the same page) and were given 12 min to accomplish this task.




Procedure (T2)

The second data collection round took place 36–37 years later (2014). Hundred and sixty of the participants in T1 were located via phone inquiries and online means, and 107 of them expressed willingness to continue their participation in the study. Once their consent was obtained, participants were sent a link to a set of online questionnaires, one of which was the IFS intimacy questionnaire utilized in the present study.



Ethical Aspects

The invitation to participate in the study was extended to the entire classroom. In the first round of data collection, both the students and their parents were given the option to refuse to participate in the study. Participants in the second round of data collection signed an additional consent form, as adults. The study was certified as ethical by the Chief Scientist at the Israeli Ministry of Education and received the approval of the Ethics Commission at the University of Haifa.




PART 1: QUALITATIVE ANALYSIS AND BUILDING A TOOL FOR THE ASSESSMENT OF INTIMACY IN JOINT DRAWINGS


Drawing Analysis Procedure

The analysis of the drawings was performed jointly by the authors of the present article, a team which consisted of an experienced researcher and practitioner in the fields of clinical and developmental psychology (Sharabany), two graduate students in clinical psychology (Maor and Haim), and two art therapists specialized in the study of joint drawings (Snir and Gavron). The purpose of this content analysis was to define the phenomena occurring in the drawings that might give some indication about the relationship between the artists. Based on the procedures of the phenomenological approach to art therapy (Betensky, 1995; Guttmann and Regev, 2004; Hazut, 2014) and taking into account, the results of joint drawing analyses we have conducted in past studies (Sharabany et al., 1994; Snir and Hazut, 2012; Gavron and Mayseless, 2015; Regev and Snir, 2017), we paid attention to the depicted images, their position on the page, and the way they were drawn (for instance, the amount of pressure applied through the drawing utensil or the continuity of the line). These are all phenomena that can be observed, described, and agreed upon (Betensky, 1995), and therefore, their definition constitutes a critical stage in research aspiring toward minimizing projection-based interpretation (Somer and Somer, 1997). In addition to relying on the results of previous studies and clinical instructions, we also strived to define, throughout this process, any potentially significant pictorial phenomena observed in the course of analysis, and as such, our analysis can be defined as inductive (Wall et al., 2013). Unlike the analysis procedure we employed in previous studies, which relied among other things on our observation of the creative process, in the present study, the analysis was ultimately conducted mainly through the investigation of the final product of the joint interaction. Additionally, we referred to the notes taken by the experimenters during the drawing process in order to understand which elements were drawn by which individual. The analysis was performed in the stages prescribed by the thematic analysis method (Braun and Clarke, 2006), which has been used as a means of processing visual artistic information in the past (Fraser and al Sayah, 2011; Chilton and Scotti, 2014). In the first phase of the thematic analysis method, becoming familiar with our primary data, we spread the drawings out on a table and looked at them while conducting a discussion and sharing notes about the different ways the adolescents reacted to the instructions and drew together. In the second stage of generating initial codes, which took place in an additional meeting, we defined, with no prior system of categorization, the pictorial phenomena that we perceived as significant toward understanding the relationship between the two artists of the drawing. These pictorial phenomena include use of similar colors by both artists or drawing two separate drawings side by side on the same page. In the third stage of defining themes, which took place in the same meeting as stage two, we defined the list of pictorial phenomena that emerged during the coding process. The fourth and fifth stages took place in a third meeting and involved reviewing the themes and defining/naming them. Each phenomenon was defined as a continuous five-point scale upon which the relationship between the partners can be defined, in a way that would be relevant to all couples in a comprehensive manner without creating data overload.



Drawing Analysis Findings

The qualitative analysis of the drawings defined 14 pictorial phenomena indicative of the relationship between the artists. The first and most significant among them refers to the shared drawing space and determines whether the work consists of one cohesive drawing in a shared space (such as in Figure 1), or whether it consists of two drawings drawn side by side on the same page (such as in Figure 2). This phenomenon was defined both as a scale between cohesive and separate, and as a dichotomy which divided the drawings into two groups (using a median): one cohesive drawing or two separate drawings side by side on a page. Each of these groups had pictorial phenomena that were applicable to it.

[image: Figure 1]

FIGURE 1. Example of a drawing exhibiting a high degree of closeness based on the analysis of the drawing’s content and pictorial elements.


[image: Figure 2]

FIGURE 2. Example of a drawing where the artists drew two separate pictures on the page.



Phenomena Applicable to Cohesive Drawings: Where the Two Participants Produced a Single Integrated Drawing

1. Drawing space: this relates to how much room on the page the cohesive drawing takes up. In comparing Figure 1 with Figure 3, we can see that the drawing in Figure 1 is spread over the entire page and takes up a lot of space, whereas in Figure 3, the drawing takes up relatively small areas on the page.

2. Distinctness: this relates to whether the contributions of each artists are distinct from the other, or whether the drawing consists of a single cohesive image/narrative (symbiosis). Figure 1, for example, despite being a cohesive drawing, contains distinct elements that were drawn by each of the artists separately, such as the house which was drawn by one partner and the tree which was drawn by the other, whereas Figure 4 consists of one central image, with few elements that can be attributed to any one single artist.

[image: Figure 3]

FIGURE 3. Example of a drawing exhibiting a low degree of closeness based on the analysis of the drawing’s content and pictorial elements.


[image: Figure 4]

FIGURE 4. Example of a drawing where the artists drew a single cohesive picture.




Phenomena Applicable to Separate Drawings: Where the Two Participants Produced Two Separate Drawings on the Same Page

1. Distance from center: this describes the difference between the distances of the two artists’ drawings from the middle of the page. In Figure 2, the two images – the guitar on the right side and the faces on the left side – are positioned at a similar distance from the center line; however, there were drawings where one artist’s drawing was closer to the middle than the other, and there was a difference in their positioning in relation to the middle of the page.

2. Distance from each other: this describes how far apart the two drawings are from each other, and conversely how close they are to the edge of the page. In Figure 2, the two artists maintained a relatively large amount of space between their two drawings (the guitar and the faces).

3. Shared materials: this describes whether the two artists used the same drawing implements or whether each part of the drawing was drawn using different materials. For example, in Figure 2, we can see that the two artists used markers.

4. Subject matter similarity: this looks at whether the two separate drawings have similar subject matter or whether they have two disparate subject matters. In Figure 2, for example, there is no discernable link between the depicted subject matters. On the right we see the image of a musical instrument, while on the left we see images of human faces.

5. Formal similarity: this looks at whether there are formal elements common to the two parts of the drawing.

6. Color similarity: this is a scale indicating the degree of similarity in the colors used for the two parts of the drawing. For instance, in Figure 3, despite the violent and disturbing subject matter, we can see both formal and color similarities between the two parts of the drawing. The shingles on the roof drawn in green pencil are similar both in color and shape to the hair drawn on the arm in marker by the second artist, which may constitute an unconscious attempt to create closeness in spite of expressions of aggressiveness. The red heart on the right side of the drawing is also similar in color and shape to the puddle of blood on the left side of the drawing.

7. Orientation: this looks at whether the figurative elements in each part are turned inward toward the middle of the page or outward toward the edge of the page. We can see in Figure 2 that the blue face is turned away from the other artist, in the outward direction.



Phenomena Applicable to Both Types of Drawings

1. Paired images: this scale evaluates the presence of images that come in pairs within the drawing. Figure 1, for example, is rich in paired images: the flowers to the right of the tree, the two human characters, and even the two central branches of the tree.

2. Aggressiveness: this examines the presence of aggressive images in the drawing. The blood and the decapitated head in Figure 3 are both examples of aggressive images.

3. Friendly elements: this evaluates the presence of friendly images (smiles, outreached hands, words of love, flowers, hearts, etc.), such as, for example, the smile on the face of the human figure on the right in Figure 1.

4. Difference in size: this compares the size of the elements or parts drawn by each artist, while examining how much room each element takes up on the page. In Figure 2, it appears that the two artists maintained relative parity in terms of the space each took up on the page.

For each of the phenomena defined above, we established a scale from 1 to 5, with the aim of evaluating to what extent each of these phenomena appear in the joint drawing. Next, the joint drawings were rated on the scales by authors N. Haim and Y. Maor, independently. The inter-rater reliability between the two authors was calculated using Cohen’s kappa test, and the values for the different subscales (see Tables 2 and 3) ranged between 0.56 and 0.84 (M = 0.73).



TABLE 2. Phenomena included in the closeness measure for joint drawings that consisted of one cohesive drawing.
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TABLE 3. Phenomena included in the closeness measure for joint drawings that consisted of two separate drawings on the same page.
[image: Table3]

For each of the two kinds of joint drawing – one cohesive drawing or two separate drawings on the same page – we calculated the closeness exhibited in the drawing based on the scores recorded for the relevant phenomena. After calculating Cronbach’s alpha coefficient for each scale, some of the phenomena were removed from the measure due to insufficient reliability. We found internal consistency coefficients of 0.39 for the remaining scales proper to cohesive drawings (“aggressiveness” and “friendly elements”) and 0.64 for the remaining scales proper to separate drawings (“distance from the middle,” “distance from each other,” “formal similarity,” “color similarity,” “orientation,” “paired images,” “friendly elements,” and “subject matter similarity”). The scales for the final list of phenomena, after removing those found to be not reliable, are presented in Table 2 for cohesive drawings and in Table 3 for separate drawings. Based on this analysis, each participant was accorded a score for closeness in the joint drawing (average of the scores recorded for the relevant scales of the measure, based on whether they drew one cohesive drawing or two separate drawings with their partner).





PART 2: QUANTITATIVE ANALYSIS EXAMINING THE CORRELATION BETWEEN DEGREE OF CLOSENESS IN THE JOINT DRAWINGS, AND INTIMACY WITH BEST FRIEND IN ADOLESCENCE, AS WELL AS INTIMACY WITH BEST FRIEND AND WITH ROMANTIC PARTNER IN ADULTHOOD

In the second part of the study, we examined the correlation between the degree of intimacy in relationships as measured using the self-reporting questionnaires in T1 and T2 and the degree of closeness as measured in the joint drawings. The study’s hypotheses were that:

1. A positive correlation would be found between the degree of closeness in the joint drawings and the degree of the individual’s intimacy in relationships with their best friend in adolescence, as well as intimacy with their best friend and with their romantic partner in adulthood.

2. This correlation would be different for pairings of friends as opposed to pairings of adolescents who were not friends.


Preliminary Intimacy Analysis

No correlation was found between intimacy in friendship during adolescence and intimacy in friendship or in romantic relationships in adulthood, but there was a significant positive correlation (r = 0.76, p < 0.002) between intimacy in friendship and intimacy in romantic relationships in adulthood. In comparing between men and women in terms of levels of intimacy, it was found that in adolescence, the degree of intimacy in friendship was higher among teenage girls [t(55) = −3.11, p < 0.001]. The full results of the analysis are aggregated in Table 4.



TABLE 4. Averages of Intimate Friendship Scales in adolescence and in adulthood, comparison between men and women.
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Correlation Between Closeness in the Joint Drawings and Intimacy

The study’s first hypothesis, according to which a positive correlation exists between the degree of closeness in the joint drawings and the degree of intimacy in the individual’s relationship with their best friend in adolescence, and with their best friend and their romantic partner in adulthood, was examined using the Pearson’s test.

In accordance with this hypothesis, a significant positive correlation was found between the degree of closeness observed in the joint drawings and the degree of intimacy with a romantic partner in adulthood (r = 0.30, p < 0.05). However, no correlation was found between closeness in the joint drawings and intimacy in friendship, either in adolescence or in adulthood.

In accordance with the study’s second hypothesis, when this correlation was examined separately for pairings of friends and non-friends, the findings showed that among friends (n = 46), the degree of closeness in the joint drawings was correlated with intimacy with a romantic partner in adulthood (r = 0.31, p < 0.05), while among participants who were paired up with non-friends (n = 10), the degree of closeness in the joint drawings, examined using the Pearson’s test, was not correlated with any of the three intimacy scores.

In order to investigate the effect produced by the degree of closeness in drawing, the friendship variable, and the interaction between them on the intimacy variables, while taking into account the existing link between the dependent variables and their common variance, we conducted a multivariate ANOVA (MANOVA). The closeness in drawing variable was converted into a dichotomous variable using the median, while the two independent variables were closeness in drawing and friendship among the drawing partners. The dependent variables were intimacy in friendship in adolescence, intimacy in friendship in adulthood, and intimacy in romantic relationships in adulthood.

The MANOVA results showed no significant effect of closeness in drawing, or of friendship, on the intimacy scales. However, a marginally significant effect was found for the interaction between both variables [F(3,48) = 2.36, p < 0.083]. At the ANOVA level, a significant difference was found between the two levels of closeness in drawing for both intimacy measures in adulthood: with the best friend [F(1,50) = 5.36, p < 0.025], and with the romantic partner [F(1,50) = 3.57, p < 0.065]. As can be seen in Figures 5, 6, intimacy with the best friend and with the romantic partner in adulthood was higher when closeness in drawing was higher.

[image: Figure 5]

FIGURE 5. Intimacy with best friend in adulthood and closeness in drawing (in adolescence).


[image: Figure 6]

FIGURE 6. Intimacy with romantic partner in adulthood and closeness in drawing (in adolescence).


The interaction between friendship and closeness also had a significant effect on intimacy with the best friend in adolescence [F(1,50) = 6.15, p < 0.017]. As can be seen in Figure 7, among friends, when closeness in the drawing was low, intimacy with best friend in adolescence was lower (M = 4.65, SD = 0.11) than when closeness in the drawing was high (M = 4.99, SD = 0.15). Conversely, among non-friends, when closeness in the drawing was low, intimacy with best friend in adolescence was higher (M = 5.05, SD = 0.23) than when closeness in the drawing was high (M = 4.39, SD = 0.28).

[image: Figure 7]

FIGURE 7. Intimacy with best friend in adolescence and closeness in drawing.





DISCUSSION

The present longitudinal study investigated the correlations between the degree of closeness indicated by joint drawings produced in adolescence, intimacy in friendship – both in adolescence and in adulthood, and intimacy in romantic relationships in adulthood. Two rounds of data collection were conducted 36–37 years apart. The study also focused on the question of continuity in the levels of closeness and intimacy over the years, in the transition from adolescence to adulthood. The study supports the validity of the tool of joint drawings as a way of looking at closeness and intimacy, and examines the possibility of change in one’s capacity for intimacy in close relationships through the evolution of the intimate friendship variable over time.

The study’s hypotheses were that there would be a positive correlation between the degree of closeness observed in the joint drawings and intimacy in close relationships in both adolescence and adulthood, and that this correlation would be different for drawing partners who were friends, as opposed to partners who were not friends. The hypotheses were partially confirmed.


Pictorial Phenomena Representing Closeness in the Joint Drawings

In the qualitative portion of the study, we defined pictorial phenomena, as observed in the joint drawings, which may attest to the degree of closeness experienced by the drawing partners. In the absence of thorough documentation of the joint drawing process and unlike previous studies in which we examined joint drawings (Snir and Hazut, 2012; Gavron and Mayseless, 2015, 2018; Yakovson and Snir, 2019), our analysis relied mainly on the final product. Nevertheless, we were able to define 14 pictorial phenomena, 10 out of which were found to be effective in assessing closeness in the drawings. The phenomena, which were defined inductively by way of the thematic analysis method, were similar in nature to the pictorial phenomena found and defined in the contexts of free parent/child joint drawings (Yakovson and Snir, 2019), structured parent/child paintings (Gavron, 2013), and joint drawings made by romantic partners (Snir and Hazut, 2012). Therefore, pictorial phenomena, such as distance between the marks left by each artist on the page, friendly or aggressive images, and stylistic similarity (subject matter, color, and form), were reaffirmed by the present study as acting in the capacity of “pictorial words” that speak of closeness and intimacy in the different contexts of pair drawing.



Closeness in the Joint Drawings and Intimacy

The assessment of the extent to which each pictorial phenomenon manifested itself in the drawings formed the basis for building a quantitative index to assess the existence of closeness in the joint drawings. In accordance with the first hypothesis, the degree of closeness in the joint drawings was found to be positively correlated with intimacy with a romantic partner in adulthood. The higher the degree of closeness exhibited in the joint drawing made by the individual in adolescence, the higher was the level of intimacy in their relationship with their romantic partner in adulthood. Similarly, the level of intimacy with a best friend in adulthood was higher among individuals who, as adolescents, had made a joint drawing that was classified as exhibiting a high degree of closeness, as opposed to those whose joint drawing was classified as exhibiting a low degree of closeness. The findings indicate that adolescents whose drawings exhibited pictorial markers of closeness (a cohesive collaborative drawing including more friendly and less aggressive elements; and/or two separate drawings with a smaller distance between them; and/or those with more similarities in terms of subject matter, color, and shapes), reported a higher level of intimacy with their best friend and with their romantic partner in adulthood, as compared with adolescents whose drawings exhibited less pictorial markers of closeness. These findings corroborate those from previous studies that established a correlation between expressions of closeness in joint drawings – such as physical proximity on the page, stylistic similarities, and the presence of predominantly friendly images as opposed to aggressive images – and assessment of various aspects of relationships through self-reporting questionnaires, thus supporting the validity of the joint drawing as a means of assessing relationships (Gavron, 2013; Snir and Wiseman, 2016).

Curiously, no similar correlation was found among the adolescents in the concurrently assessed degree of closeness based on the joint drawings and the intimacy questionnaire scores. Nevertheless, when it came to our second research hypothesis, it was found that the relation between closeness in drawings and intimacy in friendship in adolescence was not the same among drawing partners who were friends as among partners who were not friends. Among pairings of friends, the pattern we saw was similar to the one hypothesized, as well as to the correlation found when the dependent variable was intimacy in adulthood. Namely, when the degree of closeness in the joint drawing was high, the level of intimacy with the friend referenced in the questionnaire was higher than when the degree of closeness in the joint drawing was low. Among drawing partners who were not friends, however, the situation was reversed: it was individuals with high scores for closeness in the joint drawings who reported lower levels of intimacy with their best friends.

In light of this finding, we can hypothesize that adolescents with greater intimacy in their relationships with their best friends tended to draw in a more reserved, less collaborative, and more distant manner when asked to participate in a joint task with a classmate with whom they did not have close relations. On the other hand, adolescents who found it difficult to create intimacy in their relationships with close friends used the joint drawing task as an opportunity to connect and create closeness with a classmate who was not their friend. The use of art-making as a way of creating change, or expressing a desired circumstance, a dream, or a wish, has been written about by theoreticians (Cavallo and Robbins, 1980; Storr, 1991), recognized in clinical practice (Maclagan, 2005), and supported by preliminary research (Snir and Wiseman, 2016). The element of “wishes” in relationships is also a central component in the assessment of internal working models, perceived by many theoreticians to include representations of one’s self, the other, and one’s wishes for the relationship (Luborsky and Crits-Christoph, 1998). In other words, this finding may be explainable by the therapeutic quality of the joint drawing as an opportunity to create a desired interaction, one that differs from the explicit interactions the individual usually experiences in their existing relationships. These qualities are at the basis of the widespread use of joint drawings as a therapeutic tool and as a means of stimulating development and change, alongside their use as expressions of the artists’ representations and perceptions of relationships for assessment and diagnostic purposes (Gavron and Mayseless, 2018).



Intimacy Over Time

One of the central contributions of the present research is its observations regarding the correlation of variables measured 36–37 years apart. The findings show that there is a link between information about closeness gleaned from the joint drawing task completed in adolescence and intimacy in adulthood, and that expressions of closeness in a joint drawing made with a friend in adolescence were correlated with self-reported assessment of intimacy with a friend and with a romantic partner in adulthood. Accordingly, a correlation was also found between intimacy with a peer at adolescence as was measured by a self-report questionnaire, and intimacy in a relationship with a partner in adulthood, as measured using the same questionnaire. These findings are in line with the vast body of knowledge attesting to the interconnectedness between relationships with friends in adolescence and the development of romantic intimacy in adulthood (Sharabany, 1994a; Zimmer-Gembeck et al., 2001; Crockett and Randall, 2006; Furman and Shomaker, 2008; Allen et al., 2020). The link between the drawings in adolescence and the self-reported assessment in adulthood, across different periods of the individuals’ development, attests to the validity of the two measures. This fact emphasizes the importance of assessing intimacy also through artistic means, as a window through which we can gain a glimpse into expressions of the individual’s internal relational representations. In addition, the findings support the hypothesis that there is continuity in the individual’s close relationship from adolescence to adulthood, and this continuity is manifested in the individual’s representations of close relationships (Snir and Wiseman, 2016; Gavron and Mayseless, 2018).

Interestingly, no correlation was found between intimacy with a friend in adolescence and intimacy with a friend in adulthood, as measured by the self-report questionnaires. It is possible that this finding is related to changes that occur over time in the nature of relationships with friends. Theoreticians and researchers suggest that in adulthood, when people establish a romantic partnership and/or marriage, the number and quality of friendships changes (Kearns and Leonard, 2004); attachment and other emotional and supportive functions that were fulfilled by friends are more directed toward one’s romantic partner (Meeus et al., 2007).



Limitations of the Present Study

The long period of time over which the study took place provided us with an extraordinary research opportunity. Having said that, the fact that the study was not initially planned to be longitudinal, brought with it several limitations. First, the analysis of the joint drawings produced in the first phase of the research was performed long after they had been drawn, by researchers who were not present at the time of their making. As we know, information gleaned from observing the drawing process has been proven significant by previous research (Snir and Hazut, 2012; Gavron, 2013). Therefore, our ability to accurately assess closeness based on the drawings was limited. Likewise, assessing closeness in drawings that consisted of one cohesive picture proved to be more problematic in this study, with quite a few phenomena having to be omitted from the final measure due to insufficient reliability, resulting in only two pictorial phenomena proper to these kinds of drawings that ended up being factored into the closeness score. Here too, the fact that the analysis of the drawings was conducted by judges who had not been present during the process of their making minimized our ability to make any conclusions about closeness in these drawings (and, in this sense, weakened the odds of finding a correlation with the intimacy questionnaires in adulthood, which was ultimately found despite this drawback). In addition, the participants’ experience of the drawing task, which usually constitutes an inseparable component of understanding the drawings, had not been documented and was therefore not available to us at the analysis stage.

The size of the sample constituted another limitation. Individuals who had dropped out of the study over the years, drawings that had been lost and the division into sub-groups, lowered the number of participants significantly. Future research examining the correlation between intimacy in relationships and expressions of closeness in drawings in various contexts over time that will document the drawing process, the participants experience of the drawing task, and increase the sample size will be able to corroborate this study’s findings, as well as investigate gender differences, which were not examined in the scope of the present study. Another possible research direction would be to observe series of joint drawings made in the context of a romantic partnership and their ability to predict intimacy in the relationship over time. Similarly, it would be interesting to research the possible correlation between aspects of joint drawings made by parent/child pairings, and the children’s ability to develop intimacy in relationships as adults, as well as the ability to evaluate the efficacy of dyadic art therapy on the ability to stimulate change through joint drawings.
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This study introduces a music therapy project for young offenders through community collaboration and its efficacy through a mixed method. The project called Young & Great Music is carried out via collaboration among three parties, which are the educational institution, the district prosecutor’s office, and corporate sponsor, forming a tripartite networking system. In this paper, we present an efficacy evaluation of the project’s implementation with 178 adolescents involved with the juvenile justice system: 115 youth was on suspension of indictment and 63 youth was under supervised probation. Quantitative and qualitative measures were collected and analyzed to examine the efficacy of the project. The music therapy program was developed for 15 sessions based on the use of music to prompt positive resources through music making and song writing. The efficacy was examined using three scales; self-concept, resilience, and stress coping skills. The paired t-test showed that there were significant improvement in all three scales respectively (p < 0.000). In order to examine the group difference between suspended indictment and supervised probation groups, Welch–Aspin t-test was conducted due to unequal variance of the group. Results showed there was a significant group difference in self-concept (p = 0.006) and resilience (p = 0.022). The study further examined participant’s experience of music and perceived benefits. Twenty participants had in-depth interviews about their music therapy experience which were recorded, transcribed and analyzed. Of the 109 statements derived from a qualitative content analysis of the interview transcripts, music making and song writing was repeatedly reported as helpful in gaining “new perspectives,” “courage to challenge and pursuit,” “perseverance,” and “self-acknowledgment.” The positive result of the study showed that the collaborative networking of regional and social resource to support for adolescents at-risk was successful. The results of this project are promising and suggest that other arts-based rehabilitation services and programs should be developed and implemented in juvenile justice system. For this, strategies for program sustainability for long-term facilitation are needed.

Keywords: juvenile delinquency, at-risk youth, music therapy, Young & Great Music Project, tri-partite collaboration, community networking


INTRODUCTION

Adolescents who are involved in the juvenile justice system are commonly referred to as at-risk youth, defined as individuals who live with risk factors, such as personality traits, environmental characteristics, or family conditions, that have been shown to increase their likelihood of engaging in delinquency and other problem behaviors (Murray and Farrington, 2010). Developmentally at this stage, adolescents go through various emotional challenges from ecological, interpersonal or personal factors. If they have gained appropriate emotional skills to cope with negative moods and feelings, they learn to adapt to the social expectations. However, for adolescents living in the dysfunctional environment, often the emotions are either externalized through aggressive behavior or deeply internalized by repressing them. With such repression, emotional hyper or hyposensitivity, alexithymia, or any heavy feelings can elicit harmful or aggressive behaviors toward oneself and others (Engel-Yeger et al., 2016; De Berardis et al., 2017). Soon or later, if an appropriate rehabilitation therapy is not provided in time, such patterns of emotional coping can trigger any delinquent behaviors.

Among at-risk youth, many are the likely to be involved in criminal behaviors and depending on the type and frequency of the delinquent behavior, the juvenile justice system responds differently. Juvenile crime in South Korea is becoming a social issue, and rates of juvenile crime have risen in recent years. Although the number of juvenile offenders have reduced to 75,150 in 2018 from 84,026 in 2017 (10%), the offenders are becoming younger, more violent, and more likely to recommit crimes. In fact, one out of two offenders are convicted of different type of crimes, and the latency period is becoming shorter (Korean National Police Agency, 2020). The statistics show that over 25% of juvenile offenses are “accidental” crimes and nearly 10% are the result of curiosity (Supreme Prosecutor’s Office Republic of Korea, 2019). Without following up with rehabilitation, these youths can easily become reoffenders who commit more severe crimes, and moreover early involvement in the juvenile justice system would result in negative long-term outcomes for adolescents (Annie E. Casey Foundation, 2008).

In South Korea, when adolescents are charged with committing a crime for the first time, they are commonly given a 6-month conditional suspension of indictment, unless the nature of the crime is so severe as to warrant a harsher punishment. During this 6-month period, youth are required to complete a minimum number of hours of labor and community service. If they commit any type of crime during this period, they are likely to be prosecuted. Those who commit more severe crimes receive higher disposition, including supervised probation at a regional facility, where their daily schedule and whereabouts are continuously monitored and controlled. In other words, suspension of indictment is the lowest level response by the juvenile justice system and is often given to first-time offenders, while supervised probation is a higher response associated with more severe crimes and repeated offenses (Park, 2014).

Research shows that the arts have a positive impact on youth’s emotional and behavioral health (Cheliotis and Jordanoska, 2016). Especially for adolescents with emotional problems, the arts have been shown to serve as a therapeutic medium for communication (Ezell and Levy, 2003) and a safe space through which to release negative or excessive tension and energy (Kim et al., 2015). Arts can offer opportunities for creative self-expression in a contained and unthreatening environment, as any form or means of expression can be validated and respected. In one of the annual reports issued by the by the Western District Prosecutor’s Office in Seoul, Korea, they traced the recidivism rate among the youths with suspended indictment. The district attorney provided arts program instead of social labor hours to the youths with conditional suspension. After 1 year, it was reported that the recidivism rate decreased from 54% to 14% (Ewha Music Wellness Research Center, 2015).

Music as an art form has long been used as a therapeutic medium for youth involved in the juvenile justice system. Music has been used as a powerful catalyst promoting positive personal transformation through goal-oriented experience. For example, Genuine Voice was a short-term music learning program offered in a secure treatment facility (Baker and Homan, 2007). The program involved teaching musical composition and computer-based music sequencing to incarcerated youth. What was unique about this project was that it demonstrated the effect of lyric writing on personal expression. Through the writing process, the incarcerated youth learned to express various emotions, including forgiveness, healing, overcoming, and regret.

Good Vibration was another successful project for young offenders that provided opportunities to engage in creative music activities, such as composition, improvisation, and performance (Henley, 2015). It was a 1-week group project that leveraged intensive music experience to develop music-making skills. Music served as an outlet for emotional expression and self-actualization. Additional music programs targeting incarcerated youth include Music is the Answer in Israel, Music in Prisons in the UK, and Hip Hop Task Force in the United States (Baker and Homan, 2007).

Music can be used to address various emotional and psychological issues for youth involved in delinquency (Gold et al., 2017; Fairchild and McFerran, 2019; Santos, 2019). Various types of music therapy interventions have been offered to those in the juvenile justice setting, especially adolescents whose involvement in a criminal activity was due to a temporal misjudgment or impulsive behavior. It has been suggested that adolescents’ aggressive and impulsive behavior may derive from unresolved anger and impulse issues in the early stages of development (Turner et al., 2006; Grunwald et al., 2010). These issues may be the result of early experiences with victimization, dysfunctional family dynamics, unhealthy parenting, and trauma. Music is used to work with repressed unresolved emotions as a therapeutic outlet.

Among many therapeutic approaches for adolescents, positive psychology provides an appropriate rationale which emphasizes one’s resource rather than the problem itself. Based on the concept of positive psychology, resource-oriented therapy approach is formulated maximizing vital, creative and intrinsic motivation toward self-actualization using inner strength. Resource-oriented therapeutic interventions facilitate personal growth, expressive skills and ability to relate to others (Priebe et al., 2014). It is based on the premise that individuals have the potential to effectively deal with their own difficulties rather than passively being treated by somebody else.

Resource-oriented music therapy emphasizes the development and stimulation of a participant’s strengths and resources rather than the reduction of symptoms or cure of pathology. The focus is on the participant’s self-healing forces (Schwabe, 2005; Rolvsjord, 2016) via positive experiences, mastery, and coping rather than on difficult emotions, psychological conflicts, and problems.

The core features of resource-oriented music therapy involve four concepts (Rolvsjord, 2010). Firstly, it aims to nurture an individual’s strengths, resources, and potential. Resources are the center of attention and include musical competence. The development of such resources and strengths is connected to empowerment and experiences of positive emotions. The second concept is collaboration rather than intervention, taking the therapeutic relationship and self-authority of the participant into account. Third, the participant is viewed as an individual within their unique context, considering their social, structural, and cultural characteristics. This concept stresses the importance of interpersonal relationships. Lastly, music itself is seen as a resource. Therefore, it is important to provide diverse music experiences and opportunities so that the participants can access and maximize their strengths, resources, and potential in their internal world. Developing positive resource not only improves one’s self-concept but also reinforces one’s resilience of overcoming external life barriers and stress management (Schröder, 1997).

Collaboration is becoming a practical and essential concept in the fields of music therapy setting (Bolger et al., 2018). Collaboration is not only needed among the music therapy professionals but also at the community level. The core spirit of community of music therapy is networking and collaborating which means directly or indirectly working cooperatively with other professionals (Bolger, 2013; Stige and Aarø, 2012). Different countries have developed and provided arts-based rehabilitation or therapeutic programs for adolescents in prison, detention, and probation settings. Although a number of these programs are well-known music projects for at-risk youth, little has been reported on their long-term impact and effectiveness in reducing recidivism rates. Therefore, for sustainability of the project implementation, regional partners need to come together to form a collaborative network for the idea of rearing youth for the community.

The purpose of this study was to examine the efficacy of music therapy program provided through tri-partite collaboration on adolescents involved with the juvenile justice system and how the music therapy program helped the youths with their self-concept, resilience, and stress coping strategies. We also looked at whether differences existed between the participants with suspension of indictments and those under supervised probation. Lastly, we qualitatively examined the interview responses from a subgroup of participants to better understand the impact of the music therapy program on youth associated with the juvenile justice system.



MATERIALS AND METHODS


Formation of Tripartite Networking Model of Young & Great Music Project

The Young & Great Music Project was initially developed in 2014 to bring three key stakeholders together for the common purpose of nurturing at-risk adolescents in the community. The three parties, which are the university, the district prosecutor’s office, and local corporations, came together to form a tripartite collaboration for implementation of music therapy services. These parties are invested in supporting community interests and caring for community members, including youth. It is important that current program utilized regional networking of core figures to ensure program sustainability.

Each party had distinctive role in the collaboration for the project facilitation (Table 1). Firstly, the university was responsible for providing the needed human resources (i.e., therapy expertise) for professional program development and The university’s faculty was willing to use the professional knowledge and practice for the society. Secondly, the corporate sponsor was responsible for providing the necessary financial support for the project. Lastly, the district attorney offered youth who were granted the 6-month suspension of indictment the option of completing community service hours or participating in the music therapy program. If they chose the music therapy program, they were required to attend and complete 15 music therapy sessions to fulfill the conditions of their suspension. Mentoring team under district attorney provided escorts to the participating adolescents to confirm the attendance as needed.


TABLE 1. Tripartite collaboration of Young & Great Music Project: partner’s roles.

[image: Table 1]


Development of Resource-Oriented Music Therapy Program

The music project is formulated with music therapy interventions which utilizes music activities to achieve non-musical skills. In other words, music activities are formulated for personal and interpersonal goals using therapeutic music interventions. This is what differentiates music therapy from music learning or education. Music therapy sets the primary goal in achieving psychological and emotional well-being using music’s healing and therapeutic essence. Therefore, learning music comes only as a part of the process.

Young & Great Music Project is a 15-session program that is delivered in four stages: developing relationship with music and others and increasing self-awareness through the music experience (Sessions 1 through 3), identifying one’s resources and strengths (Sessions 4 through 8), identifying challenges and learning to use strategic resources (Sessions 9 through 12), and empowering one’s own inner strength through self-actualization experiences in music (Session 13 through 15). The session objective, content and music activities per stage are shown in Table 2.


TABLE 2. Resource-oriented music therapy for Young & Great Music Project.

[image: Table 2]


Participants

The participants were recruited from the project implemented in 2017–2018. From 215 adolescents, 178 who have successfully attended all 15 sessions and completed both pre and posttests participated. The participants were from two types of groups. One group had received conditional suspension of indictments (SI) and the other group was under supervised probation (SP) in an independent facility in the district. From SI group, 115 adolescents participated, and from SP group, 63 adolescents participated. Among 178, 163 were male and 15 were female. The average age was 17.5 years (Table 3). The total number of music therapy groups was 42, each group having 4–5 participants. The groups were formed considering their schools, relationship issues among them, and the timing of referral from the district prosecutor’s office.


TABLE 3. Number of participants and music therapy session groups.

[image: Table 3]For the SP group, their participation was voluntary. Because the music therapy sessions were held in the facility in which they resided, they could make the decision whether to take part or stay in their room. Once they agreed to participate, however, they were encouraged to attend all 15 music therapy sessions for group consistency.

Before the implementation of the program, orientation day was held to introduce about the music therapy program and its content. Adolescents, guardians, facility staff, mentors under the district prosecutor’s office were all invited to the orientation. Participant consent was received on the program orientation. The details of the program were communicated to the participants and their legal guardians before signing the informed consent on the participation and video/audio recordings of the session. Due to the nature of the study and the vulnerability of the participants, the entire program implementation and data collection procedures were strictly examined and reviewed by the district attorneys and university research team.



Project Implementation

The implementation procedure was as follows: The district attorney in charge of juvenile youth contacted the music therapy team at the university when an adolescent with suspended indictment opted to take part in the music therapy program instead of community service hours. Once the number of referred adolescents reached four or five, a music therapy group was formed.

For adolescents at the supervised probation facility, music therapy sessions were provided in the equipped music room, which housed the music instruments funded by the corporate sponsor. For the suspended indictment group, local mentors from the district attorney escorted the participants from the suspended indictment group and recorded their attendance which was required as part of the youths’ conditional conviction. The music therapy sessions were offered at the university facility fully equipped with instruments and recording devices.

As the final step, following the 15-week session program, the university facilitated a small concert at the regional art or concert hall where the participants sang their original songs and showed the music competency they had built during the program. This concert was funded by the corporate sponsor and was open to the public when the participants agreed (Table 4).


TABLE 4. Implementation process.
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Data Collection and Analysis

Data were collected using two different types of measures: quantitative and qualitative measures. In terms of the quantitative data, three scales were used to assess the efficacy of the music therapy program: participant’s self-concept, resilience, and stress coping strategies before and after the program. In the beginning of the program, the scales were distributed for pretest. After administering 15-week program, posttests were distributed to those who successfully completed 15-week program.

For qualitative data, following the completion of the program, additional interviews took place in order to examine participant experience regarding the perceived benefits of music. The interviews were carried out individually by the researchers for about an hour. Their interviews were recorded with consent. The procedures of participant recruitment, data collection, and interview process were reviewed and approved by the Institutional Review Board at the Ewha Womans University (IRB No. 125-14).


Quantitative Data Analysis

Self-concept: Self-concept was measured by the Self-concept Scale developed by Lee (1997), which consisted of 30 items that evaluated an individual’s physical and personal features from one’s own and other’s perspectives based on five-point Likert-type scales. The Cronbach’s alpha was 0.90, and higher scores meant more positive self-concept.

Resilience Scale of Korean Adolescents: Resilience was measured by the Resilience Scale of Korean Adolescents by Lee and Jo (2005). The self-report type questionnaire consisted of 48 items that evaluated intrapersonal characteristics related to cognitive, emotional, intentional, and spiritual resilience and external protective factors associated with family, school, community, and peer group psychosocial resources. The tool consisted of five-point Likert-type scales, and the Cronbach’s alpha was 0.91. Higher scores indicated higher levels of resilience.

Stress coping strategies: The Korean version of the Stress Coping Strategies (Kim, 1987), originally developed by Lazarus and Folkman (1984), was used to measure each participant’s level of stress coping strategies. The questionnaire included 27 five-point Likert type items associated with sub-factors of problem-focused coping, emotion-focused coping, meaning-making coping and support-seeking coping. The Cronbach’s alpha was 0.84, and higher scores indicated more positive stress coping strategies.

To compare changes in measures of three scales from before the program with those taken after the program, paired t-test was used. To examine the group difference between SI and SP groups, Welch–Aspin t-test was conducted due to the unequal variance between the groups.



Qualitative Data Analysis: Interviews

Twenty participants volunteered to participate in interviews after the completion of their 15-week music therapy program. Their individual interviews were arranged separately after the completion of other tools. The participants were asked to openly express any thoughts and feelings about the program and freely describe how music helped them if it was deemed helpful. The semi-structured questions allowed the participants to freely articulate whatever came to mind about their experience. The researchers who did not provide music therapy sessions carried out the interviews in order to hold neutral stance in the evaluation of the program implemented.

Qualitative data were analyzed using the qualitative content analysis method. Content analysis is a method of inductive analysis in which researchers continuously compare data to systematically derive meaningful units and categories. Qualitative content analysis is a method for organizing descriptive responses into the meaning segment of qualitative data. This is done by assigning successive parts of the material to the categories of a coding frame (Mayring, 2000; Schreier, 2012, 2014). The collected data were transcribed and statements were drawn for further categorization. The categorized themes were counted in order to verify the weight of experiential essence verbalized by the participants.



RESULTS


Analysis of Quantitative Data

The study conducted paired t-test to examine the pre to post changes after the program. Results showed that there were significant differences in all three measures: self-concept (p < 0.000), resilience (p < 0.000) and stress coping strategies (p < 0.000) (Table 5). Further the study examined if there were differences in the changes between the groups, SI and SP. As the group showed unequal variance, Welch–Aspin t-test was conducted. Among the three scales, result showed significant differences between the SI and SP group in self-concept (p = 0.006) and resilience (p = 0.022), and no difference in stress coping strategies (p = 0.061). The study further examined the effect size. According to the Cohen’s guidelines (Cohen’s, 1988), the difference between the group was large in self-concept (d = −0.59) and moderate in resilience (d = −0.49). In other words, the participants in SP group showed significantly greater changes in two scales than SI group (Table 6).


TABLE 5. Comparison of pre- and post-scores of self-concept, resilience, and stress coping strategies (N = 178).

[image: Table 5]
TABLE 6. Comparison analysis between suspended indictment (SI) group and supervised probation (SP) group.
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Analysis of Qualitative Data

The interview responses of 20 participants regarding their experiences in the music therapy program were recorded and transcribed. Using the content analysis method, researchers examined what were the types of resources and benefits that participants experienced in the music therapy program. After repeatedly reviewing the interview transcripts to delineate common themes regarding the participants’ music experience, five themes were identified. The themes are operationally defined as categories based on the operational definitions accordingly (Table 7).


TABLE 7. Types and operational definitions of inner resources experienced by the interviewed participants.

[image: Table 7]Based on the operational definitions of the initial categories derived from the data, participants’ statements were sorted accordingly. All participants provided multiple statements regarding the benefit of their music experience. Total statements drawn were 109, and these were categorized by the nature of the inner resource (Table 8). Among the five categories of resources, 49 statements were about new perspectives on life. These participants described becoming a different person and living a different life, breaking out of the negative thought patterns they used to have. Their wishes and wants were related not only to their own life but to significant others, such as parents, family members, and friends.


TABLE 8. Type of inner resources reported by the interviewed participants.

[image: Table 8]Statements regarding the meaning of accomplishments rated second (21 statements). These participants expressed joy about making their song lyrics and melodies. They were content not only with the quality of the music they mastered, but with the fact that they did not give up.

Participants also expressed gaining courage to challenge themselves and pursue their life goals (18 statements). Because the music experience provided in the program was new for most of the participants, singing and recording their own song to share with others required courage and effort. There were also statements that revealed perseverance and self-acknolwedgement. They willingly endured to master their musical work (14 statements). At the same time, some participants used the music making moments comming in contact with new thoughts, feelings, emotions and wishes (7 statements).



DISCUSSION

The purpose of this study was to examine the efficacy of a music therapy program called Young & Great Music Project for youth involved with the juvenile justice system provided through tri-partite collaboration in the community. The study showed that the participants in the music therapy program have gained positive self-concept, resilience and stress coping strategies during the 15-weekly sessions. The outcome of the study support the existing literature that music offered the opportunities to come in contact with their inner potentials and strength (Gold et al., 2017; Fairchild and McFerran, 2019; Santos, 2019). The outcome of this study further reinforce the use of arts as rehabilitative therapy medium for healing and reducing youth recidivism (Cheliotis and Jordanoska, 2016).

There are a few important implications from this study. Firstly, music provide vicarious experience for self-value through music making and playing. Musical tasks in the program reinforced a sense of control, the ability to make good choices, ownership of the music repertoire, and self-actualization through music making. This kind of self-ownership and self-authorship are two important components that can replace unresolved needs and fulfillment of a distorted identity, which otherwise were dealt with by aggressive means (Olson-McBride and Page, 2012). It was shown that adolescents often commit crimes to confirm their existential sense of self (Lee, 2013). In this aspect, the resource-oriented concept in the program was well in-tune with the participants.

In the same line, the interviewed statement showed that song writing prompted the participants to seek new perspectives and challenges. Among the various music interventions, lyric writing was described as the most successful way for the participants to access their unexpressed thoughts and desires, which led to making life decisions (Krüger and Stige, 2015). These experiences served as opportunities for greater self-exploration and to gain deeper self-awareness.

Secondly, both the quantitative and qualitative data showed that this program serves to be a pivoting moment for the participants, especially those with conditional suspension of indictment (SI group). The program was deemed as a ‘condition’ to waive the indictment, however, ironically this serves as an opportunity to heal themselves and go through major changes in their attitudes and thinking. In other words music therapy was given as a conditional obligation to fulfill the conditional suspension, however, most participants became to enjoy the music experience. Upon the termination of the program, some of them inquired about joining the program again.

Third, despite the fact that both groups showed significant improvement in self-concept, resilience and stress coping strategies, the supervised probation group showed greater changes. This may imply that the self-choice may have offered sincere and genuine personal work. Unlike the SI group, they volunteered to take part without any conditional obligation. Residing in the supervised facility may be rather limiting to explore something new and creative. Music may have offered them opportunities to meet these needs. Such effort is an indication of music prompting intrinsic motivation for better self, bringing a renewed attitude toward new experiences and openness (Daykin et al., 2013; Travis, 2013). These new sentiments and perspectives were evident in the interviews.

Fourth, the results of these study suggest important implications on how practical and utilizing aspect of music’s benefit should be facilitated via community collaboration. The spirit of this music project was that it was provided through the collaborative work of regional agents among university faculty, corporate sponsors, attorneys and staff from the district prosecutor’s office. The corporate involvement as a sponsor is crucial for sustainability of the project. The university’s commitment to share its knowledge with the larger community is similarly essential. Most importantly, district attorney subscribing to the mindset of providing help and healing to youth rather than punishment is also necessary, as they are the first party to encounter youth caught up in the juvenile justice system. The therapy opportunity the adolescents received despite of their offending conduct, brought a turnaround moment in their life. The shared goals and perspective of the tripartite enabled the project to continue on for the past 7 years in South Korea. Without this common purpose, the project would have been one-and-done effort with no lasting impact.

There are a few caveats of this research. As this project and research was carried out in a real world setting through community networking and collaboration involving those in the juvenile justice system, it was not controlled for optimal clinical trial condition. This means that one should keep in mind that the efficacy outcome derived from this study is based on within group pre-posttest design. For more in-depth findings of music’s therapeutic effect, random control trial design may be sought in the future studies.

Secondly, another caveat of this study is that therapist-related variable may have affected the result. Since there were more than one music therapist leading the session groups, therapists’ individual traits may have affected the outcome of the overall project efficacy. For youth involved in delinquency, interpersonal interactions are sensitive issue therefore, therapist quality and style can be an important factor that affect their motivation and level of participation. In this project, regular supervisions were provided to the therapists and the project outcomes are positive, however, therapist-related factor should be always considered in further studies as well.

Lastly, it would be essential to examine how music’s benefit continued in their lives after the completion of the program. A follow-up study to examine the maintenance effect of the music therapy program after certain period would strengthen music’ effect and further support the tri-partite networking and collaboration. Through examining the long-term impact of the collaboration, the networking can be systemized among the three parties as a model.

As a conclusion, there is an old proverb that states, “It takes a village to raise a child.” This applies to societies as well. When it comes to at-risk youth exhibiting delinquent behavior, it is for the community partners to come together and collaborate (Chong et al., 2020). It is insufficient to conceptualize at-risk youth as solely a familial issue. Instead, regional agents can play supportive and helping roles in providing guidance and support so the adolescents can become contributing members of society.
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The paper presents the potential benefits and conflicts of the encounter between Jewish ultra-orthodox (UO) children – belonging to a closed and segregated group – and art therapy – with its cultural, Western, secular, and professional characteristics. The paper describes the complex interface between the therapeutic use of art as a form of free expression and religious commandments and restrictions. The dialogue between art, therapy, and cultural religious boundaries is described through a case study of an 8-year-old UO boy and a secular female art therapist. Issues such as self-expression, gender roles, and identity exploration are discussed, emphasizing the unique characteristics, benefits, and conflicts of such an encounter.

Keywords: ultra-orthodox Jews, children, art therapy, secular therapist, inter-cultural therapy


INTRODUCTION

Ultra-orthodox (UO) Jews constitute 11% of Israel’s Jews. They are characterized by their strict adherence to halacha, the Jewish law, which covers every aspect of daily life. The UO community have stringent standards of religious observance and rigid and conservative dress codes. UO communities tend to live in segregated neighborhoods with their own educational system so as to focus on religious precepts and protect themselves from secular influences (Witztum and Goodman, 1999). They maintain a cultural distance from (and often a hostility toward) the surrounding larger secular society. Rabbinically established standards of modesty dictate behavior and dress, including the covering of the lower neck, arms, legs, and, for married women, hair. Modesty laws are intended to avert any inappropriate out-of-wedlock attraction or objectification (Bachner-Melman and Zohar, 2019). UO Jews also distinguish themselves by speaking in Yiddish, a language used by Jews in central and Eastern Europe before the Holocaust so as not to desecrate the holy Hebrew language. Today, Yiddish is increasingly limited to their community (Heilman and Witztum, 1997). Television, cinema and the use of the internet for anything other than livelihood is forbidden. Smartphones with censored “kosher” internet use are allowed in some, but not all UO communities (Hoffman and Ben Shalom, 2011).

Practicing psychotherapy, with its Western origins, with children belonging to the UO community raises unique questions regarding treatment goals and intervention techniques. For example, the basic assumption of sharing, so fundamental in Western psychotherapy, is questionable for members of this community coming for treatment.

One of the difficulties experienced by UO children is a state of “selflessness.” This evolves due to what is termed the “lost children” syndrome in UO society, whereby less emphasis is placed on individual expression when children are raised in large families (Goren, 2014). The present paper discusses how the UO Jewish commandments and norms regard issues such as the expression of personal feelings and the exploration of the self in childhood.

Art as a method of therapy enables a projective dialogue which can shed light on these themes. A case study of an 8-year-old UO boy and a secular female art therapist illustrates how art therapy may address these very issues, both facilitating healing, while also evoking conflicts.



CONTEXT

The case study took place in a children’s development center in Bnei Brak, the city in Israel most identified with the UO community. The children’s center offers paramedical treatments solely for UO children. The management and administrative staff were all from the UO community, while the therapeutic staff was mixed, secular and UO. When referred to a therapist, the parents were informed of the religious affiliation of the therapist. All the staff was required to dress according to the local modesty laws.



ISAAC

Isaac (pseudonym) was 8 years old when referred to art therapy by his physiotherapist, as she felt his progress was impaired due to emotional difficulties. Isaac’s mother agreed with this observation; she felt he was “not being normal,” acting childish and crying over every small incident. She said he felt he “was not loved.” His rabbi at school reported social difficulties and noted he was introverted and easily insulted. He described him as dreamy, moody and rated his overall functioning as below average. As the therapist felt his connection with his mother was a key factor in the therapeutic process, dyadic therapy was suggested. At first his mother was reluctant, saying he was the one in need of therapy. The therapist reflected to the mother the deep bond she saw between her and Isaac, as well as the strong impact she had on her son, arguing this could be used for Isaac’s benefit. She agreed to participate. In the dyadic therapy, she intervened frequently, leaving him little space and expecting things beyond his capacity. At times it seemed her interference was meant to prevent him from doing something wrong, awkward, or childish. In her presence, Isaac became quieter, allowing her to take the lead. He never confronted her. As often in therapy with UO children, the dyadic sessions ended abruptly, as the mother had to tend to her other many children. However, she did not end his therapy; perhaps because she was already seeing positive results, and also because the non-verbal projective nature of the intervention did not pose a direct threat to her cultural values. Once the mother was no longer present, Isaac went back to creating freely and with much investment. Due to the dynamic whereby Isaac tended to be subdued in his mother’s dominating presence, the therapist’s approach was to be as allowing and non-intervening as possible. Isaac was given complete freedom in his choice of materials. In the art therapy sessions, Isaac enjoyed working with fluid materials like acrylic. His works were idiosyncratic at first, in the sense that they were not understandable or communicative to the observer, and he often chose games intended for younger children. In the sessions, Isaac said he was unhappy at school as the rabbi hits if you make any mistakes. Thus, he never participated in the lessons. He felt as though the rabbi did not really know him and emphasized only cognitive functions and learning abilities. His parents assessed him according to the same criteria, but Isaac never directly talked about them. Through art and play, Isaac was able to express himself at his own pace. He revealed great curiosity, asking the therapist many questions regarding various topics and showed interest in the scientific aspects of materials and constructions. As his works became increasingly communicative and comprehensive to the observer, his mother reported less mood swings, wider social connections, and increased overall functioning.

As a secular art therapist, meeting Isaac’s therapeutic needs provided beneficial opportunities, while also raising many conflicts. Many of the therapeutic aspects involved inherent tensions between UO beliefs and what the therapist felt was necessary for Isaac to complete his therapeutic journey. The value of self-expression, prized, and cultivated in therapy, may be threatened outside of the safe container of therapy. Questions arose regarding Isaac’s ability to continue his inquisitive approach to the world as well as his ability to explore his own individuality. Would he be able to continue his journey of discovery without the actual artistic means of expressing himself? Would it not be dangerous to encourage something that later must be repressed? The case of Isaac offers a possible answer to these questions, as will elaborated in the discussion.



JUDAISM AND PSYCHOTHERAPY

According to the UO perspective, psychology is perceived as a method that undermines the very fundamentals of religion, or even wishes to replace them with its own (Hoffman and Rossman, 2012). Western liberal perception gives priority to individual liberty and encourages values of independence and autonomy, whereas religion emphasizes obedience to the divine law and to rabbinical authority. Thus, the UO worldview does not encourage the values of independence and self-growth but rather tradition and conformity (Frosh, 2004). The UO value solidarity and collectivism, whereas psychotherapy enhances the individual and the self (Haimovich and Leiser, 2017). According to the UO worldview, the human psyche is to be controlled by religion (Caplan and Stadler, 2012). Thus, tension between issues of self vs. collectivism and individuality vs. conformity were salient in Isaac’s treatment, as will be elaborated in the discussion.

The characteristics of this ideological self-segregated group are gradually changing, as the UO community becomes increasingly established, self-confident and well-integrated into influential power positions in Israeli society. These significant changes have contributed to their increased willingness to embrace both the ideas and practices of the general Israeli culture, which until recently were perceived to be “meaningless, aimless, rootless, characterized by vandalism, crime, juvenile delinquency, the collapse of marriages and psychiatric disorders” (Caplan, 2006). One of the fields of Western knowledge that is being gradually assimilated is the field of psychological theory and practice (Caplan and Stadler, 2012). Over the past three decades, there has been a positive change of attitude toward disabilities, with a substantial decrease in stigma concerning mental health and treatment (Schnall et al., 2014); previous shame and concealment are being replaced with a deeper understanding of the need to address such issues (Haimovich and Leiser, 2017).

When seeking mental help, the leading rabbinic authority forbids psychiatric patients to seek assistance from a psychologist or psychiatrist who is a heretic or atheist (Rube and Kibel, 2004) due to the concern that non-orthodox practitioners may introduce ideas that violate religious-cultural norms and values. For example, patient and therapist may not share the same goals for treatment and thus may each have a different view of what constitutes “successful” therapy (Heilman and Witztum, 1997). However, these concerns do not align with the results of recent studies suggesting that religious (and non-religious) patients may benefit equally from treatment delivered by religious and non-religious therapists (e.g., Rosmarin and Pirutinsky, 2020). This gradual opening toward Western therapy is what enabled Isaac’s therapist to work in this children’s center, despite holding a secular worldview.



JUDAISM AND ART

Treating a patient from the UO community requires understanding some of the basic beliefs and norms this community holds regarding the self as well as their attitude toward art. The creation of art is associated with materialist fulfillment. This is in contrast to the expectation among the UO whereby fulfillment should be achieved through worshipping God and attention should be focused solely on the spiritual and not the material. The UO perspective aspires to maintain order and harmony, whereas art invites disorder. The creative endeavor encourages doubtful thinking whereas UO Judaism dictates subordination. Art by definition requires being involved in the self, whereas Judaism encourages letting go of one’s own petty world and investing in religion (Tauzinger, 2019). Nevertheless, UO parents allow children to create art, an activity that is unacceptable for adults. Thus, art therapy remains a successful choice for UO children. On one hand, it is not perceived as threatening to assimilate secular ideas in children, while on the other hand, it allows intrapsychic processes to occur through the artistic materials, facilitating change.



JUDAISM AND MALE ATTRIBUTES

As a fundamentally traditional society, the UO hold very distinct gender expectations. From a young age, these roles are taught and undisputed. Men are encouraged to focus their lives on studying Jewish texts; women are relegated to functions that support their husband’s spiritual development, such as earning money, and taking care of the home and children (Bachner-Melman and Zohar, 2019). Judaism stresses behavior over psychology, and responsibility over identity (Cashman, 2015). Men are expected to be gentle and to avoid violent confrontations with other men.

For children, these expectations are instilled whereby boys are destined to be “learners” and girls are “tsedeykeses” (righteous women) (Benor, 2004). The UO boy is thus valued according to his learning skills. The school he attends indicates an important aspect of his future, and yeshivas can be classified according to the degree of restraint, control, and self-denial required of their students (Hakak, 2009). For UO boys the hero is not the conqueror of fortresses and vanquisher of enemies, but “he who conquers his passions,” particularly as expressed through the study of Torah (Hakak, 2009). Feelings such as pride, anger, and indulgence are considered negative manifestations with which one should struggle. All the more so sexuality, aggression, and desire. These and other so-called negative emotions must be “worked on” (Hakak, 2012). Isaac, having to conform to this ideal male image, could never be the hero his parents expected of him. He was also unable to nurture the hero he wanted to become, as will be elaborated in the discussion.



EXPRESSION OF FEELINGS

Open expression of anger is viewed as unacceptable and is actively discouraged by the UO. Children may learn to avoid the direct communication of feeling and as adults fail to act using constructive methods of conflict resolution. Instead, they may struggle to maintain a conflict-free appearance (Wieselberg, 1992). When the child is perceived as difficult by his parents, fathers may be subsequently led to display less acceptance toward him or her (Finzi-Dotan and Gilerenter, 2018). As mentioned above, boys are valued according to their learning skills and performance. Isaac was below average, which was a source of concern for his parents.

The obligation to revere and honor one’s parents is fundamental to Judaism and is included in the first five commandments. Biblical commentaries explain the identification of respect for one’s parents with respect for God. Parents are, therefore, the means of bringing God into family life and their authority is a prerequisite for the authority of tradition (Wieselberg, 1992). Hierarchy within the family, reflecting rules of power, is also religiously and socially sanctioned. The parental subsystem is expected to be highly authoritarian with clear executive functions in relation to the child subsystem (Finzi-Dotan and Gilerenter, 2018). Early in therapy the familial hierarchy must be addressed, with recognition of parental authority. Careful tracking of eye contact will usually reveal who is the authority that allows children to speak. The commandment “Honor thy father and thy mother” (Exodus 20:1–21) must be acknowledged and parents (particularly fathers) must give explicit permission to the children to describe what transpires at home (Wieselberg, 1992). A second important commandment instructs against the use of lashon hara, “negative talk.” This means it is forbidden to speak negatively about someone else, even if it is true. “Whoever of you desires life… guard your tongue from evil” (Psalms 34:12–13). Even recounting a negative event without using names is discouraged, for the listeners might be able to figure out the persons involved (Chafetz Chaim 3:4). In a therapeutic setting, these two commandments may paralyze children into silence, or prevent parents speaking about one child in the presence of another (Wieselberg, 1992). Moreover, some UO Jews do not wish to be treated by psychotherapy but with medication alone in order to assure the avoidance of discussing conflicts or the risk of expressing anger that may give the appearance of dishonoring one’s parents or one’s heritage (Rube and Kibel, 2004).

While Western culture, influenced by consumer culture, stresses dress, and external appearance as central for self-expression and self-realization, in the UO society, adhering to the UO dress code is a manifestation of one’s commitment to God and the community (Hakak, 2009). Boys have a strict and uniform dress code and it is a common sight to see all the girls of a family dressed identically. The impossibility of presenting one’s self through physical appearance is just one example of how expression of self-identity is discouraged.



DISCUSSION

Due to the stigma about mental health and behavioral problems in the UO population, one of the results is a preference to send their children to an art therapist rather than to a psychologist. Even though the religious authorities instruct to seek care within the UO community, it was the therapist’s experience that they sometimes felt more comfortable with her as a secular therapist because she could not recognize the family and thus issues raised in therapy could not cause potential future damage to the family’s reputation. It was also her experience that mothers often felt more comfortable confiding in her and allowing themselves to be heard in a manner they would not have voiced otherwise.

The following discussion will elaborate how the aforementioned aspects and beliefs of the UO way of life influence the therapeutic process, while highlighting how the unique characteristics of the arts serve as a beneficial treatment method in light of these factors.


Art as a Common Language

Western therapeutic traditions have often reflected and reinforced the status quo with their assimilationist and ethnocentric modus operandi. Art therapy provides an opportunity to respond differently through self-critique and scrupulous attempts to be a progressive and culturally sensitive enterprise (Hocoy, 2002). Inter-cultural therapy calls for a modification of the strategies for interaction. These modified strategies require both therapist and patient to find some common cultural ground on which to meet in order to enable them to “speak some common language” (Heilman and Witztum, 1997). Despite its Western origins, art therapy is regarded by some (e.g., Kalish-Weiss, 1989) as being less culture bound than other therapeutic modalities as it is less encumbered by linguistic expression. Furthermore, art is a form of communication where the artist communicates with his or her audience in a symbolic language that is commonly understood (Kramer, 2000). The role of art can offer a child an alternative means of communication which does not involve sophisticated speech. Instead, it offers the child another language, nonverbal and symbolic through which feelings, wishes, fears, and phantasies can be expressed (Case and Dalley, 1989). Sometimes it is enough for the child to create the artwork and few words are exchanged (Waller, 2006). This serves as a key factor as some of the UO children do not speak fluent Hebrew and art therapy utilizes art as a form of common communication lessening the barrier of language differences.



Art as Sublimation

Making art in the safe container of therapy may enable a child to get in touch with feelings that cannot easily be expressed in words; pain, rage, shame, and other difficult feelings are directed into the artwork which can then be shared with the art therapist and encourage positive change (Waller, 2006). The reflection of the self through art may be less intimidating and may assist individuals who are threatened by intimate engagement to continue exploring their emotions (Springham et al., 2012). The abstract framework of symbols and conventions in creating art enables a distance from reality and thus allows the child to enjoy the artwork without guilt or anxiety from what is being reflected or due to the reaction of the child’s surroundings. Through art a child may communicate their inner experiences in a sublimated, culturally and socially productive form. An object may emerge from destructive and aggressive feelings which can symbolize those feelings and thus prevent the patient from either internalizing them in unhealthy ways or acting them out in destructive ways (Kramer, 1971, 2000; Saunders and Saunders, 2000).

For UO children who are discouraged from showing emotions, and particularly negative emotions, this expressive yet indirect channel serves as an important opportunity. As a projective tool, art therapy allows UO children to openly express themselves without the fear of being disrespectful to their parents, without the fear of “lashon hara,” without the fear of breaking norms or harming their reputation as being a “good girl/boy.” Thus, art therapy’s indirect channel of expression serves as a key factor for all children, but is particularly significant for children from the UO community who are expected to silence and renounce negative feelings. For secular children, these feelings are usually contained to a certain extent, even if not encouraged. In Isaac’s case, he had many negative feelings arising in him. He could say he did not feel loved, but he could not freely express his fear of the rabbi, nor his frustration with his parent’s attitude. He even allowed his mother to feed him at the late age of seven, just to avoid her getting upset with his dawdling during lunch. The battle scenes in his artwork allowed him to “fight” the situation and express aggression in a sublimated manner.

When a child becomes deeply immersed in the physical process of painting it enables a loosening of control (Waller, 2006). For UO children this is a major benefit, for their everyday life is characterized by an expectation of self-restraint. The sessions with Isaac were a legitimate space for letting go; he no longer had to conform himself to fit the framework. The physical involvement in exploring art materials appears to be of great benefit to children. The physicality of the engagement with the art materials, the activation of the senses and the movement that occurs, triggers both body and mind (Czamanski-Cohen and Weihs, 2016). Some art therapists focus on the physical enjoyment, and the “play” elements of art therapy, as contributors for psychological growth (Case and Dalley, 1989). Working with clay for that matter, requires active involvement of the body. Aggressive regression is common in children, where violence and anger may be expressed through hand movements or with the use of clay tools in aggressive ways, such as stabbing, deep cutting, scratching, clasping, throwing, and smashing (Sholt and Gavron, 2006). Two-dimensional materials may be torn, cut, ripped, or crumpled. All of these options offer the child methods of sublimation that are expressive yet legitimate.

Isaac’s works involved three main themes: (1) maritime themes, dividing the paper into two worlds- above and beneath the surface of the water; (2) battle themes: scenes describing battles, usually in the water, including pirates and water creatures. Isaac was able to be the winner, powerful, and heroic; and (3) clay, which Isaac particularly enjoyed working with, investigating its qualities and constructive features. The two-dimensional worlds of his paintings transformed into clay kingdoms, with warrior figures, weapons, and an impressive clay fortress, replete with torches containing “fire” made from plasticine. His dreamy character, as described by his rabbi, now transformed into a rich imagination and fascinating stories. Isaac could obtain strength through play and art and proudly display his hidden talent as an artist and a constructor.

Art therapy allows children to play and make-believe, to dress up and act. A boy can become a hero by wearing a cape and “saving his friend,” by being the race driver and “rushing to the scene of the accident.” In UO society, boys are appreciated for their ability to memorize versus. Art therapy allows children to play diverse roles and explore various and additional ways of expressing their tendencies or feeling heroic. Isaac used to build constructions and make experiments with artistic materials, assessing their qualities. He clearly had the soul of a scientist. Yet it was unclear whether these qualities would be appreciated outside the therapy room. Art therapy enables children to play in a non-subordinated manner and free of judgment. Hopefully Isaac could translate his newfound curiosity into culturally accepted avenues of expression.



Art as a Means of Exploring Individuality

Children in the UO community have very little personal choice; every aspect of their life is predetermined and chosen for them, including their dress code, what they study, their future occupation, and in many cases, whom they will marry. Personal opinions are not considered a virtue but rather something to suppress. Art therapy not only allows but requires the ability to make choices. Engaging in such therapy requires an opinion and being active, as each session entails making many choices, such as what material to work with, what size paper, what color paper, which paintbrush, and which shades to use. When working with UO children, letting them decide for themselves is a major therapeutic objective.

Whereas UO children are constantly required to choose between right and wrong within a rigid structure (Wieselberg, 1992), art therapy offers many options of middle shades and flexible structures, which help develop useful coping mechanisms.

The exploration of identity often discloses contradictory aspects of the self. This is particularly important for UO children as they are exposed to a myriad of opportunities in the art therapy sessions. Relating to these opposites in the artwork enables integrating conflicting aspects in the personality. Examples include relating to the inside of a clay sculpture as opposed to its outside, or a soft or smooth texture in contrast to a rough texture. Working with clay (like all artwork) offers the opportunity to represent images that are distorted, intimidating, or ugly (Sholt and Gavron, 2006). By facing these qualities in their creation, the child, with the support and mediation of the therapist, can then accept these qualities in themselves.

According to Western perspectives, Isaac’s mother was highly controlling. She intervened in many aspects of the session, not allowing him to make any independent decisions. Even in light of expected norms of parental authority and obedience by children in the OU community, the extent of her interference and her candid lack of trust in her son, were prominent and exceptional. It was the therapist’s task to find a path in which Isaac could explore his wishes and express them without challenging his mother’s authority. In addition, the importance of this had to be delicately explained. It had to remain sensitive to what extent comment could be made on what is perceived by Western culture as invasive behavior by his mother, without undermining her authority. Was Isaac’s reluctance to confront due to his fear of losing the object’s love or out of religious values, or perhaps a combination of both?

Working with Isaac raised many questions regarding the above issues. The two worlds described in Isaac’s works above and below water signified contradictory aspects of his personality, which was enhanced by the therapeutic process. As a secular art therapist working in an UO setting, the therapist faced the dilemma of whether I should answer his scientific questions, or should I give the expected answer that everything has been made by God? Another question was how to mediate Isaac’s tendencies to his parents in a way that would encourage them to help him develop these tendencies and connect to his strengths. Art therapy can enable seeking an inner voice and opening a path to becoming one’s unique self. If mediated correctly and put in a therapeutic context, the process occurring within the framework of art therapy will most likely not pose a threat to the UO family, that is extremely concerned with the responses of the wider community. The mediation process with the parents was most successful when the therapist concentrated on presenting Isaac’s strengths which could serve him outside the room, such as in his studies through what is termed “hitpalpelut” – Jewish debating, which requires creativity through personal insights to Jewish texts. Isaac’s inner conflicts were not elaborated with the parents. Witnessing her son gain confidence and self-assurance, allowed Isaac’s mother to view him in a more positive manner. The therapeutic process enabled him to connect to his inner world and build his sense of self that was so lacking. This new foundation gave him the confidence to communicate better both at home and in school, despite not being able to directly express certain aspects of himself out of the sessions. He now felt as a significant member of his family, and his mother was clearly proud of him and testified that he dramatically changed. Art allowed a sublimated approach to intrapsychic processes, yet more importantly, the therapeutic process enabled the creation of a “potential space” (Winnicott, 1971/1991) where within the safe interpersonal field of therapy Isaac could connect to his playfulness and discover his authentic self. This authentic self was something that he could own and rely upon and that persisted outside of therapy as well. His mother noted this and appreciated his increased abilities at home and in school. Perhaps the bridge between the Western emphasis on individuality and the cultural norm of self-repression in UO society was the mother’s true wish to see her son’s increased sense of aliveness. This sense of aliveness need not be specifically expressed through art; it may simply be the ability to speak out, and to feel worthy of being heard and loved. Isaac improved in these aspects without creating any conflict in his surroundings.



FUTURE IMPLICATIONS

The unique characteristics and benefits of art therapy with children from the UO community can also be translated and applied to members of other fundamental societies both in Israel and elsewhere. In places where secular therapists who hold a worldview based on Western values interact with clients from societies that value conformity and self-repression, bridges must be built through which to foster trust and openness to the experience of therapy. As a non-verbal mode of communication, art therapy offers a unique bridge between such cultures. At the same time, the points emphasized above may enrich and stress the benefits of using art as a form of therapy also by a therapist from within the OU community. These therapists have recently become more prevalent due to processes of change in the UO population that have opened opportunities for pursuing a career in art therapy.
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This paper reports the results of a single case design pilot study of a music therapy intervention [the Active Music Engagement (AME)] for young children (age 3.51 to 4.53 years) undergoing hematopoietic stem cell transplantation (HCST) and their caregivers. The primary aims of the study were to determine feasibility/acceptability of the AME intervention protocol and data collection in the context of HCST. Secondary aims were to examine caregivers’ perceptions of the benefit of AME and whether there were changes in child and caregiver cortisol levels relative to the AME intervention. Results indicated that the AME could be implemented in this context and that data could be collected, though the collection of salivary cortisol may constitute an additional burden for families. Nevertheless, data that were collected suggest that families derive benefit from the AME, which underscores the need for devising innovative methods to understand the neurophysiological impacts of the AME.
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INTRODUCTION

Hematopoietic stem cell transplantation (HSCT) is used to treat malignant conditions that require high dose chemotherapy (and at times radiation therapy), as well as non-malignant conditions such as hemoglobinopathies (Guilcher et al., 2018). HSCT is a high-intensity, complex treatment that has many risks, with many pediatric patients and their caregivers experiencing high levels of emotional distress during transplant. Compared with other age groups, young children undergoing HSCT and their caregivers are at particular risk for heightened emotional distress, which is associated with physical symptom distress, as well as diminished quality of life and family function (Kazak et al., 1997, 2005; Best et al., 2001; Santacroce, 2002; Kazak and Baxt, 2007; Ingerski et al., 2010; Graf et al., 2013; Virtue et al., 2014). In addition, this acute emotional distress is related to traumatic stress symptoms after treatment ends (Stuber et al., 1996, 1997; Kazak et al., 1998; Hobbie et al., 2000; Kangas et al., 2002; Bruce, 2006; Ingerski et al., 2010). To date, few interventions have been developed to address the interrelated distress experienced by young children and their caregivers during acute medical treatment (Hatfield et al., 1993; Stuber et al., 1996; Kazak et al., 1997; Robinson et al., 2007; Ingerski et al., 2010; Virtue et al., 2014), with even fewer interventions specific to HSCT (Robb and Hanson-Abromeit, 2014).

The active music engagement (AME) intervention uses music play experiences to diminish stressful qualities of the treatment environment, encouraging the use of positive coping strategies to reduce the emotional and traumatic distress experienced by young children (age 3–8 years) and their caregivers (Robb, 2000; Robb et al., 2008, 2017). Early studies established AME as beneficial in managing child emotional distress (Robb, 2000; Robb et al., 2008, 2017) and explored caregiver benefit (Robb et al., 2017); with an ongoing mechanistic trial aimed at identifying behavioral, sociological, and psychological variables responsible for change (NR015789). To date, all of the AME studies have focused on short inpatient admissions for chemotherapy and psychosocial mechanisms of action. However, given the intensity and length of HSCT, we anticipate that AME may have even greater benefit and clinical utility in this patient population where the average inpatient stay is 3–8 weeks. We anticipated that translation of AME for HSCT would likely require changes to the intervention protocol, followed by formal exploration concerning AME feasibility/acceptability during transplant. And, in order to expand our understanding about how active music interventions work to mitigate transplant-related stress, we decided to also explore the feasibility/acceptability of collecting cortisol (a stress biomarker) from children and caregivers.

The conceptual framework for this study is based on Robb’s Contextual Support Model of Music Therapy (Robb, 2000, 2003a,b) and further informed by Kazak’s Pediatric Medical Traumatic Stress Model (Kazak and Baxt, 2007; see Figure 1). In this framework, recurring events related to HSCT treatment (e.g., symptom distress; invasive procedures) are viewed as potentially traumatic. Pre-existing factors (i.e., antecedents) influence caregiver appraisal of whether an event is experienced as traumatic or not traumatic. Research indicates that higher child and caregiver distress during HSCT is related to demographics (child/caregiver age, socioeconomic status) (Kazak et al., 2003; Stevens et al., 2006), higher distress and greater traumatic stress symptom during prior hospitalizations (Kazak and Barakat, 1997; Best et al., 2001; Barrera et al., 2004), and disease and treatment characteristics (diagnosis/transplant type) (Stuber et al., 1997; Kazak et al., 1998; Hobbie et al., 2000; Langeveld et al., 2004). As illustrated in Figure 1, the AME is designed to directly target potential proximal mediators of child engagement and caregiver-child interaction (Robb, 2000; Robb et al., 2017), and distal mediators of perceived family normalcy (Knafl and Deatrick, 2002), caregiver confidence (self-efficacy) about their ability to support their child during treatment (Steele et al., 2003), and occurrence of independent music play between music therapist led sessions. Outcomes specified in the model include child outcomes (emotional distress, physical symptom distress, cortisol, and quality of life), caregiver outcomes (emotional distress, traumatic stress symptoms, cortisol, and quality of life), and family function.
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FIGURE 1. Conceptual framework. Reprinted from Russ et al. (2020).


Investigation of biological pathways underlying the use of music to mitigate transplant-related stress is supported by evidence that increased hypothalamic-pituitary-adrenal (HPA) axis activity stimulates the release and production of inflammatory biomarkers, which in turn is associated with negative health outcomes for people undergoing treatment for chronic health conditions and their caregivers (Padgett and Glaser, 2003; Glaser and Kiecolt-Glaser, 2005; Costanzo et al., 2011). Cortisol is a steroid hormone secreted by the HPA axis in response to acute and prolonged stress, and assaying bodily fluids (such as blood or saliva) for cortisol is a method commonly used to index HPA axis activity in children (Gunnar and Quevedo, 2007). Few intervention studies have looked at cortisol in pediatric patients with malignant or non-malignant conditions (Lane, 1991; Walco et al., 2005; Post-White et al., 2009), and of those only one used music (Lane, 1991) and none involved caregivers. This is likely due to challenges associated with cortisol collection and its interpretation during cancer and HSCT treatment. Equally challenging is the ability to conduct fully powered, randomized intervention trials in low-incidence populations [such is the case with pediatric cancer and sickle cell disease (SCD)] (Moore, 2004; Kang et al., 2010; Rensen et al., 2017). To overcome these challenges, we used a single-case design study, which allows for estimation of intervention effects in small samples that are drawn from low-incidence populations. Details of the study protocol were published by Russ et al. (2020), with outcomes reported in this manuscript.


Current Study

As specified in our previously published protocol, the current study comprised two sets of aims (Russ et al., 2020). The primary aims were to: determine feasibility/acceptability of the AME intervention protocol during HSCT; evaluate clinical feasibility/acceptability of collecting data in this context, including collection of biological samples according to a rigorous schedule required when using a single-case design; and assess caregivers’ perspectives about the collection of these samples. Secondary aims were to examine caregivers’ perceptions of the benefit of AME and whether there were changes in child and caregiver cortisol levels relative to the AME intervention.

These aims generated five specific research questions:


(1)What proportion of eligible caregiver-child dyads consent to study participation, and what percentage of AME sessions do these dyads complete?

(2)What self-report and biological data can be collected during HSCT?

(3)What are caregivers’ perspectives about the relative ease/burden of biological sample collection?

(4)What are caregivers’ perceptions of the benefit (or non-benefit) of AME for managing distress, and enhancing family and quality of life outcomes for self and child?

(5)Are there observed changes in caregiver and/or child cortisol levels associated with the AME intervention?





MATERIALS AND METHODS


Participants

To address these questions data were collected in a single-group pilot study approved by the Indiana University Institutional Review Board. To be eligible for study inclusion, children had to be no younger than 3 years of age and no older than 8, were required to be undergoing inpatient HSCT for a malignant or non-malignant condition, and could not have a significant cognitive impairment that might limit their participation. A consistent caregiver had to agree to be present for music therapy and data collection sessions, and both the participating caregiver and child had to speak English. Dyads with children undergoing autologous transplants – in which children’s own stem cells are used – and allogenic transplants, in which stem cells are provided by a donor, were included in the study.

Four child-caregiver dyads participated in the study. In each case, the caregiver was the child’s mother, three of whom identified as non-Hispanic white and one of whom identified as non-Hispanic black. Mothers ranged from 34 to 42 years of age, whereas children ranged from 3.51 to 4.53 years of age at the time their participation in the study began. Two children were identified by their mothers as non-Hispanic white, one as non-Hispanic black, and one as non-Hispanic, more than one race. Although approximately 5% of families with children in the city in which the study was conducted speak a language other than English as their first language, all participants in the study reported that English was their first language.

Children from two of the dyads were undergoing an autologous transplant, and two children were undergoing an allogenic transplant. In Table 1, we provide abbreviated information for each parent/child dyad (e.g., child age, gender, and transplant type) to assist with data interpretation, while protecting participant anonymity.


TABLE 1. Child demographics, diagnosis, and treatment.
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Procedures


AME Therapy Sessions

All study participants were scheduled to receive two 45-min AME sessions each week that they were hospitalized for HSCT. All participants, regardless of transplant type, were expected to receive a minimum of eight AME sessions over 4-weeks. Each session was delivered to caregiver-child dyads in a private room by a board-certified music therapist (MT-BC) with 8 years’ experience working with children in acute hospital settings. The MT-BC tailored music-based play experiences to encourage active engagement in and independent use of music play as a way to manage distress. During sessions, the MT-BC provided repeated opportunities for caregivers and children to experience competence, autonomy, and meaningful interactions.

The AME intervention had three primary components: (1) therapist-led music-based play activities and sessions, (2) a music play resource kit, and (3) session planning and caregiver tip sheets (Table 2). At the start of sessions, the therapist and caregiver used a session planning sheet to identify child needs for that day (e.g., symptom management; movement; developmental), which provided focus for that specific session. This was followed by 30 min of music play with the caregiver and child. During session closure, using caregiver tip sheets, the music therapist would provide information about ways the caregiver and child could use music-based play to manage distress and maintain a sense of family normalcy while hospitalized and at home following discharge. The child and caregiver also received a music play resource kit to encourage independent use of music play strategies between scheduled sessions, and at home following discharge.


TABLE 2. Active music engagement (AME) intervention components and theoretical principles.

[image: Table 2]All study sessions were delivered by the same MT-BC who was trained on study procedures and the AME protocol before the study opened to enrollment. All sessions were audio-recorded and the MT-BC completed quality assurance checklists following each session to ensure consistent delivery and adherence to the intervention protocol.



Data Collection

Caregivers completed self- and proxy-report measures of caregiver and child symptom distress up to 30 days prior to their child’s HSCT admission (baseline), before and after AME sessions 2, 4, and 6, and in a clinic visit 100 days post-transplant (follow-up). Caregivers also completed semi-structured interviews within 2 weeks of follow-up. All measures and the semi-structured interviews were administered by trained staff who were not involved in the delivery of AME and interviews were audio-recorded to facilitate their transcription.

Biological data collection featured sampling of saliva (from caregivers and children) and blood (from children only). Saliva samples were collected up to 1 h before AME sessions, up to 1 h following, and again 1 to 3 h later using the passive drool method (i.e., caregivers and children drooled into a collection tube; see Törnhage, 2009). At the time of collection, participants provided information about whether they had recently eaten or had a drink and when they last slept. Blood was collected via a draw from children’s central line as part of their daily blood collection (between 4 and 7 a.m.). These data were collected using the same schedule on four treatment days (on which AME sessions occurred) and four control days (on which AME sessions did not occur) over the course of HSCT such that treatment and control days were always 1 day apart. Collection schedules differed for children undergoing autologous and allogenic stem cell transplants. See Figures 2–4 for additional details.
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FIGURE 2. Collection schedule for children undergoing autologous transplant. Reprinted from Russ et al. (2020).
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FIGURE 3. Collection schedule for children undergoing allogenic transplant. Reprinted from Russ et al. (2020).
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FIGURE 4. Simplified collection schedule for self- and proxy-report measures (ESAS), salivary cortisol, and blood cortisol. As shown in Figures 2, 3, the correspondence of AME sessions and data collection varied for children undergoing autologous and allogenic transplants; for illustrative purposes, this figure depicts days for a child undergoing an autologous transplant. Pre, Post, and Morning refer to the time of day during which samples were collected. Pre indicates that data collection occurred before the AME session, whereas Post indicates collection occurred after the session (Post 1 and Post 2) are used to indicate that data were collected twice after the session. C and T refer to control and treatment condition days within each pair of days on which data were collected for a given AME session.




Measures


Self- and Proxy-Report Measures

Caregivers completed eight items from the Edmonton Symptom Assessment System (ESAS; Bruera et al., 1991; Richardson and Jones, 2009; Hui and Bruera, 2017) eight times over the course of the study: at baseline, before and after AME sessions 2, 4, and 6, and at follow-up. The ESAS includes nine-items that measure symptom burden including physical and emotional distress. ESAS uses an 11-point numeric rating scale (0 = no symptoms; 10 = worst possible). Caregivers were asked to rate their child’s and their own distress using the timeframe “at this moment.” Caregivers completed five items about their child’s symptom distress (depression, anxiety, pain, tiredness, and nausea) and three items about their own distress (depression, anxiety, and tiredness). Composite indices of child and caregiver distress were calculated as the sum of the items regarding each topic.



Semi-Structured Interviews

Interviews began with an open-ended question to capture the overall experience (i.e., “Please tell me about your experience of participating in the music play sessions with your child”); followed by specific questions about perceived benefit (or non-benefit) of AME in managing stress, experiences with saliva collection, and the value of different intervention components (i.e., tip sheets, goal setting worksheet, and kit use).



Cortisol

Saliva samples were stored on dry ice immediately following collection and then frozen at −80°C. Samples were then assayed using an R&D Systems cortisol parameter assay. Following collection, blood samples were sent immediately to a pathology laboratory, where they were assayed using a Beckman Coulter UniCel DxI800 immunoassay system. The minimum cortisol concentration that can be detected using this assay is 0.40 μg/dL.



Data Analysis

Data analysis was conducted in two phases that reflected the primary and secondary aims of the study. A priori thresholds for feasibility were based on prior AME studies (see Robb et al., 2008, 2017) and reflect recruitment rates and usable data that would be necessary in future trials. Given that the number of children (age 3–8 years) who receive HSCT is relatively low, we established higher thresholds (>75%) for enrollment, session completion, and data collection. In the first phase, the percentage of eligible child/caregiver dyads that consented to participate in the study was calculated and compared to a pre-determined feasibility threshold of 75%. To address our first research question, the percentage of AME sessions that participating families completed was also calculated and compared to an acceptability threshold of 75%. The reasons that eligible dyads declined participation and planned intervention activities that did not occur as scheduled were also reported.

To address our second research question we calculated the percentage of planned self- and proxy-report measures that were collected and compared these percentages to a feasibility threshold of 75%. We also calculated the percentage of planned saliva and blood-based cortisol samples that were collected and the subset of these that yielded useable data. The percentage of cortisol samples collected were compared to feasibility thresholds for caregivers (85%) and children (75%). The percentage of samples collected that yielded useable data were compared to thresholds for caregivers (75%) and children (60%). Feasibility thresholds were set lower for child cortisol samples given greater possibility for challenges due to treatment side effects.

To address research questions three and four, semi-structured interviews were transcribed and then subject to a deductive content analysis54 using MaxQDA (version 18.2). Interviews were coded for categories and concepts and agreement was obtained by consensus. Question four was also addressed by graphing all responses on the self- and proxy-report ESAS measures of distress to visualize trends55 and then calculating Tau-U statistics (Parker et al., 2011) to compare reported distress prior to AME sessions 2, 4, and 6 with distress following those sessions. In this study negative values of Tau-U indicate that levels of distress decreased from pre- to post-session.

The fifth and final research question was addressed in a similar fashion, but using blood and salivary cortisol levels. All data were graphed and then Tau-U statistics were computed to compare all unique pairs of cortisol data points between the treatment and control conditions. For blood cortisol levels, the Tau-U statistics were based on the data collected at the beginning of each day, and the contrasts of interest were between these morning cortisol levels of treatment versus control days. Negative values of Tau-U indicate that levels of cortisol in blood were lower on treatment condition days than on control days. For the salivary cortisol levels, the Tau-U statistics were based on the area under the curve with respect to increase (AUCI) on treatment and control days, given that the collection schedule (featuring three samples on each day) allowed for values of AUCI to be calculated. The AUCI corresponds to the change in cortisol from the initial measurement (Pruessner et al., 2003), and therefore comparing values of the AUCI on treatment days to control days allows us to examine whether the amount of cortisol produced during and following the AME session (on treatment days) differed from the amount produced at approximately the same times on control days, when AME did not occur. Negative values of Tau-U for comparisons of the AUCI indicate that salivary cortisol levels were lower relative to baseline on treatment condition days than on control days.

Prior to the calculation of the Tau-U statistics, data were inspected for evidence of serial conditioning effects by comparing all unique pairs of data points within the control condition, which would be indicated by a systematic (i.e., non-random) trend in data points collected over the course of days corresponding to control condition. When these effects were detected, the Tau-U statistics were adjusted accordingly. The adjusted or unadjusted Tau-U statistics were then used to estimate z scores that corresponded to a standardized effect size of the treatment on cortisol levels for each participant and the sample as a whole.56



RESULTS


Phase One Analyses: Primary Aims


Study Participation and Completion

During a 4-month enrollment period, four caregiver-child dyads were eligible to participate in the study. Of these, four (or 100%) agreed to participate; this was 25% higher than our feasibility threshold of 75%. One dyad (dyad 3) completed all eight AME sessions as scheduled; two dyads completed seven sessions as scheduled. In one case (dyad 2) the child was discharged from the hospital before the last session occurred, and in the other (dyad 4) one session had to be rescheduled due to caregiver illness. In one case (dyad 1) three sessions had to be rescheduled because the child refused the session on the day it was to occur. Therefore, across participants 27 of 32 sessions (84.4%) occurred as scheduled, which exceeded the 75% feasibility threshold. However, it is important to note two points: first, with the exception of the final session for dyad 2 (prior to which the child was discharged), all dyads completed eight sessions after rescheduling; and second, that the primary caregiver (the child’s mother) was not able to be present for five of these sessions in the case of dyad 1 and for two sessions in the cases of dyads 3 and 4. In these cases the child’s father or grandparent was present.



Data Collection

Caregivers were scheduled to complete the self- and proxy-report measures of distress (the ESAS items) eight times over the course of the study (at baseline, before and after AME sessions 2, 4, and 6, and at follow-up). Although adults other than the child’s mother provided data when the mother was unable to do so, only ESAS data provided by the mother was used to avoid introducing variability due to different reporters into the analyses. The mother provided data at four time points for dyads 1 and 2, and six time points for dyads 3 and 4. Therefore, across all four caregivers the measure was complete 20 out of 32 times, for a completion rate of 62.5%, which fell below the feasibility threshold for the sample overall; however, the feasibility threshold was reached for dyads 3 and 4.

Saliva samples were collected from caregivers and children. As noted above, three samples were scheduled to be collected from both participants on each of the eight collection days. Therefore, 24 samples were to be collected from each caregiver and child. Across the four caregivers, 69 (71.9%) of 96 possible samples were collected, all of which were viable, meaning that cortisol concentrations could be calculated from the samples. Three of four caregivers provided 18 or more samples, all of which were viable (≥75%). Two children (child 1 and child 4) provided saliva for 54.2 and 20.8% of samples, respectively; 84.5% of these samples were viable for child 1 and all were viable for child 4. The remaining two children refused saliva sampling.

Blood samples were collected on all eight collection days for all children, exceeding the feasibility threshold of 75%. Across children, 27 of 32 samples were viable (84.4%), exceeding the feasibility threshold of 75%. All samples that were not viable were collected from the same child (child 2), and yielded cortisol concentrations that fell outside the bounds of the assay.



Caregivers’ Perspectives on Data Collection

Deductive content analysis of semi-structured interviews yielded the categories and sub-categories displayed in Table 3 along with corresponding exemplar quotations. Overall, caregivers perceived the saliva collection protocol as stressful for themselves and their child. While caregivers expressed a clear desire to provide and obtain saliva samples for the study, they also found the process to be challenging. All of the children experienced difficulty providing saliva samples using the passive drool technique. And, although the actual collection procedure was not difficult for parents, the frequency of collections and the need to refrain from eating and drinking for a prolonged period created further disruptions in their day, such as finding time to eat and shower. Given challenges with saliva collection, some caregivers shared that if possible, they would have preferred use of urine, blood, or stool.


TABLE 3. Categories, subcategories, and exemplar quotations for semi-structured interviews.
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Phase Two Analyses: Secondary Aims


Caregivers’ Perceptions of AME Benefits

Based on the analysis of transcribed semi-structured interviews, the AME intervention, adapted to the longer stay associated with HSCT, was a positive and beneficial experience (Table 3). Caregivers noted marked improvement in their child’s emotional and physical distress both during and after AME sessions. Caregivers reported that the opportunity to witness their child become happy and playful (when they had previously been withdrawn, in pain, and/or experiencing nausea) eased their own distress, and provided ways to connect with and support their child. In addition, session planning sheets, parent tip sheets, and the music resource kit functioned as intended – parents shared that these resources raised awareness and provided skills and resources to successfully manage their child’s distress outside of therapist-led sessions. Not only did parents find ways to use music, but they also witnessed their child using music to self-manage their own distress.

The proportion of data available for the proxy-report ESAS measures regarding child distress exceeded the feasibility threshold for dyads 3 and 4, and therefore these data were subject to analyses as described above. As can be seen in Figure 5, total symptom distress scores reported by caregivers for their children were lower at post-session than at pre-session for both children at each assessment. Values of Tau-U were calculated for the two children with data exceeding the feasibility threshold (child 3 and 4) to compare pre- and post-session distress scores. Levels of child distress reported for child 3 were lower at post-session than at pre-session at a level that was nearly significant (T = −1.00, SD = 0.51, z = −1.96, p = 0.050); a similar pattern was not observed for child 4 (T = −0.22, SD = 0.51, z = −0.44, p = 0.663). No serial conditioning effects were detected in pre-session levels of distress child 3 (T = −0.67, SD = 0.64, z = −1.04, p = 0.296) or child 4 (T = −0.33, SD = 0.64, z = −0.52, p = 0.602); therefore, no corrections for such effects were required.
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FIGURE 5. Child ESAS scores (as reported by caregivers).




Differences in HPA-Axis Activity

Our analyses were confined to the viable blood samples collected from all four children and the saliva samples collected from three caregivers. Table 4 reports the blood cortisol concentrations for child, while Figure 6 provides a visualization of the data for the three children for whom the proportion of viable samples exceeded the feasibility threshold. An inspection of this figure suggests two patterns in the data: first, regardless of condition (treatment or control), cortisol concentrations increased over time among child 1 and child 3, peaking at time of the third session, and then declining by the time of the fourth session. A similar pattern was observed for child 4, but only for days corresponding to the treatment condition. Second, there was no consistent difference in cortisol levels between conditions within pairs of days. The latter pattern was confirmed by the results of the analyses using the Tau-U statistic, in which no contrasts were significant for any subject (Child 1: T = 0.38, SD = 0.43, z = 0.87, p = 0.866; Child 3: T = 0.13, SD = 0.43, z = 0.29, p = 0.773; Child 4: T = 0.13, SD = 0.43, z = 0.29, p = 0.773) or for the group of subjects as a whole (T = 0.21, z = 0.83, p = 0.405). Note that no serial conditioning effects were detected in cortisol levels across control condition days for any child (Child 1: T = 0, SD = 0.49, z = 0, p = 1; Child 3: T = 0.33, SD = 0.49, z = 0.68, p = 0.497; Child 4: T = 0, SD = 0.49, z = 0, p = 1), and therefore no corrections for such effects were required.


TABLE 4. Blood cortisol concentrations.
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FIGURE 6. Child blood cortisol concentrations.


The caregivers of children 2, 3, and 4 provided viable cortisol samples for at least 18 (75%) of the 24 data collection points. Salivary cortisol concentrations for each viable sample are reported in Table 5 and visualized in Figure 7. Figure 7 also displays the linear trend (depicted by a line of best fit) in cortisol levels for every day on which at least two cortisol samples were collected (which comprised all but one treatment condition day across the three caregivers who provided salivary cortisol samples and eight control condition days). As can be seen in the figure, on each treatment condition day the nature of the linear trend was toward lower levels of cortisol after the first, pre-AME sample was taken, as indicated by the negative slope for the line of best fit. In contrast, cortisol decreased after the first sample only on three control condition days.


TABLE 5. Salivary cortisol concentrations and areas under the curve.
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FIGURE 7. Caregiver salivary cortisol concentrations.


The areas under the curve with respect to increase (AUCI) were calculated as described above and are reported in Table 5. We then used these AUCI values to calculate Tau-U statistics. For the caregiver of child 2, these analyses revealed that the AUCI was smaller on treatment condition days than control condition days at the trend level (T = −1.00, SD = 0.65, z = −1.55, p = 0.121). Similar differences were not observed for the caregivers of Child 3 or 4 (for both, T = 0, SD = 0.65, z = 0, p = 1). As in the case for blood samples, no serial conditioning effects were detected across control condition days (for all children, T = −1.00, SD = 1.00, z = −1.00, p = 0.317).



DISCUSSION

The current study was designed to address two sets of aims. The first set of aims concerned the feasibility/acceptability of implementing the AME intervention during HSCT and collecting data from young children (age 3 to 8 years) in this clinical context, and the first question among these aims was whether a sufficient proportion of eligible caregiver-child dyads would consent to participate in the study. The fact that over a 4-month period 100% of eligible caregiver-child dyads agreed to participate in our study (exceeding our feasibility threshold by 25%) strongly suggests that although HSCT is a high-risk treatment characterized by uncertainty and high symptom distress, caregivers of young children (age 3.51 to 4.53) are willing to enroll and provide biological samples making it possible to recruit a sample of sufficient size for a SCD study. Moreover, the fact that nearly 85% of AME sessions occurred as scheduled indicates that it is possible to implement the intervention while children are undergoing this treatment.

Consent rates and session completion rates for this pilot study are consistent with prior AME trials. In one prior pilot study, we had 80% enrollment and 100% session completion rate (Robb et al., 2017). In our current multi-site trial looking at AME during a 3-day inpatient admission we had 79% enrollment and 90% session completion, even at one of the participating hospitals where music therapy was a new service. Recruitment and informed consent were completed by a study member who was not part of the clinical care team; however, the music therapist had been working on the unit full-time for 5 years. The opportunity to establish good working relationships with bedside staff and the availability of music therapy as a support service commonly seen on the unit may have contributed to high session completion rates. In addition, although the majority of participants were new to the music therapist, she had worked with two families at some point prior to their transplant and enrollment in the study. Finally, due to the nature of the intervention, presentation of the AME study is often met with a high level of interest from children and their caregivers.

Having established that participants can be recruited and the intervention can be delivered, the next question was whether data could be collected according to the study design. On this point, our results were mixed. In the case of two dyads, caregivers completed the self- and proxy-report measures of distress at a rate that met our feasibility threshold. Where cortisol data collection was concerned, each child provided all eight blood samples, and for three children all samples were viable. Collecting saliva samples from children proved difficult, such that only two children provided any samples and in both cases the proportion of samples provided fell well below the feasibility threshold. In contrast, caregivers provided 72% of the scheduled saliva samples, which approached the feasibility threshold of 75%. The difference in the proportion of samples provided by children and their caregivers may be explained, in part, by the side effects of HSCT, which include dry mouth and oral sores that can discourage children from providing samples. In addition, high symptom distress coupled with younger child age may have contributed to lower sample acquisition. Although our enrollment criteria included children age 3–8 years, the average age for enrolled participants was 3.84 years making it impossible to examine whether older children would have experienced difficulty providing samples.

The results of the semi-structured interviews corroborate this explanation for low rates of collection among children, and also offer additional reasons that caregivers did not provide saliva samples at every time point. Chief among these was the fact the number and frequency of samples required by the SCD interfered with caregivers’ schedules, preventing them from drinking, eating, or showering over a number of hours. This, together with the need to collect samples from the same caregiver on each collection day across the 8 weeks of their participation and that these data were being collected in the context of a highly distressing treatment regimen (cf., Best et al., 2001; Virtue et al., 2014) had a compounded effect that resulted in additional burden for children and their caregivers.

The secondary aims of the study were to assess the benefits of AME via caregiver interviews, child ESAS scores, and cortisol levels in children and their caregivers. Interview data indicate the AME intervention was beneficial in reducing child emotional and physical distress, both during and after therapist-led sessions. In addition, caregivers experienced relief in seeing these improvements in their child and reported that they and their child used music-play activities and resources outside session to manage distress. These findings suggest that AME offers not only immediate relief during therapist-led sessions, but that it also helped children and their caregivers learn to use new strategies to manage their own distress between sessions.

In the case of the two children (child 3 and 4) whose caregivers provided sufficient ESAS data, visual inspection and analyses of child distress scores converged with those obtained from the semi-structured interviews. In both cases, the child’s caregiver consistently reported lower levels of child distress after the AME occurred, relative to before. Interestingly, Child 3, who had the most consistent (and significant) reduction in symptom distress had one of the hardest courses of treatment – meaning the child had an allogeniec transplant (which is associated with more frequent and intense side effects, compared with autologous transplants), and this child had Graft Versus Host Disease (GVHD) that was Stage 4, Grade 3. GVHD is unique to HSCT because it is essentially the immune system that is being transplanted. This makes it possible for both the child’s existing immune system to attack the new stem cells (graft failure) and the newly transplanted immune system to attack the child’s body (GVHD). Typical manifestation of GVHD includes skin rash, liver dysfunction and gastrointestinal symptoms like pain, nausea and diarrhea (Nassereddine et al., 2017). Future studies that take into account diagnosis and treatment intensity may help determine for whom AME is most beneficial.

Child 4 also had an allogeneic transplant, but for SCD. This is important because children with SCD have typically not yet encountered chemotherapy. While SCD is a disease with high symptom burden already, chemotherapy and prolonged hospitalization are difficult to prepare a family for. This often leads to higher levels of uncertainty for both the child and caregiver, and a potentially harder time adjusting to the experience of these new, intense side-effects (Hulbert and Shenoy, 2018). This is apparent in higher distress scores at baseline (compared with Child 3), and may explain markedly higher scores mid-treatment when symptom distress is particularly difficult.

Our analyses of cortisol concentrations in blood samples for the three children who provided samples revealed a consistent pattern of cortisol over time, with cortisol levels increasing from the first pair of data collection days to peak at the third pair, before declining by the fourth pair (with the caveat that for one child this pattern was observed only on treatment condition days). This pattern is consistent with other studies examining distress during HSCT, where distress increases over time as side-effects from and ambiguity about treatment outcomes increase, and then has a gradual decline toward the end of treatment as severity of symptoms decreases and counts stabilize (Phipps et al., 2002; Vrijmoet-Wiersma et al., 2009). There were also no differences in levels of blood cortisol concentrations on treatment and control condition days, though this must be interpreted with caution due to the schedule of the SCD. It is possible that on control condition days falling the day after a treatment day levels of morning cortisol are lower due to the AME session that occurred the day before; similarly, higher levels of morning cortisol on treatment days may reflect the fact that AME did not occur on the previous day and had yet to occur on that day.

Our analysis of salivary cortisol samples provided by the three caregivers who met our feasibility threshold revealed that caregivers were more likely to exhibit decreases in cortisol on days they participated in an AME than on days when they did not. This suggests that AME may have some impact on caregivers’ patterns of diurnal HPA-axis activity, or at least the portion of that activity which coincided with the times of day when samples were collected. To the extent that this activity reflects caregivers’ perceived stress, the AME intervention may have the potential to lower caregivers’ stress levels, a possibility that is congruent with the results obtained from semi-structured interviews conducted with caregivers. However, it must also be noted that only one caregiver was found to have systematically lower aggregate or overall levels of cortisol on treatment days relative to control days, and that this difference was observed at the trend level. It may therefore be the case that while AME has the potential to change the slope of caregivers’ diurnal cortisol, that change is not large enough to result in systematic differences in the overall level of cortisol produced.


Limitations and Future Directions

Our results clearly indicate that it is feasible to implement the AME intervention in the context of HCST. The results about collecting data with sufficient frequency to execute a SCD were mixed, as were the results about the benefits of AME that this design yielded. The mixed results regarding the benefits of AME clearly call for additional research. The question is what form that research should take. A randomized control trial (RCT) offers the same protections against threats to internal validity provided by a SCD, and is therefore an appealing option. The problem is that an RCT investigation into the benefits of AME would be very likely to be under-powered due to the low incidence rate of pediatric patients (age 3–8 years) undergoing use of HCST (Transplant Activity Report, 2019).

The question then becomes how to modify the procedures for a SCD study to minimize both the burden that data collection places on families and the amount of missing data. One clear lesson from the current study is that collecting salivary cortisol samples from younger children (age 3–4) in this treatment setting is infeasible. Another is that interpreting a single, waking blood cortisol sample is problematic. Taking one additional blood sample after the AME session occurred (and at the same times on control-condition days) would allow for a comparison of diurnal activity across conditions, which could be more readily interpreted. The caveat is that collecting additional blood samples can elevate the risk of infection, and so this additional sample would ideally coincide with blood draws for usual monitoring during transplant and must be taken in consideration with the appropriate weight-based thresholds in daily blood draws for younger patients (cf., Peplow et al., 2019).

Similar adjustments to collecting salivary cortisol samples from caregivers are warranted. Some caregivers disliked the passive drool method of saliva collections describing the process as “gross.” Switching to oral swabs is therefore recommended. It is also important to allow more flexibility in the collection schedule with caregivers. The HPA axis is a sluggish neurophysiological system in which change occurs gradually. Some parents delayed self-care activities, such as taking a shower, in anticipation of a scheduled collection. As such, reassuring parents that these activities will not interfere with collection is important. Allowing a caregiver to take a shower before providing a sample is acceptable, assuming the shower does not last for more than approximately 20 min. Similarly, allowing a parent to eat or drink in between samples is fine, as long as they do not do so immediately before providing a sample and try to avoid certain items that will contaminate the sample (e.g., highly-acidic beverages, such as orange juice).

It may be worthwhile to consider using additional or alternative stress biomarkers for use with children and/or caregivers. Collecting other biomarkers that are sequestered in saliva will pose precisely the same challenges as collecting salivary cortisol, and while it may be possible to collect blood samples from caregivers, the frequency with which those samples would have to be collected to support a SCD may be problematic. However, like the HPA axis, the autonomic nervous system (ANS) is highly responsive to stress, and there are many non-invasive measures of ANS activity that could serve as a stress biomarker. These include measures of global ANS activity, such as blood pressure, as well as more specific measures of the ANS’ two branches, the parasympathetic and sympathetic nervous systems, both of which can be indexed via cardiac monitoring.

Finally, as demonstrated in this pilot study, despite our focus on understanding the biological effects of active music on child and caregiver stress it is important to include brief symptom distress measures that are sensitive to change and to conduct participant interviews. As with any measure there are limitations; therefore, it is essential that investigators use diverse forms of measurement and inquiry to fully capture changes in child and caregiver distress.



CONCLUSION

This study investigated whether cortisol could be used as a stress biomarker in a SCD study to explore the effects of AME on children undergoing HSCT, as well as their caregivers. Our results suggest that it is possible to recruit a sufficient number of families to participate in such a study, and that the AME can be implemented as designed. However, they also suggest that collecting salivary cortisol from children and caregivers with the frequency required for a SCD creates additional burden for families already undergoing a difficult treatment. Nevertheless, we found that families are eager to participate in the study of an intervention they value and provide biological samples which underscores the need for devising more innovative, less burdensome approaches for understanding the neurophysiological impacts of AME in future research.
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Research in School-Based Art Therapy has been widely discussed in recent years, and the number of studies that examine staff perceptions and the special characteristics of art therapy within the education system has risen considerably. The current study explored the critical issue of adolescent clients’ perceptions of art therapy in school, from their point of view as clients. The methodology and data analysis were conducted according to the principles of Consensual Qualitative Research (CQR). The sample was composed of 12 adolescent clients, aged 14–18 (M = 16), who took part in in-depth semi-structured interviews. The findings were organized into five domains that emerged from the interviews: referrals and initial engagement with therapy, the setting within school, the nature of art therapy at school, the relationship with the art therapist, and the impact of art therapy on these clients. The analysis revealed that although some participants initially agreed to art therapy because it got them out of class and let them have fun instead, they realized after a period of time of art therapy that they were engaged in a personal and emotional process focusing on them which allowed them to express their feelings without the fear of judgment. Participants at times used the word “mother” to describe their relationship with the art therapist, and stated that the presence of the art therapist at school made them feel safer and helped them deal with day-to-day problems. School-based art therapy was seen as having specific advantages according to the participants. Having a therapeutic hour during a stressful school day was considered to give these students an opportunity to relax, and the art therapy room was perceived as a shelter. In addition, when the therapist was perceived as a supportive figure, the whole school experience tended to be perceived as supportive or enabling greater acceptance.

Keywords: art therapy, education system, clients’ perceptions, adolescent, school-based


INTRODUCTION

In recent years, increasing numbers of art therapists have been incorporated into the school system as part of the rise in therapeutic services offered by the education system, as well as the growth in interest and research on the school-based art therapy around the world (Randick and Dermer, 2013; Snir et al., 2018; McDonald et al., 2019b). Art therapy in school provides a broad support system for the client, generates an opportunity for collaboration between the various actors in the child’s life, and unlike work in private clinics, and allows therapists to engage in teamwork with teachers and staff, which helps alleviate their sense of isolation (Regev et al., 2015; Snir et al., 2018). A recently conducted systematic review showed that the art therapy may be beneficial for children and adolescents with post-traumatic symptoms, delinquent behavior, and for those who have not been diagnosed with specific difficulties but are faced with other life challenges (Cohen-Yatziv and Regev, 2019).

Studies have reported strong associations between students’ emotional state and their academic and social achievements in school (Paternite, 2005; Suldo et al., 2014; Gryglewicz et al., 2018). In addition, the school climate and environment have an impact on the emergence of emotional, personal, and behavioral problems among adolescents (Fisher and Brown, 2018; Ogden and Hagen, 2018). For example, being involved in bullying incidents, either as an attacker or as a victim, or being socially rejected at school, may increase the risk of self-harm in adolescents (Esposito et al., 2019). By contrast, a more extensive therapeutic staff available within the school may contribute to students’ sense of security, foster their academic achievement, and decrease violence at school (Mann et al., 2019). Effective involvement of the school system, including support from the educational staffs and parents, can contribute to the reductions in risk behaviors (Wang and Fredricks, 2014). This suggests that school may constitute an important place for identifying children and youth at risk, or those facing difficulties, and may be a setting that can provide them with appropriate early treatment (Dunne et al., 2017).

A preliminary review of studies of primary-school-based art therapy indicate that art therapy in school may contribute to improvement in classroom behavior and can help reduce resistance and anxiety disorder symptoms (McDonald and Drey, 2018). In addition, the ability to exercise choice, the availability of time to oneself, and the opportunity to create and share, were perceived by children in this study as beneficial elements in their school experience. These children reported that art therapy sessions helped them to calm down and contributed to improvement in behavior, learning, and concentration levels. Despite these findings, the children’s perceptions of the reasons for their referral to therapy showed a lack of clarity and understanding. There were also disparities between the rationale for referral put forward by these children and the one presented by their teachers. This may be due to the fact that age, developmental level and children’s reflective ability make it difficult for them to observe and report on the complexities emerging from school-based art therapy, in addition to the role of the relationship with the therapist (Deboys et al., 2017; McDonald et al., 2019a).

Despite the acknowledgment of their rights as early as the 20th century, adolescents have only recently been perceived as a population with specific needs and characteristics (Dunne et al., 2017). Their specific needs are associated with the many physical and cognitive changes that occur during adolescence, but are also related to pressures and demands from the environment (Gatta et al., 2014; Ogden and Hagen, 2018). The difficulty of coping with maturation can manifest in behavioral disorders, mood disorders, depression, anxiety, or even lead to suicidal tendencies. This underscores the importance of developing appropriate responses to adolescents’ needs, since lack of support can negatively influence their development of social and behavioral competencies (Dunne et al., 2017; Gryglewicz et al., 2018).

Qualitative studies have examined the adolescents’ perceptions of psychotherapy, to better understand their specific perspective as clients. The findings indicate that adolescents are concerned about the therapist’s criticism, but also want the therapist to reveal themselves to some extent (Eyrich-Garg, 2008). Research has shown that adolescents value mutual respect and equality in their relationship with the therapist, and crave their therapist’s attention (Everall and Paulson, 2002; Gibson et al., 2016).

Understanding clients’ perceptions of the therapeutic process, therapists’ interventions, and their willingness to change, are all crucial factors in enabling the process of change (Levitt et al., 2016). Thus, a better understanding of clients’ specific constellations of traits and attitudes toward therapy, and their grasp of the benefits of the therapeutic process can help therapists provide an appropriate therapeutic response (Levitt et al., 2016; Noyce and Simpson, 2018). The present study explored how adolescents experience and perceive art therapy they receive at school, within the inherent complexity of the school setting. Specifically, it aimed to define the essential factors contributing to the therapy, from the point of view of adolescent clients.



MATERIALS AND METHODS

The methodology and data analysis were conducted according to the principles of Consensual Qualitative Research (CQR), which are based on phenomenological perception, and are designed to understand participants’ internal subjective experiences in-depth by integrating positivistic ideas (Hill, 2015). In the CQR method, the interviews are examined by at least three judges until agreement is reached on domains and core ideas emerging from them, thus enabling the emergence of different points of view that enhances the quality of data analysis. The researchers apply their clinical skills to comprehend and make sense of the data. At the same time, they are cognizant that this type of study does not generate an objective ground truth but rather constitutes an attempt to reach a consensus with regard to a subjective experience (Hill et al., 2005; Hill, 2015).


Participants

The sample was composed of 12 adolescent clients, aged 14–18 (M = 16), eight girls and four boys. They had all taken part in art therapy sessions in a school setting for more than a year, individually or in groups. All the participants had relatively high verbal abilities, which were required since the primary mode of data collection in the present study was interviews.

The participants were enrolled in six different schools, from different areas of Israel, and were being treated by eight different art therapists. Three participants were in regular educational settings, five were in a regular educational school for at-risk youth, two were in special education classes within a regular school framework, and two were studying in a special education school.

Five of the participants were in individual therapy, five in group therapy, and two participants received both individual and group therapies during the year of the interview (Table 1).



TABLE 1. Demographics.
[image: Table1]



Tools


Semi-Structured Interviews

According to the CQR method, the primary research tool is a semi-structured, in-depth interview (Hill, 2015), which provides a means to explore the participants’ subjective experience (Creswell, 2014). The interviews were based on open-ended questions, which gave the interviewees great latitude to construct their answers in a way that seemed meaningful to them.

The interviews dealt with the interviewees’ experience of art therapy at school, their perceptions of art therapy (e.g., “tell me what art therapy in school means to you”), the therapeutic setting and the relationship with the therapist (e.g., “tell me about your relationship with the art therapist, who is she for you”), the influence of art therapy on the student’s entire school experience (e.g., “has being in art therapy affected your relationships with your classmates or with the educational staff?”), and the influence of the school setting on the experience and therapeutic process (e.g., “how does the art therapy integrate into the school routine?”). Then, as a function of the participant’s responses, more detailed questions were asked to further explore the topics mentioned, or not yet addressed, by the interviewee (Hill, 2015). As part of the data collection and analysis process, and to refine the research tool, adjustments were made to the interview guide as the interviews progressed.



The Researcher as the Research Tool

In qualitative-constructivist research, the researcher constitutes the research tool and forms an integral part of the study. However, this involvement raises methodological issues that require the researcher to have a clear-cut position, and work toward separating this position from the situation being studied, to be able to rethink the meanings of the experience (Creswell, 2014). Furthermore, the background and experience of the researcher are important components of the researcher as research tool (Shenton, 2004). Note that here, that the students did not know the first author, who was the main researcher and interviewer in the study. However, as a result of her years of working with adolescents in the education system as part of the educational staff, she felt a connection to this population.




Procedure

To recruit the participants, we reached out to art therapists, directors of therapeutic centers, school administrators, and educational consultants. These individuals located potential students who met the inclusion criteria. All interviews took place in the schools where the students were enrolled. Each interview lasted from 20 min to 1 h. At the beginning of the interview, participants were told that they could stop the interview at any time, and that their identity would be kept confidential. As a part of the informed consent, the participants and their parents authorized the recording and transcription of the interviews.



Data Analysis

As stipulated in the QCR data analysis method (Hill, 2015), three of the authors conducted the data processing and analysis in three stages. The first author of this article was, at the time of this study, a graduate student in art therapy. The second and third authors are art therapists and experienced researchers in the field. In the first stage, based on three interviews, each author analyzed the transcripts to extract the main domains arising from the data. Then, we met to discuss and reach a consensus on these domains. In the next stage, each author extracted the core ideas from the interviews, after which we met again to reach a consensus about core ideas. The last phase was carried out by the first author. This consisted of analyzing all the interviews to extract the domains and core ideas defined in the consensus stage.

In the description of the findings, the phrase “most participants” refers to over 75% of the interviews, the phrase “some participants” refers to 25–75% of the interviews, and the phrase “a few participants” refers to less than 25% of the cases (Hill, 2015). If an issue appeared more relevant to special or regular education students, it was noted as a specific related core idea.



Ethical Considerations

Recruitment for this study was complex. There were cases where the therapists or the directors of therapy centers were concerned that the client’s identity will be inadvertently disclosed or that the study would impact therapy. Once collaboration was obtained, the art therapist forwarded the researcher’s contact and information to the parents. After obtaining parental permission, the study was presented to the adolescents, and if they also agreed to be interviewed, an interview was scheduled. In the explanatory letter addressed to the adolescents and their parents, it was made clear that participation was voluntary and that they could end the interview at any time without repercussions. They were also told that their responses were confidential and that all shared information would be kept anonymous, so that their identity would not be revealed at any stage of the study or in publications. In addition, the clients were told that the information provided in the interviews would not be passed on to the educational or therapeutic staff at the school, or their family, and would only be used for research purposes. The study was approved by the Chief Scientist at the Ministry of Education, and by the Ethics Committee of the Faculty of Health and Welfare at the University of Haifa.




FINDINGS


Referral and Initial Engagement in Art Therapy in the Education System


The Referral Process and the Presentation of Art Therapy to the Clients

Most of the participants noted that they were referred to art therapy by the school’s educational staff, mainly educators, and counselors. The way therapy was mediated to the clients appears to have varied and at times, the presentation was either incomplete or unclear, and needed to be reformulated for each client individually. Some participants stated that they knew they were being referred to therapy to treat their emotional, personal, or classwork-related-stress issues, such as for example, their drive to excel: “because they think I study too much and that I need to stop from time to time and see that… I don’t always have to get to the top, I am too stressed.”

A few participants stated that therapy was presented as an art lesson or as an hour of talking or fun, without any mention of psychotherapy: “They said let’s arrange it for you once a week, you’ll have your down time, free time when you can do whatever you want, do art, talk, you can also sit and not do anything….” Some participants commented that this way of presenting the art therapy as a non-study hour instead of being in class convinced them to go to therapy: “At first it was more about avoiding class.” A few participants, all of them are students in special education frameworks, said that they knew in advance that they would be getting art therapy as a part of their school schedule: “It goes along with the classroom activities. Even in the last school, it was like that.”



Therapy Expectations and Goals

Some of the participants indicated that they did not have clear expectations, but came with an open mind, and were willing to see whether therapy was right for them. A few talked about their negative expectations and fears at the beginning of the art therapy sessions, which were associated with their uncertainty about privacy or lack of rapport with the therapist: “I thought, what is this BS? I don’t need it; I can handle things on my own. I was very closed off and didn’t trust anybody.” Some of the participants said that they expected the therapy to involve art-making alone, or only talking, and did not expect to develop a close relationship with the therapist.

Some of the participants were able to specify the initial goals they set for themselves in therapy, whereas others struggled to describe these goals throughout the entire interview. Some of the goals were associated with social issues, such as their wish to “be better socially,” or improve their communication skills with peers and family. The goals associated with the school context were associated with the school system’s ability to support them. The personal goals were related to having more self-confidence and greater self-expression, acceptance, and self-esteem: “I wanted to make myself more open… I wanted to present myself in other ways and be more confident. To be able to talk about my feelings without anyone judging me.”




Therapeutic Setting in the School System


The Time and the Space for Art Therapy

This core idea deals with the technical features involved in providing art therapy in an educational setting. Two key factors emerged: how to fit art therapy into the school schedule and the physical setting of the art therapy room.



Fitting Art Therapy Into the School Schedule

All the participants pointed out that the art therapy hour is a permanent feature in the school schedule, takes place once a week, and is an integral part of their weekly routine at school. A few participants noted that therapy was scheduled during their free lesson, or at the end of the day, so that they did not get a break or could not go home early: “My session, it’s a little bit of a bummer because normally I could go home earlier, but never mind….” A few others noted that their therapy time was scheduled during another class hour and that they had to catch up on the lesson. Most of the participants indicated that they did not feel that therapy was negatively influenced by the holidays and other discontinuities related to the school calendar.



The Physical Setting of the Art Therapy Room

All the participants were satisfied with the art therapy room and with the equipment. Most noted that the room was appropriate, fulfilled their needs and sometimes let them disconnect from the school routine: “The room is huge, with a huge table and chairs, and we just sit in a corner, and I feel like we are in a world of our own.” A few noted that if some of the art materials had run out, they did not feel it was a problem, but could manage without them or “contributed” by bringing materials from home: “I don’t feel anything is missing, but if there is, me and (the therapist) bring our own stuff, she brings, I bring… we contribute to the room.”

Most of the participants indicated that the room was secluded and allowed for privacy. A few participants mentioned that sometimes there were interruptions when other students created noise by the room, but that they feel protected by the therapist.



Confidentiality of Therapy

All the participants noted that they felt comfortable about being in art therapy at school. A few said that although they felt comfortable, they would prefer not to call it “therapy.”

Most participants indicated that they did not attach much importance to whether students in their class knew they were in therapy: “I don’t know, I don’t care. I don’t care if they find out, I don’t care if they don’t’. It doesn’t matter to me.” A few participants even described the art therapy hour as a source of pride as compared to other students at school: “I even make fun of them because they don’t have this hour and I do. Everyone was dying to do it too.” On the other hand, a few participants, all enrolled in special education settings, said that they were happy knowing that all the students in their school get therapy, since they had concerns over stigma: “You do not feel different. Because if a normal school takes only certain kids, then it’s like, ‘He’s weird, he is not okay if he’s having it’… But here everyone, there’s no difference between students here.”

All the participants stated that they felt their privacy was protected and could count on the therapist and the rest of the staff to preserve confidentiality.



The Composition of Group Art Therapy in School

Some participants discussed the fact that the groups tended to fluctuate from year to year. Occasionally, this was due to a scheduling constraint or participants leaving the group, but other times changes were made to adapt the therapy to the needs of the clients or to schedule individual therapy for some of the former group members.

Some of the participants in group art therapy noted that the continuity of the group was crucial from year to year because it provided a sense of unity and intimacy in the group: “It is very significant; I think if someone is in the group, he/she should stay there until the end.” Some participants stated that they had problems in trusting other participants who were in therapy. All the participants who were familiar with both individual and group therapies emphasized that they felt more comfortable sharing personal content in individual therapy: “being in a group means less talking, because it’s a group, and there are things you don’t want anyone to know, and alone I don’t have a problem talking.”




The Nature of Art Therapy Sessions in School


Feelings on Therapy Day

All the participants described the therapeutic hour as a break from the school routine: “An hour to relax. Take a break from all the schoolwork… you can barely breathe, it’s like, too much, like, you know, choking.” A few said that they viewed the art therapy as a gift or a privilege that they got from the school: “It’s an experience, it’s a gift. Not everyone deserves it.”

Most participants said that they looked forward to their therapy day and felt more willing about going to school at that day than during the rest of the week. A few participants noted that their feelings about therapy depended on their general feelings at school that day, and on busy or stressful days, they felt less like going to therapy: “It depends on the day. If there is pressure that day, then less. There are days when there is a lot of pressure from exams, finals, which make it more difficult (to find time for therapy).” A few participants also indicated that when they had problems or were angry with the school system as a whole, this could affect their perception of therapy as part of the school system. They tended to express this perception when they said “they” by referring to school related factors, including the art therapist as a single unit.



Therapy Process and Intervention Techniques

All the participants stated that they felt they were able to make choices during therapy and that they were given the opportunity to take the lead in determining how the session would unfold. Most participants said that the therapist allowed them to decide what they wanted to do in the session: “I choose. I come in, and she asks me ‘do you want to do something in art, choose some markers, watercolors’… or talk, sit with me and talk.” Most participants indicated that the sessions included both conversation and art making, depending on what they wanted. Sometimes the therapy could start with a conversation and then move onto art, while in other cases, there was conversation at the end or during the session. A few participants said that beyond the use of art materials, the therapist sometimes engaged them in interventions such as guided imagery, board games, cards, or other techniques, if they wanted to do so.

According to most participants, during therapy they turned off their cell phone, and described this as a decisive factor in therapy that contributed to their ability to disconnect from their daily routine and devote themselves to therapy: “When you come here you unplug yourself from technology for a moment, so you don’t think about the phone, or about the problems waiting for you… or some annoying messages someone is sending you.”




Parents’ Involvement in Therapy

A few participants noted that they sometimes told their parents about certain things taking place in therapy, but most participants said that their parents know they are in art therapy at school, but did not perceive them as involved: “My parents know I’m here, they signed the consent form and everything, but they don’t know what I’m doing here in detail.”



Components Facilitating Art Therapy in School

Five components of therapy were experienced by the participants as significant and crucial to therapy and were mentioned as facilitating elements in art therapy in school. The first four are presented in this core idea. The fifth was the relationship with the art therapist, which is discussed separately below.


Art

Most participants noted that art is an important component of art therapy sessions and helps them to express themselves to the therapist. They emphasized the ways in which artwork enables release and venting: “It’s an hour when you do something in art, say painting, sewing, knitting… and this is how you show your feelings to the person you are with.”



The Opportunity to Share and to Feel Accepted

All the participants noted that there were verbal exchanges between them and the therapist during therapy and described sharing as a significant component of the session. They emphasized the sense of acceptance they experienced: “I come in and then we talk, like all kinds of conversations, I tell her all kinds of things, she tells me… someone to talk to.”



A Sense of Calm

Most of the participants mentioned the feeling of calmness they experienced during the sessions as a component that helped them devote themselves to the therapy and experience it as a time in and of itself within the rest of the school day: “Being calm is very significant here.”



A Place of My Own

Some participants said that they felt art therapy allowed them to have “a place of their own” at school and described this feeling as a facilitating element: “You feel like this is your place. As soon as I walk in and close the door, I always tell her ‘wow this is great, a little quiet time.’ That’s the way it is.”




The Relationship With the Art Therapist


Client Expectations From the Art Therapist

Some participants noted that at the beginning of therapy, they found it hard to trust the art therapist. A few of them said that they expected to be disappointed by the new relationship: “To be honest, at first I thought she would be against me. Like, I came and said well, no way, I don’t know her, she doesn’t know me, what can come out of it?”

Some participants noted that during art therapy, as the relationship grew, they began to develop expectations from the therapist, based on how they experienced her, such as calmness, respect, acceptance, and being a therapeutic figure within the educational staff: “I expect her not to be a teacher, not to behave like a teacher… she gives us some calm, so I expect her to do that in the rest of the session.”



The Relationship With the Art Therapist and the Therapeutic Alliance

All the participants described the relationship with the art therapist as good and open, where they could share and say everything and feel comfortable: “A good relationship, I talk with her about almost everything.” Some participants described the therapist as a significant figure in their lives at school, and her ability to listen to them and be interested in them as a facilitating factor in the therapeutic process. Some of the participants described their experience with their therapist as similar to having a mother: “She’s like… I I’m debating myself whether to say it, she’s like a mother.”

Most participants described the relationship as characterized by feelings of trust and confidence, confidentiality, caring, respectfulness, and mutuality: “She also tells me that she feels totally comfortable with me, and so do I, and we can talk.”



Encounters Outside the Therapy Room

All the participants mentioned that they occasionally saw the art therapist around the school, outside the therapy room, but did not experience this as a problem and in some cases even the opposite. Most participants described the out-of-the-room encounters as shorter and less personal than the encounter during the therapeutic session. Some participants noted that the presence of the art therapist at school contributed to their sense of security at school simply by knowing that she is there and available to them, as well as when dealing with difficulties that arise as part of the school routine, both socially and educationally: “She saw me and told me ‘come with me’, so I went, I calmed down and went to work here.”




Impact of Therapy on the StudentsDealing With Daily Difficulties

All the participants described art therapy as contributing to their ability to cope with a range of difficulties in their lives such as dealing with fears, reducing stress, and managing their load of coursework and other areas such as anger control, changing behaviors and habits, and contributing to daily conduct: “Let’s say controlling my anger. Like I’m full of energy and that, but like, keeping it down. There are times when you need to be serious and I’m not a serious person, so it helps me be a little bit more serious.” A few participants emphasized dealing with episodes of ostracism at school: “I was ostracized twice before… so my trust in people went down, and down and down, so now it’s like this suddenly, like, it’s going to be a kind of renewal.”



Sharing and Venting Allows for Relief

Most participants described venting in art therapy as a way to reduce their emotional burden and continue the rest of the day and week within a better mood and less of a sense of loneliness. They stated that being able to share eased their sense of difficulty, and helped them immediately after sharing in the session, and during the week when they felt problems or pain, by knowing that they would soon be able to share and relieve themselves of this burden: “It really gives you a good feeling… if I tell her something I don’t tell others, and it’s fun because it takes a weight off of you.”



A Source of Support Within the School

Most participants described art therapy as a significant source of support for them at school, and their lives in general. They stated that availability in itself of a school therapeutic service not only allows for a unique experience of support within the school but also sometimes enables them to experience the whole school as a place that also provides emotional support for academic and social problems: “It’s the greatest source of support you can give a person who is going through a social or educational crisis.”



Enhancement of Self-Confidence and Social Relationships

Some participants noted that as a result of therapy, they felt more self-confident, and some participants described a stronger social relationships, and emphasized communication and self-expression, along with a feeling of increased emotional resilience: “I’m not afraid to be hurt, I feel I can say whatever I want without hurting people, but I also need to talk. I have to talk; I have to express myself.”

Some participants make the point that it is important to be treated during adolescence, when boys and girls face many challenges such as low self-confidence, difficulties in self-acceptance, identity formation and self-determination, and dealing with stigma: “This is so important at my age, particularly when so many people think ‘I’m fat I’m ugly’… It gives me the feeling I can be whatever I want, and I shouldn’t feel bad about myself and all that stuff.”



Feeling Better Later in the Day and When Back in Class

Some participants indicated that art therapy helped them relax later during the day at school, or at home, after the session, and that the session positively affected their feelings and experiences later in the day, and even contributed to their work in class after the session: “Suddenly there is higher energy and it is fun, it gives me more drive, and ‘let’s study and learn’.”



Additional Art Therapy Hours Might Increase the Impact of Therapy

Most participants noted that they were satisfied with the art therapy they received at school and did not see any need to change it. When asked what could have been more helpful, some participants said that more art therapy hours for the same client could increase the effectiveness of therapy: “I think this specific therapy should be given to students, let’s say, more hours for students who are having emotional difficulties… more hours for students.”




DISCUSSION

This study examined adolescents’ perceptions of art therapy in the school setting, thus contributing to previous research on art therapy in the education system from the perspective of therapists, counselors, educators, administrators, and supervisors (Regev et al., 2015; Snir et al., 2018), as well as previous studies that have examined the perceptions of elementary-school children in art therapy at school (Deboys et al., 2017; McDonald et al., 2019a). The findings were organized into five domains that emerged from the interviews: the first domain dealt with referrals and initial engagement with therapy, the second with the setting within school, the third with the nature of therapy at school, the fourth with the relationship with the art therapist, and the fifth with the impact of art therapy on the clients.

The findings for the first domain suggest that the art therapy was at times poorly defined initially to the clients, or that they themselves could not characterize it adequately, which led to a lack of involvement at the start. This is similar to the perceptions of elementary school children, some of whom had problems clearly expressing the goals of therapy and the reasons for their referral to art therapy (Deboys et al., 2017).

The findings suggest that the therapy tended to be presented differently to each client or was perceived as such. Being referred to psychotherapy by an authority, such as parents or teachers, may lead to uncertainty about the therapy process and skepticism regarding its outcomes (Everall and Paulson, 2002; Gibson et al., 2016). It is possible that the staff members who suggested art therapy to the students attempted to adjust their description to the student as a function of personality or type of problem to convince them to agree to art therapy and view therapy in a positive light. In other cases, the staff members may not have known enough about art therapy or how to present it to the students. Although the participants indicated that art therapy was offered to them voluntarily and they were not forced to take part, a referral by an authority figure within the school, rather than a personal process leading to therapy, could have led to a poorer understanding, doubts and sometimes a total lack of knowledge of what art therapy entails. This meant that some students entered into art therapy without clear expectations, and had problems formulating the goals of therapy. However, this initial reaction may have also prompted certain students to give therapy “a chance.” The analysis of the interviews suggested that some participants initially agreed to art therapy because it got them out of class and let them have fun instead. All the participants nevertheless stated that after a period of time of art therapy, they realized that they were engaged in a personal and emotional process focusing on them and allowing them to express their feelings without fear of judgment.

In terms of the therapeutic setting within the school, participants indicated that the equipment and materials were satisfactory and did not experience holidays or school vacations as disruptive to the therapeutic process. This contrasts with previous findings on the part of therapists who generally feel that the ongoing therapeutic flow is interrupted by the many holidays (Snir et al., 2018; Danieli et al., 2019). The students’ sense of continuity may be related to their perception of art therapy as part of the curriculum with its holiday schedule, or their position as clients who are grateful for the therapeutic time they receive and are not aware that other alternatives exist. This again contrasts with the point of view of therapists who have the professional background and are fully aware of the potential benefits of regular sessions. Another discrepancy between therapists and clients emerged in clients’ perceptions of confidentiality. The findings showed that the participants, mainly those in regular education settings felt confidentially were preserved as regard both teachers and other students. This finding is consistent with the claim that psychotherapy within the school setting contributes to lessening the stigma of therapy (Snir et al., 2018), because it allows clients to feel comfortable about leaving the classroom for therapy, and sometimes gives them a sense of being special, or pride about being chosen to have therapy rather than sit in class.

The findings suggested that school-based art therapy has specific characteristics. For example, having a therapeutic hour during a stressful school day gives the students an opportunity to relax, and the art therapy room is perceived as a shelter. In addition, when the therapist is perceived as a supportive figure, the whole school experience may be perceived as supportive or allows for greater acceptance.

In addition to art, the feeling of acceptance, and the opportunity for verbal sharing that were found to be facilitating components, the sense of calm and the therapy room as a “place of my own” were dominant elements in the participants’ experience of art therapy in school. Although recent approaches have promoted community-based models for art therapy (Kapitan et al., 2011; Spong and Waters, 2015), some clients still apparently feel the need for the individual classic approach in the art therapy room, and the dynamic approach, which the participants in this study perceived as appropriate for them.

Students at times used the word “mother” to describe their relationship with the art therapist. In his many essays, Winnicott described the therapist’s role in a similar way to that of the mother who provides a “holding environment,” which enables the self-development of the child, and the analytic process for the client (Winnicott, 1963). The students’ experience of being accepted and not subject to judgment during therapy, along with their sense of respect and mutuality, appear to have contributed to the strength of the therapeutic alliance and assisted the therapeutic process. This finding is consistent with previous interviews of adolescents which showed that these are seen as essential features in developing trust with the therapist (Eyrich-Garg, 2008; Gibson et al., 2016).

The participants described the presence of the art therapist at school as making them feel safer and helping them deal with daily difficulties. This finding is congruent with data showing that therapeutic staff at school increases the students’ sense of protection (Mann et al., 2019).

The participants described art therapy as fostering calm and enabling them to continue their day at school feeling better and concentrating more. These finding’s echo remarks made by primary school children (Deboys et al., 2017; McDonald et al., 2019a). In addition, art therapy has been shown to contribute to dealing with self-confidence issues and social relationships. The clients pointed out that therapy was important at adolescence which is a challenging period of life (Dowdy et al., 2015). The interviews showed that social issues and identity formation were significant concerns for these adolescents, and were reflected in their perceptions of art therapy, its goals, and contributions. These findings are consistent with Erikson’s psychosocial theory that defines adolescence as a stage of identity vs. role confusion and emphasizes the social reality of the person (Mitchell and Black, 1995).

Since most of the participants had never taken part in psychotherapy outside of school, they were unfamiliar with both art-therapy but also the therapeutic process in general. This might explicate the participants’ inability to describe the negative or restrictive factors of school art therapy. It might also be due to the students’ age, or to their point of view as clients, as was the case for their positive and uncritical evaluations of the art therapy room and equipment.



LIMITATIONS AND FUTURE RESEARCH

Overall, the findings indicated that the participants experienced art therapy in school as a positive and beneficial element in their lives. One of the criteria for recruiting participants was that at the time of the interview, the clients had to be in at least their 2nd year of art therapy in school. This was done to ensure a broader perspective. Thus, the students who took part in this study may already have developed a positive point of view about art therapy. Future research should examine the perceptions of students who dropped out of art therapy which could shed light on the difficulties and those areas that should be optimized to improve in art therapy in school. In addition, when examining the findings, we did not find any compelling evidence that would suggest that there was a difference in perceptions in terms of the age and/or the gender of the participants. Future studies should test for potential differences in perceptions between the participants’ gender and age with larger samples.

Another criterion for recruitment was high verbal ability. However, students with lower verbal abilities may experience art therapy in different ways. Future work should implement other assessment techniques than interviews such as reflective client diaries, questionnaires, or art materials and expressive tools that can provide valuable non-verbal data.

Finally, this was a qualitative study on a small sample that reported the subjective point of view of the participants. Future research should examine the central themes that emerged from this study, and their frequency in a larger sample. Studies should also examine changes in perceptions during the therapeutic process, and the effectiveness of art therapy in schools through questionnaires, observations, and a control group.
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This study investigated an evolutionary-adaptive explanation for the cultural ubiquity of choreographed synchronous dance: that it evolved to increase interpersonal aesthetic appreciation and/or attractiveness. In turn, it is assumed that this may have facilitated social bonding and therefore procreation between individuals within larger groups. In this dual-dancer study, individuals performed fast or slow hip-hop choreography to fast-, medium-, or slow-tempo music; when paired laterally, this gave rise to split-screen video stimuli in which there were four basic categories of dancer and music synchrony: (1) synchronous dancers, synchronous music; (2) synchronous dancers, asynchronous music; (3) asynchronous dancers, one dancer synchronous with music; and (4) asynchronous dancers, asynchronous music. Participants’ pupil dilations and aesthetic appreciation of the dancing were recorded for each video, with the expectation that these measures would covary with levels of synchronization. While results were largely consistent with the hypothesis, the findings also indicated that interpersonal aesthetic appreciation was driven by a hierarchy of synchrony between the dancers: stimuli in which only one dancer was synchronous with the music were rated lower than stimuli in which the dancers were asynchronous with each other and with the music; i.e., stimuli in which the dancers were unequal were judged less favorably than those in which the dancers were equal, albeit asynchronously. Stimuli in which all elements were synchronous, dancers and music, were rated highest and, in general, elicited greater pupil dilations.

Keywords: synchronous, asynchronous, dance, hip-hop, pupillometry, attractiveness


INTRODUCTION

Dance is integral to current performing arts and cultural industries worldwide, serving as both a source of entertainment and physical and emotional self-expression. However, dance’s origin predates industries dedicated to culture, and the exact nature of dance’s utility in the evolutionary environment that allows it to persist into the present is uncertain (for extensive discussion concerning the cultural ubiquity of dance, see LaMothe, 2015). There are three primary hypotheses for the evolution of human dance: it evolved (1) as a form of communication, (2) to facilitate social bonding, and/or (3) as an external sign of fitness to attract potential mates.

Communication-driven research hypothesizes that dance evolved to communicate information about an individual and/or propagate cultural information within a society nonverbally. For instance, particular biological movements may communicate a person’s social status, political values, or personality (Hanna, 1987; Luck et al., 2012). Anthropologists suggest that dance was also used to communicate cultural stories, serving a role in telling narratives in folklore and expressing religious values. An example is the Tibetan Buddhists’ cham dances, performed as moral lessons promoting compassion for all living things, and as an offering to the guardians in which they believe (Mackerras, 2004). This research considers dance as a form of didactic expression, in which the dancer communicates via actions whose meanings are embedded within the social structures and norms of a specific society (Cohen, 1998). Central to this idea is the ability of humans to simulate (either physically or mentally), based on their body schema, the actions of others. As Vittorio Gallese has stated, “Such personal and body-related experiential knowledge enables us to understand the actions performed by others, and to directly decode the emotions and sensations they experience” (Gallese, 2005). This would mean that not only are dancers able to express emotions and motivation through their movements, but also be understood by their audience.

On a more abstract level, the aesthetic meaning of dance derives from an elaborate relationship between semi-predictable choreographed events, and, in this regard, it is closely related to the concept of musical style. As musicologist Leonard B. Meyer wrote in his book, Emotion and Meaning in Music, “styles in music are basically complex systems of probability relationships in which the meaning of any term or series of terms depends upon its relationship with all the other terms possible within the style system” (Meyer, 1956; p. 54). In the case of music, probability relationships are communicated through pitch and rhythm – in dance, via physical gestures. The probability-based approach to aesthetic meaning pioneered by Meyer and others in the 1950’s (e.g., Youngblood, 1956) has had far reaching implications within the field of music cognition and underpins many contemporary approaches (e.g., Cheung et al., 2019).

Socially motivated research hypothesizes that dance evolved to promote prosocial behaviors. For instance, while individuals may use dance to convey emotion, dance’s utility may also be for the benefit of both the observer and the actor. Individuals who can accurately decode emotions from body and limb movement can determine the co-actor’s emotions/intentions and appropriately choose how to respond (Sawada et al., 2003). For example, an observer who identifies an individual as angry may be more likely to withdraw than approach the situation (Harmon-Jones, 2003). Additionally, research indicates that the synchronization component of dance involving multiple participants may signal social affiliation. The “silent-disco” paradigm of Woolhouse et al. (2016) revealed enhanced person-perception and incidental memory for others when dancing in tempo compared to when dancing out of tempo. This increase in interpersonal memory may be the result of synchrony promoting mutual eye contact, enhancing facial-recognition processes (Hood et al., 2003; Macrae et al., 2008). Finally, moving synchronously with others in the context of dance requires coordinated joint action, which necessitates cooperation between individuals (Behrends et al., 2012). Thus in sum, this domain of research suggests that through increasing interpersonal memory, accurate emotional processing, cooperation, and synchrony, dance promotes social affiliation and bonding. For further eye movement research pertaining to dance’s narrative potential, see Ponmanadiyil and Woolhouse (2018).

While dance may aid interpersonal communication, other research suggests that it serves to signal physical and psychological fitness, thereby facilitating mate selection and increasing the likelihood of procreation. For instance, the Big Five personality traits (Costa and McCrae, 1992) have been found to manifest themselves as characteristic movements that observers can accurately identify, which influences perceived dance ability (Luck et al., 2012). Despite that fact that men and women each rate dance ability of the opposite sex differently with respect to the dancer’s combination of personality scores, both rate better dancers as having a higher “datability” (women rated men scoring high on Openness, Conscientiousness, and Neuroticism, but low on Extraversion, and Agreeableness as better dancers, while men rated women scoring high on Extraversion, Openness, and Neuroticism, but low on Conscientiousness, and Agreeableness as better dancers).

Historically, evolutionary psychologists posited that perceptual-cognitive mechanisms exist to solve specific adaptive evolutionary problems, increasing one’s fitness (Buss, 1994/2003). One example is the theory of parental investment of Trivers (1972); mechanisms underpinning mate choices made by biological females evolved to select biological males that optimally increase their fitness. Aggressive and dominant behavior indicated that a male possessed “good” genes, and was subsequently more sexually attractive, but not necessarily generally attractive. However, later researchers have argued that human interpersonal attraction is more multifaceted and complex than Trivers’s analysis (Miller, 2000); which is to say, sexual attraction is related to general attraction, as well as a host of prosocial behaviors, including dance (Graziano et al., 1997).

In light of the research above, we conducted our study investigating the possible role of dance synchrony in enhancing interpersonal aesthetic appreciation. In turn, it is conjectured that this may have facilitated social bonding, mate selection, and therefore procreation between individuals within larger groups. A core principle underpinning our approach is that eye movement behaviors, specifically pupillary dilations, can be used as a proxy for the attractiveness of an observed action. These behaviors are now discussed.



OVERVIEW OF EYE MOVEMENT ANALYSIS

The oculomotor system is integral to visual perception; eye movements allow an individual to attend to and gather detailed information from particular stimuli in their environment. The region with the highest level of visual acuity is the fovea, the center of the visual field, which fixates on a person’s point of interest. Subsequently, fixations are a measure of a target stimulus’ importance to the observer (Rayner, 2009). While, initial fixations are primarily influenced by a stimulus’ salient low-level properties (i.e., highly contrasting colors, intensity, and spatial orientation), cognitive mechanisms guided by scene-related schemas determine fixation targets and durations. Based on these cognitive mechanisms, fixation targets are categorized as either relevant or irrelevant to the present situation (Henderson, 2003). For example, when instructed to create a sandwich, viewers significantly fixated more on the ingredients and tools required to complete the task – presumably based on their prior knowledge – compared to the irrelevant objects (Rothkopf and Pelz, 2004).

While dissociation between fixation and attention can occur, it is believed to be uncommon (Rayner, 2009). Longer fixations are generally interpreted as the individual attending to a target, presumably to collect relevant information (Hayoe and Ballard, 2005). More complex tasks are associated with longer fixations (Rayner, 2009). Longer dwell time – the summation of fixation durations within a region of interest – indicates greater semantic importance of a specific region to an observer (Henderson, 2003).

The pupil is another ocular structure important for gathering information from the environment. Located at the center of the iris, the pupil allows light information to reach the retina and be sent to the brain for processing. The iris dilates or constricts the pupil to increase or decrease, respectively, the amount of light entering the eye in response to changes in informational salience, hormonal levels, luminance, working-memory load, and emotional arousal (Hyönä et al., 1995; Bradley et al., 2008; Einhäuser et al., 2008; Kang et al., 2014). However, informationally salient-related pupil dilations are significantly smaller than luminance-related dilations, which can cause pupil dilations of up to 4 mm or greater (Beatty and Lucero-Wagoner, 2000). This disparity reflects different biological pathways causing pupil dilation; changes in informational stimuli are associated with sympathetic activation of the superior sympathetic ganglion, while changes in luminance are associated with parasympathetic activation of the Edinger-Westphal nucleus (Heller et al., 1990). Therefore, when using pupil dilation as a measure of informational salience, it is crucial that measurements are made under controlled lighting conditions. In the current study, situating subjects within an artificially lit booth enabled the luminance level to be controlled; see Apparatus Section. For foundational work using pupillometry to examine reward processing, see Murphy et al. (2011), Sepeta et al. (2012), and Mathôt (2018).



EYE MOVEMENTS IN DANCE OBSERVATION

While some of the literature’s findings on eye movement behavior in the context of stationary stimuli can be generalized to dynamic human behavior, differences in motion perception and object perception must be considered. Although peripheral vision has lower acuity and is not as efficient in collecting information, it is better at detecting and processing motion. However, observers still use foveal vision to gather detailed information from a point of interest by fixating on or near the target (Rayner, 1998). Thus, peripheral vision can be used by the observer quickly to detect a target’s movement, which allows the observer to shift their gaze such that the target stays in or near the center of their visual field.

Regarding the perception of motion, schemas correspond to expectations of general biological motion, even to the point of specific dance genres. Schematic knowledge of dance is acquired through experience; consequently, the differences in schematic knowledge between novices and experts of dance create different eye movement patterns (Stevens et al., 2010). Experts of dance have greater choreographic knowledge, allowing them to abstract salient information from complex movements more efficiently than novices. As a result, experts of dance have shorter fixation durations than novices, indicating greater cognitive efficiency. Experts also primarily attend to a dancer’s head, while novices attend to their head, neck, torso, and arms more equally. However, after repeated exposure to a piece of choreography, Stevens et al. (2010) found that novices’ eye movement behaviors more closely resembled those of experts, suggesting that experience can increase schematic knowledge rapidly and change eye behaviors in a short period of time.

Dance is usually observed within a musical context, meaning that the rhythmic component of music and its effects on perception must also be considered. Movements synchronous with music facilitate the perception of a musical beat as physical motion, while musically asynchronous movements do not (Arrighi et al., 2009). In instances of audio-visual incongruity, an observer’s eye movements parallel this confusion. A study by Woolhouse and Lai (2014) revealed that the dispersion of fixations – SD of fixation positions between participants at incremental points in time – were greater while observing dancers moving asynchronous to the musical beat. Woolhouse and Lai (2014) proposed that this was due to observers attempting to search for parts of the dancer’s body that was synchronous with the music. Since the asynchronous condition lacked predictable, musically coordinated movements, observers’ search patterns varied greatly, resulting in increased SD values. Contrastingly, conditions in which dancers were synchronous with the music yielded the least overall fixation dispersion values. Furthermore, a dual-dancer study conducted by Woolhouse and Lai (2014) found that observers spent a greater proportion of dwell time on synchronous vs. asynchronous dancers, suggesting that there is an aesthetic preference for audio-visual congruity, at least in the context of dance. For further recent research concerning the relationship between synchrony and aesthetics in the domain of dance, see Vicary et al. (2017) and Howlin et al. (2020).



STUDY OBJECTIVES

Although dance’s role in enhancing aesthetic appreciation, social bonding, and ultimately facilitating mate selection, is consistent with evolutionary biology and psychology research, the supporting literature arguably lacks empirical breadth. As a result, we sought to determine if changes in dance synchrony corresponded not only with changes in pupil dilation, but also with perceived levels of aesthetic appreciation, i.e., the attractiveness of the dancing using pupillometry and subjective observer ratings. Specifically, the present study investigated whether measurements of aesthetic appreciation positively correlated with dancers’ level of audio-visual synchrony, and thus might provide evidence consistent with the hypothesis that synchronized dance evolved to increase social bonding. Moreover, the study aimed to test the extent to which pupillary dilation can be used as a proxy for the attractiveness of synchronized dancing. As such, we sought to integrate findings across several domains of knowledge to provide evidence for dance’s role in increasing aesthetic appreciation and, by extension, social bonding. In sum, we attempt to offer a more holistic understanding of the role of dance in human and cultural evolution than is perhaps offered in domain-specific studies investigating a single hypothesis, for example, coalition-signaling (Hagen and Bryant, 2003) or mate selection (Miller, 2000, pp. 4–12).


Hypotheses

Our main hypothesis was that ratings of perceived attractiveness and pupil dilation would positively correlate with levels of dance synchrony – if true, this would be consistent with the notion that dance evolved to enhance the conditions under which social bonding can occur. This study had two additional supporting hypotheses: (1) observers would have longer gaze times for synchronous dancers than asynchronous dancers – if true, this would support the findings of Woolhouse and Lai (2014) of a preference for audio-visual congruity; and (2) pupil dilation would positively correlate with explicit ratings of attractiveness – if true, this would provide evidence that pupil dilations can be used as an implicit measurement of aesthetic appreciation.




MATERIALS AND METHODS


Participants

Around 45 undergraduate students were recruited from the host institution via an online research participation system, and received one course credit as compensation for participating. Seven participants (three males and four females) were excluded from the study due to factors such as infrared glare and undesired body movement that prevented the eye-tracker from collecting their eye movement data consistently throughout the experiment. Thus, data were analyzed for a total of 38 participants (20 males and 18 females), with a mean age of 19.5 years (SD = 1.33). All participants had normal or corrected-to-normal eyesight. Participants refrained from wearing heavy eye-make up (e.g., mascara, eyeliner, or eye shadow) or contact lenses to minimize issues preventing accurate collection of eye-tracking data. All participants provided informed consent prior to the experiment.



Stimuli

The purpose was to present participants with music-dance stimuli, ranging from complete synchrony, in which two dancers danced synchronously in tempo with the music, to complete asynchrony, in which two dancers danced asynchronously with each other out of tempo with the music. To achieve this, four blocks of video stimuli were created, each comprising seven different videos of unique laterally positioned female/male pairs of dancers; this yielded 28 different videos total. Female/male pairs were used to counterbalance possible sex biases between the female and male participants. Each video was approximately 15 s in duration. To minimize carry-over and/or learning effects with respect to the choreography, each participant was presented with only one block. Each block contained (1) music at three different tempi (fast, slow, and medium; Table 1, Column #1), and (2) four levels of dance-music synchrony (“complete synchrony,” “dancer synchrony,” “dancer asynchrony,” and “complete asynchrony”; Table 1, Column #2). For complete synchrony, both dancers moved synchronously with the music and each other; for dancer synchrony, both dancers moved synchronously with each other, but asynchronously with the music; for dancer asynchrony, only one dancer was synchronous with the music, the other was asynchronous; and for complete asynchrony, both dancers were asynchronous with the music and each other.



TABLE 1. Descriptions of the seven videos participants observed in each block.
[image: Table1]

With respect to the dancers, eight males and eight females specializing in hip-hop dance were filmed using a Canon Vixia HF R600 video camera, recording at 59.89 frames per second. Dancers were between 18 and 26 years old; none of the dancers were members of the institution from which the participants were drawn, thus reducing the risk of a familiarity bias. Each dancer was filmed performing the same two original hip-hop choreographies, the fast- and slow-tempo routines, in front of a monochromatic green-screen wall under the same lighting conditions. These novel routines were choreographed to “So Fine” by Sean Paul [137 beats per minute (bpm)], and “January 28th” by J. Cole (82 bpm), which we categorized as the fast- and slow-tempo music, respectively. Each video was presented with instrumental versions of either “So Fine,” “January 28th,” or the medium-tempo audio track, “No Role Modelz” by J. Cole (100 bpm). These tracks were selected due to their non-whole-integer ratio tempi; unintentional synchrony between the dancers may have resulted had this tempo property not been incorporated into the stimuli. See video stills in Figure 1 for an illustration of pairs of dancers dancing synchronously (top) and asynchronously (bottom).

[image: Figure 1]

FIGURE 1. Four video stills showing pairs of dancers dancing synchronously (top, left, and right) and asynchronously (bottom, left, and right).


Participants were instructed to rate the dancing in each video for attractiveness. Participants were informed that the study did not concern sexual attractiveness, but rather the overall aesthetic quality produced by the dancers moving together. As a result, participants’ sexual orientation was not ascertained and did not form part of the analysis. The luminance of the videos was adjusted using Final Cut Pro® to ensure consistent light intensity – i.e., there was neither a perceivable difference in luminance between the left and right dancer within a condition, nor between conditions.

The dancers included in each seven-video block were randomly selected and assigned to each synchrony condition. For the dancer-asynchrony stimuli, the dancer in each pair that performed the choreography associated with the music tempo presented was randomly selected. This ensured that male and female dancers were equally likely to be presented as synchronous with the music in the video stimuli. For the complete-asynchrony stimuli, the choreography each dancer performed was randomly assigned to ensure that both males and females were equally likely to perform either the fast- or slow-tempo choreography. Additionally, the lateral position of each dancer on the screen either left or right, was randomized in order to control for possible visual left-right bias. Finally, the order of the conditions in each block was randomized to minimize order effects.



Apparatus

Participants’ eye movements were recorded using a bright-pupil Mirametrix S2 tabletop eye-tracker at a sampling rate of 60 Hz. The bright-pupil tracker system – also known as the “red eye effect” caused by on-camera-axis illumination (see Holmqvist et al., 2011, for detailed summary) possesses a 0.5-degree accuracy range, a < 0.3 degree drift rating, and allows participants to move their heads within a width-height-depth range of 25 × 11 × 30 cm. This eye-tracker compensates for excessive blinking; the eye-tracker stops recording data and quickly reacquires a participant’s eyes when their eyes move out of sight (i.e., during eye-blinks). The number of eye-blinks per condition did not form part of the analysis.

The Miramex eye-tracker considers a fixation as at least three consecutive points within 40 pixels (Euclidean distance) of each other. The fixation is discarded if there are three invalid frames – where eyes are not detected – or if the next point of gaze is further than the 40 pixel radius. Regarding dwell time, it is calculated from the first of the three points, until the last valid point of the fixation.

Stimuli were presented to participants on a 27″ monitor, with a resolution of 1,920 × 1,080. The participants sat in front of the monitor such the eye-tracking camera, which was set at the base of the monitor, was approximately 2 ft. from the participants’ faces. To minimize on-screen glare and participant distraction, and maintain constant lumination, the experiment was conducted in an artificially lit booth. Participants’ eye-tracking data were exported via EyeMetrix Software. Music was presented through AKG K 172 HD headphones, and set to a comfortable volume by each participant prior to eye-tracking calibration, described below.



Procedure

Prior to the experiment, the eye-tracker was calibrated for each participant using a nine-point grid, 15-s calibration procedure. Continuation to the video-watching portion of the experiment was only granted if the participant’s calibration score was less than 40, indicating accurate calibration. Participants were randomly assigned to one of the four possible video blocks. To ensure attendance to the musical beat, participants were asked to tap with the index finger of their dominant hand, while watching the videos. This simple tapping task was chosen because it is not cognitively demanding; people have a natural tendency to seek out and automatically move synchronously with a beat (Sebanz et al., 2006). Completion, rather than performance, on this tapping task was recorded. Following each video, via an on-screen prompt, participants were instructed to rate the attractiveness of the dancing on a seven-point Likert scale: 1 = very unattractive; 7 = very attractive. After confirming their rating response, a 3-s fade to black occurred prior to the next video. The duration of this part of the experiment was approximately 10 min per participant.

Following the video-observation portion of the experiment, participants completed a questionnaire to determine if there was a familiarity bias using a 10-point Likert scale: 1 = dancer was unknown to participant; 10 = dancer was well known to participant.



Analysis

All statistics were calculated in relation to the 38 participants within the study. Data recorded from the right eye were used in the analysis. The screen was divided into two Regions of Interest (ROI): the left and right hand side of the screen covering either dancer. ROIs were equal in size and only one dancer occupied a single ROI throughout each video. Pupil dilation was calculated by determining the difference in average pupil diameter before and during each video stimulus.

A paired samples t-test using dwell times investigated the proportion of dwell time each participant spent observing the left vs. the right ROI; we refer to this independent variable (IV) as Lateral Bias.

Using pupil dilations and subjective ratings, one-way within-subjects ANOVAs investigated the influence of two IVs on possible levels of attractiveness, music tempo, and synchronous movement, referred to above in the section entitled Stimuli. A two-way within-subject ANOVA using Tempo and Synchrony was not possible since each Synchrony level was not represented at each Tempo level. For the music-tempo IV, referred to as Tempo, there were three conditions; values per participant per condition were calculated as the mean pupil dilation during videos presented with the same music tempo (Table 1, Column #1). For the synchronous-movement IV, referred to as Synchrony, there were four conditions. Similarly to Tempo, values per participant per condition were calculated as the mean pupil dilation during videos presented with the same level of synchrony (Table 1, Column #2). In a subsequent analysis, Synchrony was collapsed to examine whether differences in pupil dilation and attraction ratings were driven by general dancer synchrony vs. asynchrony, i.e., all synchronous vs. all asynchronous dance conditions (Table 1, Column #3).

Lastly, a Pearson product-moment correlation coefficient was calculated between average normalized attractiveness ratings and pupil dilation to determine if there was an association between the two, i.e., whether pupil dilation was a proxy for the attractiveness of the dancing.




RESULTS

The mean dancer-familiarity rating was 1.19 (SD = 0.92), implying that all the dancers were virtually unknown to the participants. This reflected the fact, as reported earlier, that the dancers and participants were from different institutions. As a result, familiarity ratings played no further part in the analysis.


Lateral Bias

For conditions where the dancers were synchronous with each other – Table 1, Videos 1–4 – there was no significant difference in the proportion of dwell time between the left and right ROIs (t75 = 1.804, N.S.); see Figure 2. However, in the dancer-asynchrony conditions – Table 1, Videos 5–7 – there was a significant difference in the proportion of dwell time between the synchronous ROI vs. asynchronous (t75 = 2.093, p < 0.05). On average, participants spent a greater proportion of dwell time gazing at the synchronous dancer [mean (M) = 47.44%, SD = 17.29] compared to the asynchronous dancer (M = 38.95%, SD = 16.06); see Figure 3.
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FIGURE 2. Proportion of dwell time (expressed as %) for the left vs. right Regions of Interests (ROIs) for conditions in which the dancers are synchronous with each other.
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FIGURE 3. Proportion of dwell time (expressed as %) for the ROI containing the dancer synchronous with the music, vs. the ROI containing the dancer asynchronous with the music in the dancer asynchronous condition (**p ≤ 0.01).




Synchrony


Pupil Dilation

A significant difference in pupil dilation was found between the Synchrony conditions (F3,111 = 4.16, η2 = 0.064, p < 0.01). Compared to the dancer-asynchrony condition (Table 1, Condition 3; M = 0.82, SD = 0.08), post hoc pairwise comparisons (Tukey HSD) indicated that pupil dilation for dancer-synchrony (Table 1, Condition 2; M = 1.13, SD = 0.06) was significantly larger (z = −0.314, p < 0.05). In addition, there was marginally significant larger pupil dilation for the complete-synchrony (Table 1, Condition 1; M = 1.06, SD = 0.07) compared to dancer-asynchrony (z = −0.246, p = 0.091). All other pairwise comparisons were not significant (see Table 2 and Figure 4).



TABLE 2. Results of all possible Tukey HSD pairwise comparisons of pupil dilation between Synchrony conditions.
[image: Table2]
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FIGURE 4. Mean pupil dilation for each level of synchrony (*p ≤ 0.05; **p ≤ 0.01).


When Synchrony was collapsed to investigate the general effect of dancer synchrony, a paired samples t-test conducted for synchronous (Table 1, Conditions 1 and 2) vs. asynchronous (Table 1, Conditions 3 and 4) revealed a significant difference (t37 = 2.339, p < 0.05); see Figure 5.

[image: Figure 5]

FIGURE 5. Mean pupil dilation for level of synchrony, while collapsing across both music tempo and dancer-music synchrony (**p ≤ 0.01).




Attractiveness Ratings

A significant difference in attractiveness ratings was found between the Synchrony conditions (F3,111 = 7.67, η2 = 0.163, p < 0.01). Compared to the dancing in the dancer-asynchrony conditions (M = −0.48, SD = 0.56), post hoc pairwise comparisons (Tukey HSD) indicated that dancing in the complete-synchrony (M = 0.30, SD = 0.35), dancer-synchrony (M = 0.07, SD = 0.63), and complete-asynchrony conditions (M = 0.17, SD = 1.02) was rated as significantly more attractive (z = −0.236, p < 0.01; z = −0.236, p < 0.01; z = −0.650, p < 0.01, respectively). All other pairwise comparisons were not significant (see Table 3; Figure 6).



TABLE 3. Results of all possible Tukey HSD pairwise comparisons of subjective attractive ratings between Synchrony conditions.
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FIGURE 6. Mean normalized attractiveness rating scores for each level of synchrony (**p ≤ 0.01).


Collapsing Synchrony to investigate the general effect of dancer synchrony (Table 1, Column #3) revealed that the higher mean rating for the synchronous conditions compared to asynchronous was significant (t37 = 2.534, p = 0.016); see Figure 7.

[image: Figure 7]

FIGURE 7. Mean normalized attractiveness rating scores while collapsing across both tempo and dancer-music synchrony (*p ≤ 0.05).





Tempo

No effect of Tempo was found on pupil dilation (F2,74 = 0.731, N.S.) or ratings of attractiveness (F2,74 = 1.121, N.S.). Subsequently, Tempo formed no further part of the analysis.



Attractiveness Ratings and Pupil Dilation

A weak positive correlation was found between attractiveness ratings and pupil dilations: r(152) = 0.18, p < 0.005; two-tailed; see Figure 8.

[image: Figure 8]

FIGURE 8. Scatterplot of pupil dilation vs. normalized attractiveness rating score.





DISCUSSION

The overall results of our hip-hop dance study were broadly consistent with the core hypothesis, that synchronized dancing is viewed more favorably than uncoordinated or unsynchronized dancing. This was particularly true of the attractiveness rating data, although the pupil dilation analysis, too, supported this conjecture.

Consistent with the findings of Woolhouse and Lai (2014), in the dancer-asynchrony condition (Table 1, Videos 5–6), participants spent a greater proportion of dwell time observing the ROI containing the dancer moving synchronously with the music, regardless of lateral position. In the synchronous conditions (Videos 1–4), the difference in the proportion of dwell times between the left and right ROIs was not significant. This was expected since neither dancer was more synchronous with the music, thus, participants observed either dancer equally. These findings support the notion of a general preference for audio-visual congruence when observing dance, due, in all likelihood, to greater cognitive efficiency involved in audio-visual integration of compatible visual-aural stimuli (Van der Burg et al., 2010).

A further possible explanation for why we attend to synchronous elements in dance is that we may perceive synchronous multi-person movement as more attractive; the dancing in the synchronous conditions (Videos 1–4) were rated as being more attractive than in asynchronous conditions (Videos 5–7); see Figure 8. Consistent with previous perceptual research, synchronous movement’s greater informational salience was also reflected in increased pupil dilation, while observing synchronous vs. asynchronous conditions (Kang et al., 2014). A larger pupil diameter allows more light information to enter the eye and become available for further processing (see Overview of Eye Movement Behavior Analysis section above). Thus, the greater pupil dilation would allow observers to collect more visual information (from synchronous dancers), allowing them to potentially process and store more interpersonal information, which may in turn enable the creation of elevated levels of affiliation, leading to increased prosocial behaviors.

With respect to the four levels within Synchrony, expected and unexpected results were found. As expected, pupil dilation did not significantly differ between conditions in which dancers were synchronous with each other (Videos 1–4), or conditions in which dancers were asynchronous with each other (Videos 5–7). Similarly, there were no differences in attractiveness ratings between the complete-synchrony (Videos 1–2) and dancer-synchrony conditions (Videos 3–4). Furthermore, participants produced greater pupil dilations and gave higher attractiveness ratings to the complete-synchrony and dancer-synchrony conditions than dancer-asynchrony (Videos 5–6), suggesting that the synchronous dancing was perceived to be more attractive than asynchronous dancing.

Unexpectedly, however, the difference in the mean pupil dilation for the complete-synchrony (Videos 1–2) and dancer-asynchrony conditions (Videos 5–6) was only moderately significant. Moreover, mean pupil dilation and ratings for the complete-asynchrony condition (Video 7) were not significantly different from the complete-synchrony (Videos 1–2) and dancer-synchrony conditions (Videos 3–4). These results may be due to the fact that standard pupillometric data analysis, the method adopted here, calculates pupil dilation as the difference between mean pupil diameter prior to and during the video stimulus (Kang et al., 2014). This calculation ignores more fine-grained temporal information that could further expound pupillary dynamics over time. For example, it could be the case that increases in pupil diameter occur only for a short period of time; the current analysis may have allowed early pupil dilations to be masked or dampened by later contractions.

Perhaps most unexpectedly, the attractiveness the dancing in the complete-asynchrony condition (Video 7) was rated as significantly higher than the dancer-asynchrony condition (Videos 5–6). This may be a result of the complete-asynchronous condition appearing comical; observers can perceive skilled individuals behaving incompetently as humorous, and subsequently more appealing and/or attractive (Mettee and Wilkins, 1972, pp. 246–258).

An alternative explanation to the finding reported above, may relate to the fact that perceived attractiveness depends on a hierarchy of synchrony between dancers. In the complete-asynchrony condition (Video 7), neither dancer was more synchronous than the other, and, as such, a hierarchy of synchrony was absent. Both the complete-synchrony (Videos 1–2) and dancer-synchrony conditions (Videos 3–4) also lacked a hierarchy of synchrony, which may explain why the attractiveness ratings did not differ significantly from the complete-asynchrony condition’s attractiveness ratings. In contrast, the dancer-asynchrony condition (Videos 5–6) did present a hierarchy of synchrony – only one dancer was synchronous with the music, creating an unequal relationship within the pair. Subsequently, this condition was rated as being significantly less attractive, a finding reinforced by smaller pupil dilations. This suggests that dancing asynchronously to music only negatively affects perceptions of attractiveness if the observer is able to compare the asynchronous dancer to one who is (more) synchronous.

There was no main effect of Tempo on pupil dilation or ratings, indicating that the tempo of the music did not affect the measures used in this study to assess either the subjective or objective attractiveness of the dancing; which is to say, the songs used to manipulate Tempo – although musically distinct – did not contribute significant variance to the data. Thus, we can infer that any differences in participants’ pupil dilations and attractiveness ratings were more likely due to the manipulation of the other IV, Synchrony.

Several limitations to this study may have added uncontrolled-for noise to the data. For example, while dancers were instructed to perform routines as choreographed and with a neutral facial expression, small differences in the velocities of the dancers’ limbs – a result of normal variations in human movement – will undoubtedly have occurred within the stimuli. While these differences did not appear to have a noticeable affect on the synchrony of the videos, and were thus unlikely to have significantly impacted participants’ perceptions, it remains the case that small discrepancies in dancer performance may have influenced participants’ ratings and eye movements. That said, small variations in movement arguably increase the ecological validity of the study, since precise biological movement synchrony within nature is rare due to a host of physiological factors (i.e., age, health, height, weight, sex, etc.).

This study used the medium of hip-hop dance to test our hypotheses. This particular dance style was chosen for two reasons: firstly, choreographically, hip-hop is composed of novel, highly expressive and often angular movements, which strongly align with the musical beat. Stylistically, therefore, it is arguably well suited to a study in which limb and body synchronization must be clearly articulated to observing participants. Secondly, given the relatively youthful demographic of our participants, we were keen to choose a contemporary dance style with which they may have been familiar. That said, similar results may not have been obtained with a different dance style, either because synchronization or coordination between dancers is less obvious, or perhaps less important aesthetically (e.g., as in some contemporary dance). It is therefore an open question regarding the extent to which our results are generalizable.

Furthermore, our experimental design included only seven trials per participant, with two trials representing each level of synchrony except complete asynchrony, which may seem a relatively small number to gather meaningful pupillometry and eye-movement data. In our defense, other eye-tracking and dance studies have also employed a relatively low number of trials, primarily in order to prevent increases in schematic knowledge from exposure to impact eye movement behavior. For example, Stevens et al. (2010) showed participants the same video stimuli as little as twice and found evidence for significant differences in eye movement behavior upon repeated exposure.

With respect to the positive correlation between pupil dilation and attractiveness ratings, any of the explanations for our unexpected results, or the limitations mentioned above, may have weakened the association. In addition, the relatively low coefficient may also have been due to the relatively small sample size, which reduced the statistical power of the correlation. Regardless, despite the circumstances, the resulting significant correlation provides qualified support for the notion that pupil dilation is an implicit measure of the attractiveness of an observed action, in this case synchronized dancing. Future replications of this study could record pupil diameter of participants at a higher temporal resolution, collect data from more participants, and present a larger number of dancers to ameliorate the potentially adverse effects of these limitations.



SUMMARY

The study’s findings support research showing a preference for audio-visual synchrony in the context of dance, and provide some validation for the use of pupil dilation as a proxy for the attractiveness of synchronized dancing. The results are also consistent with the previously stated hypothesis, that dancers’ level of synchrony affects attractiveness; greater synchrony is perceived as more attractive. This provides evidence for a complementary, alternative hypothesis that the evolutionary utility of synchronized group dancing lies in enhancing the circumstances under which social bonding and affiliation may occur, a hypothesis worthy of further investigation. However, the negative effect of asynchronous dancing on perceived attractiveness is only valid in the context of another synchronous dancer, suggesting that a hierarchy of synchrony, in which one dancer is more synchronous than another, may drive differences in perceived attractiveness.

In conclusion, since dance has been established as an integral part of courtship in other animal species, from Clark’s grebes to peacock spiders (Alcock, 2013), it is possible that a similar evolutionary role of dance exists in humans. While the literature provides evidence that dance promotes prosocial behaviors and facilitates communication, it is conceivable from the evidence of the present study, as well as past research, that dance may also play an additional role in setting the stage for increased interpersonal attraction and thus the conditions under which procreation and group survival may ultimately occur.
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Polygamy is associated with lower marital satisfaction and is known to involve sexual, physical, and emotional abuse on the part of the husband. Less is known about the experience of mothers in polygamous families. This study was designed to shed light on the experiences of women in polygamous families in a sample of 80 Israeli Arab mothers living in polygamous families who use social services, domestic violence agencies, and health centers. Mothers were asked to draw their experiences in their families and to provide narratives for the drawings. A phenomenological approach was used to analyze the drawings, and yielded five different pictorial phenomena: (1) pseudo-sweetness, (2) houses, (3) the absentee father and the estranged mother, (4) incorporation of graphic symbols and lettering that represented distress, and (5) growth and development. Most of the drawings were restricted and shallow, indicating a complex emotional state of despair and distress. The central feelings that emerged from the drawings were negative emotions of anger, sadness, loneliness, and powerlessness. While some women longed for romantic relationships with their husbands, others expressed the desire for revenge and justice. Dissociation and parentification, as central coping strategies, emerged from the drawings and the narratives. The findings are discussed theoretically and clinically.

Keywords: polygamous families, mothers, internal distress, drawings, rejection


INTRODUCTION

Polygamy is defined as a marriage in which one spouse (man or woman) has several other spouses. The most common form of polygamy is when a man has more than one wife (Al-Krenawi, 2012). Polygamy was practiced in numerous cultures in the past but is now mainly found in the Middle East, North Africa, East Asia, but also in certain European and North American communities (Al-Krenawi et al., 2006). Although there are no official data on the extent of polygamy in Israel, it is well known that it exists, and that most polygamous families in Israel are Bedouin. Most families live mainly in the Negev (i.e., the southern part of Israel), although polygamy has also been documented in several villages in the northern part of Israel (Layish, 2017). The Sharia court (Muslim religious court) allows a plurality of wives, provided that the husband can provide for the economic and emotional needs of all his wives and children equally. However, Israeli law considers polygamy to be a criminal offense for which the sentence can range up to 5 years of imprisonment (section 176 of the Penal Code, 1977).

Most polygamous marriages in Israel involve one man married to two women, although there are some marriages with men married to three or four women (Layish, 2017). Polygamy is practiced by both young and old men and also among men with higher education (Al-Krenawi, 2012). In many cases, it is accompanied by lower marital satisfaction and involves sexual, physical, and emotional abuse by the husband (Elbedour et al., 2006), which has severe psychological and physiological consequences for the wives, including low self-esteem, low life satisfaction, loneliness, depression, somatization, phobia, anxiety, and paranoia (Al-Krenawi and Slonim-Nevo, 2008b; Al-Krenawi, 2012; Daoud et al., 2014), as well as impaired socioemotional and academic adjustment in the spouses’ children (Al-Krenawi and Lightman, 2000; Elbedour et al., 2002).

Studies conducted in different countries have suggested that family functioning in polygamous families tends to be more problematic and impaired than in monogamous families (Al-Krenawi and Slonim-Nevo, 2008a). This is primarily because it involves co-wife jealousy, rivalry, and an unequal distribution of household and emotional resources (Slonim-Nevo et al., 2008), and can produce hostility among co-wives and between the children of the different wives (Al-Krenawi, 1998). The findings tend to indicate that the negative intra-psychic consequences for the mother affect the quality of her parental involvement and caregiving, which is manifested in low maternal involvement and monitoring, emotional detachment, and high levels of hostility toward her offspring (Elbedour et al., 2002; Al-Krenawi and Slonim-Nevo, 2008a). Nevertheless, several studies have indicated that the ability of members of polygynous families to function well depends on family connectedness, avoidance of minor conflicts, and the possibility for open communication and emotional ties among family members (Al-Krenawi, 1998; Slonim-Nevo et al., 2008). This suggests that the conflict resolution strategies that are adopted, rather than the structure of the relationship itself (i.e., polygamy vs. monogamy) predicts problematic family functioning. To better understand women’s internal experiences of their place in a polygamous family, this study examined drawings as a projective art-based technique associated with narratives in a sample of women in polygamous marriages in Israel.


The Use of Drawings and Narratives

Empirical and clinical work in art therapy and allied fields have shown that drawings enable the expression of hidden or repressed thoughts and feelings in a relatively fast and straightforward way (Woolford et al., 2015). For researchers as well as therapists, drawings can shed light on individuals’ internal worlds (Gantt and Anderson, 2009) and their perceptions of their families, parents, siblings, or spouses (Goldner and Scharf, 2012). Drawings are considered to tap into conscious and unconscious content in way that communicates feelings and ideas in a safe environment (Malchiodi, 1997; Lev-Wiesel and Shvero, 2003; Jacobs-Kayam et al., 2013). The assumption is that by using colors, shapes, and motifs, as reflected in visual content, the unconscious can be expressed (Goldner and Scharf, 2012). The covert and overt ideas, distressful feelings and thoughts, and concerns and worries captured in the drawings add a layer of meaning to the verbal content (Lev-Wiesel and Liraz, 2007; McInnes, 2019).

Since stressful events are often recalled in a fragmented, dissociated, and nonverbal way, expressing this suffering through implicit symbolic modes of communication such as drawing can provide individuals with access to dissociated self-states (Van der Kolk, 2002) and possibly overcome the dissociative defensive mechanism of self-censorship, thus allowing the trauma to emerge in pictorial form (Lev-Wiesel, 2005; Avrahami, 2006; Huss et al., 2012). Clinical and empirical evidence suggests that drawings can reveal individuals’ perceptions of their pain, illness, and disabilities (Broadbent et al., 2009).

Recently, drawing has been integrated into interpretative phenomenological analysis (IPA). Boden et al. (2019) suggested the use of drawing and narratives as a vehicle to help participants explore and communicate their life worlds and the relational context of their distress. They argued that drawings accompanied by narratives activate several senses simultaneously, which provide rich data that captures the quality of the art maker’s inner and relational experience and helps further communication. This is especially beneficial for less verbalized populations (Lyon, 1995). The current study focused on the ways women from polygamous families perceive their place in their families through drawings and narratives.



MATERIALS AND METHODS


Participants and Procedure

The sample was comprised of 80 Israeli Arab women from both the southern and northern parts of Israel, all of whom were in polygamous marriages. The participants were recruited through flyers and by word of mouth via social services staff in various community sites (e.g., social services, domestic violence agencies, and health centers). To better explore the perceived family dynamics of these women, including parenting, the criterion for participation in the study was to have at least one child. The mean age of the participants was 40.89 (SD = 9.87). The participants had been married on average for 19.88 years (SD = 10.37). All the women were Muslim. The average number of children in each marriage was 5.75 (SD = 2.89). Almost half of the participants were the second wives in the marriage order (n = 39, 48.7%), slightly fewer were the first wives (n = 35, 43.8%), and only 7.5% were the third or fourth wives (n = 4). The women had 8.89 years of education on average (SD = 4.25), and three-quarters of the participants were unemployed (n = 60, 75%). The participants were asked to indicate whether they described themselves as having a high, medium, or low socio-economic status. Approximately two-thirds (n = 49, 61.3%) of the participants reported that their socio-economic status was either low or medium.

The study was conducted in accordance with APA ethical standards for the treatment of human subjects. Ethical approval from the university of Haifa Ethics Committee (approval # 1809/19) was obtained. In compliance with ethical standards for this community, women were not asked to sign informed consent forms, since polygamy is prohibited by law in Israel, and signing the form would be an acknowledgment of violating the law. Instead, the first researcher signed an affidavit stating that the purpose of the study was made clear to the women and that they had agreed to participate in the study. Upon agreement, face-to-face individual meetings were conducted in the homes of the participants in Arabic by the first author, during which time she administered the drawing task. Participants were assured of the confidentiality of their responses. Participants were not compensated for their participation.



Measures


The Drawing Task

Participants were handed a blank sheet of A4 (21 cm × 27.9 cm) paper, a pencil, an eraser, and a set of 12 colored markers, and were requested to draw an image that reflected their experience within the family and to provide a short narrative related to the drawing. The drawings could portray their experiences abstractly or figuratively. The narratives were audiotaped, transcribed into Arabic, and later translated into English to enable comparison.

The drawings were analyzed by applying the principles of IPA for drawings (Huss et al., 2012; Thyme et al., 2013). First, the form and content of the drawing was examined carefully (Kato and Morita, 2009) in order to identify repetitive pictorial features composed of pictorial art such as lines, colors, shapes, images, textures, contrasts, massive areas, spaces, and the relationships between them (Huss et al., 2012; Thyme et al., 2013; Boden et al., 2019). Symbols and pictorial phenomena were labeled based on the Jungian approach which posits that any symbol or pictorial phenomenon encompasses meaning beyond the object itself or the particular drawing (Eisenbach et al., 2015). In addition, dictionaries of symbols from the field of projective art-based techniques were consulted to define each symbol. The data that emerged from the analysis were then classified into broad, global, and aggregate pictorial phenomena based on the organization, the aggregation of signs in the drawings, and the general impression. In the next step, interpretive psychological theories that assess mental functioning through compositional and stylistic elements were applied to generate meaning from these phenomena (Huss et al., 2012). In addition, in this study, an attempt was made to examine the extent to which the women’s verbal narratives supported, contradicted, or added more layers of information to the pictorial phenomena identified from the drawings.

The drawings and the narratives were analyzed by the two authors, who are both experienced creative art therapists with extensive training in the phenomenological analysis approach to art therapy. To ensure inter-coder reliability, we conducted the pictorial phenomenological analysis and examined the narratives separately. Then, we compared individual analyses, discussed disagreements, and looked for common ground as to the visual content and meaning. The intra-class correlation coefficients (Kappa) for the drawing phenomenon based on 25 (31%) of the drawings ranged from 0.82 to 0.87. In addition, the narratives were coded as either positive or negative. Negative narratives were defined as those revealing feelings of despair and internal distress, whereas positive narratives were defined as those that expressed positive resolution and hope, either by personal growth or through their children’s development. The intra-class correlation coefficients (Kappa) for the narrative analysis based on 25 (31%) of the narratives was 0.87.



RESULTS

The women were asked to depict the ways they experienced their place in the family. The analysis of the drawings yielded five different pictorial phenomena: (1) pseudo-sweetness, (2) houses, (3) the absentee father and the estranged mother, (4) incorporation of graphic symbols and lettering that represented distress, and (5) growth and development. Most of the narratives (n = 64, 80%) were negative; the remainder (n = 16, 20%) were positive.


First Phenomenon: Pseudo-Sweetness

The first phenomenon was termed pseudo-sweetness, and was present in more than a quarter of the drawings (n = 22). These drawings incorporated butterflies, birds, and hearts; however, further scrutiny indicated that most of these objects were moderately small, drawn on the margins of the page so that most of the page remained blank. Often, the drawings took on a childish quality. In addition, the color scale was relatively limited, the objects were disconnected and the family was not depicted (see Figures 1, 2). These all revealed the sense of impoverishment, sadness, anger, and pain.


[image: image]

FIGURE 1. An example of a “Pseudo Sweet” drawing.



[image: image]

FIGURE 2. An Example of a “Pseudo Sweet” drawing.


Thus despite this attempt to sweeten reality and present it in a positive light, 14 of the narratives were characterized by hopelessness, despair, and helplessness, and suggested that they relied on their children as a source of comfort and strength. Eight mothers described how they implemented a defensive strategy of role reversal, which involved shifting from a negative to a positive description in what may have been an attempt to convince themselves that their reality was not so desperate. The narratives included statements such as “the situation in my home is tough, I have almost no contact with my husband. The most important thing is that I have my children”; “I don’t think that my bitter reality can be changed, this is my destiny, and I must accept it, this is God’s wish”; “I have no words, Al-Ahmadullah (thank God), my kids are healthy, and I don’t want any more than that.”



Second Phenomenon: House Drawing

The second phenomenon, which was evidenced in 18 of the drawings, was houses. These houses tended to be small, closed, and drawn monochromatically and pre-schematically by mostly using shapes to depict the house. The houses were empty, drawn without details or a reference to the interior of the home, and lacked vitality as reflected in low embellishment and a small color palette, indicating low emotional investment. In addition, there were no figures or surroundings or any details. Even though they still lived at home with their spouses, in some of the drawings, the woman and her children were drawn at some distance from the house possibly reflecting a feeling of inferiority and a sense of emotional exclusion from the homes of their husbands. When figures were drawn, they were tiny, body-less, primitive, and anonymous (see Figures 3, 4). Obviously, it is possible, that some of the women may have found it difficult artistically to drawing some of the details of the house but the general feeling elicited by the drawings was a sense of marginalization, alienation, loneliness, and abandonment. In 12 of the narratives, there was a sense of death and no hope. This was echoed in the narratives: “there is no life in our home, no feeling of belonging, it feels like the house is not ours, it has no meaning either to the children or to me”; “I was very young when I married. My parents forced me to marry. It was an arranged marriage. I’m discouraged by the situation”; “I have no hope”; “I only stay with him because of the children.”
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FIGURE 3. An example of a “House Drawing.”
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FIGURE 4. An example of a “House Drawing.”




Third Phenomenon: The Absentee Father and the Estranged Mother

The third phenomenon, which was identified in 27 drawings, was labeled the absentee father and the estranged mother. These drawings showed a family in which the father or the mother was absent or were drawn at a distance from the family, creating a sense of “presence-absence,” isolation and ostracism. This absence or separateness was represented by the use of different/opposite colors or by drawing the figure differently from the other figures/objects on the page and placing the spouses’ figures at different edges of the page. In many of the drawings, the women left a blank space between the mother and the father figures. In most cases, if the mother was drawn, her figure was tiny and missing body parts, such as her mouth or hands, creating a sense of powerlessness and silencing (see Figures 5, 6).
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FIGURE 5. An example of “the Absentee Father or Mother” drawing.
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FIGURE 6. An example of “the Absentee Father or Mother” drawing.


The women’s narratives reflected the sense that they had given up on their husbands, felt jealous of the other wife (wives), and even harbored revenge fantasies. To deal with the situation, in the drawings they appear to have nullified the husband, perhaps as a tactic to feel less trapped in the marriage. Some of the comments in the narratives included: “I only want to be strong for the children. I am indifferent to my husband; he is just a man; I do not treat him like a husband.” “My husband made a mistake when he married another woman; unfortunately, he is thinking of marrying another woman again, I am disappointed in him, I do not need him, the main thing is that I am with the children and they are fine and healthy. For me, he does not exist, I exist only for the children,” “My dream is to get rid of the first wife and to establish a good, warm relationship with my husband. I want him only for myself, but you can’t change reality. It’s just a dream.”



Fourth Phenomenon: Drawings Incorporating Graphic Symbols

The fourth phenomenon was characterized by drawings incorporating symbols and letters expressing distress (n = 13). The drawings in this category included scribbles, icons, and universal symbols as such as arrows to denote directions, mathematical symbols (=, +, ≠, question marks, × marks, and labyrinths. The drawings evoked feelings of confusion, sadness, anger, and astonishment as though the women were attempting to make sense of the situation and wanted to make sure that others could understand their experience in particular by asking “how can this be?” (see Figures 7, 8). This impression of confusion, perplexity, and injustice was also manifested in women’s narratives: “we walk in a big maze; nobody knows where he is and what he wants. Everything is messy and dark, painful and confusing, fear, despair, and helplessness are the family situation”; “a storm of emotions is in my heart, I do not understand why this has happened, what I did wrong to him, confused, do not understand everything, full of problems, quarrels, and shouting at home. Life went wrong for me.”; “full of unanswered questions, I’m in the middle between my husband and his second wife, wondering what I am for/to him.”
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FIGURE 7. An example of a drawing incorporating written/graphic symbols.
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FIGURE 8. An example of a drawing incorporating written/graphic symbols.




Fifth Phenomenon: Growth and Development

The fifth phenomenon was termed growth and development. This was manifested in eight drawings and was reflected in images of blooming trees, birds, and flowers. By contrast to the paintings classified as pseudo-sweetness, the graphic style of the drawings was characterized by emotional investment and vitality as manifested in richness, colorfulness, decorativeness, and movement (see Figures 9, 10). All of these women’s narratives expressed hope and the desire for development, growth, and recovery. In the narratives, these women discussed their strengths and dealt with their and their children’s future with or without their husbands, saying “I am like a tree, fertile, giving, and generous, but I am under stress. I want to continue my life and support my children; they give strength to my life now. I want to see them successful”; “I am happy with my life, but if my husband is thinking of marrying a third wife, I will divorce him and continue living with or without him”; “I will move forward.”
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FIGURE 9. An example of a growth/development drawing.
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FIGURE 10. An example of a growth/development drawing.




DISCUSSION

The current study employed a projective art-based technique along with short verbal narratives to explore the experience of women living in polygamous families, who had experienced a traumatic marital relationship and were being treated by Israeli health and welfare services. Although most of the drawings communicated the experience realistically through the use of houses and human figures and attempted to depict a normative life, their drawings also revealed negative feelings of loneliness, helplessness, confusion, and internal distress. In addition, the longing for romantic relationships, jealousy, anger, and the desire for revenge and justice emerged from the narratives. These findings lend weight to previous studies suggesting that drawings enable painful experiences of disclosure by bypassing dissociative mechanisms (Amir and Lev-Wiesel, 2007). The findings are also in line with studies of women living in polygamous families, which have pointed to the range of mental problems these women face (Al-Krenawi, 2001, 2012; Al-Krenawi and Graham, 2006; Al-Krenawi and Slonim-Nevo, 2008b; Daoud et al., 2014).

However, about a quarter of the women employed dissociative drawing techniques such as adding cheerful/sweet objects such as flowers, hearts, or butterflies to circumvent the distressing experience (Pianta and Longmaid, 1999; Goldner and Scharf, 2012). The classical approach in the dissociation literature views dissociation as a pathological response to trauma in which the victims splits daily reality into the part that functions appropriately and the abusive, intolerant experience (Nijenhuis et al., 2010; Lahav and Elklit, 2016). However, using dissociative mechanisms in drawings and narratives may also be considered a normative survival technique since detachment from painful experiences minimizes stress and may protect these women from their overwhelming pain (Spiegel et al., 2011; Stein et al., 2013).

In the drawings, both the home and the family dynamics dominated. According to projective theories, house drawings can shed light on the individual’s sense of security, protection and support, and the interaction between their inner and outer worlds (Lev-Wiesel and Kleinberg, 2002; Huss, 2007; Yu et al., 2016; Sheng et al., 2019). Similarly, a family drawing can shed light on family dynamics such as physical intimacy or distance, the emotional tone in the home setting, aspects of closeness, isolation, rejection, and dominance among different family members (Lev-Wiesel and Samson, 2001; Lev-Wiesel and Kleinberg, 2002).

In the current study, the women’s houses were empty, lacked details and vitality. They were drawn in a monochromatic and careless way that instilled a sense of loneliness, ostracism, and abandonment. Almost a fifth of the drawings lacked a father figure. In others, the women were isolated or apparently rejected from their families. The absence of a father figure was previously found in drawings of children in polygamous families (Lev-Wiesel and Al-Krenawi, 2000). A sense of separation, isolation, or estrangement have been reported in drawings of mothers who are victims of intimate partner violence (Backos and Samuelson, 2017). The separation between the mother and child figures have been found in family drawings of mothers of children with Down syndrome who tend to draw a larger number of barriers between themselves and their children (Lev-Wiesel and Zeevi, 2007). The house/home, which is supposed to provide these women with a sense of security and protection, was depicted as a place promoting isolation, which may have represented difficulties in the family relationship (Elbedour et al., 2006). At other times it could have indicated the women’s longing for an intimate connection or their wish to punish their husband by distancing the father figure from their family.

In a large proportion of the drawings, a large space was left blank, and the drawings only depicted tiny anonymous figures who lacked body parts such as hands and eyes and were drawn in a restricted, careless, and limited way. The drawings of tiny and anonymous figures is thought to indicate vulnerability, incompetence, powerlessness, and non-existence (Nagamey et al., 2018), whereas a careless drawing indicates feelings of tension and anger toward the figure and is characteristic of an avoidant attachment style (Fury et al., 1997). For example, in a study conducted by Lev-Wiesel and Kleinberg (2002) who treated a battered woman, all the participants drew themselves smaller in size than the husband figure. In one-fifth of the drawings, the figure of the wife was lower on the page in relation to the figure of the husband.

Fragmented, detached, or omitted hands may reflect helplessness and incompetence, and the omission of the mouth may express the women’s inability to make their voice heard (Lev-Wiesel, 2005). In light of the literature on polygamy (Al-Krenawi, 2012, 2013), it comes as no surprise that these were the participants’ feelings of helplessness and despair. To overcome feelings they cannot support, the women described their tendency toward parentification in their narratives (Minuchin, 1974; Earley and Cushway, 2002); i.e., when parents turn to their children for emotional support and comfort. This kind of relationship, which may derive from situations such as parental conflict or divorce, households with domestic violence, and maternal helplessness (Fitzgerald et al., 2008; Bifulco et al., 2014), can become destructive when characterized by exaggerated emotional and instrumental responsibility (Byng-Hall, 2008).

Several drawings in the study incorporated written symbols and lettering that expressed attempts to communicate what these women perceived as an impossible situation. Using familiar symbols and icons, they maximized the possibility of being understood and evidenced their attempts to make sense of the situation that had been forced upon them (Huss et al., 2012). In these drawings, black dominated. In some cases, black was combined with red. Color choice is assumed to represent one’s emotional state (Lev-Wiesel and Daphna-Tekoha, 2000). Studies have indicated that while emotionally well-adjusted individuals respond to color openly, emotionally distressed people shy away from colors, and use limited color scales (Gantt and Tabone, 1998). There is a broad consensus across cultures that black represents death, mourning, or mortification, whereas red signifies love, passion, energy, power, fertility, blood, pain, anger, struggle, and revenge (Eisenbach et al., 2015). This combination may reflect the psyche’s natural inclination to move from destruction to life and achieve a sense of control (Lev-Wiesel, 2005). Empirically, several studies involving participants who endured “life-threatened experiences” (including adults who were sexually abused as children, earthquake victims, and Palestinian adults who must go through searches at Israel Defense Forces checkpoints to reach their schools or places of employment) revealed a substantial prevalence for red and black in their artworks (Gregorian et al., 1996; Eisenbach et al., 2015; Nagamey et al., 2018). In the present study, black and red may have disclosed these women’s despair and agony, anger, and desire for retaliation and justice.

A similar constellation also emerged from some of the women’s narratives that pointed to their feelings of jealousy and a desire for revenge. Life in a state of constant marital conflict, isolation, and feelings of injustice in polygamous families may elicit jealousy between the women involved (Al-Krenawi, 2012). Nevertheless, although anger, resentment toward the husband, and jealousy of the other wives appeared in women’s narratives (Guerrero, 1998), most felt pushed into a corner, and were only left with a desire for revenge. Their drawings distanced the husband from their children and created a separate family unit composed of themselves and their children. This kind of fantasy may help these women retain a certain degree of self-worth, reinstate justice, and restore emotional equanimity (Orth, 2004; McClelland, 2010). In a sense, the desire for revenge constitutes a form of narcissistic restoration, enabling a redefinition of the self, encouraging progression and ego stability, and preserving the person’s belief in a just and ordered society (McClelland, 2010; van Denderen et al., 2014).

Finally, by using images from nature and especially green flourishing trees, several women expressed the aspiration to live their life beyond surviving while fulfilling their potential and achieving positive self-regard and purpose in life. Researchers have suggested that drawings of a tree express one’s self-image and emotional state, and represent individuals’ urge to grow and prosper (Hammer, 1980; Stanzani Maserati et al., 2015). While bare, dehydrated, and rootless trees reflect feelings of powerlessness and helplessness (Mizuta et al., 2002), a healthy growing tree mirrors a person’s positive development (Isaksson et al., 2009). In the current study, the women’s trees may represent the concept of “thriving” (Diener et al., 2010; Su et al., 2014), which refers to higher-level functioning that reaches beyond the restoration of homeostasis after an adverse event (Ryff and Singer, 2003).



LIMITATIONS AND CONCLUSION

Several limitations of this study should be acknowledged. First, the sample was composed exclusively of Israeli Muslim Arab women who were in contact with the social services. Future studies should be conducted in polygamous families from other cultures and among well-functioning families to enable generalization. This study was based on women’s drawings and short narratives. Using additional research methods such as in-depth interviews or self-report questionnaires could extend the conclusions. Nevertheless, despite these limitations, the results shed light on the disturbing reality of isolation and despair of Arab women in polygamous families in the current sample. They also revealed the mechanisms that women employ to bypass their distress, such as parentification, creating a separate family unit, creating revenge fantasies, and seeking justice and dissociation. Nevertheless, some women exhibited strengths and expressed hopes of thriving.



DATA AVAILABILITY STATEMENT

The datasets presented in this article are not readily available because ethical consideration. Requests to access the datasets should be directed to the second author.



ETHICS STATEMENT

The studies involving human participants were reviewed and approved by the Faculty of Social Welfare and Health Sciences, University of Haifa Ethics Committee (approval # 1809/19). The patients/participants agreed to participate in this study.



AUTHOR CONTRIBUTIONS

FG conducted the drawing tasks and narrative collection. Both authors analyzed the drawings and narratives and were involved in writing the article.



REFERENCES

Al-Krenawi, A. (1998). Family therapy with a multiparental/multispousal family. Fam. Process. 37, 65–81. doi: 10.1111/j.1545-5300.1998.00065.x

Al-Krenawi, A. (2001). Women from polygamous and monogamous marriages in an out-patient psychiatric clinic. Transcult. Psychiatry 38, 187–199. doi: 10.1177/136346150103800203

Al-Krenawi, A. (2012). A study of psychological symptoms, family function, marital and life satisfactions of polygamous and monogamous women: the Palestinian case. Intern. J. Soc. Psychiatr. 58, 79–86. doi: 10.1177/0020764010387063

Al-Krenawi, A. (2013). Mental health and polygamy: the Syrian case. World J. Psychiatr. 3, 1–7. doi: 10.5498/wjp.v3.i1.1

Al-Krenawi, A., and Graham, J. R. (2006). A comparison of family functioning, life and marital satisfaction, and mental health of women in polygamous and monogamous marriages. Intern. J. Soc. Psychiatr. 52, 5–17. doi: 10.1177/00207640060061245

Al-Krenawi, A., and Lightman, E. S. (2000). Learning achievement, social adjustment, and family conflict among Bedouin-Arab children from polygamous and monogamous families. J. Soc. Psychol. 140, 345–355. doi: 10.1080/00224540009600475

Al-Krenawi, A., and Slonim-Nevo, V. (2008a). Psychosocial and familial functioning of children from polygynous and monogamous families. J. Soc. Psychol. 148, 745–764. doi: 10.3200/SOCP.148.6.745-764

Al-Krenawi, A., and Slonim-Nevo, V. (2008b). The psychosocial profile of Bedouin Arab women living in polygamous and monogamous marriages. Fam. Soc. J. Contemp. Soc. Serv. 89, 139–149. doi: 10.1606/1044-3894.3718

Al-Krenawi, A., Slonim-Nevo, V., and Graham, J. R. (2006). Polygamy and its impact on the psychosocial well-being of husbands. J. Compar. Fam. Stud. 37, 173–189.

Amir, G., and Lev-Wiesel, R. (2007). Dissociation as depicted in the traumatic event drawings of child sexual abuse survivors: a preliminary study. Arts Psychother. 34, 114–123. doi: 10.1016/j.aip.2006.08.006

Avrahami, D. (2006). Visual art therapy’s unique contribution in the treatment of post-traumatic stress disorders. J. Trauma Dissoc. 6, 5–38. doi: 10.1300/J229v06n04_02

Backos, A., and Samuelson, K. W. (2017). Projective drawings of mothers and children exposed to intimate partner violence: a mixed methods analysis. Art Ther. 34, 58–67. doi: 10.1080/07421656.2017.1312150

Bifulco, A., Schimmenti, A., Moran, P., Jacobs, C., Bunn, A., and Rusu, A. C. (2014). Problem parental care and teenage deliberate self-harm in young community adults. Bull. Menning. Clin. 78, 95–114. doi: 10.1521/bumc.2014.78.2.95

Boden, Z., Larkin, M., and Iyer, M. (2019). Picturing ourselves in the world: drawings, interpretative phenomenological analysis and the relational mapping interview. Q. Res. Psychol. 16, 218–236. doi: 10.1080/14780887.2018.1540679

Broadbent, E., Niederhoffer, K., Hague, T., Corter, A., and Reynolds, L. (2009). Headache sufferers’ drawings reflect distress, disability and illness perceptions. J. Psychosom. Res. 66, 465–470. doi: 10.1016/j.jpsychores.2008.09.006

Byng-Hall, J. (2008). The significance of children fulfilling parental roles: implications for family therapy. J. Fam. Ther. 30, 147–162. doi: 10.1111/j.1467-6427.2008.00423.x

Daoud, N., Shoham-Vardi, I., Urquia, M. L., and O’Campo, P. (2014). Polygamy and poor mental health among arab bedouin women: do socioeconomic position and social support matter?. Ethn. Health 19, 385–405. doi: 10.1080/13557858.2013.801403

Diener, E., Wirtz, D., Tov, W., Kim-Prieto, C., Choi, D. W., Oishi, S., et al. (2010). New well-being measures: short scales to assess flourishing and positive and negative feelings. Soc. Indic. Res. 97, 143–156. doi: 10.1007/s11205-009-9493-y

Earley, L., and Cushway, D. (2002). The parentified child. Clin. Child Psychol. Psychiatry 7, 163–178. doi: 10.1177/1359104502007002005

Eisenbach, N. A., Snir, S., and Regev, D. (2015). Identification and characterization of symbols emanating from the spontaneous artwork of survivors of childhood trauma. Arts Psychother. 44, 45–56. doi: 10.1016/j.aip.2014.12.002

Elbedour, S., Abu-Bader, S., Onwuegbuzie, A. J., Abu-Rabia, A., and El-Aassam, S. (2006). The scope of sexual, physical, and psychological abuse in a Bedouin-Arab community of female adolescents: the interplay of racism, urbanization, polygamy, family honor, and the social marginalization of women. Child. Abuse Negl. 30, 215–229. doi: 10.1016/j.chiabu.2005.10.010

Elbedour, S., Onwuegbuzie, A. J., Caridine, C., and Abu-Saad, H. (2002). The effect of polygamous marital structure on behavioral, emotional, and academic adjustment in children: a comprehensive review of the literature. Clin. Child Fam. Psychol. Rev 5, 255–271. doi: 10.1023/A:1020925123016

Fitzgerald, M. M., Schneider, R. A., Salstrom, S., Zinzow, H. M., Jackson, J., and Fossel, R. V. (2008). Child sexual abuse, early family risk, and childhood parentification: pathways to current psychosocial adjustment. J. Fam. Psychol. 22, 320–324. doi: 10.1037/0893-3200.22.2.320

Fury, G., Carlson, E. A., and Sroufe, L. A. (1997). Children’s representations of attachment relationships in family drawings. Child Dev. 68, 1154–1164.

Gantt, L. M., and Anderson, F. (2009). The formal elements art therapy scale: a measurement system for global variables in art. Art Therapy 26, 124–129. doi: 10.1080/07421656.2009.10129372

Gantt, L., and Tabone, C. (1998). Formal Elements Art Therapy Scale: The Rating Manual. Morgantown, WV: Gargoyle Press.

Goldner, L., and Scharf, M. (2012). Children’s family drawings and internalizing problems. Arts Psychother. 39, 262–271. doi: 10.1016/j.aip.2012.04.005

Gregorian, V. S., Azarian, A., DeMaria, M. B., and McDonald, L. D. (1996). Colors of disaster: the psychology of the “Black sun”. Arts Psychother. 23, 1–14. doi: 10.1016/0197-4556(95)00065-8

Guerrero, L. K. (1998). Attachment-style differences in the experience and expression of romantic jealousy. Pers. Relationsh. 5, 273–291. doi: 10.1111/j.1475-6811.1998.tb00172.x

Hammer, E. F. (Ed.) (1980). The Clinical Application of Projective Drawings. Springfield, IL: Charles C. Thomas.

Huss, E. (2007). Houses, swimming pools, and thin blonde women: arts-based research through a critical lens with impoverished Bedouin women. Q. Inq. 13, 960–988. doi: 10.1177/1077800407304470

Huss, E., Nuttman-Shwartze, O., and Altman, A. (2012). The role of collective symbols as enhancing resilience in children’s art. Arts Psychother. 39, 52–59. doi: 10.1016/j.aip.2011.11.005

Isaksson, C., Norlén, A. K., Englund, B., and Lindqvist, R. (2009). Changes in self-image as seen in tree paintings. Arts Psychother. 36, 304–312. doi: 10.1016/j.aip.2009.07.004

Jacobs-Kayam, A., Lev-Wiesel, R., and Zohar, G. (2013). Self-mutilation as expressed in self-figure drawings in adolescent sexual abuse survivors. Arts Psychother. 40, 120–129. doi: 10.1016/j.aip.2012.11.003

Kato, D., and Morita, M. (2009). Form, content, and gender differences in Lego® block creations by Japanese adolescents. Art Ther. J. American Art Ther. Association 26, 181–186. doi: 10.1080/07421656.2009.10129615

Lahav, Y., and Elklit, A. (2016). The cycle of healing - dissociation and attachment during treatment of CSA survivors. Child Abuse Negl. 60, 67–76. doi: 10.1016/j.chiabu.2016.09.009

Layish, A. (2017). “Polygamy,” in Women and Islamic Law in a Non-Muslim State: A Study Based on Decisions of the Shari’a Courts in Israel, ed. A. Layish (Abingdon: Routledge).

Lev-Wiesel, R. (2005). Dissociative identity disorder as reflected in drawings of sexually abused survivors. Arts Psychother. 32, 372–381. doi: 10.1016/j.aip.2005.02.003

Lev-Wiesel, R., and Al-Krenawi, A. (2000). Perception of family among Bedouin-Arab children of polygamous families as reflected in their family drawings. Am. J. Art Therapy 38, 98–106.

Lev-Wiesel, R., and Daphna-Tekoha, S. (2000). The self-revelation through color technique: understanding clients’ relations with significant others, silent language, and defense mechanisms through the use of color. Am. J. Art Therapy 39, 35–41.

Lev-Wiesel, R., and Kleinberg, B. (2002). Elderly battered wives’ perceptions of the spousal relationship as reflected in the drawings of the couple. Arts Psychother. 29, 13–17. doi: 10.1016/s0197-4556(01)00122-8

Lev-Wiesel, R., and Liraz, R. (2007). Drawings vs. narratives: drawing as a tool to encourage verbalization in children whose fathers are drug abusers. Clin. Child Psychol. Psychiatry 12, 65–75. doi: 10.1177/1359104507071056

Lev-Wiesel, R., and Samson, T. (2001). Long-term effects of maternal death through paternal homicide evidenced from family of origin drawings. Arts Psychother. 28, 239–244. doi: 10.1016/s0197-4556(01)00114-9

Lev-Wiesel, R., and Shvero, T. (2003). An exploratory study of self-figure drawings of individuals diagnosed with schizophrenia. Arts Psychother. 30, 13–16. doi: 10.1016/s0197-4556(02)00232-0

Lev-Wiesel, R., and Zeevi, N. (2007). The relationship between mothers and children with Down syndrome as reflected in drawings. Art Therapy 24, 134–137. doi: 10.1080/07421656.2007.10129420

Lyon, J. G. (1995). Drawing: its value as a communication aid for adults with aphasia. Aphasiology 9, 33–50. doi: 10.1080/02687039508248687

Malchiodi, C. A. (1997). Breaking the Silence. Levittown, PA: Brunner/Mazzel.

McClelland, R. T. (2010). The pleasures of revenge. J. Mind Behav. 31, 195–235.

McInnes, E. (2019). “Young children’s drawings after sexual abuse: disclosure and recovery,” in Where to From Here? Examining Conflict-Related and Relational Interaction Trauma, ed. E. McInnes (Netherlands: BRILL).

Minuchin, S. (1974). Families and Family Therapy. Cambridge, MA: Harvard University Press.

Mizuta, I., Inoue, Y., Fukunaga, T., Ishi, R., Ogawa, A., and Takeda, M. (2002). Psychological characteristics of eating disorders as evidenced by the combined administration of questionnaires and two projective methods: the tree drawing test (Baum Test) and the sentence completion test. Psychiatry Clin. Neurosci. 56, 41–53. doi: 10.1046/j.1440-1819.2002.00928.x

Nagamey, N. M., Goldner, L., and Lev-Wiesel, R. (2018). Perspectives on social suffering in interviews and drawings of Palestinian adults crossing the Qalandia checkpoint: a qualitative phenomenological study. Front. Psychol. 9:1591. doi: 10.3389/fpsyg.2018.01591

Nijenhuis, E., van der Hart, O., and Steele, K. (2010). Trauma-related structural dissociation of the personality. Activit. Nervosa Super. 52, 1–23. doi: 10.1007/bf03379560

Orth, U. (2004). Does perpetrator punishment satisfy victims’ feelings of revenge?. Aggress. Behav. 30, 62–70. doi: 10.1002/ab.20003

Pianta, R. C., and Longmaid, K. (1999). Attachment-based classifications of children’s family drawings: psychometric properties and relations with children’s adjustment in kindergarten. J. Clin. Child Psychol. 28, 244–255. doi: 10.1207/s15374424jccp2802_11

Ryff, C. D., and Singer, B. (2003). “Thriving in the face of challenge: the integrative science of human resilience,” in Expanding the Boundaries of Health and Social Science: Case Studies in Interdisciplinary Innovation, eds F. Kessel, P. L. Rosenfield, and N. B. Anderson (Oxford: Oxford University Press), 181–205.

Sheng, L., Yang, G., Pan, Q., Xia, C., and Zhao, L. (2019). Synthetic house-tree-person drawing test: a new method for screening anxiety in cancer patients. J. Oncol. 2019:5062394.

Slonim-Nevo, V., Al-Krenawi, A., and Yuval-Shani, B. (2008). Polygynous marriage in the Middle East: stories of success and failures. Ethnology 47, 195–208.

Spiegel, D., Loewenstein, R. J., Lewis-Fernańdez, R., Sar, V., Simeon, D., Vermetten, E., et al. (2011). Dissociative disorders in DSM-5. Depress. Anxiety 28, 824–852. doi: 10.1002/da.20923

Stanzani Maserati, M., Matacena, C., Sambati, L., Oppi, F., Poda, R., De Matteis, M., et al. (2015). The tree-drawing test (Koch’s Baum test): a useful aid to diagnose cognitive impairment. Behav. Neurol. 2015: 534681.

Stein, D. J., Koenen, K. C., Friedman, M. J., Hill, E., McLaughlin, K. A., Petukhova, M., et al. (2013). Dissociation in posttraumatic stress disorder: evidence from the world mental health surveys. Biol. Psychiatry 73, 302–312.

Su, R., Tay, L., and Diener, E. (2014). The development and validation of the Comprehensive Inventory of Thriving (CIT) and the Brief Inventory of Thriving (BIT). Appl. Psychol. Health Well Being 6, 251–279. doi: 10.1111/aphw.12027

Thyme, K. E., Wiberg, B., Lundman, B., and Graneheim, U. H. (2013). Qualitative content analysis in art psychotherapy research: concepts, procedures, and measures to reveal the latent meaning in pictures and the words attached to the pictures. Arts Psychother. 40, 101–107. doi: 10.1016/j.aip.2012.11.007

van Denderen, M., de Keijser, J., Gerlsma, C., Huisman, M., and Boelen, P. A. (2014). Revenge and psychological adjustment after homicidal loss. Aggress. Behav. 40, 504–511. doi: 10.1002/ab.21543

Van der Kolk, B. A. (2002). Posttraumatic therapy in the age of neuroscience. Psychoanalyt. Dialog. 12, 381–392. doi: 10.1080/10481881209348674

Woolford, J., Patterson, T., Macleod, E., Hobbs, L., and Hayne, H. (2015). Drawing helps children to talk about their presenting problems during a mental health assessment. Clin. Child Psychol. Psychiatry 20, 68–83. doi: 10.1177/1359104513496261

Yu, Y. Z., Yu Ming, C., Yue, M., Hai, L. J., and Ling, L. (2016). House-Tree-person drawing therapy as an intervention for prisoners’ prerelease anxiety. Soc. Behav. Pers. Intern. J. 44, 987–1004. doi: 10.2224/sbp.2016.44.6.987


Conflict of Interest: The authors declare that the research was conducted in the absence of any commercial or financial relationships that could be construed as a potential conflict of interest.

Copyright © 2020 Gadban and Goldner. This is an open-access article distributed under the terms of the Creative Commons Attribution License (CC BY). The use, distribution or reproduction in other forums is permitted, provided the original author(s) and the copyright owner(s) are credited and that the original publication in this journal is cited, in accordance with accepted academic practice. No use, distribution or reproduction is permitted which does not comply with these terms.











	 
	ORIGINAL RESEARCH
published: 07 December 2020
doi: 10.3389/fpsyg.2020.554566





[image: image]

A Qualitative Study of the Views of Patients With Medically Unexplained Symptoms on The BodyMind Approach®: Employing Embodied Methods and Arts Practices for Self-Management

Helen Payne* and Susan Deanie Margaret Brooks*

School of Education, University of Hertfordshire, Hatfield, United Kingdom

Edited by:
Johanna Czamanski-Cohen, University of Haifa, Israel

Reviewed by:
Einat Shuper Engelhard, University of Haifa, Israel
Judith Dita Federman, University of Haifa, Israel

*Correspondence: Helen Payne, H.L.Payne@herts.ac.uk; Susan Deanie Margaret Brooks, s.d.brooks@btinternet.com

Specialty section: This article was submitted to Health Psychology, a section of the journal Frontiers in Psychology

Received: 22 April 2020
Accepted: 28 October 2020
Published: 07 December 2020

Citation: Payne H and Brooks SDM (2020) A Qualitative Study of the Views of Patients With Medically Unexplained Symptoms on The BodyMind Approach®: Employing Embodied Methods and Arts Practices for Self-Management. Front. Psychol. 11:554566. doi: 10.3389/fpsyg.2020.554566

The arts provide openings for symbolic expression by engaging the sensory experience in the body they become a source of insight through embodied cognition and emotion, enabling meaning-making, and acting as a catalyst for change. This synthesis of sensation and enactive, embodied expression through movement and the arts is capitalized on in The BodyMind Approach® (TBMA). It is integral to this biopsychosocial, innovative, unique intervention for people suffering medically unexplained symptoms (MUS) applied in primary healthcare. The relevance of embodiment and arts practices in TBMA are discussed in relation to the views of participants in the pursuit of self-management. If widely employed TBMA could have an enormous impact, reach, and significance for patients and global health services. This original pre-clinical trial of qualitative research reports on the perceptions of participant patients with generic MUS, a world-wide issue usually treated by either psychological therapy or physiotherapy. TBMA is not a therapy but a health education program founded upon the concept of an integration of psychological elements with physiological, bodily, and sensory experiences. Thematic analysis of qualitative data sets from open-ended questions in semi-structured interviews and a written questionnaire post intervention is presented. Five aspects which appear to be key to learning self-management were derived from analyzing the data: (1) body with mind connections; (2) importance of facilitation; (3) potential benefits; (4) preparedness for change; (5) self-acceptance/compassion. This article advances the discourse on the nature of self-management for MUS through changing the mind-set and the relationship participants have with their bodily symptom/s through employing embodied methods and arts practices, challenging current, and solely verbal, psychological conceptual frameworks. Rigor lies in the method of data analysis using cross verification of credibility between reported findings and scrutiny by stakeholders. We conclude that facilitated TBMA groups employing embodied methods and arts practices can act as a method for developing the self-management of MUS and improving wellbeing.
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INTRODUCTION

This article reports on original, pre-clinical trials of qualitative research. It is based on an analysis of the views of patient-participants, with medically unexplained symptoms (MUS), on an embodied arts-based practice, “The BodyMind Approach®” (TBMA). The aims of TBMA are for participants to develop a changed relationship with their MUS and to enable self-management, both unique to TBMA.

Five themes we call key principles were derived from a synthesis of the analysis of data collected from interviews and questionnaires. These principles explain why TBMA, delivered in the English National Health Service (NHS), demonstrates effectiveness in supporting self-management.

The MUS patient population lacks appropriate, accessible, and acceptable interventions (Chew-Graham et al., 2017), physiotherapy (pain management) and/or psychological services (mental health, cognitive behavioral therapy/CBT) being the only choices available. The latter is wholly unacceptable to this population due to their physical experiences in the body which shapes their explanatory model of their condition as being only physical. In addition, there is a greater stigma associated with psychological/mental health generally. TBMA brings both physiological and psychological aspects together in one unique intervention. TBMA for people with MUS has had encouraging outcomes and there is evidence of its acceptability for this hard-to-reach population.


Medically Unexplained Symptoms

Previously called “psychosomatic conditions,” MUS (or somatic symptom disorder/body distress disorder) is now defined as chronic bodily complaints for which examinations do not show explanatory structural or other specified pathology (Henningsen et al., 2007), for example, chronic fatigue, headache, chronic pain, fibromyalgia, etc. (Department of Health, 2008; Fink and Schroder, 2010). Patients have recurrent or persistent symptoms, or symptom disorders. Patients with chronic symptoms are extremely common in primary (Steinbrecher et al., 2011; Haller et al., 2015) and secondary care (Nimnuan et al., 2001; Burton et al., 2012), and are a costly (Bermingham et al., 2010) worldwide problem.



Self-Management of Health Conditions

Self-management in healthcare is defined in different ways, incorporating prevention and decline. It aims to increase the capacity for self-regulation monitoring thoughts, sensations, feelings, and behaviors. The impact of self-management groups has the potential to improve health outcomes, such as increases in patient confidence and physical functioning, adherence to treatment/medication, and reduction of anxiety (Challis et al., 2010).

Multiple ways of knowing (Miller and Crabtree, 2005) incorporate a range of activities to engage patients in reflection and self-awareness, memories, body awareness, dance, body maps, improving body confidence and sensitivity, and enhancing self-care. Body stories of health and illness, and the complex relationship of bodies to life histories and context, are through the art process, rather than solely verbal. As Swartz (2012, p. 21) says when referring to this form of health education, “patients challenge their own situated knowledge and transformation becomes possible.” New and different practices, such as dancing together, result in assumptions about their body being questioned. Written reflections in participant’s journals about their changing body experiences help develop insights and connected knowledge with their own and family/culture and collective knowledge. Through becoming more connected with their bodies, they can know the meanings of, and respond more appropriately to, bodily messages of pain etc., for example, not rushing to the general practitioner (GP) or A&E but valuing, recognizing, and regulating emotions, thus benefiting them, and those around them. Furthermore, this helps people to be able to distinguish between the feeling of connection and disconnection with self and others.

Purdy (2010) found self-management reduced unplanned hospital admissions for chronic obstructive pulmonary disease and asthma. Bjørnnes et al. (2018) in a meta-summary of qualitative research of self-management for women with cardiac pain found support for an individualized intervention strategy. This promoted goal setting, action planning, managing physical and emotional responses, and social facilitation.

The BodyMind Approach® satisfies the aforementioned findings through a facilitated group self-management program with individual goal setting and action plans for people with MUS. It emphasizes multiple ways of knowing, social facilitation, and managing physical and emotional responses. Addressing the long-term aim of self-managing symptoms in a sustainable manner reduces the gap between patient needs and funding constraints.



The BodyMind Approach®

The BodyMind Approach® was first researched in 2004 (Payne, 2009a,b; Payne and Stott, 2010) which showed promising outcomes. Further research with larger numbers demonstrated that TBMA increased wellbeing and activity levels, and decreased depression, symptom distress, and anxiety (Payne and Brooks, 2017). The capital B and M in the term “BodyMind” emerged from an analysis of data retrieved 1.5 to 2 hourly interviews with participants in a previous research study (Payne and Stott, 2010). It emphasizes a bottom-up process, although both “body” and “mind” are important to connect. In TBMA, the body is primary, so comes first, connected to the mind (which is not solely the brain; Siegal, 2012). It also counterbalances current trends regarding “mind–body” concepts (top down).

The BodyMind Approach®, called “Learning Groups” for patients and GPs, is a biopsychosocial model, i.e., is interdisciplinary, looking at the interconnection between biology, psychology, and socio-environmental factors, all of which play a role in TBMA. It addresses, for example, the stress response (biological), the MUS person’s mind-set (psychological), and the social and the body environment (the group and the symptom respectively).

The BodyMind Approach® has been specifically designed to support patients with MUS. It consists of an embodied, enactivist (Gallagher, 2019) model derived from dance movement psychotherapy (DMP) (Payne, 2006, 2018; Pallaro, 2007) and experimental practices designed to explore the symptom, and any meaning through the media of expressive movement, drama (role play), clay, mark-making, and writing. These practices are conducted as large/small groups, in pairs and individually. There is a facilitator, a specialist in DMP, adult group work, and expressive embodiment models, trained in TBMA, who initiates and coordinates the practices and the interactions. A TBMA manual supports the facilitator with examples of practices, values, attributes, competencies, and mind-set. The content of the TBMA program is described in detail in Payne et al. (2020).

The group in this report is defined as members of the group and their interactions. The group experience is defined as the facilitation and/or content of practices, or both.



Arts Methods in TBMA®

The United Kingdom APPG (2017) encouraged the use of the arts in health. Arts practices are central and integral to TBMA. The methods adopted have been adapted from DMP to suit the MUS population, for example, dancing synchronously together as a group with and without music (Chace, 1975), and authentic movement (Whitehouse, 1999; Adler, 2002; Payne, 2006). Music is used as an emotional induction tool accentuating group expressed movement qualities and emotions or contrasting with them. Group dance, ubiquitous in humans, involving exertive, synchronized, movement to music, is employed. Research demonstrates that there is a link between exertive, synchronous group movement and elevated pain thresholds, even with low exertion tasks. Synchrony and exertion have independent effects on this measure which suggests endorphins have been released which reduce pain (Tarr et al., 2016). It may also play a role in social bonding within the group setting. A mixed-methods study of group DMP by Shim et al. (2017) aimed to test and refine a model of DMP for pain resilience. It found improved resilience, less kinesiophobia (fear of movement frequently found in people suffering from MUS), increased body awareness, reduced pain intensity, mood, and stress, and increased relaxation; 68% of people felt “moderately to a great deal better” post-intervention. Key mechanisms were activating self-agency, connecting to self and others, enhancing emotional intelligence, and reframing. These results have helped to inform the model of TBMA for pain reduction in people with MUS (since many symptoms involve unexplained pain).

Another element borrowed from DMP is mirroring (Eberhard-Kaechele, 2019) which has been shown to foster secure attachment, synchrony, and emotional regulation. Mirroring can become synchronous (Vicaria and Dickens, 2016). Rennung and Göritz (2016) defined this interpersonal synchrony as instances when the movements or sensations of two or more people overlap in time. Studies on interpersonal synchrony using manipulated synchronized movement show it has positive, especially prosocial, outcomes (Rabinowitch and Meltzoff, 2017). Mirroring promotes dyadic resonance, shapes secure attachment experiences, and facilitates integration (Beebe and Lachmann, 1998). Non-verbal components give rise to right hemisphere resonance affecting attachment relationships, regulation, and emotional processing (Schore, 2003). This process of mutual adaptation in mirroring and Chace’s (1975) model for group movement can be described as motion co-regulation for the purpose of creating synchrony (Hart et al., 2014). According to Fogel (1993), co-regulation is an intrinsic element of dyadic interactions. There are two modes of emotional self-regulation: interactive and autoregulation. Mirroring and group synchronous movement supports the former. These findings inform TBMA.

It appears that insecure attachment is frequently found in people with MUS (Adshead and Guthrie, 2015). TBMA has been designed to take account of the adult insecure attachment styles (Payne and Brooks, 2019). Attachment is fundamentally a regulatory theory (Fonagy et al., 2002). Secure attachment involves the capacity to shift between two modes of emotional regulation, depending on context (Schore and Schore, 2006). Group or dyadic practices using expressive movement provide regulatory opportunities for this adaption between the two modes.

The rationale for including mark-making on paper, clay sculpting, painting with fingers/non-writing hand, and journal writing is that they cultivate a non-threatening environment, there being no right or wrong answers, and are inclusive. They stimulate creativity offering symbolic representation of the symptom, thereby encouraging a change in the perception of it, and the participants’ relationship to it, to make meaning. Verbal and non-verbal symbolization narration evolves. This is an experiential means of shifting from a harsh internal mind-set/critic which monitors the threat response, to an internal, benign, self-caring mind-set, and the associated role that compassion (body and self) has on emotional regulation, and threat management. From the symptom feeling like the “enemy” to be “got rid of,” it can change to becoming an “ally” and to be “accepted.” People begin to recognize that it is their perception of their symptom which is mediating their bodily experience and by relating to it differently, they are more able to see ways of managing it. As a result, there is a change in the perception of mind-set, self, and agency. The symptom symbolized by movement, marks on paper, etc., becomes the gateway to self-development and self-management. Arts practices are an ideal vehicle for distancing the symptom from the person, making it safer for exploration.

The BodyMind Approach® with its integrated arts bias involves the social model of health where improvements in social inclusion and cohesion are important indicators. This contrasts with the medical model, employed by pain management and CBT which separates body from mind. In addition, CBT uses solely verbal methods. TBMA contrasts with other body-oriented models (Rohricht et al., 2019) because TBMA, although also working with the body, works with expression through movement and the arts, and has the goal of self-management rather than cure.

The BodyMind Approach® integrates the body and its sensations with movement and the arts to inspire somatic, cognitive, social, imaginative, and emotional intelligence, alongside engaging participants with the themes emerging from their experience of ill-health and the NHS.

Arts activities can involve aesthetic engagement, involvement of the imagination, sensory activation, evocation of emotion, and cognitive stimulation. Depending on its nature, an art activity may also involve social interaction, physical activity, and engagement with themes of health (Fancourt and Finn, 2019, p. 14).

Fancourt and Finn (2019) also claim that psychological, physiological, social, and behavioral elements are all vital to using the arts in healthcare. In TBMA, “psychological” refers to agency, coping, and emotional regulation; “physiological” to less bodily distress from the symptom; “social” to reduced isolation and social support; and “behavioral” to increased physical activity, healthier behaviors, and self-management development.



The Intervention

Employing a facilitated group, and an embodied, enactive, expressive approach, is novel for MUS. It is not delivered one-to-one, nor as a group for a specific MUS condition as in CBT. Instead, TBMA is delivered in a heterogeneous group with people experiencing a variety of symptoms.

The TBMA specialist facilitator is crucial according to this study, although it is acknowledged that group support is also essential for efficacy, due to the population’s extreme isolation. MUS sufferers feel they are the only one for whom their GP cannot find a diagnosis. They feel alone because friends/family have become bored of hearing about their symptoms, and often have less motivation to be active and to go out, whereas a group promotes more engagement in life. They may feel helpless and hopeless (due to numerous tests and scans which come back normal). Participants are supported in challenging the notion of hopelessness and helplessness giving a sense of agency. The arts are a perfect medium for combating social isolation, developing agency, and group cohesion. A group can generate new experiences and ideas for creativity, support, and learning.

The intervention included 15 small groups delivered over 12 × 2 hourly sessions, over 10 weeks. Individual consultations, before and after the group, took place with the group facilitator. Group numbers varied between 4 and 10.

Groupwork can be challenging for people, especially if already vulnerable, lacking confidence, and highly anxious, often the case for people with MUS. Groups can be destructive, and access problematic, as research has shown (Smokowski et al., 2001). Consequently, strategies are employed before the group commences to support people to engage and arrive at session one. For example, there is an individual intake meeting with the facilitator at the venue in the week before the first session. This explores people’s fears/questions, provides ground rules/information, and clarifies confidentiality. It engages the participant to find rapport/trust with the facilitator. Furthermore, participants only commit to attending six sessions initially, thereafter re-committing to the subsequent six, sustaining engagement more easily. Most participants attended regularly and completed the program (97%). At the end, there was an exit meeting at which face-to-face semi-structured interviews or a participant experience form (PEF) was administered.



METHODOLOGY


The Research Question

“What are participants” perspectives on their experiences of TBMA?’ was the research question, aiming to establish participants’ experience of TBMA and if any aspects of TBMA were helpful to developing their self-management of symptoms.

This was a qualitative study evaluating post-intervention perceptions from participants. Groups were delivered via different facilitators (N = 3) in different geographical areas and at different times. The qualitative findings reported here, derived from these deliveries, are consistent with the quantitative results previously published (Payne and Stott, 2010; Payne and Brooks, 2018) and provide rich data illustrating process and understanding of the experience.



Data Collection

This research is a synthesis of qualitative data collected from face-to-face semi-structured interviews (which were recorded and transcribed) on participants’ experiences of TBMA post-intervention (N = 18), combined with written qualitative data post-intervention from a PEF (N = 24) for which there was a 65% (24/37) response rate. The open-ended questions asked in the PEF were also based on the need to understand participants’ experience of TBMA. The rich descriptive narratives describe participants’ lived world experience of TBMA. The two sources of data collection (interviews plus PEF, N = 42) provide for a method of cross-checking data to search for regularities and/or differences. The point of combining all perceptions was to create a larger number of perceptions.



Ethical Approval

This was gained from the local NHS Research Ethics Committee for the data collection 2005–2009 (number 05/Q0201/63). For subsequent data collection (2012–2016), participants gave written consent to feedback/evaluations being used for research and could withdraw at any time without having to provide a reason. All participants agreed the data could be used for research purposes. Permission was gained from the NHS Clinical Commissioning Group to report on data anonymously in published articles. In all cases, participants were assured of anonymity and confidentiality in the reporting without names or pseudonyms, i.e., only location and year of the group deliveries are referred to in participants’ quotations.



Sample

Participants were drawn from patients suffering from MUS in primary care in two clinical commissioning groups in the East of England. Recruitment for the groups was via GPs and self-referral confirmed by GPs. All participants presented in primary care with MUS for 6 months plus.


Gender

Of the 18 participants interviewed, 15 were female and 3 were male. Of those participants who were invited to complete the PEF, 24 were returned out of which only 14 answered the question on gender. The gender mix, 8% male and 92% female, reflects the literature whereby more women than men somatize (Barsky et al., 2001; Sowińska and Czachowski, 2018).



Ethnicity

Of those interviewed, 18 reported being white, although not all British. Out of the 24 PEFs returned, 7 answered British white, and 17 did not answer.



Age

Adults of all ages are likely to experience MUS. Of those interviewed, ages ranged from 21 to 81 years; of those completing the PEF, the biggest age category was 46–57 years. The youngest was 24 years and the eldest 63. One did not disclose date of birth.



Types of Symptoms

There were 12 different symptoms for this data set of 12/18 patients:


1. Fatigue

2. Widespread chronic pain

3. Back pain

4. Left side pain

5. Lower back pain

6. Being cold

7. Movement restriction

8. Muscle hardening

9. Pain

10. Tiredness

11. Irritable bowel syndrome

12. Anxiety





Employment Status

There were data for only eight patients with a mixture of unemployed, retired, and employed full or part time. For all deliveries, most patients remained in the same employment. At the outset, 1/8 (12%) of patients were retired, 0/8 (0%) were in full-time and 3/8 (38%) part-time employment, and 4/8 (50%) were unemployed.



Educational Background

Patients had a range of educational backgrounds, for example, none, A levels, degree, and post-graduate. Socio-economic groups were not collected.



Inclusion/Exclusion Criteria

Inclusion:


• 18+ years;

• MUS diagnosis for at least 6 months;

• Frequent general practice (GP) attender (four visits plus per annum);

• Presentation for 6 months plus;

• Co-morbid depression/anxiety;

• Fluent English speaker.



Exclusion criteria:


• Current relevant physical health problems;

• Fewer than four GP consultations in previous year;

• Trauma in previous 6 months;

• Current relevant physical disability;

• Complex bereavement previous 6 months;

• Learning disability;

• Primary diagnosis of psychiatric condition in previous 6 months;

• Current substance misuse;

• A diagnosed eating disorder.





Recruitment

There were two methods of recruitment. Health professionals referring were aware of the nature of the research, the intervention, and inclusion/exclusion criteria having attended a presentation and/or received a handout. They selected appropriate patients to whom to give a flyer and made a referral on their behalf. A second method was self-referral, for example, from notices in the community/GP surgery. Self-referrers completed a form reflecting inclusion/exclusion criteria and seeking permission to check suitability with GPs.



Procedures

For recruitment to groups, following referral on a first-come-first-served basis, patients received a leaflet about the learning group and then, if still interested, attended a half-hour screening interview to establish suitability.



Analysis

The subsequent manual analysis of the PEF open-ended questions and the interview transcriptions resulted in several themes. Participants recounted examples of their experience of TBMA and ways in which they benefited. For the written responses, the authors scrutinized the narratives identifying common themes and/or differences. Themes were derived from a step-by-step process of categorizing quotations which related to specific content, tracking Braun and Clarke’s (2006) approach to data analysis. This involved noting specific passages of text from the transcriptions and comments on the PEF linked by, or contrasting with, a common theme. This allowed the indexing of the text into categories to establish a framework of thematic ideas about the phenomena. By systematically interpreting and coding the textual data, replicable, and valid inferences were able to be made. Braun and Clarke’s (2006) six steps were followed: familiarization with data, generating initial codes, searching for themes among codes, reviewing themes, defining and naming themes, and producing the final report. Five themes were identified and there follows a description of each theme in detail. These themes acted as proxy indicators for self-management.

This study employed a form of cross-verification to check the credibility of the researchers’ interpretation of the data, against the opinions of six different stakeholders engaged with the study (a referring GP, TBMA facilitators, the NHS commissioner, a non-involved researcher-practitioner with similar qualifications/experience, and one of the participants). In qualitative research, truthfulness can be assessed if the reader resonates with the outcomes as believable, consistent, applicable, and useful to readers and other researchers. All stakeholders were invited to comment on the findings. One of the ways of enhancing validity is respondent validation: “a process whereby a researcher provides the people on whom he or she has conducted research with an account of his or her findings [in order to] seek corroboration or otherwise of the account” (Bryman, 2004, p. 274).

From the stakeholders’ point of view, there is some evidence for transferability to other settings. The reflexive translation into other contexts is where researchers/practitioners assess the extent to which findings in one context apply (or are transferable) to other contexts (Schofield, 1993). Hence, we also invited a research-practitioner to read the report and assess the extent to which the intervention, and findings, could be applied to their context of MUS patients in primary care. Their assessment was that TBMA could be applied in such settings with resulting similar outcomes. Reliability (i.e., the consistency with which TBMA groups would produce the same findings) can be shown because the findings were derived from 15 groups of TBMA, with different facilitators, in different geographical regions, and yet were consistent.



FINDINGS


Key for Quotations

P = participant, P1 = participant 1, P2 = participant 2 in the same group/the initial letter of the venue used for the group and the number of the group in which the participant participated where relevant, i.e., P (participant) 1 or 2/the venue followed by year in which the group took place.

People enjoyed attending TBMA, and 95% said they would recommend it to family and friends. The attrition rate was only 3% and satisfaction rated good/very good on all aspects. It is noticeable that participants mentioned elements which they took away from the experience of the intervention without commenting directly on the content of TBMA, which involved movement, dance, and art-making practices; a common finding in similar interventions examining participants’ views (Payne, 1986; Payne, 1996; Kaimal et al., 2019).

Categories were repeated, and comments were plentiful showing saturation of patterns and repetitions. These were formed into five key principles presented here with one or two examples of participants’ comments: (1) body with mind connections, (2) the importance of the facilitator, (3) positive benefits, (4) preparedness for change, and (5) self-acceptance/compassion. It is proposed that the interaction between these elements leads to an integration for self-management.



Body With Mind Connections

Movement and arts practices were designed to help people make connections between body and mind. People said they learned from witnessing others change their relationship with their symptoms/body. The term “BodyMind” derived from an analysis of participants’ comments who, retrospectively, thought the workshop aim was to link the body with the mind—an aim which, they thought, had been met, for example: “I learned to link my body with my mind” (P, H3, 2008). This theme continued throughout the analysis, respondents commenting on how the embodied arts practices helped them find a voice and gain insight into their relationship with their body; listen to and accept their energy levels, and use this monitoring to pace themselves, becoming more in touch with their body, “Able to pace my day” (P, HH, 2016) and “Getting down to the root of the problem” (P2, H, 2016). Links were made between feelings and symptom severity, how mind tuned in with body giving more of an understanding of the relationship between body and mind, for example, they liked that “the group was different in that they did unusual exercises like dancing, walking, breathing which helped me cope with my symptoms” (P, H, 2013).

Participants reported listening to warning signals in the body which helped to learn how to “live with the symptoms more easily” (P, H3, 2008) as well as to “learn how to cope with the symptoms” (P, H3, 2008).



Importance of the Facilitator

The data analysis led to the conclusion that the facilitator was essential to the process engendering an inclusive and collaborative style, safety, and support, and challenging participants to take risks. Participants commented that the facilitators were very warm and understanding, knowledgeable, patient, and helpful. For example: “I learnt so much, and the facilitator is brilliant, she is patient, understanding and very knowledgeable” (P, H4, 2016).

Some participants noted the facilitator created a safe environment, for example, for the changes required for self-management: “I won’t trust people easily but trusted the facilitator from day one” (P, L1, 2015); “Our leader was a great help in bringing about the group to gel from the start” (P, H, 2013).

They thought the facilitator listened well, facilitated changes, gave freedom of choice/no pushing, and helped people to learn how to open up, for example: “[the facilitator] enforced or found boundaries, encouraging participants to listen to their inner voices” (P1, H3, 2008). In addition, they saw facilitators as being approachable, insightful, and giving time to each person to be heard and understood. Some facilitators were also seen as nurturers, for example: “She was nurturing or trying to caress them in a gentle way of exploring something that’s quite painful for some people” (P, H4, 2008); “by providing safety (physically and emotionally)—nurturing the group” (P, H3, 2008). It can be argued the non-judgmental, nurturing, kind attitudes demonstrated by facilitators helped people to open up to self-compassion which is needed for self-management. The facilitator modeled the practices and joined in to lead dance/movement practices and directed the mark-making for participants to engage with and to link these to their symptom/s. Facilitators then guided discussion about symptoms and meanings derived from the embodied experience or artwork.

Facilitators were seen to help people learn how feelings are generated from themselves as opposed to from others—another aspect required for self-management. Participants explained the relationship with facilitators was profound “it was a deep relationship” enabling people to identify and express feelings giving tools to overcome symptoms: “the fact we were given time to express our feelings was helpful” (P, L2, 2015); “positive encouragement and tools and space to overcome symptoms” (P, H, 2013).

Facilitators helped participants to attribute new meaning to symptoms, i.e., turning bodily symptoms into meaningful information about current emotional states, typically saying: “Realising my emotional situation is not helping my physical problems” (P, H, 2015). Recognizing these states, participants were guided by facilitators to inform themselves of their needs and ways to self-manage: “I learned new ways of coping” (P, H, 2013). Facilitators convinced people to become interested in the meaning of their symptoms, and the part the symptom plays in their lives, accepting the symptom for what it is without judgment. The reward for learning is the continued capacity for growth, to go forward knowing they can be resilient in the face of adversity when it hits: “[the facilitator] helped me find a way of moving forward” (P, HH2, 2016).

Facilitator attributes include the ability to model staying in the present moment (Stern, 2004), for example: “[the facilitator] helped me be more in the present” (P, H4, 2008); “[the facilitator] was excellent and always present” (P2, L1, 2015); “learned to be more present with me and symptoms” (P, H3, 2008) which helped to promote connection with the body and the symptom to bring about self-management. Focusing on bodily sensation aids in the intention to be present, as well as focusing on the arts-making or movement process (as in adaptive authentic movement). Furthermore, creative experimentation with reference to the symptom in a safe environment, for example, creative movement with hands, reflective writing, or mark-making, encourages an intention to stay with the present moment.

Facilitators engender and model non-judgmental and empathic attitudes, picked up by participants, to provide sufficient safety and support to open up to playing, creativity, risk-taking, and exploration, etc. For example, “I liked fact it is free and non-judgemental” (P, L1, 2015); “meeting others who had similar problems and not being judged” (P, H, 2016).



Positive Benefits

From the data analysis, it is concluded that positive benefits from the arts practices in TBMA were feelings of (1) belonging, (2) support, (3) safety, and (4) shared purpose all of which are required to help develop the confidence to learn to self-manage. In a group, each person brings potential for rich experience whereby numerous perspectives are available. The experience in the group, and the group itself, was an important vehicle for change for almost all participants, for example: “[it] worked like a catalyst” (P, H2, 2008), or as a starting point offering an option: “This group sort of showed me a road, and I could go down it, or not” (P, H3, 2008); “[The] group supported me and helped me to accept the limits of my condition” (P, L1, 2015).

The experience gave people a sense of belonging: “Feeling less alone” (P, H, 2016), support and sharing: “This course gave me the chance to unite, share experiences and support each other and gave a sense of belonging” (P, L2, 2015). Discovering others with similar, or other, unexplained conditions helped feelings of belonging. Understanding they have had similar NHS experiences and seeing symptoms from new perspectives bonded people: “being part of a group with people who are in a similar situation and learning to see your symptoms from a different angle” (P, L1, 2015). Feelings of isolation were reduced: “I found getting other people’s feedback and hearing their experiences helpful” (P, L1, 2015). Participants made friends: “The group and our leader were all very friendly and helped each other, a good experience, I made a number of new friends, the group really gelled from the start” (P, H, 2013). Participants mentioned they met group members post course on a voluntary basis: “I met people with a similar condition to myself and we are still meeting after it all ended” (P, H, 2015). Seeing how others changed in their relationship to their body helped participants too “I have gained from the experience, particularly learning about my relationship with my body, and seeing it reflected in the others in the group” (P, H, 2013).



Preparedness for Change

Participants appeared to make changes, whereas previously they had resisted this. They reported on changes in their symptoms, lifestyle, and mind-set (thinking) resulting from the experience of engaging with embodied experiments with the arts and creative movement. Such change could form the basis for self-management: “I achieved a return to work and overcoming of fibromyalgia pains and symptoms in an on-going manner” (P2, H, 2013).

Changes in thinking and habits developed, for example: “Changing thinking patterns and habits” (P, H, 2016), as did changes in lifestyle: “I was very set in a pattern, and it sort of acted as a catalyst to start my life changing, and it’s changing more now, and quicker” (P, H2, 2008) and mind-sets—all aiding self-management: “a shift in outlook, [I have] a more positive approach” (P, W, 2016); “facilitated a shift in how to manage life” (P, H2, 2008).

Hope for the future became important in the embedment and maintenance of new habits, reduced worries, and changed mind-sets for sustaining self-management: “I have been able to feel less worried and anxious about the future” (P, S, 2016); “I feel more positive in my outlook and look forward to my future” (P, L2, 2015). Mentioned frequently was the phrase:“I had enough help to go forward” (P, L1, 2015). Other comments on hope for change included: “I will find life more enjoyable since being involved with the facilitator and the group” (P, L1, 2015).

Comments concerning change and choices included: “I do take breaks and do whatever—silly things, but to give pleasure… jogging, listening to music or bubbling around somehow” (P, H3, 2008); “I question myself more before I commit myself to do so many things” (P, H3, 2008).

Some participants referred to the change in reflections on the “self”; these statements concern a deeper knowledge and understanding of self as a pre-requisite to change, for example: “Taught me a great deal about myself” (P, L1, 2015); “Questions I was asked made me look deeper into what was happening to me, making me think deep thoughts I had never realised needed looking into but have helped me very much” (P, L2, 2015 “I [learned about] the inner self, to discover what you want and need (and to what extent)” (P, H2, 2008). Other comments were symptom related such as insight into the meaning or cause, developing coping strategies, and learning about their symptoms through the different art forms: “[I learned] to find out more about the symptoms” (P, H2, 2008). Flexibility and embracing the possibility of change in their life emerged; some mentioned reduced anxiety/stress: “improved stress management, therefore the symptom disappeared!” (P, H4, 2008).

Participants thought the intervention had affected their lives to change both physically, such as feeling more energetic, relaxed, fitter, and in their overall wellbeing: “My wellbeing has really improved generally” (P, H1, 2008). Valuing self, indicating improved self-esteem emerged: “I now value myself and the quality of my life” (P, H1, 2008) and having more will power and self-reflection. For self-management, there needs to be acknowledgment of physical change as well as self-reflection and motivation to sustain it. Ego strength provides the energy for self-agency and the ability to show it improved: “I have direction now” (P, L2, 2015); “enabled me to help myself” (P1, H5, 2009).

[The] activities taught has enabled me to control my anxiety and be more in tune with what my body needs. The many concepts and strategies taught have made me feel more empowered to tackle this illness and I am noticing a direct correlation between the level of anxiety and the severity of pain felt (P, W, 2016).

With reference to agency, it was not only about managing symptoms but also facilitating a shift in how to manage life and feeling more in control: “more control of life, more structure/routine e.g. in family life” (P, H3, 2008); “It might give you your independence back from seeking medical advice all the time” (P, H5, 2009). This would suggest that TBMA may save health service resources.

Other changes involving the management of feelings, characterized by comments such as “I discovered that I get my symptoms through a lack of expressing how I feel” (P, H4, 2008); “to understand how worries can trigger symptoms” (P, H5, 2009) show participants appear to have learned about repression, the influence of feelings on symptoms, and the importance of expression as fostered by the embodied arts practices. Such learning can support strategies for self-management.

Participants found they had changed to be at the start of a journey: “I feel I am only beginning this journey, as the changes I am putting in place will hopefully have an accumulative effect over time” (P, H1, 2008). People said they were taking more time for fun things, breaks, changes in diet, and how to improve their stress levels. In terms of the sustainability of changes, a typical comment was: “[the course] was life changing” (P, H4, 2008).

Emphasizing the change in positivity more readily appeared from a number of comments: “friends have commented on how much I have improved with my positivity” (P, S, 2016) and “the course brought me to the point of ‘I need to start living again’—it has helped me no end” (P, W, 2016). The latter suggests life has been on hold due to MUS. Participants appeared to feel more empowered to tackle their illness, to start to do things for themselves such as meditation or painting, were more able to take on new things, and found a way to move forward with self-care and less dependence on the NHS.



Self-Acceptance/Compassion

Self-acceptance and compassion derived from many comments. The symptom is transformed from being an “enemy” into an “ally” highlighting tolerance and acceptance—part of what is needed for self-management: “I have become much more tolerant and understanding of my condition” (P, S, 2016); “It was a reminder to make time and space for myself, be more accepting and more relaxed” (P, H, 2013); “I have learned to accept it is OK to have limitations on what I can do” (P, L2, 2015); “Whilst I know the sessions won’t cure my illness but I have learnt to accept it more, through different ways” (P, H3, 2016); “[I] let go of my shame about my condition. [I am] in a much more accepting place which will help me achieve my goal of managing my energy better” (P, L1, 2015). Valuing the self is required for self-management: “[I have] enhanced self-value, self-confidence” (P, H1, 2008); “being kinder to self” (P, W, 2016); “learning to try and relax more and think about myself” (P, H1, 2015).



DISCUSSION

All these findings represent participants’ take-home experience of the intervention in their terms. The content of sessions was based on arts and embodied practices to exploring the symptom. While participants have not generally reported on these, they were the vehicle for experimentation and exploration to learn more about their symptoms, to provide a platform for self-management.

It is acknowledged that MUS sufferers are hard to reach, perhaps because of the limited treatments acceptable to them; they are hard to define and have varying levels of trust and confidence in the health service. TBMA appears to be a safe and non-threatening pathway to engaging this population.

Mobini (2015, p. 9) states “one of the major obstacles of delivering any psychological treatment to this clinical population is that often psychological treatment is considered as irrelevant and so referral to mental health services as unacceptable” referring to patients’ views. TBMA appears to be seen by participants as relevant, as it is not framed as a psychological treatment but as a course of learning about symptoms and their management.

They may also be hard-to-reach due to the shame attached to being ill and/or sometimes absent from work with symptoms which are unexplained (inferring they are spurious, when they are real), for example, one participant said: “I learned to let go of shame about my condition” (P, L1, 2015). Such feelings of shame can be resolved if meaning can be attributed to the symptom, providing for a sense of control.

The themes mentioned demonstrate several important ingredients and inter-relating aspects for self-management. The following discussion for each of the five themes makes links to the literature.


Body With Mind Connections

The body with mind connection concept is a new and emerging area within the worldwide problem of MUS. In TBMA, the individual is nurtured toward engaging with their body symbolically, to view/experience it not only as a source of pain, discomfort, and negative experiences, but also to acknowledge healthy, functioning aspects. Identifying sensations of symptoms, and where they are in the body in a mindful way, with kind attention, leads to being able to control the distress. TBMA links sensations (interoception) to feelings and the imagination (via arts practices) and perception of the external environment, raising body awareness to find meaning in the symptom.

Seeing others make connections between body and mind and making meaning of their symptoms can stimulate participants to make their own body with mind connections. Making these connections brings an appreciation of the ability to use bodily signals to self-regulate in a positive way, as opposed to previous, rather hostile, perspectives. TBMA promotes inhibition of old habits, reappraisal of pre-existing assumptions, and possibilities to respond to stress in novel ways offering greater emotional self-regulation. Because emotions and movement are so closely related (Kirchhoff, 2018; Melzer et al., 2019), non-verbal behavior, as in expressive movement (Krantz and Pennebaker, 2007) and mark-making practices, can encourage reflections on a range of feelings (sadness, fear, anger, joy) which some people with MUS find difficult to identify and verbalize (alexithymia). This somatic, bottom-up intervention removes the focus on verbal language and memory, working with implicit elements available in the non-verbal. It appears that the creative process, which involves play (Porges, 2015) within the group interactions, can lighten feelings of helplessness and hopelessness (Seligman and Groves, 1970).

Exploring the nature (or purpose) of the symptom, through experimenting with arts practices, creates distance between participant and symptom, allowing safety for meaningful aspects to emerge. Exploring sensorimotor experiences of symptoms, and employing grounding, synchronous movement together with others, mirroring, and centering practices, can help reclaim emotional self-regulation and feelings of safety, leading to a greater sense of control.



The Importance of the Facilitator

Facilitators were perceived as catalysts, crucial for engendering hope for change. They were seen as knowledgeable specialists, role models, and a safe pair of hands, creating a secure boundaried environment, helping people to open up and feel comfortable, ensuring all were heard and understood. Participants felt safe enough to take risks required to engage with the practices, and express feelings, because group cohesion (Forsyth, 2010) could be relied upon.

Facilitators honored symptoms, accepting them, and the person, unconditionally without judgment or questioning. Participants did not need to disclose their symptoms, but all were invited to bear their symptom in mind when engaging with practices. Symptoms were perceived as acting as agents for participants to listen to their own inner body-felt voices and address their problems. Facilitators valued participants’ lived body experience, helping them to look at it afresh and focus on it as opposed to pushing it away; seeing, feeling, and experiencing it “as is” rather than what they would like it to be, i.e., gone forever.



Positive Benefits

The benefits were feelings of (1) belonging, (2) support, (3) safety, and (4) shared purpose. These were all present in TBMA groups and seemed important to the efficacy of TBMA according to participants. Cohesion is a general term for assessing the quality of the whole group, based on group integration and individual attraction to the group (MacKenzie, 1997; Dion, 2000). Participation increases in a cohesive group, and in return produces more interactions between members, leading to a more productive and effective group with better outcomes for its members and the group as a whole (Tschuschke and Dies, 1994; Johnson and Johnson, 2000; Marmarosh et al., 2005; Marmarosh and Van Horn, 2010). Cohesion is regarded to be the most important process in a group (Brown and Lent, 2000; Corey, 2004; Delucia-Waack and Bridbord, 2004; Yalom and Leszcz, 2005). In TBMA, cohesion refers to the quality of relationships that develop between group members and the facilitator to promote a sense of “belonging,” reducing isolation (Dirkzwager and Verhaak, 2007).

With reference to “support,” participants commented on the significance of the individual members of the group, many opting to continue to meet voluntarily after the sessions and when the program finished. Most participants commented that the interaction with group members improved wellbeing and gave a sense of support. For example, many arts practices took place individually (as in mark-making), in dyads (as in mirroring), or as a whole group when employing the Chace (1975) model of actively moving in synchrony to music together. After individually being engaged in an arts practice, participants would pair up to share and support one another. On other occasions, participants would offer support to each other in the manner of witnessing, found in authentic movement (Whitehouse, 1999).

In TBMA groups, “safety” is fundamental, and the program is designed with that in mind (Payne and Brooks, 2019) because insecure attachment has been associated with MUS patients (Adshead and Guthrie, 2015). A positive perception of the group can indicate that members view the group as trustworthy and safe to explore and practice new skills (Kivlighan and Tarrant, 2001). It is characterized by participants being active, engaged and seeing the group as beneficial. Orgodinsik and Piper (2003) indicated a correlation between short-term group therapy, climate, and outcomes, whether positive or negative depending on the level of conflict in the group and the phase of the group’s development.

Porges (2003) Polyvagal Theory concludes that human social interaction combined with taking the mind-set into account in interventions turns off the sympathetic nervous system fight/flight/freeze response. The calming of the sympathetic, combined with feeling listened to, enables people to feel “safe” enough to engage in the play required in TBMA arts practices, to do the work of self-reflection to achieve self-regulation and self-management. There appears to be an attitude of kind, loving acceptance in the group experience where all are equal and respected as individuals adding to “safety” and experimentation. This contrasts with their views of previous experiences of unacceptance and disbelief surrounding symptoms. They may have been regarded as psychosomatic, confirming the symptoms are not genuine and, thus, their illness is “illegitimate” (Kirmayer et al., 2004) and/or they should be able to fix it by themselves somehow (Kornelsen et al., 2016).

Participants perceived members as understanding and non-judgmental as people shared experiences of symptoms, and the NHS. They had all joined the program to learn more about their symptoms which already gave a shared purpose. It was never mentioned that the program would cure symptoms, but there was ambition that people could learn to self-manage them. Living with the unknown is extremely stressful; people can begin to imagine the worst, for example, assuming they have the “big C.” They also fear a mental health diagnosis because the assumption is that without a medical diagnosis, all is imagined; one participant said at the first session “If this group is about mental health then I am leaving now!” Sharing experiences of symptoms normalizes such fears and the MUS itself.

The experiences promoted change in symptom perception, coping styles, illness beliefs, and personal dynamics—all necessary to achieve an increase in feelings of agency and control for self-management. Survival as a species is dependent on the needs and experiences of others (Beckman and Syme, 1979). Hence, there is dependence upon connecting. We have “evolved the capacity to feel social pains and pleasures, forever linking our well-being to our social connectedness. Infants embody this deep need to stay connected, but it is present through our entire lives” (Lieberman, 2013, p. 10). Furthermore, primates have developed an unparalleled ability to understand the actions and thoughts of those around them, enhancing their ability to stay connected and interact strategically. He goes on to say: “This capacity allows humans to create groups that can implement nearly any idea and to anticipate the needs and wants of those around us, keeping our groups moving smoothly” (p. 10). Although the self may appear to be a mechanism for distinguishing us from others, and perhaps accentuating our selfishness, the self operates as a powerful force for social cohesiveness. “Whereas connection is about our desire to be social, harmonizing refers to the neural adaptations that allow group beliefs and values to influence our own” (p. 11). The embodied, expressive movement experiences in TBMA engender the social connectedness/bonds to facilitate the shared purpose of learning more about symptoms.

The BodyMind Approach® groups share a purpose, practices, values, and beliefs, and these can influence each member of the group positively. We propose the outcome of self-agency, required for self-management, is derived from the social construction developed from confidence gained from the group’s shared purpose, support, sense of belonging, and safety.

Physiologically, although the intervention did not suggest it would cure or reduce symptom distress, many participants commented on how their symptoms had reduced or disappeared. Pain, particularly, was reported to have decreased.



Preparedness for Change

Cohesion in the group leads to safety and more risk taking in giving feedback and establishing interpersonal relationships (Yalom and Leszcz, 2005). Risk taking leads to change in a group setting (Greer, 2012). TBMA encourages risk taking and therefore opportunities for change in a safe, interactive environment. For example, self-disclosure, feedback, facilitator, and group members’ contributions all reflect risk taking and increase cohesion in the group (Burlingame et al., 2011). Research suggests cohesion plays a role in the outcomes of groups (Brown and Lent, 2000). In TBMA, there was a shift, according to participants, to becoming more positive for hope for change for the better and a belief that change was possible (i.e., to self-manage symptoms). Kivlighan et al. (2016) found a significant relationship between an individual member’s post-treatment hope and the aggregated sense of hope of other group members. Participants reported new habits, feelings, routines, lifestyle, and mind-set (Wood and Runger, 2016)—all required for self-management. Self-understanding and making meaning appeared to be pre-requisites when making changes.

Participants described the group as life-changing, such as helping reduce anxiety about the future, improving stress management, and regaining interest in past pursuits. Participants reported improved physical and mental wellbeing enhancing self-esteem, willpower, and self-regulation, pacing themselves better and cultivating healthier routines. Recognizing feelings and understanding their relationship with symptoms and triggers for their symptoms and emotions were important in the group. Links were made between thoughts, feelings, and the sensation of symptoms.

Change was described as the beginning of a journey, and the belief expressed that the improvement can accumulate over time, with on-going conscious and/or unconscious impact. Some people felt empowered to tackle their illness noticing a relationship between anxiety and pain. la Cour and Petersen (2015) found an association between anxiety and pain relief. All this points to the capacity to learn hope for the future and take some control, as opposed to their previous state of learned helplessness (Seligman and Groves, 1970).

Role play (Corsini, 2017) is both part of the group experience and a practice in TBMA, for example, asking participants to share in pairs how their symptom may move or the posture it might take up. This often leads to greater insight into the meaning of symptoms. The languaging of the feeling state in such a posture, for example, might contribute to a greater meaning-making of its nature and role in life. Feedback received from their partner could add further to this meaning. For example, a participant saw the image of a lion emerge from sensing her symptom through non-directed, expressive bodily movement, which she interpreted as anger. During the verbal dyad process, her partner also saw features of this animal. The dialogue that followed between them helped this participant to consider how to moderate her anger which she realized tended to trigger her symptoms. The participant dialogued with their symptoms to explore and better understand, re-frame, or gain an explanation of meaning, origins, triggers, and maintenance of them day to day.

Confidence gained in the group enabled the reduction of shame and improved wellbeing, self-esteem, and the capacity to believe things could change for the better, promoting the development of a mind-set to embrace change and self-management skills.



Self-Acceptance/Compassion

Through the accepting ethos offered by TBMA, participants are afforded the opportunity to learn the value of self and others. Self-acceptance/compassion was concerned with understanding other participants’ conditions and having a tolerance of them, with kindness. For example, the notion of accepting the symptom, non-judgmentally, appeared often. Being more connected to their body appeared to allow a greater capacity to notice energy limits and for when to rest/relax. Sharing experiences in the group helped participants gain a perspective of their own situation. Journaling provided enforced time to reflect on experiences each session. Participants learned, for example, it was acceptable to have limitations allowing them to accept what their body tells them it needs. Comments on outcomes included enhanced self-value and self-confidence changing the mind-set to one of self-compassion.

The honesty encouraged by the facilitator in the group nurtures people to accept the idea they have a condition which, although may not be curable, is something they can learn to manage. It should be noted in some cases symptoms did disappear. Finally, acceptance (of their condition) in the supportive group and self-acceptance/compassion appear to be key to starting to self-manage (Gregg et al., 2007), as opposed to seeking a cure, from the health service. The group promoted greater understanding of the condition and the acceptance of the lack of a cure, helps with an explanatory model which can kick-start change, and obviate the need for more tests and scans. Learning through the group to become kinder to the self reflects an important attitude to developing self-management. Acceptance of self, own needs, and symptoms are a pre-requisite for self-managing symptoms changing the mind-set from “I am not OK” to “I am OK” (Harris, 1970) despite symptoms and limitations.

The changes made to TBMA over the years were only structural, for example, omitting assessments halfway through the program and front loading sessions to twice weekly for the first 2 weeks to facilitate group cohesion and engagement. The reason for few changes is because TBMA is not a prescriptive model, setting out tasks per session as with other structured programs. Trained facilitators will modify TBMA interventions to the group needs, but, within a known framework with topics to be covered, the tailoring of which is down to the professional judgment of the facilitator, i.e., TBMA, responds to the group rather than the group having to adhere to it. There is a manual, and facilitator training is standardized in that it was delivered by the same trainers, and with the same content, adjusted as would be expected, depending on trainees’ needs. There is an assessment process for certification.

After the first 2 weeks, the groups became closed to new participants and remained constant. Group size appears to have been relatively unimportant, probably because the facilitator was responsive to the needs of each group, irrespective of size. The smaller groups did miss those absent at times; there was some depletion of the richness because of this.

We employed dance movement psychotherapists rather than other professional psychotherapists because they would have knowledge, skills, and experience of body-centered exercises and understand the body with mind interdependency. Although TBMA does employ elements from all the arts, specialists in other therapies may have different skills, for example, music, talking, or art therapists.

Potential limitations were the small numbers of participants, the limited amount interviewed (N = 20), all groups conducted in one south of England middle-class area, and the need for more trained facilitators and groups. Funding was also limited.

Recommendations for further research would include addressing the aforementioned limitations in a larger qualitative study, in addition to a quantitative or mixed methodology study, further to Payne and Brooks (2017), to include a control cohort, and conducted in more than one region of England.



CONCLUSION

This was a qualitative study to discover participants’ perceptions of the experience of TBMA.

We were not evaluating in the quantitative paradigm to discover whether outcomes were as a result of the group or arts experience; therefore, no control group was required. The research was based on an analysis of qualitative data and notes five consistent themes we call key principles: body with mind connections; the importance of facilitator; positive benefits; preparedness change; acceptance/compassion. These all appear to have kickstarted the self-management process for participants.

These five key principles in TBMA demonstrate several important ingredients and inter-relating aspects for the self-management of MUS. It is possible to distinguish the success of TBMA from the influence of the facilitator because there were several different facilitators, delivering in different regions, at different times, with different groups of people and yet all groups demonstrated similar outcomes. The perceptions arose from open-ended questions about the program which did not focus on the arts practices per se, independent of the group and the group experience. However, because the arts practices were integral to the group experience, it is reasonable to infer the perceptions reported connected to these practices. It seems likely, therefore, due to the holistic, integrative nature of TBMA, that all these elements may be involved.

We have outlined a model highlighting the interaction between the five key principles in TBMA. It shows how TBMA, with its emphasis on the arts, bodily sensations, creativity, and expressive, movement-based embodied contemplative practices, in a facilitated group setting can help to re-establish sensorimotor integration. Furthermore, TBMA can foster non-judgmental, compassionate, and accepting attitudes leading toward a reconnection with bodily sensations, improved self and body confidence, functionality, and quality of life. These findings expand the scope of reflection regarding the relationship between the arts, body awareness, and MUS, including interoceptive and emotional aspects of the MUS body–mind relationship. It takes further the idea of self-management from its employment with identified diseases to its adoption as a strategy for management/treatment of MUS, which currently have poor outcomes. TBMA may be transferable to other long-term conditions in health education settings.

The potential benefits of TBMA to support patients with MUS to learn to self-manage could be that it replaces current treatments (which are unacceptable to patients) and integrates the body and mind in one holistic biopsychosocial model. Furthermore, it could reduce the high costs for MUS conditions, freeing up GP time, and increasing capacity and resources. The program is unique in its potential reach, significance, and impact because MUS is ubiquitous.

This study is relevant to healthcare as well as to DMP. Benefits from participation in TBMA were feelings of belonging, support, safety, and shared purpose, all important for people in distress. Facilitated group experience is a vehicle for change, and the use of TBMA makes it even stronger.
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Aims: In this pilot mixed-methods study, we examined the participants experiences of engaging in virtual drawing tasks and the impact of an olfactory stimulus (calming fragrance blend) on outcomes of affect, stress, self-efficacy, anxiety, creative agency, and well-being (satisfaction with life).

Methods: This study used a parallel mixed-methods, simple block randomization design. The study participants included 24 healthy adults aged 18 to 54 years, including 18 women and six men. The participants completed two 1-h immersive virtual art making sessions and were randomly assigned to receive either a fragrance or a non-fragrance condition for the first session. Quantitative (standardized self-report measures) and qualitative (open-ended survey responses and virtual artwork) datasets were collected concurrently and integrated during data analysis.

Results: The quantitative results indicated that the fragrance condition demonstrated a significant reduction in negative affect (e.g., feeling hostile, jittery, upset, distressed, etc.), namely, reduced feelings of negativity when compared to the non-fragrance condition. A trend toward improvement in self-efficacy was also seen in the fragrance condition. No significant changes were found for fragrance or non-fragrance conditions for positive affect, anxiety, and creative agency. The qualitative findings included five themes related to art making experiences in virtual reality in both conditions: fun and joy; novelty of virtual media, experimentation, and play; relaxation and calm; learning curve; and physical discomfort and disorientation. Four themes were identified for virtual art content and visual qualities: nature imagery, references to memories and personal symbols, fantasy and play within imagery, and depiction of everyday objects.

Conclusions: Overall, the participants reported positive responses to the novel virtual art making experiences which were further heightened by the inclusion of the fragrance stimulus for negative affect. These preliminary findings need to be replicated with larger sample sizes to confirm the outcomes and the trends that were seen in this pilot study. Further research is recommended to examine the differences between experiences of virtual and traditional art media and to examine different olfactory stimuli promoting focus and concentration.
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INTRODUCTION


Use of VR in Healthcare, Health, and Well-Being

Virtual reality (VR) technology is increasingly being used in healthcare settings. Virtual reality provides an experience that cannot be created in real life (Freeman et al., 2017). Mental health researchers have studied the applications of VR for the assessment, understanding, and treatment of physical and mental health disorders (Freeman et al., 2017; Felnhofer et al., 2019). Studies have shown that VR can be a useful tool in exposure therapy for phobias, including acrophobia (Emmelcamp et al., 2002), animal phobias (Morina et al., 2015; Suso-Ribera et al., 2019; Tardif et al., 2019), social anxiety (Felnhofer et al., 2019), and distraction from pain (Mosso Vazquez et al., 2019). Moreover, virtual environments have been created for treating post-traumatic stress disorder (Rizzo et al., 2014; Botella et al., 2015; Freeman et al., 2017; Weir, 2018). Other studies have incorporated VR for pain reduction with patients going through treatments such as chemotherapy (Chirico et al., 2020).

Virtual reality has also been used for mood induction in several studies (Baños et al., 2006; Herrero et al., 2014). Baños et al. (2006) developed a virtual environment (park with trees, water, and flowers) designed to induce mood (sadness, happiness, anxiety, and relaxation). The participants completed two 30-min “walks” through the virtual environment guided by a female voice according to the programmed emotional condition (Baños et al., 2006, p. 10). The results suggested that virtual mood induction procedures are effective in inducing both a target mood (sadness) and changing the induced mood to the opposite emotion (happiness) (Baños et al., 2006, p. 12). Herrero et al. (2014) investigated the efficacy of VR in promoting positive emotions with participants with fibromyalgia. A virtual environment (beach) was designed to induce positive emotion including projected videos, images, and audio. The findings demonstrated increased positive emotions, motivation, and self-efficacy (Herrero et al., 2014). Similarly, a quasi-experimental study by Shah et al. (2015) examined the feasibility and the effects of a VR-based stress management program for participants diagnosed with mood disorders in an inpatient hospital setting. This VR-based stress management program consisted of viewing three videos combining psychoeducation and relaxation techniques (abdominal breathing, muscle relaxation, and guided imagery) using a VR headset. The results demonstrated significantly lower depression and anxiety following virtual stress management sessions. Examining creativity and relaxation, Yang et al. (2018) conducted a study examining the effects of VR on undergraduate students. The experimental group participants were asked to complete an open-ended challenge to design wearable technology on a virtual mannequin using Google Tilt Brush, a virtual drawing software program. The control group participants created designs using paper and pencil. The findings suggested that the immersive three-dimensional experience promoted sustained attention and resulted in higher-quality creative products (Yang et al., 2018).



Digital Artmaking and VR in Art Therapy

In line with the increased interest in incorporating technology into mental healthcare research, art therapists have also integrated digital media in their work (McLeod, 1999; Thong, 2007; Chilton et al., 2009). Art therapists have utilized computer technology in their clinical practices, including video editing and design programs such as Adobe Photoshop, Flying Colors, Paintbrush, Metacreations, and People Putty (McLeod, 1999; Thong, 2007). Most literature in digital art therapy refers to the use of two-dimensional digital screens, tablets, and stylus tools. In the use of such digital devices, the art making experiences occur in the context of pixelated visual works, not tactile as in traditional art making. Several articles and survey studies suggest that art therapists were initially cautious about welcoming technological media into the art therapy studio (Peterson et al., 2005; Asawa, 2009; Peterson, 2010), with concerns regarding the loss of tactile and sensual qualities in digital art making environments (McNiff, 1999). Nevertheless, the need for technology training for art therapy students was acknowledged by students (Orr, 2006), and views on virtual technologies have been changing, highlighting the importance of “broadening definitions of art materials and contexts” (Kapitan, 2007, p. 51). In the current climate of COVID-19, the use of technology in art therapy has been recognized, drawing attention also to ethical and safety concerns in the operation of these media (Alders et al., 2011).

Although the incorporation of digital technological tools has been used by art therapists for some years, there is limited and emergent literature discussing the use of VR in art therapy. Virtual reality is a relatively new medium that is different in that it allows for digital art making in three dimensions while also immersing the participant in a new digital visual environment (different from physical visual environment) (Hacmun et al., 2018; Kaimal et al., 2019). In using VR, individuals need to use a headset that transports them into a new environment that is imaginary/simulated visual and different from the physical environment that is retained in traditional art making. Therapeutically, VR can be used for receptive experiences like reflection and meditation in a new immersive environment or for creative self-expression using VR-specific painting and sculpting tools. Hacmun et al. (2018) highlight that VR can promote a sense of presence and allows for transformations of the sense of self. Despite the absence of physical art materials, the embodied environment that VR offers can enhance the participant’s presence within the artwork. According to Hacmun et al. (2018), this leads to an augmented experience of artistic creation that other artistic media cannot offer. Virtual reality mimics visual and motor signals, promoting an enhanced illusionary experience that makes the participant feel as if he/she is there (Riva et al., 2016). Lohrius and Malchiodi (2018) draw attention to the intuitive, accessible, and embodied aspects of art making in VR. Artmaking in VR can connect movement with visual art making by allowing the participants to incorporate their physical body to draw in fluid motions. Physical connection with the artistic creation in VR increases the participant’s engagement with the art making process (Lohrius and Malchiodi, 2018).



Olfactory Stimulus in Virtual Reality

Engaging in VR involves detachment from real-life physical sensory experiences and shifts perception into digital visual and auditory stimuli (Hacmun et al., 2018; Kaimal et al., 2019). Olfactory stimuli can be a way to connect back to the senses when other senses like that of sight and spatial perception are altered in VR. Olfactory perception is complex, and although the mechanisms of signal transduction and mapping of odors are understood, the impact and the categorization of odors have been more challenging in comparison to visual and auditory senses, which can be classified by colors and decibels, respectively. Olfactory stimulation connects to the emotion areas of the brain such as amygdala, hippocampus, and orbitofrontal cortex (Haberly, 2001; Wilson, 2003). According to Krusemark et al. (2013), olfactory processing is dependent on emotional state and can be exploited by emotion induction. For instance, following an anxiety induction, natural odors can smell unpleasant and could be harder to detect. In a systematic review, Herz (2009) presents 18 articles that show that there is evidence demonstrating the impact of odors on mood, behavior, and physiology.

Studies have examined olfactory stimuli on outcomes of self-efficacy and mood. Baron (1990) assessed the impacts of artificial fragrances on self-efficacy and work performance. The participants were randomly assigned to either a pleasant or a neutral scent condition. The neutral scents (such as sesame oil, WD-40, wood workers glue) were pre-tested and categorized as being perceived as relatively neutral affective reactions (Baron, 1990). The participants exposed to pleasant scents (perfumes) were found to set higher goals on an assigned coding task and were more likely to adopt a more efficient strategy compared to the participants exposed to neutral scents. Moss et al. (2003) investigated the olfactory impact of lavender and rosemary essential oils on mood and cognition. Following the completion of cognitive assessments, the participants exposed to rosemary odor demonstrated increased alertness, whereas the participants in non-fragrance control and lavender conditions demonstrated decreased alertness. The participants exposed to either lavender or rosemary odors were found to be more content post-intervention as compared to the control condition. A randomized control trial examining the effects of lavender and lemon odors pre- and post- exposure to a stressor (cold pressor) found that exposure to lemon odor resulted in a significant positive mood when compared to lavender and a non-fragrance condition (Kiecolt-Glaser et al., 2008). In a randomized control crossover study investigating the impacts of yuzu (a Japanese floral citrus fruit) on outcomes of mood and stress, a significant decrease in mood disturbance and stress was found 30 min post-yuzu fragrance exposure (Matsumoto et al., 2014). The authors concluded that yuzu has a soothing effect and elicited a positive emotional response. Findings of a study examining positive and negative affect following exposure to six odors (citral, citronellol, phenylethyl alcohol, geraniol extra, vanillin, and nonalactone gamma) resulted in decreased positive affect and a significant moderate increase in negative affect specifically for phenylethyl alcohol odor (Gaby and Tepper, 2020). This extant olfactory research indicates that exposure to specific odors can influence affect.

Importantly, researchers have begun to examine the impacts of integrating olfactory stimuli with VR. To better understand human olfactory perception, Micaroni et al. (2019) designed an experiment using VR combined with an olfactory display (OD), a computed controlled device that releases fragrance. The authors recommended that future studies apply the OD prototype developed to disperse fragrance via air pump in synchronization with participant breath and virtual imagery via a head-mounted VR device (Oculus Rift). In a quasi-experimental trial by Cheng et al. (2020), VR was combined with aromatherapy for elderly participants in a long-term care facility. Aromatherapy was combined with synchronized virtual nature imagery, such as dispersing orange fragrance while the participants picked oranges in VR. The experimental group engaged in weekly 2-h VR aromatherapy sessions for a total of 9 weeks. The results demonstrated significant improvements in life satisfaction, happiness, sleep quality, and decreased stress.

As seen from the literature, further research examining the impact of creative expression in VR and olfactory stimuli to create immersive virtual experiences is needed especially as this relates to art therapy practice. In addition, arts-based intervention research needs to be able to be conducted such that the evidence can be applicable for clinicians. Impact thinking (developed at the International Arts + Mind Lab at Johns Hopkins University) is one such framework that was created in response to the increased awareness of and capacity for arts-based therapy in medicine (Magsamen, 2017). It is a consensus framework that applies rigorous brain science research methods to arts, architecture, and music interventions by engaging a broad and multidisciplinary team. Beginning with a problem identification workshop and collaborative discovery process and concluding with dissemination and scaling, impact thinking is designed to build open-source capacity and expertise and a research-to-practice pipeline for arts + mind research focused on outcomes.

In our study, we developed the experimental protocol in discussion with a team of interdisciplinary scholars and identified two drawing tasks with scripted directions and conditions that could be examined as systematically validated self-report measures which have previously been found to be effective in capturing changes as brief art making experiences (Kaimal and Ray, 2016; Kaimal et al., 2017). Drawing tasks and a fragrance stimulus were introduced to better understand what aspects of psychosocial functioning might be affected by the inclusion of olfactory stimuli. Given that the study set required a heavy VR headset and the challenge of an unfamiliar experience of art making in a novel context, we chose a relaxation-inducing scent in order to support and not cause additional stress for the participants.

We tested two main hypotheses regarding the effects of visual self-expression and fragrance on psychosocial functioning. Our first hypothesis was that the participants would experience improvements in psychological variables, including perceived stress, affect, general self-efficacy, and creative agency, and increases in life satisfaction. Our second hypothesis was that improvements in psychological variables would be larger when fragrance was added to the creative art sessions. Qualitative findings in the form of recurring themes in the artwork and narrative responses were expected to further explain the qualitative results and offer insights into the participants’ experiences.



MATERIALS AND METHODS


Study Design

This study used a parallel mixed-methods, simple randomization block design to assess differences in perception of VR drawing tasks and an olfactory stimulus on outcomes of stress, affect, self-efficacy, anxiety, creative agency, and well-being (satisfaction with life). Qualitative (open-ended survey responses) and quantitative (self-report measures) datasets were collected concurrently and integrated during data analysis. This research is part of a larger study examining the outcomes of virtual drawing tasks on reward perception as measured using functional near-infrared spectroscopy (fNIRS). This paper will focus solely on self-report data of participant experiences engaging in virtual drawing tasks. The investigators received Institutional Review Board approval for this study.



Setting

All study sessions were facilitated in a dedicated lab room at a large urban university. The lab space contained VR hardware including the Windows Mixed-Reality headset and remote control devices running on a personal laptop with the following capabilities: (a) laptop PC: Acer Predator Helios 300 (G3-571-77QK), 15.6″ Full HD IPS, Intel i7 CPU, 16 GB DDR4 RAM, 256 GB SSD, GeForce GTX 1060-6 GB, VR Ready, Windows 10 64-bit, (b) HMD: Lenovo Explorer (G0A20001WW) Mixed Reality Headset (Figure 1; for further information on computer specifications needed to run Windows Mixed-Reality, see1). Tilt Brush by Google2, a virtual drawing software program, was used to create immersive 3-D images in VR.


[image: image]

FIGURE 1. Windows mixed-reality headset and controls in lab setting.


Fragrance was diffused into the lab using a standard diffuser system (Ascents® diffuser system by Aeroscena®) containing Aeroscena® scent gel in the fragrance Calm No. 34. This fragrance contains a blend of essential oils consisting primarily of lavender as well as orange, juniper berry, patchouli, and ylang-ylang (the percentages were unavailable as fragrance blend is propriety; for further information, see3). Fragrance was diffused into the lab on alternating weeks and dissipated within 30 min after turning off the diffuser.



Participants

The recruitment procedures included publicly displayed flyers in community spaces and approved online research webpages. The inclusion criteria included being a healthy adult between 18 and 70 years old. No prior artistic experience or VR experience was required. The exclusion criteria included any known fragrance allergies, history of seizures or head trauma, or issues precluding the ability to wear a VR headset. Thirty-eight participants expressed interest in the study, but 13 did not participate primarily due to scheduling conflicts or were non-responsive to follow-up emails to reschedule. One participant left the study due to momentary physical discomfort (nausea) associated with the VR immersive environment. Overall, 24 adults participated in the study, including 18 women and six men. Three participants only completed one session due to scheduling conflicts. The participants ranged in age from 18 to 54 years old, with an average age of 27.5. The participants were identified as White, including regional/ethnic specific identity (n = 11), African American (n = 3), Asian (n = 6), and of mixed race (n = 4). The participants were scheduled for two 1-h sessions scheduled at least 1 week apart and received $10 compensation for each session.



Data Collection

The study participants were scheduled for two 1-h sessions. The participants were assigned through a simple randomization plan (alternating odd and even number assignments) to receive either fragrance or non-fragrance condition for the first session. The participants were blinded to the condition. The second session was scheduled for at least 1 week following the first session. The participants completed informed consent forms, a demographic form, and a brief screening form during the first session. The participants completed a battery of self-report measures prior to and immediately following the VR session and were asked to respond to all self-report measures to reflect their feelings in the present moment. At the end of each session, the participants responded to two open-ended narrative questions: (1) What was it like to make the artwork? and (2) Can you share what you created and/or what it represents for you?



Measures


Patient-Reported Outcomes Measurement Information System Anxiety Short Form

The four-item short form of the Patient-Reported Outcomes Measurement Information System (PROMIS) tool was used to measure anxiety. This scale asks the participants to rate their perceptions of how frequently they experienced items such as “I felt uneasy” on a five-point scale from “never” to “always.” The short-form PROMIS tool was calibrated against legacy measures, and it demonstrates strong internal reliability of Cronbach’s α = 0.93 (Pilkonis et al., 2011).



Perceived Stress Scale

The 10-item Perceived Stress Scale (PSS) (Cohen et al., 1983) was used to measure the participants’ perceptions of stress in relation to their ability to cope with stressors. In a sample of 1,236 adults, the PSS was found to have moderate to good convergent validity and good internal consistency reliability of Cronbach’s α = 0.84 (Taylor, 2015). Construct validity demonstrated a high correlation between the State-Trait Anxiety Inventory and the PSS.



Positive and Negative Affect Schedule

The 20-item Positive and Negative Affect Schedule (PANAS) (Watson et al., 1988) was used to measure affect. The participants marked a five-point scale ranging from “not at all” to “extremely” regarding positive and negative feelings. Positive feelings are referenced on the scale using words like feelings such as enthusiastic, alert, inspired, etc., while negative feelings are captured using words like nervous, jittery, distressed, etc. The responses to the positive and the negative words are added to generate an overall score for positive affect and negative affect. In a large sample of the general adult population (1,003 participants), the two subscales have shown good internal consistency reliability of Cronbach’s α = 0.89 for positive affect and Cronbach’s α = 0.85 for negative affect (Crawford and Henry, 2004).



General Self-Efficacy Scale

The 10-item General Self-Efficacy (GSE) (Schwarzer and Jerusalem, 1995) was used to assess the participants’ self-perception of their ability to cope with challenging situations. The participants rated their responses on a four-point scale ranging from “not at all” to “exactly true” for items such as “I can always manage to solve difficult problems if I try hard enough.” The GSE has shown high internal consistency reliability, with studies across multiple countries in diverse adult populations finding Cronbach’s α from 0.86 to 0.94 (Luszczynska et al., 2005).



Creative Agency Scale

Creative agency was measured using a set of five items selected from scales of creative agency and identity (Tierney and Farmer, 2002; Beghetto, 2006), including self-perceptions of being able to generate novel ideas, ability to solve problems creatively, being imaginative, coming up with good ideas, and having good ideas. In a study of healthy adults, the creative agency scale items were found to have high internal consistency reliability (Cronbach’s α of 0.90) (Kaimal et al., 2017).



Satisfaction With Life Scale

The five-item Satisfaction With Life Scale (SWLS) (Diener et al., 1985) was used to measure self-perception of life satisfaction. The participants marked a five-point scale ranging from “strongly disagree” to “strongly agree” for items such as “My life has a clear sense of purpose.” In a large sample of a general adult population (2,524 participants), the German version of the SWLS was found to have good internal consistency (Cronbach’s α = 0.92) and correlated positively with social support (r = 0.39, p < 0.001, two-tailed) and negatively with depression (r = –0.44, p < 0.001, two-tailed) (Glaesmer et al., 2011).



Procedures

After completing informed consent and pre-survey measures, the participants engaged in a brief orientation with the facilitating art therapist to become familiarized with the VR headset and remote controls, art making features, and virtual environment within Tilt Brush (Figure 2). The participants remained seated for the entire session to reduce the risk of disorientation but were free to move their head and arms while drawing in VR. This was essential to orient and familiarize the participants with the study protocols that followed. The facilitator was an art therapist proficient in the technology and could guide the participants in the options and controls. Thereafter, the participants completed two drawing tasks in VR: (1) creating a spontaneous drawing based on an adaptation of the scribble drawing technique, an approach frequently used in art therapy, and (2) tracing basic shapes on a pre-drawn template. These were selected to provide two different visual expressive experiences that were similar in time duration. The tasks included scripted directives to ensure similarity of experience in completion of the tasks within the duration of the session. The participants completed both drawing tasks twice during each session. The Tilt Brush tool allows for a range of pen, brush, color, density, and textural options akin to digital drawing tools. In addition, there are animated options like stars, dots, etc., and sound effects that can add to the visual immersive art making experience. Once the session was completed, the participants were assisted in removing the headsets and offered a few minutes of re-orienting to the room prior to completing the post-surveys.
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FIGURE 2. Tilt Brush default environment.




Data Analysis


Quantitative Data Analysis

Paired-samples t-tests examined changes in outcome variables from pre- to post-VR drawing tasks in both olfactory conditions (when the tasks were performed with a fragrance vs. without). Repeated-measures analysis of variance (ANOVA) tested the interaction between the effects of the VR drawing tasks (pre–post change) and the olfactory conditions, controlling for task order. Significant interactions were graphed for interpretability. An a priori power analysis determined that the repeated-measures ANOVA had 82% power to detect a medium effect.



Qualitative Data Analysis

Thematic analysis (Braun and Clarke, 2012) was used to code the narrative data and virtual artwork through the following phases of analysis: (1) familiarizing with the data, (2) generating initial codes, (3) searching for themes, (4) reviewing potential themes, (5) defining and naming themes, and (6) completing the final report. Open-ended narrative responses were coded for experiences of virtual art making as described by the participants. Virtual art data were coded for both visual qualities and content of the images. The research team independently developed initial codes for both narrative responses and virtual artwork and then compared the results to ensure credibility (Lincoln and Guba, 1985). Codes were then compiled into a matrix to identify recurrent themes for both fragrance and non-fragrance conditions. Themes were reviewed, and consensus was reached by the research team.



Integration of Qualitative and Quantitative Data

The study used a parallel mixed-methods design (Creswell and Clark, 2011). Qualitative and quantitative data were examined together to better understand the findings. The qualitative responses helped identify the preferred themes of the participants, confirmed some of the quantitative results, and highlighted the unique aspects of VR art making that warranted further research.



RESULTS


Quantitative Results

Paired-samples t-tests examined the main effects of the VR drawing tasks on outcomes of anxiety, stress, affect, self-efficacy, creative agency, and satisfaction with life. The results of the paired t-test (listed in Table 1) showed that there were significant changes following the VR drawing tasks in the expected directions, except that there was no change in positive or negative affect in the non-fragrance condition and no change in creative agency in either condition. Although the paired t-tests suggested differences between the fragrance and the non-fragrance conditions, we needed to test whether the differences were statistically significant via interactions between the within-subject effects of the creative arts session and the between-subject effects of fragrance. A series of repeated-measures factorial ANOVAs, controlling for task order, showed that the main effects of the VR drawing tasks on anxiety [F(1,19) = 0.71, p = 0.410], stress [F(1,19) = 0.75, p = 0.399], positive affect [F(1,19) = 0.059, p = 0.811], self-efficacy [F(1,19) = 2.49, p = 0.131], creative agency [(F(1,19) = 2.13, p = 0.161], and satisfaction with life [F(1,19) = 0.57, p = 0.458] did not significantly differ across the olfactory conditions (when the tasks were performed with a fragrance vs. without). However, a significant interaction effect for negative affect [F(1,19) = 6.99, p = 0.016, ηp2 = 0.27] showed that, while the participants experienced reductions in negative affect in the fragrance condition, they did not experience significant reductions in negative affect in the non-fragrance condition (Figure 3).


TABLE 1. Results of paired-samples t-test showing the mean differences (Mdiff) in psychological outcomes.
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FIGURE 3. Estimated marginal means, controlling for task order, for negative affect across repeated-measures assessments, and olfactory conditions.




Qualitative Findings

A thematic analysis revealed themes common to both conditions (fragrance and non-fragrance) related to virtual art making experiences and art content. An analysis of the narrative responses indicated the following five themes relating to experiences of virtual art making: fun and joy; novelty of virtual media, experimentation, and play; relaxation and calm; learning curve; and physical discomfort and disorientation. An analysis of the content and visual qualities within the virtual art data revealed four themes in the content: nature imagery, references to memories and personal symbols, fantasy and play within imagery, and depiction of everyday objects.


Themes Relating to Virtual Artmaking Experiences

Most participants (n = 22) described virtual art making as fun and enjoyable:

“It was very interesting and fun. I really enjoyed painting in 3D. Definitely a different art experience than anything I have ever done before.”

—Non-fragrance condition

The participants (n = 20) frequently expressed a sense of play and experimentation due to the novelty of virtual media, specifically the ability to create 3-D artwork and explore the variety of different tools offered within Tilt Brush:

“I liked being able to make 3D things w/o all of the set-up that’s involved in making physical art. It felt really freeing to be able to just erase and start over and also to explore all of the brush types.”

—Fragrance condition

Some participants (n = 5) described feeling calm and relaxed while engaged in virtual art making:

“Today, I felt more relaxed. I slowed down and was more comfortable. I definitely focused on the art making and not distracted by anything else.”

—Fragrance condition

“Making the artwork releases my stress, gets my mind out of my daily stresses”

—Fragrance condition

A learning curve was experienced by some participants (n = 5), including challenges in adapting to the virtual hardware (remotes and headset) and the software (tools and art making processes within Tilt Brush). The novelty of the media means that some time and teaching are needed by the facilitating art therapist before the participant can fully engage with the experience, including having adequate time to learn and create.

“It took a few minutes to get comfortable with the VR tools. I have never tried it before, so it was new and different.”

—Non-fragrance condition.

“Sometimes it was a little frustrating because I felt like I couldn’t draw as precisely as I wanted to.”

—Fragrance condition.

The participants (n = 5) also expressed improved ability to engage with the tools over time after earlier drawing tasks and during the second session:

“This time I was more comfortable and confident in the tools. I had a clear sense of what I wanted to do and could accomplish it.”

—Fragrance condition.

“Having experienced VR before, I came in with an idea of what to do today, and it felt rewarding that I could draw what I wanted.” —Non-fragrance condition.

“In the second trial, I had a better idea in using the remote controls”

—Non-fragrance condition.

Some participants (n = 5) described experiences of physical discomfort and disorientation. The participants described experiences of physical discomfort in relation to the heaviness of the VR headset as well as experiencing pressure due to wearing a combination of the fNIRS headband and VR headset.

“[By the end of the session] my head hurt so it was difficult to focus on the artwork.”

—Non-fragrance condition.

“I could do it for hours if the headset wasn’t that heavy.”

—Fragrance condition.

“When I was instructed to do a scribble, I made a large scribble around where I sat. It became exhausting to look at it. It was electric waves.”

—Fragrance condition.



Themes Relating to Artwork Content

Several participants (n = 17) included nature themes within the virtual imagery. Flowers were commonly drawn by the participants (Figures 4, 5). Other nature images included landscapes with mountains, aquatic scenes including fish and boats, rainbows, forests, and animal figures.
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FIGURE 4. Nature image with sun, flowers, and grass.
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FIGURE 5. Flower drawing.


Most participants (n = 20) included content relating to memories and/or personal symbols in their artwork. These images related to childhood memories, including drawing in art styles reminiscent of one’s childhood. The participants created images related to memories of winter holidays, symbols of familial relationships, and media such as one participant’s drawing of a favorite videogame played in childhood (Figure 6). Personal symbols were created through self-portraits, objects represented favorite hobbies and personal interests (sports and TV shows), and images meant to represent goals and aspirations.
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FIGURE 6. Drawing of a videogame from a participant’s childhood (Pacman).


Artwork including aspects of fantasy, imagination, and play were created by the participants (n = 14). Fantasy imagery included vibrant drawings depicting fantasy creatures and scenes set in space, underwater environments, and the aurora borealis (Figure 7). The participants created playful and experimental images in which they tested various brushes and colors both spontaneously and intentionally. Some participants created spontaneous imagery while experimenting with brushes by finding various shapes and creating objects or creatures (Figure 8).
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FIGURE 7. Fantasy depiction of the aurora borealis.
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FIGURE 8. Depiction of a fantasy monster.


Artwork representing everyday objects were created by some participants (n = 7). Drawings of everyday objects included images of a pencil, food items, a car, a bus, a participant’s desk at work, and plants (Figure 9). The participants described these everyday objects as items that they used frequently or items representing work or hobbies.
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FIGURE 9. Desk with plants.


As can be seen from the qualitative findings, the participants reported enjoying the creative visual expression activities, confirming at least partly that negative affect was reduced. A few participants reported discomfort with the VR headset, but the trends in improvement in self-efficacy were also seen mirrored in the references to the learning curve and novelty of the experience. Overall, visual imagery themes were seen in both conditions, indicating some similarities in both the fragrance and the non-fragrance conditions. Some themes like fun and joy, novelty, and fantasy and play were, however, referenced a few more times in the fragrance condition (Table 2).


TABLE 2. Presence of qualitative themes by condition.
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DISCUSSION

In this mixed-methods pilot study, we examined the participants’ experiences and outcomes related to visual art making in VR. We tested two hypotheses related to visual art making using VR: (1) that there would be positive changes in the participants” responses on standardized measures of affect, stress, self-efficacy, anxiety, and creative agency and (2) that these changes would be enhanced with a fragrance stimulus. For the first hypothesis, significant changes were seen following the VR drawing tasks for all variables, except for affect in the non-fragrance condition, and there was no change in creative agency in either condition. For hypothesis 2, which examined changes between conditions, only negative affect was found to be significantly improved in the fragrance condition. This indicates that the experience of art making in VR was beneficial and that the addition of fragrance led to a significant change for reductions in the negative affect. A trend was also seen in improvements in self-efficacy in the fragrance condition, indicating that the participants felt a greater sense of self-confidence, but this requires further testing to be confirmed. Interestingly, there were no significant changes in positive affect, anxiety, and creative agency. This might have been because of the short span of art making session as well as the fact that we did not capture differences in the participants experiences between the drawing tasks.

In qualitative responses, the participants reported enjoying the scripted spontaneous self-expression task more than the rote tracing task. The spontaneous virtual drawing task was found to invite more open-ended expression. The participants reported a sense of playfulness and experimentation for the spontaneous virtual drawing task in contrast to the rote tracing task, which was found to be repetitive and restrictive by several participants. Additionally, many participants expressed a desire for more time to engage with the virtual art making tools in Tilt Brush during the spontaneous self-expression task. Overall, the participants described a sense of increased confidence in using the virtual tools to create imagery during the second session. In previous studies, we have participants reporting references on self-reflection (Hacmun et al., 2018; Kaimal et al., 2019) and unique perspectives, which was further confirmed in the creative expressive tasks in this study.

The VR artwork themes are also of note. Given that the background color of a night-like horizon was the starting screen, it is possible that this led to images of fantasy as depicted in many of the artworks. The VR medium likely lent itself to creating imaginal landscapes as well as memories. In previous studies where we used traditional art media (Kaimal and Ray, 2016; Kaimal et al., 2017), the participants tended to create imagery which had more refences to actual events or objects in everyday life. Creating in VR appears to have evoked more imagery and fantastical scenes and is an outcome that has potential educational and clinical applications for activating imagination in the participants. In addition, VR might have resulted in an arousal response somewhat dissimilar to working in traditional or digital art media. This might explain how the reduction in stress was not as significant as seen also in Yang et al. (2018). Very few participants in the study referred to prior experiences with art making. In previous studies, we have often found that the participants often referenced fears and inhibitions around a self-perceived lack of artistic skills (Kaimal and Ray, 2016; Kaimal et al., 2017). This was not seen much in our studies (Kaimal et al., 2019), including the current, perhaps because VR is not typically associated with artistic expression. This might offer an opportunity for involving participants in creative self-expression without the burden of self-criticism and expectation of skills that they might place on themselves with traditional media.

The participants were blinded to the fragrance stimulus itself in that they did not know in which of the two conditions they might encounter the fragrance stimulus. It was diffused in the room, and not all the participants noticed the fragrance. This makes the findings on the impact of fragrance particularly salient and minimizes bias in self-reports on the impact of this stimulus. The results might have been different if the fragrance was placed more closely to the participants (e.g., in a pendant-type option) such that they could access it more readily or if they were offered different ways to engage with the fragrance stimulus, including voluntary access to the fragrance.


Implications and Recommendations for Further Research

This was a pilot study, and the findings need to be replicated with larger sample sizes to confirm the results and further test outcomes where trends were seen. In addition, differences between the drawing tasks need to be examined more closely to better understand the experiences. Examining the differences in the participants’ responses between the two tasks might have indicated more distinct trends, including the impact of fragrance based on tasks. The participants reported mostly all positive responses to the VR art making experience, but this might have been due to the novelty of the experience compared with traditional art media. Further research might examine how these differences play out when compared with traditional art media. Additional examination of measures related to well-being and novelty as well as experiences of imagination can be included in future studies. Measures that capture momentary changes in mood and mental states might also offer more precise outcomes compared with some of the more global outcomes seen in this study. Some participants reported finding the sessions too short, and the outcomes might have varied again if the participants felt that they had enough time to complete their artworks. The novelty of the VR media also means that the participants need time to familiarize themselves and get comfortable with this new drawing and expressive tool. The facilitating art therapist should be proficient in the technology in order to facilitate the patients’ experience. Fragrance, especially in the mild, natural, and diffused form, seems to be beneficial to the participants. Given that the VR environment can be disorienting for some individuals, it is advised that the experience be initiated in a seated position and then moved to an active standing posture as needed. The facilitating art therapist needs to ensure the overall comfort and safety of the participant, including providing enough physical space so that the individual in the VR headset does not hurt himself by bumping into objects in the room. With regards to the fragrance stimulus, this study used a specific product aimed at promoting calmness, and fragrance was diffused in the room. This indicates that a mild, diffused fragrance can enhance the participants’ experiences. Future studies might examine differences with other olfactory stimuli directed more at promoting focus and concentration. The medium of art making in VR is fundamentally different than working with traditional art media, and further examination of a taxonomy of themes and artwork content, especially the fantastical and the imaginative components seen in the VR artwork, is worthy of further inquiry. Overall, this research study used the impact thinking approach in order to support the translational scientific process, making it inclusive, relevant, and actionable. With this approach, we aim to move beyond studies that begin and end in a lab to solve real-world, urgent problems and pave a path for broad implementation. Specifically, we initiated the process of impact thinking with this study such that ongoing iterative examination of arts-based approaches could be applied to establish innovative evidence-based clinical applications. To date, we are not aware of any studies that have systematically examined how art therapy can be integrated into a VR-based expression to enhance patient care. This approach and the initial findings could help expand arts therapy opportunities to clinical populations, including those in physical rehabilitation and those facing psychological stressors and challenges. Given some of the creative opportunities inherent in VR and sensory stimuli, impact thinking can help expand the applications.



Limitations

The study has many limitations, including a small sample size comprised of mainly college-educated female-identified participants that limit the generalizability of the results. One participant left the study due to cybersickness (dizziness and nausea) during and immediately following the VR drawing tasks. This discomfort was only monetary, and at follow up, the participant reported feeling fine. Studies have indicated that cybersickness occurs with low frequency (Shah et al., 2015; Chirico et al., 2020). Some participants reported experiencing headaches and overheating during the VR sessions. Cybersickness was likely mitigated for many participants through remaining seated while in VR and taking breaks (less than 5 min) between virtual drawing tasks. These hardware- and media-related experiences are to be considered in future studies. A limitation is also that, even though there were two drawing tasks, we did not collect survey feedback data for each drawing task. That is something we expect to do in the future with different measurement tools.

Some questions on the self-report measures were found to be not suited for some participants with English as a second language (ESL). All self-report measures were provided in English. Some ESL participants required assistance from the facilitators to translate or clarify some words and statements on self-report measures. Another limitation is the use of one fragrance blend, consisting primarily of lavender, developed to induce a calming response. Inclusion of different odors such as citrus scents (orange, lemon, and yuzu) and other fragrance blends may have yielded different results (Baron, 1990; Kiecolt-Glaser et al., 2008; Matsumoto et al., 2014; Cheng et al., 2020).

The qualitative results indicated that several participants drew nature-related images. The participants may have been primed during the drawing tasks due to the default environment containing a horizon line with gray objects appearing to be hills or mountains within Tilt Brush. Also, many images contained references to winter holidays and seasonal weather, which may have been primed due to the timing of data collection during fall and winter seasons. Time constraints (5 min per drawing task) may have impacted the drawing content. The participants may have created more detailed drawings with additional time. Overall, clinicians who would like to use VR with patients and clients need to be proficient in the media themselves and be prepared to teach patients how to use it effectively (such that it does not cause excessive disorientation or physical discomfort). In using fragrance stimulus in the rooms, ensure that it is from natural sources and also is not something that has been known to generate any adverse reaction.



CONCLUSION

In this mixed-methods pilot study, we examined outcomes of visual self-expression using VR tools, with and without fragrance stimuli. The findings indicate that the participants reported reductions in negative affect and trends toward improvements in self-efficacy in the fragrance condition compared with the non-fragrance condition. The participants also preferred making creative works compared to tracing tasks. Artwork created in VR tended to include themes of nature, fantasy, memories, and everyday objects. Overall, the participants reported enjoying the novel experience, and a small number reported physical discomfort with the physical apparatus of the VR headsets. The participants do need to have enough time to familiarize themselves, and the art therapist should be proficient in the technology in order to facilitate the patient/client experience. Fragrance, especially in the mild, natural, and diffused form, seems to be beneficial to the participants. Further research with larger samples and more sensitive measures is needed to confirm these preliminary findings.
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Stress is increasingly being recognized as one of the main factors that is negatively affecting our health, and therefore there is a need to regulate daily stress and prevent long-term stress. This need seems particularly important for adults with mild intellectual disabilities (MID) who have been shown to have more difficulties coping with stress than adults without intellectual disabilities. Hence, the development of music therapy interventions for stress reduction, particularly within populations where needs may be greater, is becoming increasingly important. In order to gain more insight into the practice-based knowledge on how music therapists lower stress levels of their patients with MID during music therapy sessions, we conducted focus group interviews with music therapists working with adults with MID (N = 13) from different countries and clinical institutions in Europe. Results provide an overview of the most-used interventions for stress reduction within and outside of music. Data-analysis resulted in the further specification of therapeutic goals, intervention techniques, the use of musical instruments, and related therapeutic change factors. The main findings indicate that music therapists used little to no receptive (e.g., music listening) interventions for stress reduction, but preferred to use active interventions, which were mainly based on musical improvisation. Results show that three therapy goals for stress relief could be distinguished. The goal of “synchronizing” can be seen as a sub goal because it often precedes working on the other two goals of “tension release” or “direct relaxation,” which can also be seen as two ways of reaching stress reduction in adults with MID through music therapy interventions. Furthermore, the tempo and the dynamics of the music are considered as the most important musical components to reduce stress in adults with MID. Practical implications for stress-reducing music therapy interventions for adults with MID are discussed as well as recommendations for future research.

Keywords: relaxation, mild intellectual disabilities, stress release, stress, music therapy, improvisation (music), mechanisms of change, change factors


INTRODUCTION

Stress reduction has become increasingly important in health care practices of many professional fields, including music therapy. Continuous high levels of stress have been shown to negatively affect our health (e.g., Australian Psychological Society [APS], 2015; American Psychological Association [APA], 2017). Although many people have found ways to adequately cope with stress and its possible negative consequences, it still appears to be difficult for a substantial number of people to cope with daily stressors, and the demands of contemporary life (Holahan et al., 2005; World Health Organization [WHO], 2010; Casey, 2017; De Witte et al., 2020b). This especially may be the case for adults with mild intellectual disabilities (MID1), who have been shown to experience much more stress in daily life than people without intellectual disabilities (Emerson, 2003; Hatton and Emerson, 2004; Schuengel and Janssen, 2006), having fewer resources to cope with daily life stress (Lunsky and Benson, 2001; Hartley and MacLean, 2009b; Scott and Havercamp, 2014). Therefore, it is important to gain more insight into the effectiveness and applicability of therapeutic interventions for stress reduction for adults with MID.

Music therapy is often applied to reduce stress for adults with MID (Moonen and Didden, 2014; De Witte et al., 2020a,b). The experience-based approach in music therapy is believed to be well suited to the needs of adults with MID. Although more and more studies are published on the effects of music therapy on stress-related outcomes (see for an overview: De Witte et al., 2020a), more information is needed regarding specific techniques, instruments, supposed change factors, requisites, and procedures within these interventions.


Music Therapy

Music therapy is defined as the clinical and evidence-informed use of music interventions2 to accomplish individualized goals within a therapeutic relationship in order to meet physical, emotional, mental, social and cognitive needs (American Music Therapy Association [AMTA], 2018; De Witte et al., 2020a; Agres et al., under revision). In contrast to health care staff providing prerecorded music listening interventions (often referred to as music medicine), music therapy interventions are offered by a qualified music therapist in relation to assessment and treatment planning. Both music medicine as well as music therapy can be useful and important. According to the music therapy literature, music therapy interventions can be divided in two broad categories: active and receptive interventions (Bruscia, 2014; Wheeler, 2015; Magee, 2019).

Active interventions involve the patient making music during the music therapy session, while receptive interventions mean that the patient is only receiving the music, such as listening to live or prerecorded music. Whereas “music medicine” does not involve a therapeutic process, music therapy requires the presence of such a process through personally tailored music experiences, including listening to music (Grocke and Wigram, 2006; Bruscia, 2014; Bradt et al., 2015). Bruscia (2014) described a more refined classification of music therapy interventions/methods, resulting in four categories: improvisation, recreating (or performing), and composing, which are active interventions, and music listening, which refers to receptive interventions.

Music therapists are specifically trained to use the unique qualities of music, also known as musical components (e.g., melody, rhythm, tempo, dynamics, pitch) within the therapeutic relationship to work on patient’s treatment goals (Bruscia, 1987; Wheeler, 2015; De Witte et al., 2020a). During the music therapy session, the music therapist attunes to the patient by adjusting the way of music-making as an immediate response to the patient’s needs (Aalbers et al., 2019; Magee, 2019). In music therapy literature, this way of patient-therapist attunement is often related to the term “synchronization,” which means that the music therapist and the patient interact simultaneously and are regulated through time, yielding a similar expression in movement, matching pulse, rhythm, dynamics and/or melody (Bruscia, 1987; Schumacher and Calvet, 2008; Aalbers et al., 2019; De Witte et al., 2020a). More specifically, synchronization in music therapy may refer to both the way music therapists intervene within different kinds of interventions, and to a specific music therapy technique for musical improvisation developed by Bruscia (1987), which can help music therapists to resonate emotions and/or expressions in the music or resonate non-verbal behavior. In this study, we consider synchronization in a broader sense.

In addition, music therapists often perform interventions based on rich, experiential, tacit knowledge. Tacit knowledge refers to practice-based knowledge developed from the direct experiences within clinical practice, which is mainly subconsciously understood and applied (McAdam et al., 2007; Polanyi, 2009; Petri et al., 2020). Using tacit knowledge is common in professionals in clinical practice and guides the professional in treating patients based on professionals’ previous experiences. However, making tacit knowledge explicit may stimulate transferability of valuable clinical practices, and may stimulate a different way of thinking about the relationship between clinical practice, theory, and research (Aigen, 1999; Smeijsters and Vink, 2006; Stige, 2015); furthermore, making tacit knowledge explicit may lead to the development of intervention descriptions derived directly from clinical practice, such as intervention manuals or therapy protocols, for which there is still a great need (Aalbers et al., 2019). From the scientific point of view, clear intervention descriptions are needed to further investigate what exactly is effective in music therapy interventions or to replicate outcome studies (Hoffmann et al., 2014). Our previous meta-analysis on the effects of music therapy on stress reduction showed, for example, that 63% of the included studies provided important details of the music therapy interventions examined, but only 35% of the studies reported on the use of therapy protocols or manuals (De Witte et al., 2020a). Therefore, it is important for both clinical practice and future research to systematically illuminate the knowledge already present in clinical practice, such as the tacit knowledge of music therapists.



Experience of Stress in People With MID

Stress can be defined as the quality of an experience, produced through a person-environment transaction that, through either overarousal or underarousal, results in psychological and/or physiological distress (Aldwin, 2007; Riley and Park, 2015). Adults with MID, also defined as a neurodevelopmental disability characterized by deficits in intellectual and adaptive functioning skills, may demonstrate difficulties in coping with stress (American Psychiatric Association [APA], 2013). As in the general population, (continuous) high levels of stress experienced by adults with MID is associated with many negative mental health outcomes (Hulbert-Williams and Hastings, 2008; Hartley and Maclean, 2009a; Hartley and MacLean, 2009b; Scott and Havercamp, 2014).

In general, social support and self-efficacy can be considered as important factors for stress resistance (Everly and Lating, 2019). These factors are less developed in adults with MID (Abbaszadeh and Sardoie, 2016; Seyed et al., 2017). The relatively high impact of daily stressors, such as taxing social interactions, may also be explained by the lack of control over both minor daily and major life decisions (Hartley and MacLean, 2009b; Dulin et al., 2013; Scott and Havercamp, 2014). When stress experiences continue in adults with MID, it can lead to an increase of maladaptive coping strategies and serious health issues, such as depression (Hartley and Maclean, 2009a; Hartley and MacLean, 2009b), impaired cognitive functions (Heyman and Hauser-Cram, 2015), physical health problems (Lunsky, 2008), and substance abuse (Didden et al., 2009).

In clinical practice, the content of psychosocial approaches to interventions for adults with MID varies from strict cognitive-behavioral to that which is more experiential. Experiential approaches refer to those instances where the patient can learn through action-based experiences. Experiential approaches to intervention may allow for adults with MID to more readily address the reduction of stress. Experiential approaches to intervention focus on the “here and now” while guided by a therapist through stress responses and real-time emotional regulation. Through safely structured active experiences, stress inducing situations can be co-navigated, and stress reducing strategies can be developed and/or practiced (De Witte et al., 2020a, 2017).

The efficacy of action-based experiences in interventions for adults with MID has been demonstrated in a study on the effects of the different components of cognitive-behavioral interventions for adults with MID. Studies have shown that behavioral activation strategies alone, such as roleplay exercises, resulted in the same outcome as the full cognitive therapy package (Cuijpers et al., 2007; Hamelin et al., 2013; Didden et al., 2016). The cognitive-behavioral approach often results in patients being able to recognize that their thinking is not logical, but they do not feel emotionally different afterward (Patterson et al., 2019). This lack of emotional address suggests the need for the further development of interventions based on experiential approaches to intervention, including those that occur within music therapy processes.



Music Therapy for Adults With MID

Despite the lack of clinical effectiveness studies on music therapy for adults with MID, clinical practice shows that music therapists can meet the needs of adults with MID very well (Watson, 2002; Hooper et al., 2011; Hoyle and McKinney, 2015). A scoping review (Hooper et al., 2008a,b) provides a comprehensive summary of published studies about music interventions/activities for adults with learning and/or intellectual disabilities documented from 1943 to 2006; the researchers primarily located practice-based evidence from small sized studies of music interventions. Studies that specifically focused on music therapy with adults with MID were lacking. The majority of the published studies involved children with intellectual disabilities in a school setting (Meila, 2017), or concerned case study reports of music therapy processes in which stress regulation was not the targeted therapeutic goal (e.g., Brennand et al., 2011; Hoyle and McKinney, 2015).

Since 2006, no studies have been conducted in which the content of music therapy interventions aimed at stress reduction for adults with MID was described clearly and systematically. However, there is a growing body of neuropsychological evidence showing the positive influence of music on lowering people’s stress levels (Chanda and Levitin, 2013; Thaut and Hoemberg, 2014; Koelsch et al., 2016). Two meta-analytic studies showed positive overall effects of music listening interventions on stress reduction in different kinds of settings (Pelletier, 2004; De Witte et al., 2020b). A recent meta-analytic review of 47 studies shows medium-to-strong effects (d = 0.723) of specifically music therapy on psychological and physiological stress-related outcomes (De Witte et al., 2020a).



Purpose of the Present Study

The purpose of this study is to systematically collect practice-based knowledge on both the most efficient music therapy interventions, such as therapeutic methods or exercises, and elements of those interventions, such as musical techniques, used by music therapists to reduce stress in patients with MID. This information may contribute to the body of knowledge on how music therapists lower the stress levels of their patients with MID during music therapy sessions. To be more specific, we wanted to know which interventions both within and outside of the music are used by the music therapists to lower the patients’ stress levels, and which factors may influence the choice of the applied intervention(s).



MATERIALS AND METHODS

To collect this practice-based knowledge, we set up multiple focus groups (Litosseliti, 2003; Liamputtong, 2011; Kitzinger, 2013) with music therapists from three different countries and different types of clinical institutions who practice music therapy with adults with MID. Focus group methodology is characterized by guided group discussions to generate a rich understanding of participants’ experiences and their tacit knowledge (Morgan, 1997; van Bruggen-Rufi et al., 2018). A focus group discussion is aimed at eliciting perceptions, attitudes, and ideas from participants about specific topics (Vaughn et al., 1996), and to enable them to react and build on the responses of others in the group about the topics that were broached (Morgan and Scannell, 1998; Litosseliti, 2003; Liamputtong, 2011; Kitzinger, 2013).


Participants

A total of 13 music therapists (male n = 6, female n = 7) based in Netherlands (n = 7), Belgium (n = 3), and Germany (n = 3), who practice music therapy in institutions exclusively providing clinical treatment to adults with MID took part in three focus group interviews. Two music therapists were working in the same clinical institution, but in different departments. The age of the participating music therapists varied from 25 to 63 years, and overall, they were trained at different universities in Netherlands, Belgium, and Germany. We chose to include music therapists from different countries, as results related to the specific context of one country may not be automatically generalizable to other countries. The study was approved by the Ethical Research Committee of the HAN University of Applied Sciences in Netherlands (ref. no: 198.09/20).



Procedure

Purposive sampling was applied during the recruitment process. Purposive sampling allows for the selection of participants based on specific study driven variables or characteristics (Patton, 2014; Valerio et al., 2016). This sampling strategy was considered appropriate to ensure a group of participants that would be representative of the overall population of music therapists (Dörnyei, 2007; Etikan et al., 2016). Therefore, participants were recruited from a variety of clinical institutions, taking into consideration age, gender, country of origin, and educational background. The intention for diversity sought to ensure that overall findings would not be influenced by over-representation in these areas. Once selected, music therapists were invited by email to participate in this focus group study. The music therapists who asked for more information received a second email in which the general theme of the study was described. Since the aim of the present study is to gather practice-based knowledge, no in-depth information or topic related literature was shared prior to the focus group meetings. Before the focus group meetings started, the participants were asked to sign an informed consent form, in which they clarified their willingness to participate, and their spoken data could be used anonymously for the purpose of this study.

Eligible focus group participants were (a) qualified and board-certified music therapists (b) who apply music therapy to patients with MID, (c) within a clinical or healthcare setting in which (d) patients were specifically referred to music therapy by a psychologist or psychiatrist. Music therapists without significant experience with patients with MID, such as those who had just recently started working as music therapists or those who have only treated a small number of patients with MID, were not approached. Furthermore, we did not include music therapists working in a private practice, because in this setting it is not always clear whether a patient meets the diagnostic criteria of MIDs.



Data Collection

Prior to the focus group interviews, an interview guide was developed in which the research question, the purpose of the study, the topics and preconditions of the focus group were set up. Subsequently, a time-bound questioning route was developed, in which questions and sub-questions were formulated regarding each topic. In order to stimulate a rich discussion about which interventions music therapists use to reduce stress in adults with MID, we included questions about both interventions within the music, as well as interventions outside the music, and possible effect moderating conditions (see Supplementary Appendix A for a more extensive description of the questioning route). Although the questioning route was followed to keep the discussion on track without inhibiting the flow of ideas, the focus group promoted an open character by stimulating all participants to give their views on the subject. For example, by using follow up questions, researchers could give participants the space to respond to each other’s views.

The focus group was led by a moderator with advanced research skills and a Master’s degree in music therapy. An assistant moderator was also present to ensure that the equipment for the audio recordings worked correctly, to manage the time and take notes during the focus groups, and to join the conversation if warranted. A general introduction of the research project was given, before starting the focus group discussion. After each focus group session, the moderator and the assistant moderator evaluated the notes taken. The first focus group session included the participants who were working in Netherlands. Subsequently, two identical focus group sessions were held, one with Belgium-based participants and one with participants based in Germany.



Data Analysis

After data-saturation was established, researchers analyzed the information using the coding principles of qualitative content analysis. Qualitative content analysis is frequently applied to answer questions such as what, why, and how, whereby the common patterns in the data are deduced by using a consistent set of codes to organize text into identified categories of similar meanings (Nandy and Sarvela, 1997; Moretti et al., 2011; Cho and Lee, 2014). Qualitative content analysis is based on naturalistic inquiry, which entails identifying themes and patterns, and involves rigorous coding (Moretti et al., 2011; Cho and Lee, 2014).

In preparation of the coding process, the audio recordings of the focus group sessions were fully transcribed. Then, consistent with the principles of content analysis, we applied three successive coding steps (i.e., open, axial, and selective coding) to analyze the transcripts (Corbin and Strauss, 2008). The first open-coding step was conducted by two researchers, who independently coded relevant text fragments based on “in vivo codes.” The relevant text fragments were labeled with the literal terms used by the participants (Corbin and Strauss, 2008). In case of disagreement between the two researchers, the topics were discussed by a larger group of researchers (the co-authors of this article) and resolved by consensus. The second step involved axial coding, where the open codes were grouped into categories based on their more overarching similarities to the property and dimension levels (Corbin and Strauss, 2008). During this axial-coding process, it became possible to define preliminary analytical (sub)categories and compare these. The third step concerned selective coding, in which the categories formed during the axial coding procedure were connected in order to create and refine an integrating model (Charmaz, 2003).

The cycle of data-analysis (the three coding steps: open, axial and selective coding) was executed by two different researchers in which an iterative process and “constant comparison” were the leading principles (Corbin and Strauss, 2008). To ensure that the findings were grounded in the initial data, every step of the data-analysis was continuously audited/coached by both a professor specialized in music therapy and a professor specialized in mental health issues of adults with MID.



Criteria of Trustworthiness

To meet the criteria for trustworthiness, several techniques were applied to enhance the quality of the present focus group study (e.g., Creswell, 1998; Denzin and Lincoln, 2005). Transferability was strengthened by the fact that the included music therapists were employed in a variety of mental health care centers that specialize in the treatment of patients with MID.

To minimize possible bias of the interviewer, member checking took place, which met the criteria for credibility. In preparation of the analysis, the co-moderator summarized the content of each focus group discussion, which subsequently was member-checked by the participants individually by email. All the participants agreed with this report, and none of them suggested any additional comments or changes. The fact that every step of data-analysis was continuously audited by other research experts, helped to ensure that the findings were not biased by the main investigator’s motivation or interest, thus meeting the criteria of confirmability.



RESULTS

The open coding initially showed a mixture of many different types of music therapy interventions, in which a distinction could be made between interventions within the music and interventions outside of the music.


Therapy Goals for Stress Reduction

Three types of therapeutic goals were mentioned by the music therapists related to stress reduction in adults with MID: synchronizing with the patient (as a starting point for stress reduction), releasing stress or tension (by self-expression), and stimulating relaxation. The music therapists stated that in general these goals do not stand alone but are used in succession of or in combination with each other. This means that the goal of achieving synchronization with the patient within the music can be seen as a sub goal, and often precedes working on the goals related to the release of tension or direct relaxation.

“I think when treating patients with MID, they first have to come into their normal tension level before start working on other treatment goals. So, every single music therapy session is starting with the lowering of the patient’s tension level and after that we continue with the common therapy activities [participant 4, music therapist in Netherlands].”

Table 1 shows a detailed overview of all the mentioned interventions and related characteristics. Because the data did not provide a detailed description of every mentioned intervention, not all columns could be filled for all the interventions mentioned. Nevertheless, in order to provide a realistic representation of the results we chose to show all the findings, even if this meant that some areas of the table would be left blank.


TABLE 1. Overview of interventions.
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Interventions Within the Music

The open coding indicated that the interventions within the music could be categorized in two domains: active and receptive music therapy interventions. The axial coding led to several different types of active interventions, and two types of receptive interventions.


Active Interventions

The active interventions mentioned were categorized in a number of subcategories (see Table 1). For each of these subcategories, the coding led to several intervention characteristics, such as associated therapeutic goals, the musical instruments that were used, and the change factors that may possibly clarify the effect of the chosen intervention. Improvisation-based interventions concerned the first type of active interventions. Other types of active interventions included “singing and/or playing existing songs” and “songwriting and/or composing.” Lastly, the music therapists mentioned a variety of active interventions that referred to a certain music therapy method or approach. These were recognized as “other interventions” (see Table 1).


Improvisation

The music therapists agreed that improvisational method was one of the most often used active interventions. The second step of data-analysis showed that these improvisation-based interventions could be distinguished from each other by the level of structure, the applied improvisation techniques, the goal of the improvisation, and/or the used musical instruments. With respect to the process of selective coding, improvisation-based interventions for stress reduction could be subdivided in “free improvisation” and “structured improvisation.” Structured improvisation interventions refer to “freestyling,” “6/8-m improvisation,” “interplay on piano,” “expressing feelings in music,” “taking turns,” “mantra singing,” and “playing intrinsic tempo” (see Supplementary Appendix B for an extended description of each of these interventions). Most music therapists mentioned that they mainly preferred to use free improvisation, meaning that they start improvising with patients without using a pre-determined musical structure or certain rules for the music-making.

Participants appeared to identify two main therapeutic goals within free and structured improvisation: tension release and reaching direct relaxation. Synchronization is also mentioned as a goal, but the participants explained that they used it more as a sub goal. Specifically, free improvisation often starts with synchronizing with the patient, which can be achieved by attuning to the tempo and following the dynamics and intensity of the patients’ music-making, as can be seen in the quotation below. Subsequently, the music therapist tries to implement repetition and/or structure to allow the patient to slow down and ‘get a grip’ on their stress experience. Concerning synchronization as a sub goal, no specific musical instruments were mentioned.

“I often try to lower the stress level of the patient by first playing along with the patient, and then gradually lower the music tempo. As a therapist you hope that they synchronize with the music [participant 11, music therapist in Belgium].”

“For example, when the patient is playing the drums and is playing well enough, at least when you hear a rhythm, you can play along on the piano with only 4 chords [participant 3, music therapist in Netherlands].”

The first therapeutic goal for improvisation-based interventions concerned releasing experienced tension, which the music therapist tries to achieve by increasing the intensity of the music. One music therapist mentioned tension release as a goal for “freestyling,” which is classified as a more structured improvisation intervention (see Table 1) because of using a fixed beat and/or musical structure on which the freestyling (often through voice work) takes place. According to most of the participants, music improvisational methods focusing on tension release are characterized by starting with building up (accelerating) the music tempo and dynamics until a peak/climax is reached, and then slowly decreasing the tempo/dynamics. A potential change factor that was mentioned, which possibly contributes to achieving the goal, is that after an increase of (musical) tension, a decrease of this tension is experienced more “vividly” by the patient. Piano and percussion instruments were named as the musical instruments most often used in free improvisation interventions aiming at tension release.

“I first try to structure all the musicality that is there, a clear pulse, say, a clear rhythm. From there I often continue with the release of tension by playing faster and faster through differences in dynamics and in tempo [participant 9, music therapist in Germany].”

“I often use a form where you build up very slowly by making loud sounds and vocals, as a counterpart to a very structured intervention. Just a very free and fast way of expressing, in which the patient can connect to his/her feelings and then eventually release and discharge [participant 10, music therapist in Germany].”

Participants also noted direct relaxation as a therapeutic goal in improvisation-based interventions. Free improvisation aiming at relaxation is mainly characterized by the simplicity of the musical structures, such as playing in a low tonal register, using simple chord progressions, making minimal changes in music tempo or melodic intonation, and using easy-to-play musical instruments (e.g., monochord, wind chimes, ocean drum, rainmaker). In contrast to free improvisation aiming at the release of tension, free improvisation for direct relaxation is characterized by the use of a consistently low tempo, while changes in melody, harmonics, and tempo are kept to a minimum. The music therapists stated that it is precisely this simplicity of the musical improvisation that provides the patient with feelings of support and containment, both of which be regarded as certain change factors for achieving stress reduction in adults with MID. To reach relaxation by using free improvisation, three improvisation techniques (Bruscia, 1987) were regarded as helpful by some of the music therapists, i.e., “pacing,” “rhythmic grounding,” and “tonal centering.” The music therapists mentioned that they mainly use harmonic instruments (e.g., piano and guitar) and (melodic) percussion instruments (such as chimes and singing bowls).

“After a while, you lower the music tempo, and you will see that the patient is almost often following you in this and you see his stress level is lowering”[participant 3, music therapist in The Netherlands].”

“So, a solid beat is needed. That is how I see it. When patients with MID are highly tensioned, they have to experience themselves more, their own body, otherwise they lose it. By using a steady and solid beat, they feel it in their body, which is an important experience for them and helps them [participant 8, music therapist in Germany].”



Performing existing songs

Besides improvisation, “singing and/or playing of existing songs” was the type of active intervention most often mentioned by the music therapists. Interventions concerning singing by patients were singing well-known European-based cultural songs, singing the Greek Sirtaki (mentioned by one music therapist) and the use of the same opening song at the start of every session. The Greek Sirtaki intervention focuses on releasing tension and stimulating self-expression and is characterized by a (slow) increase of the music tempo, and clear rhythmic structures. The music therapist who often used this intervention clarified that the clearly defined rhythmic structure particularly promotes stress release in MID patients with externalizing behavioral patterns and can be seen as a possible change factor. With respect to the use of both “well-known songs” and “always using the same opening song,” the music therapists noted that it may provide a patient with feelings of safety due to potential linkages to cultural musical representations for patients. The presence of a repeating musical structure and familiarity can be regarded as possible change factors related to these effects (see Table 1).



Songwriting and composing

The active intervention category “song writing and/or composing” was mentioned only in the focus group held with the Dutch music therapists (n = 7). One of the participating music therapists clarified that music therapeutic songwriting can stimulate exposure to stress-causing situations and thereby help patients to release stress. Several other music therapists added that recordings of self-composed songs could also be helpful for patients to reduce stress by listening to the recordings outside of the music therapy session.



Other interventions

Some of the active interventions mentioned by the music therapists did not fit any of the previously described categories, but were based on a certain methodic framework (Hegi, Schuhmacher, or Ronnie-Gardiner) or the more protocol-oriented music therapy interventions (Neurologic Music Therapy [NMT]). One of the interventions mentioned was called “Eentoonssymphonie [One note symphony],” which originated from the clinical practice of the Dutch music therapist Berman (2016), and concerns music-making with just one note (see Supplementary Appendix B for more detailed descriptions of these active interventions).



Receptive Interventions

In addition to the active interventions, the music therapists of this study also mentioned one receptive intervention, namely creating a personalized playlist for relaxation. Music therapists in all three focus groups referred to this receptive intervention for stress reduction. The personalized playlists can include both recorded musical improvisations and compositions made during the music therapy session(s), as well as pre-existing music of personal preference. The main goal focuses on “transfer,” meaning that patients can use this prerecorded music to lower their stress levels through relaxation outside of the music therapy sessions.



Interventions Outside of the Music

The music therapists mentioned some stress-reducing interventions outside of the musical context, which are related to the therapeutic attitude of the music therapist. A majority of the Dutch focus group participants stated that creating a framework may offer support to the patient. This framework can be seen as a solid base of structure visible in both the interventions within the music and the way the music therapists interact with their patients. The music therapists indicated that after offering a structure or framework during a session, they simply “let the rest happen” and let the patient respond. One of the therapists stated that in some cases the music therapy session started with “doing nothing,” because often a starting point arises naturally, with which one can then continue working. The Belgian music therapists explained that they always base the starting point of their interventions on the patient’s needs.

Most of the music therapists considered the level of autonomy (self-control) they offered their patients, as an important aspect of the therapeutic attitude for reaching stress relief in patients with MID. The degree of autonomy provided to the patient depended on their individual needs and their capability to handle their self-control. One of the Dutch music therapists noted how important it is to take into account the patient’s strengths and limitations, such as not to have them feel overwhelmed or over-questioned. This sentiment was echoed by the German participants.



Factors Influencing the Choice of the Intervention

Participants of two focus groups mentioned some factors that could possibly influence the stress-reducing effect of the applied music therapy interventions. To keep the results as close as possible to the initial data, we report a summary of the responses of the music therapists to this specific question.

The degree of intellectual impairment was considered as a factor for determining the choice of interventions. The Belgian music therapists stated that the degree of intellectual impairment (i.e., the IQ score) influences the effects of certain music therapy interventions, and therefore also influences their choice of intervention. They explained that when working with patients with MID from the upper segment of the IQ range, they often use rhythm-oriented interventions, such as drumming in the same beat or tapping along with the music on small percussion instruments. This is in contrast to interventions they offered to patients with MID in the lower segment of the IQ-range, which were characterized by a more multi-sensory approach and the use of tonal instruments.

Another factor possibly influencing the choice for a certain intervention was the mood or preference of the music therapist himself. For example, the music therapist may choose interventions that he/she is comfortable with and that makes him/her more relaxed and grounded as a therapist, which in turn is considered to have a positive influence on a patient.

Lastly, the patient’s preferences (like a specific music style, song, or instrument) were also mentioned as a factor that influenced the choice of intervention. Almost all the music therapists mentioned that they always tried to take the patient’s preferences into account. On the other hand, they tried to avoid the use of existing songs that were “too familiar,” as they noticed that patients tended to stick too much to the familiar lyrics instead of being aware of the musical experience.



DISCUSSION

In this study, we tried to explicate practice-based knowledge, also known as “tacit-knowledge,” about how music therapists can reduce stress in adults with MID during the music therapy session. The purpose of the present study was to describe music therapists’ experiences and perceptions on what works in their own practice, and provide an overview of music therapy interventions to generate an immediate stress-reducing effect in adults with MID. We discuss the implications of the results of this study by comparing them with the literature at large. Furthermore, we explore the facets of stress reduction, the musical components connected with such, and consider limitations of this study while providing implications for future practice, theory, and research.


Two Ways to Reduce Stress in Music Therapy

Results of the present study distinguished two ways of intervening to reduce stress in adults with MID, which are related to the therapy goals mentioned by the music therapists. The achievement of (musical) synchronization with the patient, which can be regarded as a sub goal, often precedes working on one of the other two goals: release of tension or direct relaxation, which clearly leads to two different ways of intervening during music therapy.

The first way of intervening is related to the release of tension and aimed at attuning musically to the patient’s perceived tension/stress, which often results in music with an increased tempo and dynamics, and fast rhythms. After this, the music therapist further increases the intensity of the music, for example by accelerating the music tempo, so that the patient can release the felt tension. When the music intensity has come to a climax, the music therapist starts to slowly decrease the intensity of the music and actively guides the patient to decrease the music tempo to 60–80 bpm (beats per minute). This corresponds with previous research, which suggests that the tempo and dynamics of music are important for the experienced intensity of the music (Gabrielsson and Lindström, 2010). The second way of intervening is related to the achievement of direct relaxation. In contrast to the first way of intervening, the music therapist’s interventions are only focused on providing relaxation by synchronizing with the client’s music, and gradually decreasing the music tempo to 60–80 bpm and the volume to silence.

Both ways of intervening, aiming at the release of tension or direct relaxation, have common ground with the so-called “ISO-principle,” which refers to a music therapy technique by which the music is matched with the mood of a patient, then gradually altered to affect the desired mood state. This technique can also be used to affect physiological responses, such as heart rate and blood pressure (Davis et al., 2008).



Musical Components

Within these two ways of stress reduction during music therapy, the tempo and the dynamics (also known as “loudness”) of the music can be considered as the most important musical components to reduce stress or tension in adult patients with MID. Studies suggest that music with a slow tempo can be considered to be one of the most significant determinants of audio-related effects on stress reduction (e.g., Iwanaga et al., 2005; Bernardi et al., 2006; Nilsson, 2008; Björkman et al., 2013; Jiang et al., 2016). Tempo and changes in tempo can influence different physiological and neurological responses, such as arousal, motor activity and motivation (Roth, 2014), this means that music with a slow tempo and steady rhythm may provide stress reduction by altering inherent body rhythms, such as heart rate (Thaut et al., 1999; Thaut and Hoemberg, 2014). Therefore, an increase in music tempo can lead to the increased activation of the nervous system, muscle tension and heart rate, whereas a decrease of the tempo can lead to muscle relaxation and a lowered heart rate resulting in more relaxation (Bernardi et al., 2006; Juslin and Västfjäll, 2008; Bringman et al., 2009; Nomura et al., 2013).



Active Music Therapy Interventions

The present study makes a clear distinction between active and receptive music therapy interventions, which is in line with the music therapy literature (e.g., Bruscia, 2014; Wheeler, 2015; Magee, 2019). The results show that the participants of this study prefer the use of active music therapy interventions to reduce stress in adults with MID compared to receptive interventions. It is preferred to involve the patient in making music and/or singing to decrease the level of stress instead of offering receptive interventions, in which the patient only receives the music, such as listening to live or prerecorded music (Bruscia, 2014; Wheeler, 2015; Magee, 2019). A possible explanation could be that the interaction between patient and therapist during active interventions may lead to “affect attunement” because of the possibility to (co)-modulate, and (co)-regulate emotional states through the different musical components, such as rhythm, tempo or dynamics (Raglio et al., 2016; Aalbers et al., 2020). Similarly, findings of the present study suggest that synchronizing with patients’ music making and facilitating changes in musical expression by reducing tempo and volume, can lead to stress reduction. This is consistent with previous studies and literature, which describe music therapists’ use of synchronization techniques to attune to the patient for the purpose of change (e.g., Bruscia, 1987, 2014; Aalbers et al., 2019, 2020; Dvir et al., 2020).

Surprisingly, active improvisation interventions for stress reduction were used and few to none receptive interventions, whilst in reviews and meta-analyses on the effects of music or music therapy interventions on stress-related outcomes mainly receptive music listening interventions could be included (e.g., Pelletier, 2004; Bradt et al., 2013; De Witte et al., 2020a,b). The effects of music listening interventions are mainly related to the general influence of music on the stress response, whereas the effects of music therapy also can be explained by means of the therapeutic relationship, namely, through patient-therapist attunement by the use of music and the fact that music therapists individualize their interventions to meet the patients’ needs (Bradt and Dileo, 2014; Wheeler, 2015; De Witte et al., 2020a). Although none of these reviews and meta-analyses included adult patients with MID, it raises the question of whether music therapists should use receptive interventions more frequently because of their effects on stress reduction. On the other hand, there is evidence showing that action-based interventions are very suitable to adults with MID (Cuijpers et al., 2007; Didden et al., 2016), which could favor active music therapy interventions.



Music Therapeutic Improvisation for Stress Reduction

Results show that the participants of this study commonly used active improvisation interventions for stress reduction, while their use of receptive intervention processes was either limited or non-existent. Literature suggests that improvisational methods are highly common in music therapy; within musical improvisation, patient(s) and therapist improvise on musical instruments they have chosen and play together freely or with a given structure (Wigram, 2004; Gold et al., 2009; MacDonald and Wilson, 2014). Gold et al. (2009) emphasize in their review that improvisational music therapy techniques can be regarded as the most important interventions for achieving social interaction in active music therapy. In addition, musical improvisation can also be seen as a mode of self-expression, where the expressive character of musical interactions enables the release of difficult or repressed emotions (Burns et al., 2001; Gilboa et al., 2006; MacDonald and Wilson, 2014), which corresponds with the therapy goal of achieving tension release, found in this study. However, researchers reported that the use of improvisation may also evoke stressful experiences, necessitating the presence of an educated and qualified music therapist to attune from moment to moment to the patient’s needs (Magee, 2019; De Witte et al., 2020a; Aalbers et al., under revision). Thereby, the understanding of the links between the music-related mechanisms and synchronization may help music therapists to make informed decisions on how to use musical improvisation to lower the patient’s stress levels (Moore, 2013; MacDonald and Wilson, 2014; De Witte et al., 2020a; Aalbers et al., under revision).



Change Factors

Results of this study identified some factors that may contribute to the explanation of the perceived effects of specific music therapy interventions for stress reduction in adults with MID. In the body of literature, these factors are often described as “change factors (Lambert, 2013; Cuijpers et al., 2019).” An important change factor found for promoting stress release during music therapy in adults with MID concerns the amount of simplicity involved in the chosen interventions. Examples of this are the use of mantra techniques, which have a repetitive character, or the choice for a simple harmonic structure, which seems to provide support. This fits the concept of the technique Vocal Holding, in which the music therapist is vocally following, supporting, and mirroring the patient while accompanying with only two piano chords, to create an atmosphere that is safe and predictable during improvising (Monti and Austin, 2018). Besides, music therapy literature indicates that “lullabies” with characteristics very similar to the mantra-based interventions, also generate stress-reducing effects, which is attributed to the simplicity of the musical components, such as a slow and steady tempo, a repetitive and simple rhythm, and just a few different notes (Standley, 2003; Friedman et al., 2010).

The importance of implementing a solid structure is also emphasized when reviewing the interventions outside of the music, which are focused on establishing a clear, predictable and above all a safe framework for the patient, giving the patient the support and confidence to play, experiment and express themselves within the offered framework.

Strong similarities can be seen between the possible change factors found in this study and the general characteristics that can positively influence the quality of care or treatment of people with MID. Literature shows that psychological treatment for people with MID may benefit from a clear structure and predictability (Ten Wolde et al., 2006; Došen, 2007; Elias et al., 2009). Creating favorable environmental conditions, such as a predictable course of events in daily life or a clear structure of the therapeutic session based on small feasible steps, can enhance feelings of safeness and reduce stress in people with MID, which will benefit treatment (Didden, 2007). These important factors, which can be seen as treatment guidelines for adults with MID, are in line with the possible change factors found in this study, such as the creation of a predictable musical structure.



Strengths and Limitations of the Present Study

In order to show international practice-based knowledge, the current study was conducted in three different countries, since results related to the specific context of one country may not be relevant to other countries. Firstly, international definitions of MID and subsequent clinical care for adults with MID differs between countries (Moonen, 2017). Secondly, music therapy education differs among countries with regard to music therapy methods and general theories. As only three countries were involved, each with close proximity to each other, results are unlikely to be generalizable. Replication of this study across different continents is strongly recommended.

With respect to some of the other results, more research is needed to be able to generalize findings, especially regarding change factors. The initial research questions focused on how and in what way music therapists could lower stress levels of patients with MID instead of exploring why interventions can lead to stress reduction. Data-analysis revealed some of these possible change factors, and we decided to report them (see Table 1). In future research, we suggest including research questions specifically addressing “change factors” or “mechanisms of change,” because this may yield important knowledge on both the development and the evaluation of music therapy interventions for stress reduction in adults with MID.

Several techniques were applied to enhance the quality of the present study. The use of an interview guide, a codebook, the iterative process and the ‘constant comparison’ method during data analysis can be seen as a strength of this study, because it helps to ensure that the results stay as close to the original data as possible. We found this particularly important because this is the first study in which music therapists in clinical practice were interviewed about their music therapy interventions to reduce stress in patients with MID.



Implications for Clinical Practice

The findings of this study contribute to both the body of practice-based knowledge on which specific interventions can be used by music therapists to reduce stress in patients with MID, and to the knowledge base of experiential interventions for people with MID in addition to the cognitive-oriented approaches, such as “cognitive behavioral therapy” [CBT].

Firstly, results show two main ways to reach stress reduction. Although both ways are intended to lead to the same result (stress reduction), the order of intervention steps and/or the way in which the music therapist intervenes on the basis of musical components, may be different. Therefore, it is important that music therapists, prior to the intervention, have a clear understanding of the needs of their patient and the most fitting goal (stress release or direct relaxation), so that the most suitable interventions can be applied.

Secondly, the present study shows that improvisation is the most commonly used intervention by music therapists to reduce stress in adults with MID (see Table 1 for an overview of the different types of the mentioned improvisation-based interventions). When using improvisation-based interventions to reduce stress in patients with MID, according to the present study, there are some key elements that can positively influence the effect of the intervention. Namely, the use of simple musical structures, which means that the improvisation has a repetitive and predictable character. Also, synchronizing with the patient during improvising, whether as a stand-alone goal or as a step-in working on the goals “stress release” or “direct relaxation,” helps the music therapist to attune to the patient’s needs from moment-to-moment. This may enhance feelings of safety, which is especially important for the clinical treatment of adults with MID (Didden, 2007) and can therefore increase the effect of improvisation.

Thirdly we believe that the results of the present study may provide a useful basis for the further development of more explicit music therapy intervention descriptions for stress reduction in patients with MID. According to the previous work of Robb et al. (2011), intervention descriptions of music therapy should be tailored to the target population, and realistic therapy goals as well as desired outcomes should be defined. Moreover, Hanson-Abromeit (2015) adds the importance of defining the purpose and intention of each musical element in the descriptions of music therapy interventions, such as the specific use of musical techniques within musical improvisation.

Fourthly, with the findings of the current study, we kindly recommend that other health care professionals responsible for referral to therapy (e.g., psychologists, physicians, health care coordinators) will consider experience-based interventions, such as music therapy, since both literature and results of the present study show that they are well suited to the needs and capabilities of adults with MID (Didden et al., 2016; De Witte et al., 2017). Indeed, from neurological perspectives, music is intrinsically motivating, drives motor function and elicits emotional responses (Thaut and Hoemberg, 2014; Koelsch et al., 2016). Moreover, according to the music therapists of the present study, it is the structure of music which provides a sense of safety, which benefits treatment in adults with MID. However, although psychologists often recognize that the use of music in daily life helps to manage stress, they still appreciate additional knowledge about why and when a music therapist should be involved in the treatment of their patients (Magee, 2019; Aalbers et al., under revision). Our findings not only provide more insight into the different types of music therapy interventions for stress reduction, but also into the related goals, techniques, and change factors. This helps to understand when, why, and how music therapy can be effective for stress reduction, which reinforces referral to music therapy on the basis of substantive grounds. In addition, the results of the present study demonstrate the need for a clear and thorough assessment of patient with MID before any therapeutic intervention should be initiated.



Recommendations for Future Research

The findings of this study may help to implement music therapy interventions for stress reduction in adults with MID, but more research is needed to assess the effectiveness and applicability of these interventions. It would be relevant to replicate this and future studies in other parts of the world. In future research it is recommended to add research questions on therapeutic change factors, which may help to explain why the interventions used possibly lead to stress reduction. We also strongly recommend a study employing a systematic review methodology – such as a meta-synthesis – to analyze music therapy literature regarding possible change factors, as the number of empirical studies has increased in recent years. Finally, we would welcome the development of standardized intervention descriptions, like music therapy protocols, to enhance treatment fidelity, enabling more robust research on the effects of music therapy. Detailed intervention descriptions within research are essential for replication and translation of music therapy interventions to clinical practice (Stouffer et al., 2007; Robb et al., 2011; Hoffmann et al., 2014).
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FOOTNOTES

1 By common Dutch definition adults with an IQ 50–70 as well as with an IQ 70–85 in combination with a disability in adaptive skills are considered to have a MID. In this article the abbreviation MID is therefore used to include people with what is often referred to as a “borderline intellectual disability” (Kaal et al., 2015).

2 In this study, the term “intervention” refers to a specified therapeutic action or a process of intervening characterized by a structured and coherent collection of therapeutic actions.
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People with disabilities face inequalities in mental wellbeing, for which social exclusion is a contributing factor. Musical activities offer a promising but complex intervention, making impacts on a population with highly varied characteristics and needs challenging to capture. This paper reports on a mixed methods, person-centered study investigating a community music intervention for such a population. Three groups of adult service users with varied disabilities (either physical, learning, or both), took part in weekly music workshops in different locations. Music staff, housing and resource center staff, as well as participants and members of their families, took part in semi-structured interviews. A quantitative measure administered by service staff was used to rate service users’ social development. Two lay researchers, both individuals with a disability contributed to all aspects of the study. Interviews were analyzed through thematic analysis. Improvements in individuals’ self-expression, confidence, mood, and social skills were consistent with previous findings. Differences in effect between centers included: Group 1, some of whom had previous experience of workshops, showed an improvement in musical skills; Group 2 showed a mixed response, some participated with enthusiasm but others chose art activities over music workshops; Group 3 had lasting positive impact, this group had very limited opportunities for music due to their rural location. Quantitative analysis showed significant increase over all groups in communication, interaction with others, and joint attention. The intervention was beneficial for participants in separate locations in similar ways, but also highlighted that context and prior experience mediated effects in distinct ways. The lay researchers enhanced the qualitative analysis by emphasizing (1) the importance of recognizing participants’ self-expression in non-verbal modes of communication and (2) the importance of having music staff with a disability to provide a positive role model. This paper proposes that mixed methods person-centered research is the most suitable approach to capture and understand the multiple and varied effects of this complex intervention for a diverse group of participants.
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INTRODUCTION

Tackling social isolation is a priority in addressing the widespread inequalities experienced by people with disabilities. In Scotland, for example, mental wellbeing is lower among adults living with a limiting long-term health condition than in those living with no long-term health condition (Scottish Government, 2020). Isolation due to social exclusion is a key contributing factor to such mental health impacts, and therefore a crucial area for investigation in disability research (Barusch et al., 1999; De Jong Gierveld et al., 2006; Hawthorne, 2008; Honey et al., 2011; Kerr et al., 2012; Cacioppo and Cacioppo, 2014). Addressing social exclusion has therefore been identified as a way of improving the mental health of people with a disability (Honey et al., 2011; Scottish Government, 2016). Creative activity is associated with better wellbeing, and participation in cultural activities represents a positive coping strategy for people with disabilities who also have mental health issues (Kerr et al., 2012; Leadbetter and O’Connor, 2013; All-Party Parliamentary Group on Arts and Health and Wellbeing, 2017). The United Nations Convention on the Rights of Persons with Disabilities (CRPD) recognizes rights to participation in cultural life as important both for individuals with a disability and the societies in which they live, and access to creative learning opportunities as key for the development of the self, which can also positively impact their families and wider social circles. However, rates of cultural participation are lower among adults with a disability than among those without. (Scottish Government, 2019). Increasing access to cultural activities for such individuals is therefore a priority to achieve better social integration and mental health.

Participation in music in particular can address these priorities, through music therapy or community music. There are many approaches to and definitions of music therapy but key to all is the therapeutic relationship between a qualified music therapist and client, where music is used to achieve beneficial effects (MacDonald et al., 2012). These can be psychological, emotional cognitive, physical, communicative or social depending on the specific needs of the client (Geretsegger et al., 2014). Community music interventions are distinct as they may have positive therapeutic outcomes, but these are secondary to the realization of an enjoyable, sociable experience for participants (MacDonald et al., 2012). Making music with other people offers an enjoyable experience of profound and meaningful interaction for individuals with difficulties communicating verbally, building their social confidence and networks, and thus reducing isolation (Geretsegger et al., 2014; MacDonald and Wilson, 2014; Cobbett, 2016; Wheeler and Murphy, 2016). Performing music that has been personally devised or decided on is a powerful channel of creative expression that can radically change self-perceptions of disadvantaged individuals (MacDonald and Miell, 2002). A recent study of an inclusive workshop program for a group of individuals with disabilities, where participants had agency in composing with music staff and over the nature of their music making, found positive impacts (Wilson and MacDonald, 2019). It was observed that participation could increase their self-confidence, improve mood, engender creative agency, provide another channel of communication to aid interactions, and provide an absorbing purposeful activity. However, people with disabilities and the challenges they face are enormously diverse, not just in terms of the nature and level of their disability, but in demographic factors such as age or geographic location. The social context of participation in arts and health research also comprises multiple elements with influences likely to vary depending on settings, participant groups, goals, and health conditions (Clift et al., 2009). The complexity of challenges and settings is thus an essential consideration for any research into the impacts of an intervention for individuals with disabilities. For example, context sensitivity is stressed as fundamental to understanding the engagement and development of any person with an Autistic Spectrum Condition (ASC) (Bushell, 2017). In particular, impacts on personal qualities and wellbeing should be understood in relation to improvements to social interactions (Bishop, 1998).

It is also vital that any research on the experiences of marginalized groups attends to their unique experiences and perspectives. Four research principles were proposed to recognize and accommodate the needs of the individual in Jacobs et al. (2017): connectivity recognizes that researchers should accommodate other viewpoints; attentiveness and dialog require mindfulness of context and the implications of researcher’s co-presence; empowerment and participation afford participants agency in their choices; and critical reflexivity necessitates examining how power relationships are cultivated and sustained and who benefits from them.

This is especially pertinent in research with individuals with a disability. However, studies of music interventions for this population are methodologically heterogeneous (Moore and Goodley, 1999). The purpose of music interventions has often been to address specific elements of participants’ disabilities. For example, in music therapy research with individuals with Autistic Spectrum conditions (hereafter referred to as ASC), social impact is often measured through validated scales to investigate improvements in aspects of communication (Wetherby, 2006). For example, Bishop (1998) assessor-blinded parallel group RCT of a music therapy intervention with children with ASC used the CCC-2 checklist (Sharda et al., 2018) to assess improvements in social communication, pragmatics, inappropriate initiations, social relations and interests; and a family quality of life measure (Park et al., 2003) to assess improvements in family interaction, cohesion and coping. In community music research, broader aspects of social impact are sought. One influential study defined these in terms of ongoing effects on “personal development, social cohesion, community empowerment and self-determination, local image and identity, imagination and vision, health, and well-being” (Landry et al., 1995. p9). These in turn informed the categories of social impact reported in influential research by Matarasso (1997); however, Matarasso’s work has been criticized for developing a priori categories based on Landry et al., rather than seeking to understand subjective experiences of impact on participants’ wellbeing (Merli, 2002). Defining and evaluating the effects of community music workshops therefore presents distinct methodological challenges.

Research into the impacts of community music is scarce (Wilson and MacDonald, 2019) and there is a particular knowledge gap around how different settings are influential. Most individuals with a disability in Scotland attend community day centers who cater for groups who have different conditions and needs (Scottish Government, 2016). Community settings differ from therapeutic settings, because the focus is on the individual’s needs rather than addressing aspects of their condition. Another key factor is that those with a disability may not have a specific or fully accurate diagnosis (Fidler and Jameson, 2008). Because of this, mixed methods are an appropriate choice for community music research on a population with highly varied characteristics, as impacts and needs are challenging to capture. Effects may manifest in different ways, or not at all for participants, as interaction with music is a highly personal process (MacDonald et al., 2012). Therefore, gathering evidence of participants’ actions in music workshops is valuable, but understanding how they are in day centers and in their homes gives a fuller picture of potential benefits; and interviewing a range of key adults in participants’ lives, as well as themselves, can enrich insight into the person and their experiences. Researchers can use assessments developed specifically for the participants in an intervention (Grocke et al., 2014). In keeping with person-centered research, capturing and understanding potential effects from the position of the participant may present particular practical challenges, for example when researching a group comprised of people with different disabilities (i.e., physical, cognitive, or both) (Daykin, 2012). Social inequalities including unequal access to music and other arts may result in different experiences of participation (Daykin, 2012). Improving our understanding of how the effects of community music for individuals with disabilities can be fully captured and understood for different groups will allow any benefits to be made accessible to this population as a whole, and reduce the wider inequalities in health that they face.

This paper reports on the second stage of a recent research project in Scotland to address these gaps in knowledge. A community music intervention for young adults with learning disabilities that had shown positive impacts (Wilson and MacDonald, 2019) was scaled up in a second stage, with the aims of providing more detailed quantitative and qualitative evidence of health and wellbeing impacts, and showing how these might be transferrable to other disadvantaged groups. This paper focuses on findings related to these impacts, and addresses the following questions:


(1)Do the effects of community music workshops vary for different groups of adults with disabilities, and if so, how?

(2)How can qualitative, quantitative and participatory methods be combined to evaluate the range of impacts of community music programs?

(3)What potential do community music programs have to benefit a broad range of people with disabilities?





MATERIALS AND METHODS


Design

Mixed methods were utilized with the purpose of complementarity, which “seeks confirmation, elaboration, enhancement, illustration, and clarification of the results from one method with the results from the other method” (Greene et al., 1989, p 259). Research design was concurrent (Creswell and Creswell, 2017) whereby the qualitative and quantitative elements are gathered simultaneously and their results compared. This study is defined as qualitatively driven (Johnson et al., 2007) because it privileges its main method (“QUAL”) in exploring and systematizing varied experiences across a field, while the additional method (“quant”) summates impacts at the field level.



Participants

Group 1: Seventeen (13 male and 4 female) participants were recruited via three separate resource centers from an accessible rural location in Central Scotland. Ages ranged from 18 – 53. Group 2: Sixteen (12 male and 4 female) participants were recruited via two separate resource centers in an urban location in Central Scotland. Ages ranged from 30 to 73. Group 3: Twelve (8 male and 4 female) participants were recruited via one resource center in a rural location in Southern Scotland. Ages ranged from 22 to 67.

Within all groups, participants’ disabilities ranged from mild to profound and complex, and their levels of independence ranged from requiring constant one-to-one care to living alone in sheltered accommodation. More specific information about the nature of participants’ disabilities was not officially disclosed by the resource centers. This policy is guided by the recognition that the medical and personal information of a person with a disability is private to that individual (United Nations, 2006). Ethnicity data were not gathered for the same reason.



Intervention

Workshops delivered followed the format, content and objectives of these detailed in Wilson and MacDonald (2019). In each workshop three musicians facilitated the session; one expert (over 20 years of experience); one trainee (≈1 years experience) and one musician with a disability (≈10 years of experience). The expert led most of the activities but as the workshop program progressed, the other facilitators led increasingly more activities. Activities comprised a combination of warm-up songs, singing or drumming along to African chants, folk music and pop tunes, played on instruments from BoomWhackers (pitched plastic pipes) to keyboards. Sessions ended with a closing “goodbye song.”

Activities were tailored for each of the groups above based on preferences expressed through the participatory process of the workshops. Two examples of these are: (1) inclusive activities which were differentiated. For example, participants could drum, sing, play adapted guitars, or keyboards according to their preference and (2) the flexible structure, whereby space was given to hear service users’ thoughts both during and between activities. Choosing the next song was often based on views from the group.

Many of Group 1 had participated in Stage 1 (see Wilson and MacDonald, 2019) so had existing knowledge and musical skills to build on. With music staff, the group jointly composed original song lyrics and had input into song structures. They also built a repertoire of pop cover songs and folk arrangements. This group performed at an end of project live showcase for family, center staff, the public and invited guests. The event was also live streamed on Facebook (≈500 views) and the project’s webpage.

Group 2 had not participated in Stage 1, however, five participants had previously attended workshops run by other disability music organizations in the city. They contributed song lyrics and suggested narrative directions of songs. Two participants requested songs they wanted the music workers to play, so they could perform them for the rest of the group.

Group 3 had not participated in Stage 1 and received 10 workshops from August-October, rather than the initially planned 20. This was due to the rural center that was first identified being unable to recruit sufficient attendees. Group 3 had very limited previous access to music apart from singing or playing percussion along with recorded music in sessions led by non-specialists. Outwith the music sessions, participants asked staff if they could sing workshop songs. Toward the end of the project, the center purchased a set of BoomWackers so they could continue making music in ways introduced to them during the workshops.



Materials

In-depth interview topic guides were devised to gather information about particular difficulties faced by participants, their levels of confidence and sociability, aims for their personal growth in both center and home contexts, views on the workshops and any impacts or issues they perceived; and at the final interview, views on whether these impacts were still appreciated some weeks after the program. Interviews with music staff delivering the workshops gathered their perceptions of any changes in the participants’ musicianship, sociability and any other perceived impacts.

Quantitative data comprised a survey developed for service staff to assess participants’ social development. Participants were scored in five key areas of social development on a 5-point scale from very limited to very good. Paired-samples t-tests were conducted to compare scores in five key areas of social development before and after the workshop program. These were: joint attention, (I am sharing my focus with others, e.g., listening to music and sharing an activity); communication (I am making my needs known and responding to the communication of others); interaction with others (I interact with others by looking at, signing with, talking to others); social awareness (I am more aware of the people around me, e.g., look at them more frequently, sit with them) and self-expression (I am able to let others know what I am thinking/feeling).

Two lay researchers, both individuals with a disability, were recruited to take detailed observational notes on how they perceived participants engaged musically and socially in workshops for Groups 1 and 2 and to contribute to analysis.



Procedure

The programs of music workshops were delivered by a registered charity highly experienced in this work (Limelight Music). Groups 1 and 2 received 10 workshops from April to July 2018; all three centers then received 10 workshops between August and October 2018. Workshops were weekly, with occasional breaks due to day center closures for holidays and a summer holiday of 5 weeks. Sessions were for 2 h with a 15-min break. Individuals who attended all sessions from Groups 1 and 2 received 35 h over 28 weeks, and those from Group 3 experienced 17.5 h of workshops over 12 weeks. All workshops took place in accessible rehearsal spaces, and encouraged continued social interaction between participants at breaktimes. In Group 2, six participants dropped out of the workshop program; all were given the choice to attend at the beginning of every workshop and chose to take part in art and crafts activities instead.

Interviews were gathered at three timepoints: baseline; post-program; and at five-week follow-up. Interviews were sought with service staff for each participant (center life interview) and either the participant, a family member, or key housing staff for participants (home life interview). Interviews were held in centers or in homes as convenient for participants. At baseline, 44 center life, 31 home life, and three music staff interviews were gathered. Post-program, 38 center life; 17 home life, and four music staff interviews were gathered. At five-week follow-up, 38 center life and 18 home life interviews were gathered.

The survey was administered by service staff at the program midpoint in early August; post-program; and at five-week follow-up. Table 1 shows numbers for both interviews and surveys achieved at each wave. For missing interviews, researchers contacted people three times to arrange alternatives. For missing surveys, each center was phoned three times and emailed twice for follow up, but had no response. The total number of surveys collected are as follows: at baseline, 31; at post-program, 27; and at five-week follow up, four surveys.


TABLE 1 | Data collection table.
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Analysis

Interviews were analyzed using thematic analysis (Braun and Clarke, 2013). Transcripts were repeatedly read and then coded by one researcher for initial themes and discussed regularly by the research team to resolve divergent instances and arrive at a consistent coding of themes. Themes were patterns of interest noted in any or all interview types (i.e., participants, parents, service staff, housing staff, music staff, and lay researchers) and considered in relation to the whole data set. These were reviewed in two focus groups, one with the project advisory group and one with the two lay researchers, to ensure a consistent understanding between research team and the population being researched. The advisory group comprised service users who were not participating in workshops, the lay researchers, service staff from non-participating centers and an experienced community musician. The lay researchers also commented on a draft of this paper. Following the principles of person-centered research mentioned earlier from Jacobs et al. (2017), the lay researchers were asked if they wanted to be named in this paper and both chose to be identified1. Two overarching categories structure the results reported here: (i) common impacts which were described in all three groups and (ii) contextual impacts, which were themes distinct between groups or unique to one.

The quantitative data collected was analyzed using IBM SPSS V25 statistical software (IBM Corp, 2017). Through descriptive statistics and paired-sample t-tests, the analysis focused on identifying statistically significant change in reported social development aspects, looking at scores before and after the workshop program.



Mixed Methods Analysis

Figure 1 shows the separate stages of data collection, both QUAL and quant analysis and mixing of results.


[image: image]

FIGURE 1 | Mixed methods design.


In complementarity mixed methods research, data are initially analyzed separately following the chosen methodological approaches (as described above) (see Greene et al., 1989). Following this, data were compared to address research question 1 and where the data related to the same theme, the datasets were compared. The next stage considered how results may converge. As this research is qualitatively led, quantitative results were viewed as providing extra perspective to the identified themes. The convergence of the data was then considered and the data were labeled based on the relationship of quant to QUAL. Possible labels relate to whether or if data clearly confirms or contradicts one another; is mixed, with both confirmatory and contradictory elements, or enhances, where extra understanding and depth is added to the themes.

Quantitative results were only topically relevant to the first category, common impacts and not to the second, contextual impacts.



Ethics Approval Statement

Informed consent for research participation was gathered in advance from participants, or from an identified person with responsibility if they lacked capacity for this. To inform potential interviewees, accessible printed or recorded information sheets were prepared detailing the voluntary, confidential, and anonymous nature of participation and how data would be used.

This research received ethical approval from the Edinburgh College of Art Research Ethics Sub-Committee, University of Edinburgh, which includes consideration of any risk of disadvantaging individuals through the research.



RESULTS

Two overarching categories were identified, common impacts and contextual impacts. Common impacts were consistently noted in all types of interviewees’ accounts and in all of the groups; contextual impacts were mutually exclusive to each location. The category of common impacts was supported by relevant quantitative results and mixed methods analysis. The sections that comprise results are: common impacts, contextual impacts, quantitative results, and mixed methods analysis.


Common Impacts

Improvements in individuals’ self-expression, confidence, mood, and social skills were attributed to workshop participation at all three settings.


Self-Expression

Participants’ emotions were recognized and accommodated through music staff altering existing songs or creating new ones. An example of a new song was “I feel alone” which explored feelings of, and coping with loneliness. The act of playing or singing was also seen to be a separate channel of expression. For example:


He’s actually playing the instruments, joining in and listening to music, songs being sung, and expressing himself through singing, which I have to say wasn’t something he did that often until he was actually working with the group (Service staff/G1/7)2.



An increase in verbal expression from some service users during the workshops was also noted: “he can speak freely (in workshops) as well” (Service staff/G2/4). Lay researcher KB commented that through the workshops participants were able to express their own “voice.” KB defined “voice” as a form of self-expression that could be “non-traditional” (i.e., non-verbal) in how it was communicated. For example, participants could sing, speak, play instruments, but also express their “voice” through increased eye contact with others, bodily movement or gesture.



Confidence

Staff and parents described participants having increased belief in themselves and their choices, pointing to them “speaking up” (Service staff/G1/2) in workshops or being more likely to make decisions for themselves outwith music sessions. For instance, one participant chose to sit next to different people in the workshops after a period of always choosing to sit between the same two service users.

Participants themselves talked about developing confidence, for example in their feelings about going into the sessions:


Well, the first day I was a bit nervous because I wasn’t sure what I was going into. I was like “what is this?” but as the weeks went on I’m confident enough to go to the workshops now (Participant/G1/1).



Developments in self-efficacy were also described in the everyday lives of service users:


Certainly in the last couple, two or three (months), I would say there’s been even more of a positive change in Cassie’s life. She’s even involved in making more decisions, she’s been very vocal about things that she wants to do and places she wants to go (Residential staff/G3/1).



For Cassie, her ability to be more “vocal” gave her greater agency to improve her experiences in a way which was meaningful to her. The staff saw her growth of confidence at the workshops as transferable. This was also demonstrated by three individuals (from Group 1) who took part in a government-led focus group to gather young adults’ opinions about key issues for them3 :


I’m not sure how a year ago the girls would have got on going into an environment with young folks… who very much know each other. I’m not sure how much they would have spoken and contributed. Whereas the progression, I think they’ve went into it with more confidence than they would have done before. I think that’s four meetings that they’ve been part of, they’re absolutely in the mix now. the girls are doing a great job. They’re raised loads of points about different things about inclusivity (Service staff/G1/9).



By making an effective contribution to this focus group, the three participants exercised newfound skills of listening, synthesizing information and being able to put views across on behalf of young adults with a disability.



Mood

Staff in all groups noted increases in happiness and relaxation among participants both during and after the workshops. Enjoyment was seen to be crucial in this:


I just enjoy the workshops, it’s good fun, a good laugh. It’s a good social activity (Participant/G1/3).




Interviewer: How do you feel after a workshop?

Participant: Happy. That’s the overwhelming feeling is happy (Participant/G1/2).




It seems to be making him feel relaxed enough to be more open, rather than just being an observer, he’s obviously joining in (Service Staff/G3/3).



Shortly before Stage 2, staff in one of the Group 1 centers were researching strategies to target absenteeism and low mood through creating rewarding, meaningful activities. However, after the workshops started, those taking part in the workshops were seen to have improved past the need for extra intervention at their center. Staff also saw the music sessions as having “a calming influence” on anxious participants. Some non-verbal participants were observed displaying fewer compulsive behaviors associated with their anxiety, such as rubbing their head or chewing clothes. One staff member thought music helped a service user prone to frustration and anger because:


it kind of gets his mind off things. It looks… like he partially loses himself in the music; it’s a bit of escapism (Service staff/G2/1).



The workshops became an important part of the week, parents and staff reporting the participants’ positive anticipation the night before, or morning of the workshops.



Social Skills

Participants were described by others as becoming more inclined to meet with new people or people they did not know so well, and as more likely to enter situations where they did not know people. In the following extract a staff member describes how he understood a service user becoming more socially engaged through workshop participation:


I felt she (Violet) was just getting used to looking around the room … in the session and enjoying it. She became a lot more expressive, maybe shaking maracas and joining in… But she’d always arrive in a shell, and then blossom, if you like, by the end of it (Service staff/G1/5).



For this staff member, the first observable changes were in Violet’s gaze interactions. The workshops provided a space for Violet to interact with others at a pace that was suitable for her. She was able show this interaction though playing music, “joining in” when she chose. Another participant explained herself how her gaze shifted toward others as she felt more sociable:


When I first started I wasn’t looking at anybody, and I was just looking at the ceiling, but now I’ve stopped doing that, and talking to other people instead of Jackie (Participant/G1/1).



The expansion of her social circle was an important change for this individual. For others, this was as a motivating factor to attend more workshops, for example:


I think it would change my life a bit to come and do another music thing. Like I’m doing the dance group as well on a Wednesday and I feel like the Monday’s a good day for me to come and meet new people (Participant/G1/2).



This participant appreciates a potential gain from getting to know people at workshops so far, but also sees further possible benefits: “I think it would change my life.”



Summary of Common Impacts

Self-expression, confidence and mood were described through change in either individuals’ behavior, self-perception, or wellbeing. They can be seen as first affecting individuals on a personal level, whereas social skills developed through change in individuals’ communications and interactions with others. These effects are linked, as increased capacity to speak up (confidence) can result in enhanced self-expression. Another interpretation is that successful self-expression can give individuals a growing belief in themselves as competent communicators, which in itself leads to greater confidence. A combination of both of these qualities contributes to participants’ sociability, which can be understood as the ways their confidence and self-expression are enacted with others.

The next section reports on impacts for particular contexts.



Contextual Impacts

Not all impacts from the workshops were observed in all three groups. This section presents distinct impacts found in each group.


Musical Skills

An improvement in both, or either, technical and musical skills was noted by service users and key stakeholders for Group 1 only. Music staff described progress in the following ways:


So, you can see the development there. And with everybody, everybody’s exerting more pressure, so things are becoming more physical as well as more musical and more social (Music staff/1).



An important stage in learning string instruments is when a student can effectively push the strings down to create a good, clear tone without buzzing. Music staff can appreciate the change in sound that the participants make over time. Being “more musical” may refer to the point in a person’s musical development where they can manipulate more parameters, for example, tone, dynamics and timing to find their own way of playing a phrase. This is a complex process which needs skill, time and experience to realize.

Service users also perceived their own musical skills improving:


When I first started I didn’t know how to play a guitar, but now I’m really good at it. [music staff] actually found me improving in how to play it, even though it’s a left handed one (Participant/G1/1).



This person appreciated a big change in what they were able to play, coming from being a complete beginner to being “good.” They also overcame an additional barrier in negotiating a left-handed guitar, which can be confusing when everyone else in the room is playing the standard right-handed instrument.

Lay researcher KB identified sophisticated musical skills in a service user who liked drumming:


he’s got such a good musical ear that he picks up the drumming, back to the drumming section again. He picks up almost immediately what (music staff) is doing (KB).



Different aspects of musicianship are expressed in this extract. Having a “musical ear” in this context demonstrates knowing the structural features of a song, i.e., what drumming pattern you are meant to play where. “Picking” up on the intentions of the music staff correctly requires good contextual knowledge of the song and happens quickly, often in a few words and gestures rather than step-by-step explanation or reading music.

Lay researcher MM identified the benefits of having music staff who also had a disability as making a positive contribution to an inclusive musical environment. He attributed this to Limelight Music creating an atmosphere where “it’s not them and us,” exemplified by having a role model, a musician with a disability. Another factor which may have influenced the strength of this effect for Group 1 is the lack of opportunity in music college courses or modules available in the area. One parent explained “college courses are all about life skills, about surviving, how to do what you need to do just now” (Parent/G1/9). The workshops provided her son with a chance to refine his music skills with experts. A final contributing factor is that some of Group 1 had been part of Stage 1 and so had a strong basis from which to extend existing musical skills.



Mixed Response

Staff, family and participants of Group 2 reported a mixed response to the workshop content. They all enjoyed the music staff’s use of humor: “sometimes it’s funny, because usually you get a bit of banter” (Participant/G2/2). They all enjoyed the social aspects of the workshops, but the musical activities were viewed in sharply different ways.

One participant expressed a wish to hear and play different music:


Participant: Aye. It’s the same songs every time.

Interviewer: What other songs would you like to do?

Participant: Pop music…. But fast music, rock and roll, Rod Stewart (Participant/G2/4).



One staff member offered an explanation for the service users’ feeling about the content: “If things get too repetitive they’re like, we’ve done it!” It is possible that the purpose of the workshops was not understood fully; the nature of development in music workshops to where change is comfortable for all may have felt too slow. If participants missed workshops then music staff would have to repeat songs so that the group had a cohesive understanding before moving to new material. In this way non-attendance can create a hiatus in the process of improvement in the music group and consequently repetition of known material could affect motivation to come back.

On the other hand, other participants in Group 2 were identified as benefiting from a known structure:


He likes that he knows when he goes in …what they’re going to be doing and he knows what’s coming next, he knows the words to the songs, he knows the instruments that they use and stuff like that. Obviously (music staff’s name) is there every week so he knows that that is who is going to be taking the class. So that’s important to him, so I think that is what works for him (Service staff/G2/5).



Balancing different needs and preferences presents a challenge for music staff. Groups 1 and 3 had very good attendance and all were able to contribute to and enjoyed playing in the group. This suggests other external factors outside of workshop content can impact on cohesiveness of a group and motivation to attend. Group 2 were presented with an alternative activity, arts and crafts, during the scheduled workshop time which six participants chose to pursue instead of the music sessions.



Lasting Positive Change in Mood

In Group 3, both center and residential staff, as well as families of the participants described a lasting positive change in mood as a key impact in both post-workshop and follow up interviews, 2 months after the workshop program was complete. This was noted strongly in over half of the center users (n = 8).

For one service user, Jack, his mum had reported that in the year leading up to the workshops she noticed him withdrawing and not being interested in activities that had previously given him joy. After months of investigation by medical and social care professionals, it was concluded that there was no obvious reason for this and perhaps he had depression. Through the workshops he “came back to life” (staff member) and started joining in with enthusiasm. Jack began making jokes during the workshop and at home, using the songs he learned in the workshops to play with expectations. For example, in the breakfast song, he claimed that he had very different and extravagant food than normal. His mum saw this as him “regaining sense of humor, even in a small way.” She said that staff reported that during the workshops:


it’s like seeing the old Jack. You know, wee windows. I don’t think for the whole time, because his concentration’s not … you’re never going to get that length of time. But they said they’ve just seen bits of him that’s like they used to see years ago, coming back. So they thought it was great. Because sometimes I don’t think they can get him to participate in very much (Parent/G3/1).



During the workshops, Jack would come home and put music on of his own volition, continuing this after the workshop program ended.


When we come home, as soon as he came in he puts music on in his room and he was singing away….he’d be quite enthused… it was all himself, self-motivated sort of thing, which is good (Parent/G3/1).



Housing staff for Group 3 described an ongoing positive mood for eight service users: “Laura herself has continued to have a very positive outlook” (Residential staff/G3/1), attributing this to their experience in the workshops that contributed to a growing resilience. For example, one participant who was in a married couple living in sheltered housing had dealt with her husband’s sickness better than expected: “some of that could be contributed to the fact she’s feeling quite positive about life generally at the moment, even though she is facing difficulty” (Residential staff/G3/2). Other participants said to be “really positive with the way things are in their lives” (Residential staff/G3/2) and this had an impact on previously “fractious” relationships with others in sheltered housing.

Staff identified the music workshops as providing a high quality and inclusive experience for their service users: “I think it’s something she can genuinely interact with and get something back from” (Service staff/G3/4). They compared the workshops favorably to other available activities, as they found that everyone in the group could join in some way:


Whereas music, she can genuinely contribute to that. Something can be put in her hand that she can shake if she wants to. If there was a vibration, if her hand was put on a speaker, she can feel all of that stuff. She can shout. I think it’s stress-relieving. All of that stuff. So, I think it’s something she can genuinely be involved in and it’s not just tokenism (Residential staff/G3/5).



Inclusiveness was enacted by music staff creating bespoke arrangements of songs for the group so individuals could contribute at a level that was appropriate for them.



Summary of Contextual Impacts

As well as impacts reported across all three groups, interviewees from each center described distinct outcomes from the workshops. Group 1 described how the musicianship of several members improved over the workshop program, as well as the group itself improving. Family members attributed this to the workshops addressing a gap in available education. As well as this, one of the music staff with disability provided a positive role model for the group. Potentially due to lower social cohesion, Group 2 reported mixed responses toward the music workshops, with some participants finding their structure too repetitive, while others enjoyed the predictability and familiarity of the activities. This led to some participants choosing to attend arts and crafts activities instead of the workshops, as they took place at the same time. Family and housing staff from Group 3 described them improving in mood and that this resulted in increases in self-initiated music listening and greater resilience. Participants found the workshop activities to be fun and engaging and they were able to contribute musically on different levels as suited their skills.

The next section reports the quantitative results on dimensions of change in social skills and the section following that reports the results from mixed methods analysis.



Quantitative Results

There was a statistically significant increase in the following areas of the survey, comparing scores before and after the workshop program:


•Joint attention: t(14) = −3.389, p = 0.004, M = 3.60, and SD = 1.242 before the workshop program and M = 4.47, SD = 0.640 after the workshop program.

•Communication: t(14) = −3.523, p = 0.003, M = 3.33, and SD = 1.397 before the workshop program and M = 4.47, SD = 0.834 after the workshop program.

•Interaction with others: t(14) = −3.108, p = 0.008, M = 3.53, and SD = 1.302 before the workshop program and M = 4.47, SD = 0.915 after the workshop program.



There was no statistically significant increase found in self-expression or social awareness, as measured in the survey used.



Mixed Methods Analysis

By combining qualitative and quantitative results, a deeper understanding of the identified themes from the interviews is possible, as well as where they overlap. As the survey was concerned with social development, the theme of mood was not topically relevant and there was no convergence of data for this theme. The following section expands on Table 2.


TABLE 2 | Data convergence table.

[image: Table 2]

Dimensions of Self-Expression

This theme explored the capacity of the participants in the following ways: ability to tell “my story” through creating or contributing to song lyrics; convey feelings through playing instruments or singing and communicate musical intent through non-verbal modes of communication (gaze, gesture, and movement). The survey element of communication confirms the qualitative data, as it was a measure of participants’ ability to form and articulate a request for themselves.



Dimensions of Confidence

The confidence theme was articulated as participants believing in their personal choices and being able to communicate these; coping better with uncertainty and change; and initiating communication with others. Survey elements of communication and interaction confirm this theme.



Dimensions of Social Skills

Improvements in social skills were described as participants having increased number of interactions with others and in more ways (e.g., verbal, eye contact, and moving to sit next to someone new) as well as their social circles expanding. Survey elements of joint attention, communication and interaction with others confirm this theme. Joint attention enhances this theme as interviews did not describe social skills in this way. The music workshops were a clear example of a shared focus which was perhaps taken for granted.

In summary, aspects of the qualitative results were confirmed and enriched by quantitative results. Combining results also demonstrated the overlapping relationships between themes, for example self-expression and confidence were confirmed by the quantitative element of communication. Social skills overlapped with both self-expression and confidence, with quantitative elements of communication and interaction with others.



DISCUSSION

Results confirmed that a community music program can benefit adults with disabilities, but evidenced through the use of innovative mixed methods, these impacts can vary for groups with different characteristics and needs. Common effects were positive impacts in self-expression, confidence, mood and social skills. These are related processes, for example, self-expression could be appreciated in different modes of communication in this inclusive workshop program, as participants had space to express themselves in their own way. The development of the personal qualities (self-expression, confidence) and improvements in wellbeing (mood) could be viewed in a range of social interactions (Bishop, 1998). As well as similar impacts, some differences between groups were found. Group 1 were identified as developing musical skills, Group 2 had a mixed experience and Group 3 reported a lasting positive effect on mood in 8 out of 11 participants. Appreciating how and why the same workshop program had varied effects is a key contribution of this paper. In particular, each group faced different social inequalities, for instance unequal access to music, resulting in different experiences of participation (Daykin, 2012). Gaining more understanding of the effects of community music and how they can be captured for different groups will allow benefits to be made accessible to this population as a whole, and reduce the wider inequalities in mental health.

Mixed methods were the most suitable way to appreciate the multiple and varied effects of this complex intervention for the diverse people taking part in the same workshop. The person-centered research design was qualitatively led. This had the benefit of gaining a greater understanding of the participants’ environments, such as challenges due to location, lack of opportunity or clash in activities, a crucial feature in research with those who have ASC (Bushell, 2017). Combining data from both qualitative and quantitative approaches allowed for triangulation of qualitative results and an enhancement of themes. Another benefit of a qualitative-led approach is to identify appropriate quantitative tools. As some impacts were common to more than one setting, additional methodological tools could be employed to capture more of these through quantitative approaches. For instance, a survey adapted from Profile of Mood States (McNair et al., 1992), the Intellectual Disability Mood Scale (Argus et al., 2004) could be used to capture dimensions of effect on mood.

Community music programs have potential to benefit the mental health and wellbeing of a broad range of people with disabilities, but importantly this research highlights that they can do so in different ways for particular groups and settings. Positive effects on different dimensions of mental health can be appreciated in addition to improvements in mood. For Group 1, improvements in musical skills created a growing feeling of competency and for some, a powerful feeling that music participation could change their life. The flexibility with which self and other are brought into being is seen as being at risk in individuals with ASC in particular but amenable to creative interventions (Bottema-Beutel et al., 2017), and this development of a musical identity through workshop participation is an example of a fundamental change for a person, as it is an additional channel for self-expression (MacDonald and Miell, 2002; Wilson and MacDonald, 2019). Group 1 were also able to gain the benefits of recognition for their musical skills from peers, music workers, staff, as well as their families. This group also had a performance to work toward which provided external motivation and recognition for their musicianship. This may have not benefited the other groups in the same way if they had taken part in such an event, as research shows that challenges (inherent in live performance) are best met when the person has positive beliefs about music and themselves (Lehmann et al., 2007). Group 1 continued their relationship with Limelight after the study finished, with service staff independently applying for funding to facilitate more workshops. This demonstrates positive engagement, but also that music interventions would benefit participants if on a longer-term basis. Future studies could usefully address this issue.

Participants in rural areas have more barriers, such as loneliness, lack of agency, and boredom due to fewer opportunities. There is a similar structure and activities in school and for school leavers in day centers. Reasons for this intervention being particularly beneficial for mood in Group 3, could be that it offered enough stability to create a secure environment and sufficient change to be engaging. Taking part in music groups has been proposed as providing a positive coping strategy for those with a disability (Kerr et al., 2012), an assertion which is supported by this study. Future research could usefully focus on investigating effects on participants’ coping strategies and resilience in more detail.

Research Principles in Person-Centered Research (Jacobs et al., 2017) Informed This Study the Following Ways:


Connectivity

This study had many stakeholders who were able to contribute their views through different channels. These were an advisory group with monthly meetings, and open public discussion during the showcase event at the end of the project. Two lay researchers who have a disability, KB and MM, contributed their thoughts on a draft of this paper, resulting in further conceptual development of themes, in particular, KB’s description of a participant’s “voice” being expressed in non-verbal modes of communication.



Attentiveness and Dialog

The research team made several visits to all centers to both observe and participate in the workshops. An important part of these visits was for service users to meet the researchers as “a relaxed, informal interaction …with trust and rapport” are crucial when interviewing individuals with a disability (Prosser and Bromley, 2012, p109).



Empowerment and Participation

Participants had agency within the music workshops, they were able to choose whether to attend, how to join in (or not), what instruments they wanted to play, and their ideas became part of songs which formed the group’s repertoire. Before every workshop, verbal assent was sought and six participants from Group 2 chose to attend art instead. One participant was very gifted in this discipline and was perhaps more motivated to participate in an activity in which he had more mastery. Interestingly, the participants who dropped out were from one of the two subgroups comprising Group 2 and so may have demonstrated a social cohesiveness of their own choosing, by taking part in art classes together.



Critical Reflexivity

In taking a person-centered approach, the rights and views of the participants were prioritized throughout this study. This is in line with demands for a commitment and focus among non-disabled researchers toward genuine engagement, rethinking research relationships, inclusive design, and an empowered voice for people with intellectual disabilities (Watchman et al., 2020). It has benefited the research through development of methodological tools and integration of analysis. Methods and implementation of these were adapted to priorities the research participants. All participants were invited to be interviewed and could do so with or without support (either from service staff or a lay researcher). The quantitative measure was co-designed with service staff based on measures of social development already in use.



CONCLUSION

Developing holistic research projects that are ecologically valid, including qualitative and quantitive aspects and involving service users and stakeholders, is of paramount importance to increase the impact and relevance of academic research. This study apprehended and measured the complex impacts of a community music intervention through a mixed-methods, qualitatively led person-centered approach. This approach adds to the small but growing body of mixed methods research in community music (e.g., Fitzpatrick, 2011; Grocke et al., 2014), particularly by incorporating a person-centered approach. It has contributed to calls for greater understanding of, and sensitivity to, the environment of participants with a disability (Bushell, 2017), with mixed methods approaches in naturalistic settings seen as key to ensuring this sensitivity in research (Hochhauser and Grynszpan, 2017; Vann and Gasson, 2017). The lay researchers provided novel and invaluable perspectives in analysis of results, firstly in outlining the multimodal nature of self-expression for those with a disability and secondly in identifying the importance of having a positive role model among the music staff who was a skilled musician with a disability.

This research has identified positive effects of music participation on aspects of mental health in terms of self-expression, confidence, mood, social skills, communication skills, joint attention and interaction with others, which align with previous work (Kerr et al., 2012; Leadbetter and O’Connor, 2013; All-Party Parliamentary Group on Arts and Health and Wellbeing, 2017). This has great utility, as mental health has been identified as a key area of wider health inequalities that people with disabilities face (Honey et al., 2011). The inclusive approach to community music projects reported here, which feature differentiated activities, tailored to meet the individual needs of participants and the social and cultural context in which they were living, offered a unique creative activity and separate channel for self-expression and interaction. This research has also shown the nature of engagement in community music workshops to be mediated by environment and experience; activities should be tailored to accommodate this aspect. A preliminary phase to future workshops in collaboration with lay researchers could investigate values, beliefs and experiences of participants to maximize what they can gain from workshops. In this way, positive coping strategies can develop for individuals with a disability through an engaging, absorbing and rewarding experience of music, and add to international commitments to improving health and wellbeing for this population.
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FOOTNOTES

1 Lay researchers were Kirsty Brown, henceforth (KB) and Michael McEwan, henceforth (MM).

2 Interviewees will be described by data set (e.g., Service staff, Participant) Group number (1-3) and ID number within the group.

3 The Year of Young People was part of the Scottish Government’s themed-years program. It was a co-designed collaborative project aiming to provide a platform for young people to have their views heard and acted upon. https://www.webarchive.org.uk/wayback/archive/20190923175906/http:/yoyp2018.scot/opportunities/.
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Background: Over the last decades there has been a change in the way schooling is perceived recognizing that children’s learning is closely linked to children’s health. Children spend most of their time at school, which is often the place where problems are identified and interventions are offered, not only for treatment but also prevention. Embedding arts therapies into the educational system may help address children’s emerging needs and have a positive impact on their wellbeing.

Methods: A pilot cross-over randomized controlled design was employed to investigate the effectiveness of an arts therapies intervention on a series of child- and teacher-reported outcome measures, specifically, health related quality of life (assessed using a HRQOL scale; EQ-5D-Y), wellbeing and life functioning (assessed using the child outcome rating scale; CORS), emotional and behavioral difficulties (assessed using the strengths and difficulties questionnaire; SDQ), as well as duration of sleep (assessed using Fitbits). Sample size calculations for future large-scale studies were also performed, and the sustained impact of the intervention was evaluated at 3, 6, and 12 months follow-up. The pluralistic theoretical and therapeutic framework of this intervention was informed by a systematic review on school-based arts therapies interventions and is presented in detail in the study protocol. Participants were 62 children with mild emotional and behavioral difficulties.

Results: Improvements in HRQOL and CORS were greater in those engaged in the arts therapies intervention than the control groups and were maintained at the follow-up stages. Significant improvements were only found for duration of sleep (P = 0.002) and SDQ (P = 0.008). Minimal clinically important differences (MCIDs) as defined in the published protocol were found for CORS, SDQ and duration of sleep, but not HRQOL.

Discussion: Findings indicate that the arts therapies interventions were having a clinically significant effect on life functioning, duration of sleep, emotional and behavioral difficulties. Findings also indicate a small effect size for health related quality of life, suggesting the intervention was having a small positive effect on this outcome measure. The study indicates that all outcome measures assessed here would be suitable for inclusion in a larger randomized controlled study utilizing these arts therapies interventions, and that a sample size of 225 participants would be required if these outcome measures were used.

Keywords: arts therapies, art therapy, music therapy, dance movement therapy, dramatherapy, randomized controlled study, child, primary school arts therapies in primary schools


INTRODUCTION

It is increasingly recognized that children’s learning is closely linked to their health. As a result, within UK schools, there are several multi-agency collaborations to work with complex factors affecting children’s lives. As children spend a great deal of their day at school, it is often the place where problems can be identified and interventions can be offered in an appropriate and timely fashion. A prevention or resilience model suggests that early interventions are important as a way of supporting children cope with daily challenges before more serious mental health problems arise. Such approaches may also prepare children to deal with problems they may face in the future. For this reason, embedding arts therapies into the educational system may help to address children’s emerging needs and have a positive impact on their wellbeing.

The term ‘arts therapies’ refers to art, music, drama and dance movement therapy, psychotherapeutic approaches that aim to facilitate psychological change and personal growth through the use of arts media. Arts therapies have been defined as, “the creative use of artistic media for non-verbal and/or symbolic communication, within a holding environment, encouraged by a well-defined client-therapist relationship, in order to achieve personal and social therapeutic goals appropriate for the individual” (Karkou and Sanderson, 2006, p. 47). In this intervention, groups received a single arts therapy discipline (i.e., art therapy or music therapy), known as creative arts therapies or in the United Kingdom as arts therapies/arts psychotherapies, rather than a combination of the different disciplines, known as expressive arts therapies (Karkou and Sanderson, 2006). In the United Kingdom, art therapy, music therapy, and dramatherapy are recognized professional bodies regulated by the Health and Care Professions Council (HCPC), while dance movement psychotherapy is regulated by the United Kingdom Council for Psychotherapy (UKCP). All four arts therapies work with a range of client groups in a variety of settings, such as hospitals, clinics, outpatient treatment facilities, shelters, and schools (Karkou, 2010).

Arts therapies have been used widely for more than half a decade for children and young people with a wide range of needs: from mild emotional or behavioral difficulties to experiences of trauma, abuse, bereavement, migration or diagnosed difficulties, such as ADHD and ASD. More recently, arts therapists have seen a substantial growth of their employment in educational settings to alleviate and prevent transition related difficulties. For example, in order to prepare children for hospitalization, transition from primary to secondary schools, from special to mainstream education, or transition resulting from a change in family circumstance, such as the death of a parent, parental separation or divorce (Pellegrini, 2011). It is therefore possible that trained and qualified arts therapists can facilitate children’s personal change and growth, bridging the gap between health and education.

It is estimated that more than half of all registered arts therapists in the United Kingdom are working with children and young people (Karkou, 2010), which may vary for the different types of arts therapies. In music therapy, the latest workforce survey (Carr et al., 2017) showed that schools were the most commonly reported setting, while working with children and adolescents was the most commonly reported post (78% of all posts). In art therapy, a current workforce survey (British Association of Art Therapists (BAAT), 2018) showed that 68% of all art therapies were working with children and young people, while 35% of them were based in school-based settings. In dance movement therapy, it was estimated that 33% of dance movement therapists were working with children and young people, while schools were the third most commonly reported setting (28% of all posts) (Zubala and Karkou, 2014). Following contact with the British Association of Dramatherapists in 2020, it was estimated that approximately half of dramatherapists in the United Kingdom were working with children and young people, the majority of whom were based in school-based settings. Nevertheless, the inclusion and integration of arts therapies into regular mental health provision in educational settings has only recently began. Underpinning arts therapies practice with solid research will support and strengthen such an integration (Uttley et al., 2015).

One of the challenges that school mental health services deal with is how to evaluate and monitor changes in children’s life (Camhs review, 2012). It is being increasingly recognized that children have substantial insight into their own wellbeing, and that measuring outcomes of health improvement need to examine children’s perceptions (Sofer and Ben-Arieh, 2014; Ben-Arieh and Kosher, 2018; Andresen et al., 2019). The first international study on children’s subjective well-being, the ‘Children’s Worlds,’ collected data from more than 17,000 children and found that children as young as eight are aware of their own needs (Rees et al., 2016). Therefore, there is a strong argument that efforts to improve children’s wellbeing need to include their own voice.

This has led to an increased interest and worldwide recognition of Participant-Reported Outcome Measures (known as PROMs). The Office of Health Economics (Devlin and Appleby, 2010) argues that, if healthcare interventions aim to improve how participants feel about their health, it is the participants themselves who can provide the best source of information as to what improvements or changes might be attributable to the treatment. As a result, when children are properly asked, they can be the best source of information for their own assessments of health and wellbeing (Devlin and Appleby, 2010). Most recently, participant-reported instruments have been developed to measure health in terms of the effect of any given state of health on the ability to function and enjoy life, what is often referred to as measures of health-related quality of life (Foster et al., 2018). This was one of the main outcome measures used in this study.

Another challenge for school mental health services is that the focus relies heavily on the treatment of severe emotional problems or disorders, whereas early detection and prevention might be equally important for the promotion of children’s wellbeing (World Health Organisation [WHO], 2004; Goldie et al., 2016). When opportunities for prevention are missed, there are increased chances for children to drop out of school, self-harm, become aggressive, violent, or even suicidal. In the United Kingdom, it is estimated that 7,000 children are being excluded annually (equivalent to 35 children per day), while 1,300 of these exclusions come from primary schools only (Children’s Commissioner for England, 2017). In addition, approximately one in ten children experience at least one diagnosed mental health difficulty that may impact their education (McDonald and Holttum, 2020). Although a quarter of a million children in primary schools have support from mental health services (McDonald and Drey, 2018), the Children’s Society (2018) has estimated that 70% of children have not had appropriate interventions and supportive services at a sufficiently early age. Particularly, 28% of referrals are turned away immediately, while the waiting lists can take up to a year (Children’s Commissioner for England, 2017). Despite the growth of arts therapies in schools, delays in addressing children’s needs can have long lasting and potentially irreversible negative effects. It is therefore important that psychological support is offered at the early stages of children’s education.

The overarching aims of this pilot were: (a) to explore whether all components of the study (i.e., recruitment, randomization, and follow-up) can work together and run smoothly in a larger trial; and (b) to investigate the effectiveness of arts therapies on several quantitative, qualitative and arts-based outcome measures. This paper will specifically focus and present on the quantitative effects.



MATERIALS AND METHODS

The design of the current study was grounded on the findings of a systematic review (Moula et al., 2020) that informed the development of the sessions, the choice of outcome measures, and the research methods that were used. For example, the systematic review revealed the need for evidence of long-lasting effects of arts therapies, as well as the integration of quantitative, qualitative and arts-based research methods in experimental studies. Because of the complexity of health difficulties, complex social interventions often require data collection from various perspectives and methods (Johnson et al., 2007). Hence, a mixed methods methodology was needed (Creswell, 2014) to understand the outcomes of arts therapies both from children’s experiences and standardized measures.

The systematic review led to the development of a pilot designed to (a) explore whether all components of the study (i.e., recruitment, randomization, and follow-up) can work together and run smoothly in a larger trial; and (b) investigate the effectiveness of arts therapies on several quantitative, qualitative and arts-based outcome measures. This paper is focused on the quantitative effects of this model of arts therapies on a battery of standardized outcome measures relating to: health-related quality of life; wellbeing; life-functioning; emotional and behavioral difficulties; and sleep duration. All assessments were completed primarily by children, but also their teachers. The sustained impact of the intervention on these measures was evaluated at 3, 6, and 12-months follow-up. As the current study is a pilot, sample size calculations were performed to inform the design of future large scale randomized controlled studies. The primary outcome measures were Health Related Quality Of Life (HRQOL), assessed using the EQ-5D-Y (Wille et al., 2010), and the Child Outcome Rating Scale (CORS) (Low et al., 2012) which is a measure of wellbeing and psychosocial functioning. Both measures focus on the viewpoint of the individual and responses were given using a visual analog scale.

A cross-over randomized controlled design was employed in this study (Creswell, 2014). All participants were randomly allocated to the intervention or control groups in order to minimize group differences due to biased selection or other confounding variables (World Health Organisation [WHO], 2004). Half of the participants were assigned to the intervention immediately after the randomization, whereas the other half acted as the control group in the beginning (waiting-list) and received the intervention 3 months later. This approach had the advantage of reducing the sample required, since each participant served as both a participant in the intervention as well as a control. It also decreased the biological variability, which is inherent in comparing different participants, by comparing each participant with themselves (World Health Organisation [WHO], 2004).

The National Institute for Health Research (National Institute for Health Research [NIHR], 2017) defines pilot studies as “a version of the main study that is run in miniature to test whether the components of the main study can all work together. It is focused on ensuring that the processes of the main study (e.g., recruitment, randomization, treatment, and follow-up assessments) all run smoothly” (p. 2). However, certain elements can also be tested for feasibility (Craig et al., 2008). In this study these elements were: (i) the acceptability of the randomization process to schools; (ii) the implementation of the arts therapies protocol; and (iii) the methods used for process and outcome evaluation.

Prior to this study, two systematic reviews were carried out to synthesize the evidence from arts therapies interventions delivered in primary mainstream schools (Moula, 2020; Moula et al., 2020). The findings showed that for a pilot study, a minimum of 60 participants (30 in each group for a two-arm intervention) may be statistically meaningful (Uttley et al., 2015), which is also confirmed in relevant methodological texts (Browne, 1995; Murphy et al., 2014). In a recent systematic review examining the clinical effectiveness of art therapy in those with non-psychotic mental health disorders (Uttley et al., 2015) the mean sample size was also found to be 52 participants. In addition, for an anticipated large effect size (whereby Cohen’s d = 0.8), a power level of 0.8 and probability level of 0.5, a minimum sample size of 26 individuals per group is required (therefore 52 participants for a two-arm intervention as in the current study). Based on the above, this pilot study aimed to begin with 62 participants, giving each group a sample size of 31 individuals, as some attrition was expected to result in a reduced final sample size. Assuming the final sample consisted of at least 26 participants per group, this could allow for a definitive randomized controlled trial to be designed to yield a true power of 80%. Moreover, a cross-over design was applied with the control group becoming part of the treatment group; thereby increasing the sample size.

The current pilot served to acquire estimates of the variances of the primary dependent variables (DV’s) for power calculations. This helped to determine which measures should be used in a larger study. The minimal clinically important differences (MCIDs) were determined through a distribution-based approach, the effect size. The change in scores corresponding to the small effect size considered the MCID (Samsa et al., 1999; Taylor et al., 1999; Hays and Woolley, 2000; Kulkarni, 2006).

A design feature of this study is that those who took part in the control groups initially were “crossed-over” into the arts therapies intervention groups. However, those who took part in the arts therapies intervention groups were not “crossed-over” into the control groups due to the involvement of several follow-up measures. As a result, this study did not follow the typical cross-over design. A key reason for using the same participants in the intervention and control groups was an ethical decision to ensure that all children received equal opportunities and benefits from their participation in this study. There was no strong rationale for completing the cross-over design (i.e., crossing over the arts therapies intervention to receive the control condition) on the grounds that the effects of the treatment were anticipated to be long-term and hence the follow-up measures. The typical cross-over studies are also considered more appropriate where the effects of the treatment(s) are short-lived and reversible, which was not the case in the current study (Cleophas, 1990; Elbourne et al., 2002; Mills et al., 2009).


Participants

Participants were 62 children aged 7–10 years. A detailed description of the recruitment and randomization methods, as well as the ethical considerations are available in the study protocol (Moula et al., 2019) and therefore only a brief summary is presented here. Participants were recruited from schools across the Northwest of England. Headteachers identified two classes in greater need for psychological support as children with mild emotional and behavioral difficulties were the targeted participant cohort. Children were randomly allocated to the intervention or control groups via a random number generator software1. Where 7/8 participants were of the same gender, the last participant was replaced by a participant of the different gender to avoid outgroup gender isolation. A total of four schools signed up to the study and each school administered a different form of arts therapies: music therapy, art therapy, dance movement therapy, or dramatherapy, to an equal number of participants. The list of eligibility criteria is presented in Table 1.


TABLE 1. Eligibility criteria for selecting participants in the study.
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Arts Therapies Intervention

The systematic review (Moula et al., 2020) informed the development of the therapeutic protocol based on the evidence of ‘what works best’ for children at schools. This protocol defined the key therapeutic ingredients (Table 2) that were integrated into a pluralistic theoretical and therapeutic framework.


TABLE 2. Key therapeutic ingredients.

[image: Table 2]Arts therapies were delivered once a week for 1 h, for eight consecutive weeks. The length of the intervention was tailored to fit within the available weeks of a school term. If the number of sessions exceeded 8 weeks, the sessions would have been interrupted by a long 2-week break (i.e., Christmas and Easter break), and time and resources would have been spent to allow the group to reconnect. In addition, the format of delivering eight sessions was found to be common practice according to the systematic review (Moula et al., 2020).

Based on the therapeutic model (Figure 1), each session was focused on a specific topic and therapeutic goals, based on existing evidence of previous arts therapies interventions (Hilliard, 2001; Koshland et al., 2004; Karkou and Sanderson, 2006; Choi et al., 2008; Karkou, 2010). There were also strong influences from the project ‘Arts for the Blues,’ a study that supported the development of an evidence-based creative intervention for adults (Haslam et al., 2019; Parsons et al., 2019). Each session has been described thoroughly in the study protocol (Moula et al., 2019).
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FIGURE 1. Therapeutic model.


Arts therapists were trained on the protocol application prior to the study and were encouraged to make their own clinical judgments moderating the structure of the sessions when needed. These modifications were recorded for fidelity purposes. The protocol was used to ensure arts therapists adhered to the overall therapeutic model adopted in this study and to allow future replications. This was particularly important considering that all four disciplines of arts therapies were included.



Outcome Measures


Questionnaires

The following three standardized questionnaires were administered: the Quality of Life scale for children (EQ-5D-Y) (Wille et al., 2010) and the Child Outcome Rating Scale (CORS) (Low et al., 2012), both of which were completed by the children. The Strengths and Difficulties Questionnaire (SDQ) (Goodman, 2001) was completed by the class teachers.

The Quality of Life scale for Children (EQ-5D-Y) (Wille et al., 2010) is a standardized quantitative measure of health-related quality of life (HRQOL) that reflects young people’s own judgment and can be used in a wide range of health conditions and treatments. The questionnaire is intended to evaluate the dimensions of activity level, looking after one’s self, doing usual activities (for example, going to school, hobbies, and sports), having pain or discomfort and feeling worried, sad or unhappy. An overall score is calculated for the five items included in the test, with scores ranging from 0 to 50. Test–retest reliability ranges between 69.8 and 99.7% (Ravens-Sieberer et al., 2010). Kappa coefficients reach up to 0.67, while the correlation coefficients with other measures of self-rated health have indicated convergent validity up to r = −0.56 (Ravens-Sieberer et al., 2010).

The Child Outcome Rating Scale (CORS) (Low et al., 2012) is a standardized measure used to evaluate areas of wellbeing and life functioning that might change as an outcome of an intervention. These areas relate to: personal or symptom distress (measuring individual well-being); interpersonal well-being (measuring how well the child is getting along in intimate relationships); social role (measuring satisfaction with work/school and relationships outside of the home) and overall well-being. Scores on this scale range from 0 to 40 with higher scores indicating an increase in functioning. Research on the validity and reliability of the test suggests: moderate to high reliability (Cronbach’s alpha = 0.93; Bringhurst et al., 2006), moderate test–retest reliability (r = 0.8; Bringhurst et al., 2006), and moderately strong concurrent validity (correlation coefficients range from 0.56 to 0.69; Bringhurst et al., 2006) with longer, more established measures of treatment outcome and therapeutic alliance (Bringhurst et al., 2006).

The Strengths and Difficulties Questionnaire (SDQ) (Goodman, 2001) with impact supplement for the teachers of 4–17 year’ olds is an emotional and behavioral screening questionnaire. The impact supplement examines the nature of a young person’s difficulties, such as burden to others, social impairment, chronicity, and distress related to a reported problem. High scores on this questionnaire reflect a greater degree of emotional and behavioral difficulties. Existing evidence suggests that this tool exhibits strong internal consistency (Cronbach’s alpha = 0.81; Yao et al., 2009); moderate test–retest reliability with correlation coefficients reportedly ranging from 0.51 to 0.75 (Lundh et al., 2008) and 0.71 (Yao et al., 2009), and good concurrent validity (correlation coefficients range from 0.49 to 0.73; Muris et al., 2003).



Sleep Duration

Sleep activity was assessed using activity trackers (Fitbits). The duration of sleep was calculated as the total number of minutes asleep minus the number of minutes awake during the night. FitBits were given to children for 3 days before the beginning of the sessions and for 3 days after the end of the sessions. Duration of sleep was averaged across the 3 days pre-intervention and the 3 days post-intervention.



Procedure

An overview of the procedure used in the study is presented in Figure 2, while further details are included in the study protocol (Moula et al., 2019). Briefly, following recruitment and randomization, a total of 31 participants were allocated to the initial intervention groups, and 31 participants were allocated to the control groups (waiting list). Following the intervention period, those on the waiting list were “crossed-over” from the control to the intervention groups. Therefore, children from the waiting list also received the intervention. Following dropouts (see Table 3) the cross-over design included a control group of 30 participants, and an intervention group of 56 participants.
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FIGURE 2. Procedure.



TABLE 3. Recruitment and dropout rates.

[image: Table 3]
HRQOL and CORS were administered within 1 week prior and 1 week commencing the intervention period, referred to as the pre- and post-intervention measures, respectively. The SDQ and FitBit data were collected only before and after the arts therapies intervention (not the control period). A total of 11 children chose not to wear their Fitbits. HRQOL and CORS were also administered at 3-months, 6-months, and 1-year follow-up. The drop-out rate for follow-up data up to 6 months was 9% (n = 5). The Covid-19 outbreak occurred during the 1-year follow-up and as a result, data from 15 children were missed, specifically from the music and dance movement therapy groups.



Statistical Analysis

All four arts therapies were considered together and composed the intervention group. Complete case analysis was performed for all outcome measures. The pattern of missingness within the data was assumed to be missing completely at random (MCAR), with missing data observed at follow-up spread across all arts therapies groups. ANCOVA’s were used to test for differences in HRQOL and CORS post-intervention scores between control and intervention groups before the cross-over (N = 58), while also controlling for pre-intervention scores which were entered into the models as covariates.

Repeated-measures ANOVAs were used to test for changes in pre-and post-intervention measures for HRQOL, CORS, duration of sleep and SDQ following cross-over (N = 56). A between groups factor was also entered in the models for HRQOL and CORS to determine whether the change pre-and post-intervention differed significantly between the intervention and control groups. Separate repeated-measures ANOVA’s were performed on the follow-up data to test for changes in HRQOL and CORS score between the post-intervention assessment, and the follow-up. Further repeated-measures ANOVA’s were performed to test whether the change in HRQOL and CORS score differed between the four arts therapies groups using data only from the intervention groups following cross-over. This was performed as exploratory analysis to determine whether the type of arts therapies affected the key outcome measures. Statistical analyses of ANCOVA’s and repeated measures ANOVA’s were performed using IBM’s SPSS (version 25). Statistical significance was determined using an alpha level of 0.05. Eta squared was calculated to determine effect size for all tests performed and then converted to Cohen’s d using free online software by Psychometrica (Lenhard and Lenhard, 2016). To calculate the change score equivalent to the MCID, the standard deviation of the baseline scores was multiplied by 0.2 (the small effect size) (Samsa et al., 1999). MCID was calculated for HRQOL and CORS before and after cross-over as well as for the duration of sleep and SDQ.

Sample size calculations were computed for HRQOL and CORS as the necessary sample size for a clinical trial using XLSTAT-Power2. Specifically, calculations were performed for a superiority trial, which aims to test whether one treatment is better than another. XLSTAT-Power can determine the sample size necessary to reach a given power. Sample size calculations were determined for a power of 0.8 and 0.9 using an alpha level of 0.05.

With regards to the missing data, there are multiple approaches which have been developed including, complete case analysis, mean substitution, last observation carried forward, intention to treat (ITT) analysis, and variants of the multiple imputation approach. The intention to treat (ITT) principle is widely employed and reports of ITT or modified ITT were found to address outcomes in 85% of the studies reviewed by Bell et al. (2014). ITT protects against bias by preserving the benefits of randomization (Hollis and Campbell, 1999; Gravel et al., 2007). However, when outcome data is missing, a true ITT analysis can be difficult or impossible to achieve and researchers must make assumptions which might be unreliable, while the ability to draw conclusions about a causal link is also compromised (Altman, 2009; Can et al., 2011; White et al., 2011; Dziura et al., 2013; Bell et al., 2014). The current study employed a complete case analysis approach which involves including only subjects with a complete set of outcome data. The approach is computationally simplistic and, moreover, the estimates of treatment differences are unbiased when missing data are completely at random (MCAR), as is the case in the current study (Dziura et al., 2013). Whilst the payoff is a reduction in sample size, the alternative method to address missing data that involve estimating outcomes in the absence of actual data suffer the problem of introducing uncertainty about what really happened to the participants (Streiner and Geddes, 2001). Given that the current study was a pilot, with the primary goal being to accurately estimate treatment differences in order to calculate sample sizes for the outcome measures for a full randomized controlled study, a complete case analysis approach was considered more appropriate.



RESULTS

The CONSORT flow diagram (Figure 3) illustrates the enrolment of participants, their allocation to treatment, follow-up, and data analysis. Descriptive statistics, including means and standard deviations for HRQOL and CORS are shown in Table 4. The mean scores revealed that the pre- and post-intervention HRQOL scores for the intervention groups before cross-over were almost identical, but with a larger variation in scores post-intervention; whereas the mean for CORS was greater post-intervention than pre-intervention for the intervention groups before cross-over. Descriptive statistics (Table 4) showed greater post-intervention means for the intervention groups compared to the control groups for both HRQOL and CORS following cross-over.
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FIGURE 3. CONSORT 2010 flow diagram.



TABLE 4. Descriptive statistics including means and standard deviations for HRQOL and CORS scores pre- and post-intervention, for the total sample and separated by control and intervention groups before and following cross-over design.
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Health Related Quality of Life


Before Cross-Over

Results from the ANCOVA showed that pre-intervention HRQOL score was a significant predictor of post-intervention score across all participants (F1,55 = 40.620, P < 0.001, η2 = 0.035, Cohen’s d = 0.38). However, no significant effect was found between the groups (F1,55 = 0.085, P > 0.05, η2 = 0.0001, Cohen’s d = 0.02). A bar chart showing the estimated marginal mean scores with 95% confidence interval error bars for HRQOL scores pre- and post-intervention is presented in Figure 4.
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FIGURE 4. Bar chart showing the estimated marginal means (with 95% confidence intervals) for HRQOL scores pre-intervention and post-intervention before cross-over (i.e., when N = 58), for the control (N = 30) and intervention groups (N = 28).




Following Cross-Over

A repeated-measures ANOVA was performed on the HRQOL data following cross-over to test for a significant change between pre- and post- intervention period and to determine whether this change differed between the control (N = 30) and intervention (N = 56) groups. Results showed the change in HRQOL following the intervention period was not significant (Wilks’ Lambda = 0.986, F1,84 = 1.036, P > 0.05, η2 = 0.012, Cohen’s d = 0.22), nor did the change differ significantly between intervention and control groups (Wilks’ Lambda = 0.997, F1,84 = 0.232, P > 0.05, η2 = 0.003, Cohen’s d = 0.11). Parameter estimates revealed no significant difference in HRQOL score between intervention and control groups pre-intervention (coefficient = −2.953, SE = 2.187, P = 0.2, 95%CI: −7.302, 1.396) or post intervention (coefficient = −4.069, SE = 2.331, P = 0.09, 95%CI: −8.70, 0.57).



Minimal Clinically Important Differences (MCIDs)

The mean difference between pre- and post-intervention score was less than the MCID for the intervention groups before cross-over (i.e., 0.12 < 1.58) and following cross-over (i.e., 1.55 < 1.94), indicating that the minimal clinically important difference was not been obtained for a small effect size for HRQOL.



Sample Size

Sample size calculations, determined using XLSTAT-Power on HRQOL before cross-over, indicated that a sample size of 168 participants (84 participants per group) would be required to achieve 0.8 power and 225 participants (113 participants per group) to achieve 0.9 power.



Follow-Up Analysis

Mean scores indicated a small fluctuation in HRQOL score between follow-up points which drop from 34.59 (SD = 10.72) immediately post-intervention to 33.39 (10.62) at 3-months, but then increased past post-intervention assessment at 6-months to 36.24 (SD = 10.57) (Figure 5). Results from the repeated measures ANOVA showed no significant change in HRQOL score between post-intervention and follow-up measures (Wilks’ Lambda = 0.944, F2,48 = 1.414, P > 0.05, η2 = 0.028, Cohen’s d = 0.34).
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FIGURE 5. Bar chart showing the estimated marginal means (with 95% confidence intervals) for HRQOL scores post-intervention, 3 and 6 months following cross-over (i.e., when N = 56).


The follow-up data at 12-months post-intervention was collected from all but two of the arts therapies groups (six out of the eight groups). The missing data were from the children who took part in the second cohort of music therapy and dance movement therapy. This data was missing due to the unforeseen circumstances resulting from the pandemic COVID-19. The 12-month follow up outcome data for HRQOL was collected from a sample of 36 participants. Two further repeated measures ANOVA’s were performed to test the change in HRQOL scores between 6- and 12-months in these participants. Descriptive statistics showed that the mean scores for HRQOL between 6- and 12-months were very similar (i.e., 35.35 ± 10.3 and 35.44 ± 9.4, respectively), and that this change was not significant (F1,35 = 0.004, P > 0.05, η2 = 0.0001, Cohen’s d = 0.02).



Arts Therapies

Means and standard deviations for HRQOL score pre-and post-intervention for each of the arts therapies groups is shown in Table 5. Results from the repeated-measures ANOVA showed no significant change in HRQOL pre- and post-intervention overall (Wilks’ Lambda = 0.972, P > 0.05, F1,52 = 1.486, η2 = 0.027, Cohen’s d = 0.33). Moreover, the change in HRQOL score did not differ between the arts therapies groups (Wilks’ Lambda = 0.960, P > 0.05, F3,52 = 0.723, η2 = 0.039, Cohen’s d = 0.4). A bar chart showing the estimated marginal mean scores with 95% confidence interval error bars for HRQOL scores pre- and post-intervention, separated by arts therapies groups, are shown in Figure 6. Inspection of the means revealed that the mean difference between pre- and post-intervention measures was larger for those in music therapy (4.59) and art therapy (3.86) than those doing either dance movement therapy (−0.56) or drama therapy (−0.21).


TABLE 5. Descriptive statistics including means and standard deviations for HRQOL and CORS scores pre- and post-intervention, separated by arts therapies group following cross-over design (N = 56).
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FIGURE 6. Bar chart showing the estimated marginal means (with 95% confidence intervals) for HRQOL scores pre- and post-intervention following cross-over, separated by arts therapies groups (N = 56).




Child Outcome Rating Scale


Before Cross-Over

An ANCOVA was used to determine differences in post-intervention CORS score between intervention and control groups while controlling for pre-intervention CORS score using data before cross-over. Results showed that pre-intervention CORS score was a significant predictor of post-intervention CORS score (F1,55 = 43.116, P < 0.001, η2 = 0.02, Cohen’s d = 0.29). No significant difference was found for group (F1,55 = 3.291, P = 0.08, η2 = 0.002, Cohen’s d = 0.08). A bar chart showing the estimated marginal mean scores with 95% confidence interval error bars for CORS scores pre- and post-intervention are shown in Figure 7.
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FIGURE 7. Bar chart showing the estimated marginal means (with 95% confidence intervals) for CORS scores pre-intervention and post-intervention before cross-over, (i.e., when N = 56) for the control (N = 30) and intervention groups (N = 28).




Following Cross-Over

Repeated measures ANOVA were used to test for the change in CORS score following intervention. Results showed the change in CORS score was significant across all participants (Wilks’ Lambda = 0.902, F1,84 = 9.098, P = 0.003, η2 = 0.094, Cohen’s d = 0.64). The change in CORS score did not differ significantly between intervention and control groups (Wilks’ Lambda = 0.964, F1,84 = 3.148, P = 0.08, η2 = 0.033, Cohen’s d = 0.37). Parameter estimates revealed no significant difference in pre-intervention CORS score between intervention and control groups (coefficient = −0.887, SE = 1.71, P = 0.6, 95%CI: −4.29, 2.52). However, a significant difference in post-intervention CORS score was found (coefficient = −3.744, SE = 1.59, P = 0.02, 95%CI: −6.90, −0.59), with the intervention groups showing a significantly higher CORS score than the control groups. This suggests that while pre-intervention scores showed no significant difference between groups, following intervention CORS scores diverged with the intervention groups showing the greater improvement.



Minimal Clinically Important Differences (MCIDs)

The mean difference between pre- and post-intervention score was greater than the MCID for the intervention groups before cross-over (i.e., 2.9 > 1.45) and following cross-over (i.e., 3.86 > 1.47), indicating that the MCID has been obtained for a small effect size for CORS score within the intervention groups.



Sample Size

Sample size calculations, determined using XLSTAT-Power on CORS before cross-over scores, indicated a sample size of 142 participants (71 participants per group) would be required to achieve 0.8 power and 190 participants (80 participants per group) to achieve 0.9 power.



Follow-Up Analysis

Mean scores for CORS showed no change between post-intervention (mean = 32.63, SD = 7.37) and 3-months follow-up (mean = 32.63, SD = 7.37), though there was an increase at 6-months (mean = 35.58, SD = 6.07) (Figure 8). Results from the repeated measures ANOVA showed that this change in CORS score between assessment points was significant (Wilks’ Lambda = 0.842, F2,49 = 49.0, P = 0.015, η2 = 0.067, Cohen’s d = 0.54), with the significant change being between follow-up periods from 3- to 6-months.
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FIGURE 8. Bar chart showing the estimated marginal means (with 95% confidence intervals) for CORS scores at post-intervention, 3 and 6 months following cross-over (i.e., when N = 56).


As mentioned above, there were missing data at the 12-month follow-up due to COVID-19. The follow-up outcome data for CORS was collected from 36 participants. Two further repeated measures ANOVA’s were performed to test the change in CORS scores between 6- and 12-months in these participants. Descriptive statistics showed that the mean scores for CORS between 6- and 12-months were similar (i.e., 34.43 ± 6.7 and 33.14 ± 6.8, respectively), and that this change was not significant (F1,35 = 1.286, P > 0.05, η2 = 0.034, Cohen’s d = 0.38).



Arts Therapies

Means and standard deviations for CORS score pre-and post-intervention for each of the arts therapies groups is shown in Table 5. Results from the repeated-measures ANOVA showed a significant change pre- and post-intervention overall (Wilks’ Lambda = 0.813, P = 0.01, F1,52 = 11.987, η2 = 0.178, Cohen’s d = 0.93). The change in CORS score did not differ between the arts therapies groups (Wilks’ Lambda = 0.938, P > 0.05, F3,52 = 1.145, η2 = 0.051, Cohen’s d = 0.46). A bar chart showing the estimated marginal mean scores with 95% confidence interval error bars for CORS scores pre- and post-intervention separated by arts therapies groups are shown in Figure 9. Mean differences between pre- and post-intervention revealed that all groups showed an improvement in CORS score, however, the change in score was larger for those engaged in dance movement therapy (6.75) and art therapy (3.85), than either dramatherapy (2.07) or music therapy (2.09).
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FIGURE 9. Bar chart showing the estimated marginal means (with 95% confidence intervals) for CORS scores pre- and post-intervention following cross-over, separated by arts therapies groups (N = 56).




Strengths and Difficulties Questionnaire

A repeated-measures ANOVA showed a significant change in SDQ score following the intervention (F1,58 = 7.650, P = 0.008, η2 = 0.117). SDQ scores were significantly lower following the intervention (mean = 8.54, SD = 5.95) compared to before the intervention (mean = 9.76, SD = 6.06), indicating that teachers perceived a significant decrease in children’s emotional and behavioral difficulties. The change in mean score between pre- and post-intervention measures (i.e., 1.22) was larger than the MCID (i.e., 1.19).



Duration of Sleep

A repeated measures ANOVA was performed to test for a change in duration of sleep pre- and post-intervention. Results showed a significant change in the number of minutes that participants slept (F1,47 = 10.372, P = 0.002, η2 = 0.181), with participants sleeping significantly longer post-intervention (mean = 489.79, SD = 46.02) compared to pre-intervention (mean = 464.40, SD = 71.60). Children were sleeping, on average, 25 min longer following the intervention. This marks a change from sleeping approximately 7 h and three-quarters pre-intervention to approximately 8 h and 10 min post-intervention. The MCID (i.e., 9.20) was less than the change in pre- and post-intervention scores (i.e., 25.39) indicating that the MCID had been reached.



DISCUSSION

One of the primary aims of this pilot study was to determine the sample size necessary to test the effectiveness of the arts therapies intervention on standardized outcome measures assessing quality of life, wellbeing and life functioning (assessed using the EQ-5D-Y and CORS), and to determine the lasting effect of the intervention on these measures at follow-up. The current study also aimed to assess the effect of the intervention on sleep duration (assessed using Fitbits) and emotional and behavioral difficulties (assessed by teachers using the SDQ).

This study found that the arts therapies did have a positive effect on the outcome measures. Specifically, an increase in scores on CORS was found following the arts therapies intervention. Although the change in CORS score did not differ significantly from the control groups, there was a trend toward significance (i.e., P = 0.08). Moreover, the minimal clinically important difference (MCID) was exceeded by double the required amount indicating that the arts therapies intervention was having a clinically significant effect on life functioning in the participating children. The same was not true for the outcome measure HRQOL where the MCID was not reached.

Previous research has suggested that arts therapies can be significantly better than the control groups for children’s quality of life (i.e., Beebe et al., 2010; Madden et al., 2010; Abdulah and Abdulla, 2018; Uggla et al., 2018). However, the evidence from the results of this study is inconclusive. Although there were improvements compared to the baseline, these were neither statistically nor clinically significant differences between the intervention and control groups. Some previous randomized controlled trials found similar results (Broome et al., 2001; Porter et al., 2017), although none of these studies used HRQOL as a primary outcome measure. Moderate effects for children’s quality of life were also found in systematic reviews (Bradt et al., 2015; Uttley et al., 2015), and meta-analyses (Koch et al., 2014, 2019). However, these reviews included children as well as young people and adults. Since there is no systematic review so far looking specifically at the effects of arts therapies for children’s quality of life, the existing evidence remains inconclusive.

Nonetheless, the present study indicated that following cross-over there were some improvements in HRQOL scores. Specifically, those engaged in the arts therapies interventions showed a greater improvement in HRQOL scores than those in the control groups. Although this difference was not significant, a small effect size as assessed by Cohen’s d (i.e., 0.22) was found. As Styles and Torgerson (2018) argue, when rigorous evaluations are performed using randomized experiments, the resulting effect sizes are often much smaller than previous research in the same substantive area, which might explain the small effect size here. This gives more weight to the current findings, particularly with regards to the results for CORS, where a small to moderate effect size (Cohen’s d = 0.37) was found for the difference between control and intervention groups following cross-over.

Although HRQOL has been used extensively in public health research because of its potential to capture the participants’ views on their own health (World Health Organisation [WHO], 2020), it has been criticized for lacking specificity given that the questions are designed to be applicable for participants with completely different conditions (Gibbons et al., 2016). Therefore, this measure might be successful in capturing views on general aspects of life (i.e., difficulties in moving or doing usual activities), but less successful capturing domains that are relevant to particular interventions (Foster et al., 2018); such as the effects on children’s emotional and behavioral difficulties, or even their overall sense of wellbeing and social functioning. This is why this measure was not used as a stand-alone tool in this study, but alongside the children’s outcome measurement scale, the teacher-reported questionnaire (i.e., SDQ) and the biomarkers.

The teacher-reported questionnaire of children’s strengths and difficulties (SDQ) showed a statistically significant change before and after the intervention, with children presenting fewer emotional and behavioral difficulties following the arts therapies intervention. These findings echo the results from previous studies (for example, Montello and Coons, 1999; Baker and Jones, 2005; Chong and Kim, 2010; Abdulazeem, 2014), which also concluded that teachers noticed significantly significant reduction in children’s emotional, conduct, hyperactivity and peer relationships problems as well as significant improvements in children’s prosocial behavior. These findings suggest the possibility that teachers can be perceptive of changes that children themselves might be unaware of, a result also found in relevant literature (Karkou, 2010). However, it needs to be noted that the teachers were not blind to the random assignment into the intervention or the control groups. The knowledge of who attended which group at what time might have partially affected the results. It is possible that teachers were expecting to see changes in the children who participated in the arts therapies groups.

The significantly positive changes in children’s quality of sleep was also important considering the impact of sleep health on both physical and psychological wellbeing. Particularly, sleep health is considered a major influential factor of neurologic function that helps to maintain wellness, increase resilience (Raven et al., 2018), and even change the perceptions of pain (Mondanaro et al., 2017). This is because neurologically, the mind remains active during sleep, unconsciously processing thoughts that have been put aside or dismissed (Feld and Born, 2017). Current evidence suggests that arts therapies can soothe and sedate (Loewy, 2020), increasing comfort and decreasing anxiety impeding sleep capacity (Lund et al., 2020). Although this is the first study to explore changes in sleep in children, there is preliminary evidence showing that arts therapies help improve sleep quality in adults (Wang et al., 2014; Kavurmaci et al., 2019) as well as in infants and toddlers (Loewy, 2020); while most of the evidence so far comes from studies in music therapy.

The systematic review that informed the development of this pilot (Moula et al., 2020) showed that only one out of the six experimental studies that were included explored the sustained outcomes of arts therapies (Abdulazeem, 2014). The lack of follow-up procedures or short follow-up periods may underestimate the potential benefits of treatment and fail to detect hazards, both of which can take longer to emerge (Llewellyn-Bennett et al., 2016). In addition, the value of the trial in understanding the efficacy and outcomes of an intervention may be limited (Llewellyn-Bennett et al., 2016). Long-term follow-up is important to ascertain the strength of the treatment over an extended period and the impact of change on participants’ life in the long term (Salkind, 2010). This study found that at follow up HRQOL scores were relatively stable following the intervention, with scores increasing slightly (albeit not significantly) at 6-months follow-up. CORS scores were stable at 3-months following the intervention, with a significant increase in scores at 6-months. This suggests that, on the basis of these two outcome measures, the intervention had a long-lasting impact. It is also possible that life functioning can improve 6 months after the intervention has ended, suggesting that positive changes can also become apparent after some time.

The effect of the type of arts therapies on the two key outcome measures showed that the change in HRQOL and CORS following the intervention did not differ significantly between the different arts therapies groups. This can be explained by the fact that, except for minor modifications, all arts therapies groups followed the same therapeutic approach and protocol. In statistical terms, these findings also suggest that all arts therapies interventions were equally effective regardless of the school environment, the arts therapists who delivered the sessions, or the arts media used.

The sample size calculations indicated that in order to achieve 0.8 power, HRQOL requires a minimum of 168 participants (i.e., 84 participants per group on the basis that there are two groups: one receiving the arts therapies intervention and the other the control condition), while CORS requires 142 participants (71 participants per group). To achieve 0.9 power, HRQOL requires a sample size of 225 participants (113 participants per group), and CORS a sample size of 190 participants (80 participants per group). Therefore, the sample size required for a trial is minimum 168 participants, or maximum 225 participants. Our systematic review (Moula et al., 2020) revealed that the largest sample size that has been employed so far in previous studies with these population characteristics and this kind of interventions was 138 participants (Rousseau et al., 2005), while the most common sample size ranged between 40 to 60 participants in total (Koshland et al., 2004; Choi et al., 2008; Abdulazeem, 2014) – although there were no indications as to whether sample size calculations had been performed prior to the recruitment of participants in these studies.


Strengths and Limitations

This pilot study was developed based on the evidence that was collected and analyzed thoroughly in two systematic-reviews (Moula, 2020; Moula et al., 2020); which was an important strength of the study. The therapeutic protocol was also developed through a synthesis of previous interventions that had been successfully implemented and assessed by children themselves. It was also informed by other evidence-based arts therapies protocols (Haslam et al., 2019; Parsons et al., 2019). The detailed description of the therapeutic protocol (Moula et al., 2019), and the process evaluation from the perspectives of children, researchers and arts therapists in a forthcoming publication (Moula et al., in preparation), are expected to make this intervention replicable in future studies.

In addition, the data were collected through standardized outcome measures with a well-established validity and reliability. The power size calculation may inform future larger studies and the follow-up data may offer valuable information into the long-term outcomes of arts therapies. These aspects of the pilot are expected to contribute to the public recognition and inclusion of arts therapies in Cochrane reviews as well as in national and international guidelines. Setting children’s perspectives at the heart of the outcomes evaluation may also result in better-informed policies and practice decisions that are aligned to children’s needs and priorities.

Participant reported outcome measures (PROMs) are typically susceptible to missing data in randomized controlled studies as they depend on participants’ willingness and ableness to complete the measures (Rombach et al., 2016). This becomes especially problematic at follow-up, where it is often impossible to obtain complete data for all participants (Altman, 2009). In the current study, the rates of missing data were in the order of 2–3.5% for the primary outcome measures and 9% for follow-up analysis. This suggests that the overall rate of missing data was reasonably low.

The primary aim of this pilot study was to explore whether all components of the study can work together in a larger study (Moula et al., in preparation), while the investigation of the effectiveness on the measures of quality of life and wellbeing was the secondary aim. It is important to reiterate this as the relatively small sample size limits the conclusions drawn from the quantitative results and the generalizability of the findings. The limitations that are specifically linked to the intervention and process evaluation will be discussed in depth in the forthcoming publication (Moula et al., in preparation).



CONCLUSION

The improvements in children’s HRQOL and CORS, although not statistically significant, were greater in those engaged in the arts therapies intervention than the control groups and were maintained at the follow-up stages, until 1 year post-intervention. Furthermore, results for the CORS did show a trend toward significance (P = 0.08) and actual significance following the cross-over (P = 0.003). Significant improvements were found for duration of sleep, assessed using activity trackers (i.e., Fitbits) and children’s emotional and behavioral difficulties, assessed by their teachers (SDQ). Minimal clinically important differences (MCID) were found for the outcome measures CORS, SDQ, duration of sleep, but not HRQOL. These results indicated that the arts therapies interventions were having a clinically significant effect on life functioning, duration of sleep, emotional and behavioral difficulties in the participating children. The findings also indicated that the intervention had a small positive effect on children’s quality of life. Overall, arts therapies may be more effective at addressing life functioning, which is inclusive of interpersonal relationships, as compared to quality of life. However, the study does suggest that all outcome measures assessed here would be suitable for inclusion in a larger study utilizing these arts therapies interventions. The power calculations suggested that, should these outcome measures be used in a study with a randomized controlled trial design, a sample size of 225 participants (or 113 per group) would be required to achieve a power of 0.9. Considering that this was a pilot study based on a relatively small sample size, additional research could be conducted to further explore these findings.
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This paper focuses on doctoral research which explored relationships and interpersonal learning through group dramatherapy and creative interviewing with adolescents in special education. A constructivist grounded theory study, positioning adolescents with intellectual/developmental disabilities as experts of their own relational experiences, revealed a tendency to “copy others.” The final grounded theory presented “copying” as a tool which participants consciously employed “to play with,” “learn from,” and “join in with” others. Commonly experiencing social ostracism, participants reflected awareness of their tendency to “copy others” being underpinned by a need to belong. Belonging was therefore expressed as the ultimate therapeutic experience participants wished to have. Participant responses which link dramatic imitation to a self-identified tendency “to copy,” are discussed with regard to how imitation provides an accessible point of dramatic entry from which adolescents in special education begin to explore new ways of being and inter-relating. Recommendations for how dramatherapists might centralize imitative aspects of the dramatic process to achieve therapeutic intent when working alongside adolescents in special education are discussed with specific focus on creating a space of belonging.

Note on type: Participant quotes extracted from the data are included throughout this article. In order to highlight participant’s contributions quotes are italicized and presented within speech marks.

Keywords: dramatic imitation, adolescents, special education, belonging, dramatherapy, co-created research


INTRODUCTION

“Copying? Yeah I do that. I do it a lot.”

“I copy others because it’s important to feel included, to not be left out.”

“In dramatherapy we do a lot of copying. It’s both similar and different to the copying we do elsewhere”

This report discusses key findings from doctoral research exploring relationships and interpersonal learning through group dramatherapy and creative interviewing with adolescents in special education. A constructivist grounded theory study, the research positioned adolescents with intellectual/developmental disabilities as experts of their own relational experiences. Participants engaged in creative interviewing to reflect on their exploration of relational experiences in group dramatherapy. Through dramatic action and verbal reflection participants identified a tendency to “copy others.” They described “copying” as a source of social learning (Legare and Neilson, 2015; Legare et al., 2015), an act which they engaged in to “play with,” “learn from,” and “join in with others.” This paper limits discussion of the research findings to focus on participant’s insights about their conscious use of dramatic imitation to enhance “belonging.”

Research participants communicated common experiences of social ostracism within peer group/s and the wider community. Research within the creative arts therapies acknowledges that people diagnosed with intellectual/developmental disabilities are commonly stigmatized and socially ostracized (Bailey, 2016; Snow et al., 2017). Participants enacted and reflected upon their tendency to “copy others,” acknowledging how such actions were underpinned by a human need to experience belonging (Baumeister and Leary, 1995). Belonging was expressed as the ultimate therapeutic goal, for young people who desired “to be treated as equal” and perceived as “just normal teenagers” who “want to join in and be included, just like everybody else.” In this paper, participant reflections on “copying” are linked to a discussion of dramatic imitation, which explores how embodied and imitative aspects of dramatherapy were familiar to participants. This familiarity provided easy entrance into imaginal play, an extended experience of self in relationship to others (Tytherleigh and Karkou, 2010) and ultimately the means by which participants enhanced their desire for belonging.



DESIGN AND METHOD

This research adopted a view that, “qualitative research inherently invites creativity and the use of innovative methods to gain an insight into the participant’s world” (Halcomb, 2016: 6). A mixed methodological design incorporated a constructivist grounded theory approach to research which was influenced by inclusive (Walmsley et al., 2018) and arts informed (Cole and Knowles, 2011; Leavy, 2015) research practices. Constructivist grounded theory was chosen as a systematic approach to data collection and analysis (Engward, 2013; Charmaz, 2014) which enabled participants’ voices to be centralized within the generation of new theory ([opethcitep]B7,B8,B9[clothcitep]Charmaz, 2011,2012,2014). The aims of inclusive research supported a desire to challenge prevailing assumptions that people with intellectual disabilities cannot engage with/have little to contribute to research (Walmsley et al., 2018). The research focused on “relationships with others” as a participant chosen topic, reflecting the aim of inclusive research to engage with research topics relevant to participant’s lives (Walmsley et al., 2018).

Arts informed research provided the inspiration for including dramatherapy techniques as data collection methods. Amalgamation of these different research approaches aimed to provide participants with the means and motivation to actively engage with research. Undertaken within a place of professional practice, the research was further defined as practitioner research, aiming to address the needs of participants in relation to a specific context (Jones, 2010; Hay-Smith et al., 2016; Miller, 2017). Outcomes were intended to inform the future practice of dramatherapy in special education.


Context and Familiarity

The research was conducted at Port Phillip Specialist School, in Melbourne, Australia. The school supports students with intellectual/developmental disabilities to achieve learning outcomes related to the development of independent living skills. It adopts a unique curriculum in which creative arts programs are a source of experiential learning. At the time of data collection, the researcher had been the dramatherapist for over 12 years. Therefore, ethical concerns associated with the dual role of the practitioner researcher needed to be addressed. This included management of potential role confusion for participants, with regard to the researcher’s role, and a need to vigilantly monitor researcher assumptions (Hay-Smith et al., 2016; Hiller and Vears, 2016).

Strengths in undertaking practitioner research in this context were also perceived. Prior establishment of trust and rapport served to ease participant anxiety about engaging with unfamiliar research processes (McVilly et al., 2006). While previous engagement with dramatherapy, either individually or within group-work meant that participants were confident in using drama as a means of self-expression. Familiarity with the researcher and dramatherapy process assisted an overall aim to promote a position of mutuality and position participants as co-creators of knowledge (Charmaz, 2014; Huss, 2017).



Participants

The participants consisted of 15 adolescents from Port Phillip Specialist School. Eligibility to attend a special school is dependent upon a formal diagnosis of intellectual disability (ID) as assessed by a registered psychologist in accordance with criteria for ID outlined in the DSMIV. This assessment includes an IQ and adaptive life skills test using the Vineland. Tests are undertaken at school entry and reviewed at key developmental stages. Test results indicated that 13 of the participants were diagnosed with mild (IQ range 52–69) to moderate (IQ 36–51) ID. The remaining two participants scored above 70 in their IQ test during their final adolescent review, while maintaining a below 70 score in adaptive skills. This result enabled their continued attendance at the school. Participants ranged from 15 to 18 years of age and consisted of seven females and eight males. They represented diverse familial, economic, and cultural backgrounds. Non-verbal students or those whose IQ was below the mild-moderate range were excluded due to data collection by interviews.



Consent Process

Parents/caregivers were required to give written consent for participants under their care. However, the adolescents had final right of assent. The assent process was run as a creative workshop, with experiential activities intended to enhance participant understanding of what was required if they chose to engage with the research (Musicka-Williams, 2018). Recognizing the potential for participants to experience ongoing challenges with comprehending research tasks and aims, an ongoing process of assent was negotiated (Ericsson and Boyd, 2017).



Ethical Approval

Ethical approval to conduct the research was provided by the University of Melbourne’s Ethics Committee and the Victorian Education Department.



Research Aims/Focus

The research focused on two inter-related aims of inquiry:


1.To explore participant’s experiences and perceptions of key relationships in their lives through group dramatherapy and creative interviewing.

2.To reflect with participants on the use of dramatherapy to promote experiential learning (Butler, 2017), with specific focus on the development of relational skills.



The inter-related focus acknowledged the ways in which therapeutic goals are often intertwined with learning objectives when dramatherapy is undertaken in educational settings (Holmwood, 2014; Frydman and Mayor, 2019). Subsequent data collection supported the decision to maintain this dual focus of inquiry, as participant’s linked experiences in dramatherapy to personal learning outcomes.



Group–Work Activities

To explore their “important relationships” and related relational themes, participants engaged in a variety of dramatherapy practices including:


•Dramatic engagement with role theory and exploration of one’s own personal role repertoire ([opetwcitep]B34,B35[clotwcitep]Landy, 1993,2009; Landy and Butler, 2012).

•Role play, improvization, and tableaux depicting real life relational experiences.

•Story making and story-telling incorporating art-making and projected play to explore relational themes.

•Structured games, movement tasks, and dramatic problem solving scenarios linked to relational experiences.

•Reflective practice incorporating artwork, dramatic gesture, group discussion, and the use of a spectrogram to acknowledge commonalities/differences (Dunne, 2012).





DATA GENERATION THROUGH CREATIVE INTERVIEWING

Acknowledging participant’s reflections that, “sometimes showing is easier than telling,” and influenced by creative interviewing, where artistic techniques are incorporated into qualitative interviewing (Nind and Vinha, 2016), dramatherapy methods were embedded into a semistructured interview process. This approach was further influenced by “dynamic re-enactment,” an interviewing technique employed in marketing research, where the researcher “watches someone do something and then asks questions” (Collier, 1993: 35). Incorporating dramatic action aimed to elicit and extend participant’s capacity for verbal insight, overcoming a common participant experience in which “thoughts become stuck” when asked direct questions.

During interviews participants reflected on video recordings of the dramatherapy sessions. For some participants this was helpful, enabling them to respond to questions about engagement in group dramatherapy and the relational experiences explored, without pressure to recall events. For others, video recordings were difficult to engage with. Participants with impaired hearing, sight, or sensory processing had difficulty following video footage. Incurring these responses confirmed the need to offer multi-modal tools of response.

Participants were offered the choice to verbalize or dramatize responses to research inquiry. Various dramatic forms were used to respond including; role-play, improvization, tableaux, puppetry, projected play, and story-making through art. Familiarity in engaging with dramatic techniques appeared to ease participants’ flow of expression, resulting in spontaneous dialog accompanying dramatic actions/renewed capacity to respond to inquiry while engaged in dramatic play.

Each participant was interviewed twice during the 16 week dramatherapy program. The primary researcher conducted dramatherapy sessions and interviews. Participants were chosen to attend interviews following a demonstration of personal insight in a previous dramatherapy session. The average length of interview was 40 min. All interviews were audio recorded for analysis. Participants were able to end interviews upon request.


Data Analysis

An iterative and systematic process of constant comparative data analysis (Engward, 2013) congruent with coding practices of constructivist grounded theory (Charmaz, 2014) was undertaken. Data were coded according to identification of “conceptual re-occurrences and similarities in the patterns of participant’s experiences” (Birks and Mills, 2015: 176). Open coding and cross comparison of data identified reoccurrences as consistent categories (Birt et al., 2016). Categories then informed the direction of inquiry taken in follow up interviews which underwent the same coded analysis (Charmaz, 2014). Alongside consistencies within the data, the emergence of new categories were acknowledged and incorporated into the next stage of analysis. Each analysis stage was reviewed with academic supervisors.

Due to incorporation of dramatherapy techniques within the interviews, coding was divided into three distinct types reflecting different forms of expression chosen by participants.


1.Word codes: identification of themes related to the interpreted meanings of words.

2.Action codes: descriptive code for actions undertaken by participants.

3.Delivery codes: code describing the way participants spoke.



In final stages of analysis, all codes were treated equally and merged according to a thematic interpretation. Mind maps identifying connecting codes were used to review data in new formats (Konecki, 2011; Chandrasegaran et al., 2017) consistent with the aims of axial coding. Repetitive cross comparison of data and re-occurring themes identified the final core category and connecting categories (Giles et al., 2016).

The core category of “copying” was reflected upon in individual member checking (Birt et al., 2016) where participants confirmed, rejected, or extended previous comments about “copying others” through co-created data. Participants extended upon relational maps previously created in dramatherapy, to artistically represent their “important relationships.” On these maps, they represented in words and pictures the presence or absence, and purpose of “copying” in each of their relationships.



RESULTS


Final Grounded Theory

The final grounded theory focused on understanding the purpose behind participant’s tendency to “copy others.” It describes “copying” as an act of imitative learning which participants engaged in during group dramatherapy and in wider relational/learning contexts. The theory presents “copying” as an action that participants consciously employ to; “play with,” “learn from,” and “join in with” others. These purposes are further defined as participant’s self-identified therapeutic objectives.

Figure 1 presents a visual summation of the grounded theory and the inter-relating functional properties/purposes of “copying others.” It was constructed as a simple visual to enable participants to identify, engage with, and reflect upon their ideas.
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FIGURE 1. Accessible representation of the grounded theory.




Key Theoretical Concepts

Participants described the phenomenon of “copying” by different terms; “following,” “mimicking,” “mirroring,” “repeating,” “doing what the others do,” “imitating,” or “doing charades.” Furthermore, they enacted “copying” in ways which demonstrated conscious choice in dramatic style. Some “copying” was precise and naturalistic, representing a direct replication of a person/events. Other presentations were stylized and innovative, engaging participants in a selective process of what original elements were imitated. Participants chosen terms therefore indicated both the dramatic style presented and the intended purpose for “copying others.” Psychological and educational theory related to imitative learning provides a theoretical framework from which to construct and explain consistently identified purposes of “copying others” which are presented as central concepts of the grounded theory.


•Imitative learning is a social learning practice where a learner acquires new behaviors/skills by imitating others (Kale-Kruger, 2011; Over and Carpenter, 2012). Participants described this as “Watching and copying so you know what to do” or “Seeing and doing.” “Copying others” was perceived as “the easiest way to learn.”

•High fidelity imitation occurs when the learner completes a direct replication of skill sets modeled through action sequences (Legare and Neilson, 2015; Legare et al., 2015). Participants referred to this as, “Straight copying.”

•Over imitation occurs when learners imitate all detail of actions, regardless of whether those details are purposeful in achieving an end goal (Legare and Neilson, 2015). Participants described this as, “Being a copy-cat.”

•Imitative flexibility refers to the learner’s capacity to demonstrate innovation when reproducing skills/behaviors observed in others (Legare and Neilson, 2015; Legare et al., 2015). Participants referred to this as, “Copying something and then finding a way to make it your own.”





Enhancing Imitative Flexibility

Imitation is presented as central to the participants’ experience of therapeutic change. Participants reflected that, “In dramatherapy it’s easy to join in and learn because there’s lot of copying.” They viewed dramatic imitation as a kind of “copying,” where “we copy and act out things from real life.” Participants further confessed that “straight copying” of others was limited and “annoying” and resulted in being “discluded.” To avoid this participants recommended, “You can start with copying, but it can’t be everything. Eventually you have to find a way to make it your own.”

The overall therapeutic goal identified within the grounded theory is to use dramatic imitation to move participants from a state of play in which they engage in acts of high fidelity imitation to an exploration of their own capacity for imitative flexibility. A participant who could innovate upon the imitation was seen as “a leader,” someone that “everyone wants to be like,” a role which secured inclusion and belonging.



DISCUSSION


Psychological Benefits of Imitation

Participants’ reflections on their human tendency to imitate (Garrels, 2011; Over and Carpenter, 2012) identify psychological benefits associated with imitating others. Understanding of these benefits was deepened by viewing participant’s copying behaviors through reference to psychological, developmental, and educational theories. Relevant theories were chosen for the ease in which concepts could be translated into participant’s own language. Some of the specific benefits of “copying others” cited by participants and expanded upon through reference to theory are presented for discussion.



Imitation and Belonging

“We copy to join in, to not be lonely”

Participants ultimate goal in “copying others” both within and outside of group dramatherapy was to create a sense of commonality and belonging. Baumeister and Leary’s theory of belonging proposes that humans have a fundamental need to experience connection and belonging. A drive to form, and maintain interpersonal relationships characterized by mutual respect and concern (1995). Participants echoed these ideas, “I just want everyone to be included…to be treated equal.” “Everybody copies to join in because no one wants to be left out, to be lonely.” Participants described experiencing connection and belonging within dramatherapy that they did not experience elsewhere. “In dramatherapy we do lots of copying….It’s good, because it’s easy to join in and everyone gets included.”



Imitation and Adolescence

“We do it because we are teenagers, Teenagers copy each other a lot.”

Imitative behavior occurs throughout the human life span, its goals increasing in complexity and related to the specific developmental/psychological pursuits of different life stages (Garrels, 2011). From earliest stages of development, effective reading and imitation of social cues/behaviors enables people to respond to changing social encounters (Jennings, 2011). Understanding the participants’ unique experience of “copying others” included consideration of their adolescent life stage.

An adolescent tendency to imitate peers and form tribe-like cultures is thought to serve protective purposes, until a more fixed adult identity is formed (Frankel, 1998). While rallying together in rejection of adult authority, adolescents express a need to belong to a community of their own (Malekoff, 2015). Imitating peers provides opportunity to counterbalance contradictory desires to reject and belong. Through copying each other, they develop their own adolescent culture, performing common behaviors/self-presentations which define their own rules for belonging.



Imitation and Role Development

“I copy to try something new, be something different.”

Adolescence is a life stage characterized by role-fluidity (Zeal, 2011; Weber and Haen, 2016). “Copying others” enabled participants to explore potential roles. Such an exploration is considered beneficial during adolescence, providing a means to avoid becoming stuck within a limited role repertoire (Dunne, 2012), which impacts opportunities to engage in a range of life experiences. However, people diagnosed with intellectual/developmental disabilities are afforded limited social roles due to stigmatization and prevailing societal attitudes about what they can or cannot represent (Zolkowska, 2016). Participants sought to overcome such limitations by “copying” the presentations of others.

“We copy the adults so we know how to be one”

“Everyone copies the leader because they want to be like him”

“When we copy we show that we can do things, just like normal teenagers, that we are just as capable.”

In the role method, Landy proposes that dramatherapy provides a dramatic space in which clients draw from, reconstruct, and reflect upon roles presented to them in every day dramas (Landy, 2009; Landy and Butler, 2012; Klees, 2016). Construction of the role method draws upon earlier sociological and dramatic versions of role theory which support the idea that much of an individual’s role repertoire is based upon prior experience of others in that role (Landy, 2009; Landy and Butler, 2012). Participants identified an ability to extend upon roles available to them by imitating and subsequently innovating roles originally performed by others. Dramatic imitation provided an accessible pathway to expand their individual role repertoires.



Overcoming Social Ostracism

“We are just normal people who want to be included just like everyone else.”

Reflecting on their relational lives participants generally focused on similarities to others rather than differences. They expressed a desire to be viewed via their potential to be “just like everyone else” rather than through what they believed was other’s tendency to focus on perceived deficits.

“People think because we go to a special school we can’t really do much. We get stigmatized…. When we copy we show other people what we can do, that we are capable. That we are just normal people like everyone else.”

Participants described social ostracism as a common experience within peer groups and community contexts.

“In our class there are insiders and outsiders…. There’s like an inner circle and an outer circle. It’s kind of like there are kings and queens, and everyone has to follow and do what the kings says…. And some get included and some of us get discluded.”

“I don’t really know many people outside of school. They don’t include me. They look at me funny because they don’t know me and they don’t know what I can do.”

In response to repeated exclusion, participant’s tendency to “copy others” may be viewed as a sign of personal resilience, a survival technique, expression of an ultimate desire to belong. Furthermore, within the group dramatherapy, “copying” was viewed as an accessible entry point into dramatic play where new, imaginal possibilities enabled access to desired experiences. Participants described group dramatherapy as providing a space for belonging that did not exist in their wider social worlds.

“In dramatherapy everyone is included. Everyone gets their turn, to have their say and people listen. It’s good because it encourages people to change. Everyone is treated equally. That doesn’t usually happen.”



RECOMMENDATIONS FOR PRACTICE


Imitation as a Core Process

The participants identified that the development of their own capacity to imitate and subsequently diverge from that imitation is central to what makes the dramatic experience therapeutic. Identifying dramatic imitation as a core process for achieving therapeutic change invites continued reflection on the core processes of dramatherapy as a widely accepted framework through which dramatherapists understand client change (Jones, 2016). Jones (2016) acknowledges that different clients and contexts re-define what supports client growth and change. Therefore, the core processes remain open to expansion. Future research into dramatherapy change mechanisms might look to re-construct the core processes in ways which acknowledge unique client perspectives.



Working Therapeutically With Dramatic Imitation

Consciously working with participant’s dual desire to imitate and innovate (Legare and Neilson, 2015) aims to develop a practice and pace which supports adolescents in special education to access their own ways of enabling personal change. By acknowledging the reflections of these participants, and deliberately centralizing the imitative aspect of dramatherapy to therapeutic effect, dramatherapists have opportunity to make the process meaningful to participants who find “copying” an accessible pathway to self-development. Dramatic imitation offers the expansive possibilities of imitative flexibility, where “you start by copying but then you try something different… find a way to make it your own.”

Participants’ ability to traverse from high fidelity imitation to imitative flexibility is dependent upon a session structure which centralizes and scaffolds imitative practice. Dramatic imitation provides a familiar entry point into dramatic play for participants who are self-confessed copiers, while the imaginative aspect offers potential to transform imitative acts into unique self-presentations. The imaginative aspect of dramatherapy serves as a protective factor (Pendzik, 2018) while participants explore extended role repertoires, enabling those who experience themselves as “stigmatized” to demonstrate capacity for creative innovation of self. Innovation which, when enacted outside the therapy space, may invite inclusion in wider social/relational experiences.



Limitations

The grounded theory constructed from this research represents specific experiences of the 15 participants. Further research would need to be undertaken to determine its usefulness in other special educational contexts. Future research might also uncover other reasons why adolescents with intellectual/developmental disabilities imitate others.

Participant inclusion/exclusion criteria relied upon school records for pre-existing diagnosis. No independent testing was conducted to confirm diagnostic scores. It was accepted that participants would present with varying degrees of verbal ability and comprehension, therefore no independent testing of participant’s verbal abilities was undertaken.

Once participant’s tendency to imitate was identified, the research focused on understanding the reasons behind this tendency. No formal assessment of imitative ability was made beyond the comparison of participant’s verbal reflections. Future research could employ a broader range of analytical tools to explore the embodied uniformity/diversity of participants’ imitative presentations.

Limitations to the transferability of this research are recognized with regard to the nature of the study as practitioner research and participants’ familiarity with the researcher and dramatherapy. It is proposed that the integrity of the findings be determined by whether they can be considered “trustworthy and believable in that they reflect participants’, researchers’ and readers’ experience of the phenomena” (Corbin and Strauss, 2015, p. 346). It is also acknowledged that the resultant theory is a construction and one possible interpretation of the data (Charmaz, 2014).



CONCLUSION

Research in the creative arts therapies advocates for unique pathways of self-representation to be acknowledged in public and professional discourse (Hadley, 2013), while the dramatic arts offer unique spaces of belonging for people marginalized in wider communal settings (Ineland and Sauer, 2016). Adjusting dramatherapy practice to respond to participants’ self-identified tendency to “copy others” offers opportunity to hold space for young people diagnosed with intellectual/developmental disabilities in ways which honor and make accessible an adolescent experience that is at once unique, and “just like the other teenagers.” The participants have illuminated how imitation, a phenomenon fundamental to dramatic practice and human interaction (Jennings, 2011; Chasen, 2014), may be central to promoting personal growth through dramatherapy. By playing with this idea of “copying,” we offer participants with intellectual/developmental disabilities an accessible way to innovate on real life experience. To enable clients with a tendency toward high fidelity imitation to move toward imitative flexibility (Legare and Neilson, 2015). Playing with dramatic imitation offers pathways “to play,” “learn from,” and “join in with” others for young people previously “discluded.” In offering these experiences, we give opportunity to access the ultimate therapeutic experience; a way to connect and belong.



DATA AVAILABILITY STATEMENT

The data sets referred to in this brief research report are not readily available in their entirety, to the public due to participants request. Only some data sets were approved for public sharing by participants and constructed into artistic/academic forms which provided participant anonymity. Any requests to review the data sets can be made directly to the author.



ETHICS STATEMENT

The studies involving human participants were reviewed and approved by The University of Melbourne Ethics Committee and The Victorian Education Department Research Ethics. Written informed consent to participate in this study was provided by the participants’ legal guardian/next of kin. Written informed consent was obtained from the minor(s)’ legal guardian/next of kin for the publication of any potentially identifiable images or data included in this article.



AUTHOR CONTRIBUTIONS

The author confirms being the sole contributor of this work and has approved it for publication.



ACKNOWLEDGMENTS

I wish to acknowledge the research participants, without whom I would have nothing to say, the support of Port Phillip Specialist School, Victorian Education Department, and the Creative Arts and Music Therapies Research Unit, University of Melbourne which funded and enabled this research. Gratitude to my supervisors Professor Katrina McFerran, Professor Anna Seymour, and Dr. Lucy Bolger for guidance throughout.



REFERENCES

Bailey, S. (2016). Disolving the stigma of disability through drama therapy: a case study of an intergrated classroom approach to addressing stigmatization by pre-professional health care students. Drama Ther. Rev. 2, 65–78. doi: 10.1386/dtr.2.1.65_1

Baumeister, R. F., and Leary, M. R. (1995). The need to belong: desire for interpersonal attachments as a fundamental human motivation. Pyschol. Bull. 117, 497–529. doi: 10.1037/0033-2909.117.3.497

Birks, M., and Mills, J. (2015). Grounded Theory: A Practical Guide, 2nd Edn. London: SAGE.

Birt, L., Scott, S., Cavers, D., Campbell, C., and Walter, F. (2016). Member checking: a tool to enhance trustworthiness or merely a nod to validation. Qual. Health Res. 26, 1802–1811. doi: 10.1177/1049732316654870

Butler, J. D. (2017). Re-examining Landy’s four-part model of drama therapy education. Drama Ther. Rev. 3, 75–87. doi: 10.1386/dtr.3.1.75_1

Chandrasegaran, S., Badam, S., Kisselburgh, L., Ramani, K., and Elmqvist, N. (2017). Integrating visual analytics support for grounded theory practice in qualitative text analysis. Comput. Graph. Forum 36, 201–212. doi: 10.1111/cgf.13180

Charmaz, K. (2011). “Grounded theory methods in social justice research,” in Strategies of Qualitative Inquiry, eds N. K. Denzin and Y. S. Lincoln (Thousand Oaks, CA: SAGE), 291–336.

Charmaz, K. (2012). The power and potential of grounded theory. Med. Sociol. Online 6, 2–15.

Charmaz, K. (2014). Constructing Grounded Theory, 2nd Edn. Los Angeles: SAGE.

Chasen, L. (2014). Engaging Mirror Neurons to Inspire Connection and Social Emotional Development – in Children and Teens on the Autism Spectrum – theory into Practice through Dramatherapy. London: Jessica Kingsley.

Cole, A. L., and Knowles, J. G. (2011). “Drawing on the arts, transforming research: possibilities of arts-informed perspectives,” in Methodological Choice and Design. Methodos Series (Methodological Prospects in the Social Sciences), Vol. 9, eds L. Markauskaite, P. Freebody, and J. Irwin (Dordrecht: Springer), 119–131. doi: 10.1007/978-90-481-8933-5_11

Collier, T. (1993). Dynamic Re- enactment. Mark. Res. 5, 35–37.

Corbin, J., and Strauss, A. (2015). Basics of Qualitative Research: Techniques and Procedures for Developing Grounded Theory, 4th Edn. Thousand Oaks, CA: SAGE.

Dunne, P. (2012). “Giving voice to adolescents through dramatherapy assessment,” in Assessment in Drama Therapy, eds D. R. Johnson, S. Pendzik, and S. Snow (Springfield, ILL: Charles C Thomas Publisher Ltd), 287–307.

Engward, H. (2013). Understanding grounded theory. Nurs. Stand. 28, 37–41.

Ericsson, S., and Boyd, S. (2017). Children’s ongoing and relational negotiation of informed assent in child-researcher, child-child and child-parent interaction. Childhood 24, 300–315. doi: 10.1177/0907568216688246

Frankel, R. (1998). The Adolescent Psyche: Jungian and Winicottian Perspectives. London: Brunner Routledge.

Frydman, J. S., and Mayor, C. (2019). Drama therapists in schools: holding and exploring multiple paradigms. Drama Ther. Rev. 5, 3–6. doi: 10.1386/dtr.5.1.3_2

Garrels, S. R. (2011). “Human imitation: historical, philosophical, and scientific perspectives,” in Mimesis and Science, ed. S. Garrels (East Lansing: Michigan University Press), 1–38. doi: 10.7208/chicago/9780226446592.003.0000

Giles, T. M., de Lacey, S., and Muir-Cochrane, E. (2016). Coding, constant comparisons and core categories. Adv. Nurs. Sci. 39, 29–44.

Hadley, S. (2013). Dominant narratives: complicity and the need for vigilance in the creative arts therapies. Arts Psychother. 40, 373–381. doi: 10.1016/j.aip.2013.05.007

Halcomb, E. (2016). Understanding the importance of collecting qualitative data creatively. Nurse Res. 23, 6–7. doi: 10.7748/nr.23.3.6.s2

Hay-Smith, E. J. C., Brown, M., Anderson, L., and Treharne, G. J. J. (2016). Once a clinician, always a clinician: a systematic review to develop a typology of clinician-researcher dual-role experiences in health research with patient–participants. BMC Med. Res. Methodol. 16:95. doi: 10.1186/s12874-016-0203-6

Hiller, A. J., and Vears, D. F. (2016). Reflexivity and the clinician-researcher: managing participant misconceptions. Qual. Res. J. 16, 13–25. doi: 10.1108/qrj-11-2014-0065

Holmwood, C. (2014). Drama Education and Dramatherapy: Exploring the Space between Disciplines. London: Routledge.

Huss, E. (2017). Arts as a methodology of connecting micro and macro knowledge in social work: examples of impoverished Bedouin’s womens images in Israel. Br. J. Soc. Work 48, 73–87. doi: 10.1093/bjsw/bcx008

Ineland, J. I., and Sauer, L. (2016). Institutional environments and subcultural belonging: theatre and intellectual disabilities. Scand. J. Intellect. Disabil. 9, 46–57. doi: 10.1080/15017410601029770

Jennings, S. (2011). Healthy Attachments and Neuro-Dramatic Play. London: Jessica Kingsley Publisher.

Jones, P. (2010). “The nature of practice and practitioneer research,” in Drama as Therapy, ed. P. Jones (East Sussex: Routledge), 23–40.

Jones, P. (2016). “How do dramatherapists understand client change?,” in Routledge International Handbook of Dramatherapy, eds S. Jennings and C. Holmwood (London: Routledge), 77–91.

Kale-Kruger, A. (2011). “Imitation, communion and culture,” in Mimesis and Science, ed. S. R. Garrels (East Lansing: Michigan State University Press), 111–128.

Klees, S. (2016). A hero’s journey in a German psychiatric hospital. Drama Ther. Rev. 2, 99–110. doi: 10.1386/dtr.2.1.99_1

Konecki, T. K. (2011). Visual grounded theory: a methodological outline and examples from empirical work. Rev. Sociol. 41, 131–160. doi: 10.5613/rzs.41.2.1

Landy, R. J. (1993). Persona and Performance: The Meaning of role in Drama, Therapy and Everyday Life. London: Jessica Kingsley Publishers.

Landy, R. J. (2009). “Role theory and the role method of dramatherapy,” in Current Approaches in Dramatherapy, 2nd Edn, ed. D. R. Johnson (London: Charles C. Thomas Publishers), 7–27. doi: 10.1080/02630672.1992.9689810

Landy, R. J., and Butler, J. D. (2012). “Assessment through role theory,” in Assessment in Drama Therapy, ed. D. R. Johnson (Springfield, ILL: Charles C Thomas. Publisher Ltd), 148–176.

Leavy, P. (2015). Method Meets Art: Arts Based Research. New York, NY: Guilford Publications.

Legare, C. H., and Neilson, M. (2015). Imitation and innovation: the dual engines of cultural learning. Trends Cogn. Sci. 19, 688–699. doi: 10.1016/j.tics.2015.08.005

Legare, C. H., Wen, N. H., Hermann, P. A., and Whitehouse, H. (2015). Imitative flexibility and the development of cultural learning. Cognition 142, 351–361. doi: 10.1016/j.cognition.2015.05.020

Malekoff, A. (2015). Groupwork with Adolescents: Principles and Practices, 3rd Edn. New York, NY: The Guilford Press.

McVilly, K. R., Stancliffe, R. J., Parmenter, T. R., and Burton-Smith, R. M. (2006). Self-advocates have the last say on friendship. Disabil. Soc. 21, 693–708. doi: 10.1080/09687590600995287

Miller, C. (2017). Practice-based evidence: therapist as researcher, using outcome measures. Dramatherapy 38, 4–15. doi: 10.1080/02630672.2017.1288263

Musicka-Williams, A. (2018). Offering space for choice and voice: participant assent as a creative workshop informed by dramatherapy practice. Creat. Arts Educ. Ther. 4, 206–213. doi: 10.15212/caet/2018/4/31

Nind, M., and Vinha, H. (2016). Creative interactions with data: using visual and metaphorical devices in repeated focus groups. Qual. Res. 16, 9–26. doi: 10.1177/1468794114557993

Over, H., and Carpenter, M. (2012). “Imitative learning in humans and animals,” in Encyclopedia of the Sciences of Learning, ed. N. M. Seel (Boston, MA: Springer), 87.

Pendzik, S. (2018). Drama therapy and the invisible realm. Drama Ther. Rev. 4, 183–197. doi: 10.1386/dtr.4.2.183_1

Snow, S., D’Amico, M., Mongerson, E., and Anthony, E. (2017). Ethnodramatherapy applied in a project focusing on relationships in the lives of adults with developmental disabilities, especially romance, intimacy and sexuality. Drama Ther. Rev. 3, 241–260. doi: 10.1386/dtr.3.2.241_1

Tytherleigh, L., and Karkou, V. (2010). “Dramatherapy, autism and relationship building: a case study,” in Arts Therapies in Schools: Research and Practice, ed. V. Karkou (London: Jessica Kingsley Publishers), 197–216.

Walmsley, J., Strnadova, I., and Johnson, K. (2018). The added value of inclusive research. J. Appl. Res. Intellect. Disabil. 31, 751–759. doi: 10.1111/jar.12431

Weber, A., and Haen, C. (2016). “Attachment-informed drama therapy with adolescents,” in Routledge International Handbook of Dramatherapy, eds S. Jennings and C. Holmwood (London: Routledge), 218–229.

Zeal, E. (2011). “Chaos, destruction and abuse: dramatherapy in a school for excluded adolescents,” in Dramatherapy and Destructiveness, ed. D. H. Dokter (London: Routledge), 66–77.

Zolkowska, T. (2016). Construction of intellectual disability; (de)construction of the social role of intellectually disabled persons. Int. J. Dev. Disabil. 62, 213–223.

Conflict of Interest: The author declares that the research was conducted in the absence of any commercial or financial relationships that could be construed as a potential conflict of interest.

Copyright © 2020 Musicka-Williams. This is an open-access article distributed under the terms of the Creative Commons Attribution License (CC BY). The use, distribution or reproduction in other forums is permitted, provided the original author(s) and the copyright owner(s) are credited and that the original publication in this journal is cited, in accordance with accepted academic practice. No use, distribution or reproduction is permitted which does not comply with these terms.










	 
	METHODS
published: 18 December 2020
doi: 10.3389/fpsyg.2020.568948





[image: image]

PROJECTA: An Art-Based Tool in Trauma Treatment

Marián López Fernández-Cao1, Celia Camilli-Trujillo2* and Laura Fernández-Escudero3

1Department of Languages, Arts and Physical Education, Complutense University of Madrid, Madrid, Spain

2Department of Research and Psychology in Education, Complutense University of Madrid, Madrid, Spain

3Pre-doctoral Researcher at Project Art, Art Therapy, Trauma and Emotional Memory (HAR2015-5 69115-R), Department of Languages, Arts and Physical Education, Complutense University of Madrid, Madrid, Spain

Edited by:
Vicky (Vassiliki) Karkou, Edge Hill University, United Kingdom

Reviewed by:
Ruth Zhuozhuo Shen, University of Macau, China
Uwe Herrmann, Kunsthochschule Berlin-Weißensee, Germany

*Correspondence: Celia Camilli-Trujillo, ccamilli@ucm.es

Specialty section: This article was submitted to Health Psychology, a section of the journal Frontiers in Psychology

Received: 02 June 2020
Accepted: 27 November 2020
Published: 18 December 2020

Citation: Fernández-Cao ML, Camilli-Trujillo C and Fernández-Escudero L (2020) PROJECTA: An Art-Based Tool in Trauma Treatment. Front. Psychol. 11:568948. doi: 10.3389/fpsyg.2020.568948

Artistic images, of a universal nature and validated by global culture, are carriers of an emotional potential that can be used for therapeutic purposes in cultural centers as well as in clinical spaces. Esthetic studies reveal the mobilizing power in their contemplation and the capacity to bring out personal stories with healing potential. The general objective of this paper is to design and validate the PROJECTA instrument, consisting of the therapeutic use of artistic images to approach trauma or difficult conditions in therapy, by means of the association between art images and emotions, feelings or states of mind related with a traumatic experience. A mixed approach of investigation with a concurrent triangulation design has been used for the integration of qualitative and quantitative results, where qualitative research outweighs quantitative, but both have been QUAL → quan sequentially developed. The study was carried out in two phases. The first was a systematic review of the literature. The second, divided into five steps, consisted of the validation of artworks and the associated emotions with the participation of students, experts in art therapy, psychologists and educators through focus groups, interviews and an online questionnaire. The analysis techniques were qualitative and quantitative. A set of 220 artistic images linked to emotional states were proposed by experts in education, psychology and art therapy, and validated through an online questionnaire. The respondents included 228 students and professionals and for 64.55% of these images a consensus of over 80% was obtained. These images and their associated emotions were again reviewed by a confirmatory focus group. Finally, 92 artistic works were linked to primary, secondary and tertiary emotions such as love, joy, victory, surprise, balance, sense of humor, anger, sadness, fear, and emptiness. In addition, there are mobilizing images that have not been related to any emotion because of the polysemy of their meanings. It concludes that PROJECTA is a visual art therapy tool that provides professionals with a resource that helps facilitate the identification, expression or demonstration of emotions or feelings related with trauma, and in challenging situations of vulnerability, psychological discomfort or post-traumatic stress.

Keywords: art therapy, therapy, artistic images, emotions, trauma, validation, tool, mixed methods research


INTRODUCTION

The study of the traumatic origins of emotional distress began during the last decades of 19th Century (Van der Kolk, 2003), with authors like Pierre Janet and later, Freud. Afterward, it became the focus of attention again through authors such as Kardiner (1941) in his work related to the psychological effects on the veterans of the First World War, “The traumatic neuroses of War.” In this work, he related, in the same way as Janet did decades before, how patients remain in a permanently altered state with regard to themselves and the outside world. It was not until 30 years later, with the Vietnam War and the emergence of the women’s emancipation movement, that the significance of trauma was discovered. Subsequent studies led to the acceptance of post-traumatic stress disorder (PTSD) by the American Psychiatric Association in 1980. Thus, little by little, the mechanisms that human beings use to deal with the atrocities they have lived through or seen have been accepted and studied. This process often includes denial, dissociation or repression, and impedes those affected from leading a stable life adapted to the standards of human well-being.

The common denominator of psychological trauma, according to the Comprehensive Textbook of Psychiatry (2000), is the feeling of intense fear, fragility, loss of control and threat of annihilation. In this sense, trauma is extraordinary, not because it is a rare occurrence, but because it exceeds the normal capacity to adapt to life. The human being is left with a feeling without language, pre-verbal. His/her body becomes a symptom and relives terror, rage or impotence, unleashing the impulse to fight, freeze or flee, to act or not to act, in ways and with feelings that are impossible to understand and difficult to articulate (Van der Kolk, 2015). Her/his body will probably “keep the score” –in reference to the title of Van der Kolk’s work- for the rest of his/her existence (Cao, 2017). According to Foa (2006), posttraumatic stress disorder may be underpinned by dysfunctional cognition involving negative thoughts about the world, negative thoughts about self -including feelings of incompetence and weakness-, and self-blame (guilt).

After one hundred years of study, some characteristics of traumatic memories could be summarized as follows, after Van der Kolk (2003):

(1) They are primarily imprinted in sensory and emotional modes, although a semantic representation of the memory may co-exist with sensory flashbacks (Van der Kolk and Fisler, 1995).

(2) These sensory experiences often remain stable over time and unaltered by other life experiences (Janet, 1893; Van der Kolk and Van der Hart, 1991).

(3) They may return, triggered by reminders, at any time during a person’s life, with a vividness as if the subject is living the experience all over again (DSM IV).

(4) These sensory imprints tend to occur in a mental state in which victims may be unable to precisely articulate what they are feeling and thinking (Blank, 1985; Rivers, 1918).

Since that time, many studies have been carried out on how to help people suffering from PTSD (Van der Kolk, 1994; Rothschild, 2000; Neimeyer, 2001; Steel and Raider, 2001; Greenwald, 2003; Meichenbaum, 2003; Omaha, 2004; Follette and Ruzek, 2006) and many approaches have been taken from various domains. PTSD treatments must recognize the diversity, complexity and transformability of posttraumatic conditions (Wilson et al., 2001) that call for a holistic approach. One approaches is Cognitive Behavioral Therapy (CBT), which includes Exposure Therapy (ET), Anxiety Management (SIT), Cognitive Therapy (CT), Prolonged Exposure Therapy (PE) (Foa, 2006) or Cognitive Processing Therapy (CPT). Patients who received CBT had a greater decrease in intrusive memories at posttreatment than those who received supportive counseling (Ehlers and Clark, 2008). From all those it is important to highlight that main behavioral interventions are (1) prioritizing safety (2) addressing threats (3) stimulating the will to live and positive dispositional qualities (4) identity work (5) psychoeducation, (6) stress inoculation, (7) trauma narration, and (8) advocacy, social justice and reconnecting to social networks (Kira et al., 2015). Other options are Brief Eclectic Psychotherapy (BEP), which combines elements of cognitive behavioral therapy with a psychodynamic approach, Eye Movement Desensitization and Reprocessing (EMDR) therapy (Shapiro, 2001), and Narrative exposure therapy (Schauer et al., 2011), among others.

Due to the importance of integrating the experience or experiences lived in the treatment of trauma, the perception of images and sensory elements (smell, sound, and body sensations) take on special importance since they allow the integration of the functions of the left and right hemisphere of the brain that have been disarticulated and fragmented in the traumatic process (McNamee, 2003, 2005). As Talwar (2007) states, in trauma treatment it is not the verbal account of the event that is important, but the non-verbal memory of the fragmented sensory and emotional elements of the traumatic experience (Van der Kolk, 2003).

It is at precisely this point that art, both in its production of works and in its consumption and perception of them, can play a fundamental role in helping in the therapies used to confront the trauma. The perception of culturally validated works of art, legitimized by society as a whole, can, in their empathic potential which we will now discuss, help people affected by PTSD to make their experience visible in a coherent way, to legitimize, share and organize it.


Art, Aesthetic Perception, Empathy. From Einfühlung to Aesthetic Shock

Segal (1955) pointed out that the aesthetic pleasure produced by the contemplation of the work of art, would be defined by the observer’s degree of identification with it, in such a way that the apprehension of the work of art is not only intellectual or aesthetic, but also affective and unconscious (Loza, 2006).

Aesthetic experience is our ongoing sense of the quality of the formal organization of our world, and this term applies to both our perception of the external world and our subjective experience. We can say that our aesthetic experience deeply influences our sense of self (Hagman and Press, 2010).

Depew refers to the term “empathy” from the late-nineteenth-century German coinage of Einfühlung, which literally means in-feeling. In its first use, in 1873, by German psychologist Robert Vischer, Einfühlung refers to the placing of human feelings into inanimate things, plants, animals, or other humans in a specific way (Depew, 2005). This term was subsequently linked to empathy by Lipps (1979), who forged this link when, around 1910, he referred to empatheia as the Greek equivalent of Einfühlung. Empatheia referred to an intense passion or state of emotional undergoing (Depew, 2005).

Other authors highlight the relationship of the aesthetic dimension with the concept of “vitality affect” and the procedural memory, pointed out by Stern, which links aesthetic emotion with the early relationship of the primary experience of the infant and his or her caregiver. Press refers to Daniel Stern (1985) description of vitality affects that poignantly captures qualitative dimensions of experience: “surging, fading away, fleeting, explosive, crescendo, decrescendo, bursting, drawn out, and so on” (p. 54). These vitality affects filter and flavor subjective exchanges, commingling emotional response and aesthetic qualities (Hagman and Press, 2010), rooted in our development of procedural memory, which is fueled with vitality affects and aesthetic qualities (Hagman and Press, 2010).

At this point, it is important to emphasize what Donald Kuspit calls Aesthetic Shock, differentiating it from “aesthetic pleasure,” as a central element of artistic contemplation coupled with empathy, in-feeling (Einfühlung) and vitality, pointing it out as the opposite of the state of alienation:

Aesthetic shock, with has been called its defamiliarizing effect, makes one aware that there is a World of extraordinary meaning and vitality beyond ordinary meaning and drive. It is the alternative to alienation in the everyday. Indeed, aesthetic shock transforms alienation into transcendence (Kuspit, 2006, p. 348).

Art, “enacting conflicts,” as opposed to alienation, allows awareness to be raised. In a safe space, such as the museum, workshop or therapy space, it has the opportunity to achieve “successful symbolization.” Thus, the creation “convincingly mixes concrete thinking and symbolic illusion, serves to represent seemingly unrepresentable feelings” (Kuspit, 2006 p. 346). As the philosopher Jacques Maritain (1953) states, art becomes “that intercommunication between the inner being of things and the inner being of the human self which is a kind of divination” (p. 3). In general, Western Aesthetics speaks of “aesthetic pleasure” rather than aesthetic shock, but “aesthetic pleasure is an aftereffect of aesthetic shock” (Kuspit, 2006, p. 351). Aesthetic pleasure becomes a consequence of confrontation, when contemplating a work of art, with a different vital state, with an alternative vision that reveals a part of oneself and its relationship with the world. Through aesthetic emotion:

one gains insight into their logic. Subsumed as aesthetic factors, our emotions, however, strong, no longer victimize us, but can be analyzed and above all criticized, dissipating their painful effect. Ironically mastered by aesthetic appropriation –explored by aesthetic consciousness, which is a species of critical consciousness- they become pure performances, uncannily felt rather than overwhelming and blatant (Kuspit, 2006, p. 353).

The aesthetic object,

is perceived as real without referring to the real (…) The aesthetic object is nothing more than the sensuous in all its Glory, whose form, ordering it, manifests plenitude and necessity, and which carries with itself and immediately reveals the meaning that animates it (Dufrenne, 1987, p. 5).



Art Therapy and Artworks

Art therapy has long been recognized as a method that constitutes a primary process (Naumburg, 1950; Kramer, 1971; Levick, 1975; Wolf et al., 1977; Rubin, 1984) that taps into the non-verbal realm of imagery (Cohen and Riley, 2000; Talwar, 2007).

According to Gantt and Tinnin (2009), art therapists have responded with studies and reports on using art therapy with a wide range of trauma including disasters (Andruk, 1996; Howie et al., 2002), combating PTSD (Collie et al., 2006), childhood sexual abuse (Sweig, 2000; Murphy, 2001), adults (Waller, 1992; Rankin and Taucher, 2003; Spring, 2004), physical and medical trauma (Appleton, 2001; Chapman et al., 2001), treatment of dissociative disorders (Mills, 1995; Engle, 1997), and suggestions for education of art therapists who work with trauma survivors (Gonzales-Dolginko, 2003), among others.

Although there is much literature on the need to “make” art in therapeutic processes linked to trauma, there is a gap in studies on how “seeing” artistic works can help, in their potential for “intercommunication between the inner being of things and the inner being of the human self” (Maritain, 1953, p. 3).

Although there is still no consistent literature on artistic images, there is literature on the use of photography in therapy. Following Kwesell (2020), still photographs can participate in the trauma healing process through both the act of photographing or viewing still photographs because the eye has time to pause and the psyche time to process (Zelizer and Allan, 2011). Photo-elicitation interviewing (PEI) has been employed to unearth individual memories and emotions that are often hard to access in oral interviews (Collier, 1957), and photographing interventions such as auto-photography (Noland, 2006), photovoice (Wang and Burris, 1997), and photo interview (Kolb, 2008) have been used to examine identity, promote social change, and unearth community, socio-economic and environmental-level trends and concerns.



Art Therapy, Systematic Reviews and Mixed Methods Research

In this same line of inquiry, in the pursuit of research methodologies that evidence the study of artistic images, it should be noted that systematic reviews or meta-analysis have been used in art therapy, and these are not directly oriented toward visual therapy resources. Far fewer have worked with mixed methods research (MMR) from a pragmatic paradigm.

Thus, Van Lith et al. (2013) analyzed primary studies that used quantitative, qualitative and mixed methods to address artistic creation and mental illness in adults through a critical systematic review. They found that practices based on art improved psychological comfort, specifically in the areas of self-discovery, self-expression, relationships and social identity. They also highlighted the need to work on the design of quality mixed methods that help integrate quantitative and qualitative research. In the years thereafter, Van Lith (2016) continued to study this topic by means of a systematic review, this time between 1994 and 2014, verifying that approaches in art therapy, when working with people with mental health problems, do not offer a description that enables transferability of this practice to other similar contexts, which would also help promote the development of a practice based on evidence in art therapy.

In a similar investigation, Abbing et al. (2018) centered their attention on systematic reviews of non-randomized controlled studies to evaluate the effects of art therapy on anxiety in university students, and explore the characteristics of the intervention and its benefits. They found that a variety of visual techniques, like trauma-related mandala design, collage making, free painting, clay work, still life drawing and house-tree-person drawing, promote the reduction of anxiety before examinations. Meanwhile, the narrative review of Wood et al. (2011) describes that the procedures mainly used in interventions with art therapy on patients with cancer are questionnaires, in-depth interviews, patients’ artwork, therapists’ narratives of sessions, and stress markers in salivary samples. Additionally, in the meta-analysis by Mi-Jin et al. (2016), clay showed to have great benefits in the psychological health of children, especially when applied in single or group sessions.

One of the conclusions of the narrative review of Attard and Larkin (2016) is the existing need to compare, contrast and integrate the quantitative and qualitative results in order to explore if therapy based on arts, applied to people with psychosis, is a meaningful intervention. They observed that there is discrepancy between the quantitative and the qualitative evidence. The first does not offer conclusive statistical results, while the second highlights the positive and meaningful value given in the feedback by therapists and patients.

Lastly, Archibald (2018) integrative systematic review is the only research that has explored the way in which arts and MMR seek to achieve a social benefit. This research, which synthesizes the findings in 26 primary studies, found that only six of them show integration between arts and MMR. This synergy is evidenced in the methodological processes or events examined for the development of a framework or intervention in art therapy. It concludes that it is necessary to head for an arts-MMR binomial that combines an artistic research methodology with an alternative paradigm based on its own methods.

In this theoretical and methodological context, this study is necessary because (a) there is evidence that esthetic images have motivating potential, (b) systematic studies about esthetic emotions and subjective changes are scarce, (c) exploratory research is intended to use art and the creation process in the treatment of trauma, (d) the few existing systematic reviews and meta-analysis in art therapy do not collect information about visual techniques, and (e) there is a need for there is a mixed research approach for the design and evaluation of a visual instrument for art therapy.

In this respect, the general objective of this paper is to design and validate the PROJECTA tool for therapeutic use, in order to address trauma or challenging situations in art therapy through artistic images and emotions, feelings or states of mind associated with those images. The specific objectives are (1) to analyze scientific articles related with the emotions that emerge in art therapy, (2) to select artistic images that allow intervention in therapy and art therapy, and (3) to evaluate the emotions, feelings or states of mind associated with those artistic images, as a useful orientation for health professionals.

The purpose of this research is to provide professionals with a resource in art therapy to assist in the identification, expression and demonstration of emotions or feelings related with trauma, or in challenging situations of vulnerability, psychological discomfort or post-traumatic stress.



METHODS, MATERIALS, AND EQUIPMENT

We used a mixed investigation approach, with collection, analysis and interpretation of qualitative and quantitative data to use both methodologies to increase the validity of the results obtained. It is a sequential concurrent design QUAL → quan, where qualitative research carries more weight than quantitative. Specifically, we used the concurrent triangulation design aiming to confirm, correlate or verify in the same study the results of a qualitative and quantitative integration (Johnson and Onwuegbuzie, 2004; Creswell, 2014).

Figure 1 represents the concurrent triangulation design, a mixed research design for the development and validation of the visual instrument PROJECTA for art therapy.
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FIGURE 1. Mixed concurrent triangulation research design.



Procedure


First Phase


Systematic review

The objectives of this first phase were (a) to identify scientific documents that report emotions, feelings or states of mind in the process of art therapy, and, (b) to analyze in those documents the emotions that arise more frequently in art therapy, in situations of trauma or difficult conditions.

The review of the literature was carried out through the databases SCOPUS and Web of Science, with descriptors in English related with art therapy and professions linked with it (art therapy, artwork, therapy, psychotherapy, and professional), emotions, trauma, image (images, museum, photography, picture, visual art, and visual image), and context (abuse, cultural, gender, hospital, human trafficking, immigrants, mental health, violence, prostitutes, and refugee). These were combined and a search was performed in the title, keywords or abstract according to the requirements of each database.

The inclusion criteria were primary studies, (1) empirical or (2) or theoretical, (3) without timing criteria, (4) written in English or Spanish, (5) that include an abstract, (6) only research papers, (7) complete texts, and (8) related with art therapy in any area or context. The only exclusion criterion was if the art therapy had been conducted with children, teenagers, youths or older people (>75 years old), because the therapeutic instrument is intended for adults. People over the age of 75 years old were excluded because ages between 65 and 75 years old are still considered an early age of older adult (pre-old-age), while ages between 76 and 90 years old is considered advanced age. People over 90 years old are called “super-elders” (super-old-age) (Pérez and Abellán, 2018).

The review of the primary studies process and its phases was carried out in three rounds. In a first round, only 232 documents out of the 566 papers found met the inclusion criteria. Thus, 334 were discarded as they did not have an abstract (77), were duplicates (82), focused on children (86), teenagers (45), youths (22) and older people (12), or were about a book review (5), editorials (1), short communication (2), or dossier (2). The percentage of agreement among the judges was 89.76%.

In a second round, 155 of the 232 documents were discarded because they were not a complete text (154) or were written in a language other than Spanish or English (1). Consequently, only 77 met the inclusion criteria.

In a third and last round, all 77 documents were reviewed again in further detail. It was decided to also include the 155 documents with an abstract, although not all of them were complete texts, to include more information. The final sample consisted of 232 documents that met the inclusion criteria.

Figure 2 represents a flow chart of the systematic review process and its phases, following the PRISMA statement (Preferred Reporting Items for Systematic Reviews and Meta-Analyses) (Hutton et al., 2016).
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FIGURE 2. Flow chart.


The analysis of the final documents included quantitative and qualitative techniques using Excel and Atlas.ti software version 8, respectively.

The qualitative analysis was achieved through two methodological strategies (Miles and Huberman, 1994). The first one was a content analysis following the guidelines provided by Erlingsson and Brysiewicz (2017) and working with the first four levels of abstraction: meaning unit, condensed meaning units, code, category. The fifth category, theme, was not used as it exceeded the objectives of this research phase. The second strategy used predetermined categories (positive and negative emotions from authors who were experts on the subject), by the use of the self-encoding function in Atlas.ti (strategy = expression, context = document, expansion = phrase). In the end, the descriptive statistics allowed us to qualitatively analyze the frequency and percentage of occurrence of these emotions.



Second Phase


Validation of images and emotions

The objectives of this second phase were: (a) to identify authors who were experts in emotions and their classification in the literature, (b) to select a proposal for the classification of emotions adapted to the field of art therapy, (c) to choose artistic works that facilitate working with art therapy, (d) to identify emotions associated with those artistic works and (e) to validate the predominant emotions linked to these artistic works that could be raised during the art therapy process.

Step 1: We established a first focus group consisting of 6 experts (1 art-therapist, 1 psychotherapist and art-therapist, 2 psychologists, 1 psychiatrist, and 1 psychoanalyst), in order to understand what trauma is and the way to approach it in art therapy, and, at the same time, to evaluate the feasibility for the development of a visual instrument for art therapy conducive to the identification of emotions.

Step 2: A review was conducted by authors who were experts in emotions, who mostly classify emotions as basic or positive and negative (Ekman et al., 1972; Lazarus, 1991; Lazarus and Lazarus, 1996; Fredrickson, 1998, 2001, 2009; Ekman, 1999; Bisquerra, 2009; Fernández-Abascal, 2009). The classification by Shaver et al. (1987) was chosen because it structures 146 emotions in a hierarchic abstract-concrete model based on six primary emotions. These are then broken down into 25 related secondary emotions and, from these, 115 tertiary ones. In this model, the broad scope of terms related with emotions, feelings or states of mind facilitated the means for searching the documents that were analyzed in the systematic review. Moreover, the authors themselves affirm that this extensive classification incorporates intercultural differences (Supplementary Material 1).

The proposal by Shaver et al. (1987) was translated and culturally adapted following the indications of Ramada-Rodilla et al. (2012), through a direct translation (from English to Spanish) in which two independent bilingual native Spanish speaking translators participated, and a reverse translation (from Spanish to English) by means of two independent bilingual native English speaking translators (Supplementary Material 2). The percentage of agreement was 99.5%.

Step 3: We invited 13 experts via email (4 art therapists; 1 art therapist and gender expert researcher; 1 drama therapist; 1 psychologist and researcher; 2 psychoanalysts and gender experts; 1 professor of history of art specialized in oriental and Hindu art; 1 professor of esthetics and art critic; 1 museum educator; and 1 artist and gender expert researcher) to perform the task that consisted of the selection of art treasures and association of them with any of the emotions in the Shaver et al. (1987) classification. Nine of the 16 experts also participated in in-depth interviews.

In the interviews, the experts justified why they had chosen the artworks and the association with that particular emotion and also reviewed Shaver’s proposal and adjusted it when they considered any emotion was missing. The experts suggested the incorporation of primary emotions like emptiness, victory, balance and sense of humor as these frequently emerge in art therapy when treating difficult or traumatic situations, either because they are present, excessive, or due a sense of longing, deficit or difficulty in feeling emotions.

Therefore, each expert had to search for at least 10 images, that is to say, one artwork for each one of the 10 primary emotions, but they also had to be related with their second or tertiary emotion (e.g., an image of fear as the primary emotion that could also represent horror or nervousness as a second emotion, or any of the associated tertiary emotions). There was also the possibility that they could choose a maximum of three images per primary emotion, for a total of 30 artistic treasures. There were four conditions for the selection of the images: (1) cultural diversity, (2) images of masculine or feminine authorship, (3) not only of European or North American origin, and (4) that allowed working with people who had faced difficult events and traumatic experiences and could help them think and delve into their own life experiences as well as rebuild their lives.

A total of 226 images were obtained. Out of that total, 19 were duplicates. The images associated with the same secondary emotion (6) were excluded; those that were duplicated but associated with a different secondary emotion were kept, leaving a total of 220 images.

Step 4: We developed a questionnaire in order to validate the art treasures and the associated emotions proposed by the 16 experts. The primary and secondary emotions chosen by the experts for each image were taken into consideration, ignoring the tertiary emotions in order to make the comprehension and response of the questionnaire quicker and easier. Therefore, images associated with a tertiary emotion were considered as the correspondent secondary emotion. The multiple choice questionnaire consisted of 220 images randomly distributed in 22 forms (each one with 10 images). Among the four possible answers to choose from, one of them corresponded to the emotion suggested by the expert, another suggested a very similar option, a third was completely unrelated to the emotion proposed by the expert, and the last one allowed the participants to write in their own choice from the complete list of emotions if they did not like the ones presented.

It was sent to 674 students and professionals in psychology, education, art therapy, fine arts, audiovisuals and film, obtaining 228 answers, which were quantitatively analyzed according to the percentage of agreement. The percentage of validation was established at 80% or more of coincidence in the association between artwork and emotion.

Step 5: Lastly, we invited six experts from a second focus group (2 gender expert psychoanalysts, 1 art therapist and gender expert researcher, 1 doctor in art therapy, 1 doctor in education, and 1 psychologist and art therapist) to participate in the validation of the results obtained from the online questionnaire for two sets: the images that obtained more than 80% agreement, and the images with less than 80% agreement, but that are considered equally interesting for the instrument or to search for new images for emotions like victory, due to the variety of the answers obtained. Its aim was also to propose new artworks for emotions considered interesting and necessary for the instrument like guilt, shame, self-compassion and restlessness, all of them frequently exposed in a trauma state.

Additionally, we added up a last group of images called ambiguous or stimulating, consisting of five images that were initially proposed by the experts, but obtained a very low percentage of agreement in the questionnaire answers and did not obtain a majority consensus in the same focus group. It was agreed to include them in the instrument due precisely to the polysemy of meanings that they aroused.

In this second phase, the quantitative analysis was used for the analysis of both focal groups, in-depth interviews, and the review of authors who were experts in emotions. The qualitative analysis was used to obtain the percentage of agreement for the validation of the translation of the proposal by Shaver et al. (1987), the answers obtained for the artwork-emotion association, and the percentage of agreement in the answers to the online questionnaire.



RESULTS


Systematic Review

In the 232 documents that met the inclusion criteria, it was observed that most of them (80.51%) were published between 2010/2018, followed, not so closely, with 15.58% that were published between 2000 and 2009. The decade of the 90s had the lowest percentage of publication (3.89%) (Figure 3).
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FIGURE 3. Percentage of articles by year of publication.


That said, when the documents were qualitatively analyzed, 6,561 references reported emotions. More than half of those references, 56.90% (n = 3733) referred to negative emotions, feelings and states, while to a lesser extent, 43.10% (n = 2828), were associated with positive emotions, feelings and states. It was decided to analyze positive and negative emotions, but not mixed, because this is the classification more frequently used in scientific literature, criterion that favored the search for documents (Ekman et al., 1972; Lazarus, 1991; Lazarus and Lazarus, 1996; Fredrickson, 1998, 2001, 2009; Ekman, 1999; Bisquerra, 2009; Fernández-Abascal, 2009). The references were analyzed again in order to regroup the emotions obtaining 157 emotions, 89 of which were classified as negative (56.69%) and 68 as positive (43.41%) (Table 1).


TABLE 1. Frequency and percentage of quotes and emotions.

[image: Table 1]A more detailed analysis of these emotions indicated that the 10 negative primary emotions that emerge more frequently in the therapeutic process referred to depression (27.16%), anxiety (24.51%), anger (5.19%), sadness (4.28%), fear (3.93%), exclusion (3.05%), shame (2.97%), loneliness (1.87%), guilt (1.74%) and discomfort (1.58%). The 10 positive primary emotions referred to positivity (21.67%), understanding (10.53%), present (9.90%), interest (4.31%), expressiveness (3.74%), focused (3.43%), courage (3.11%), happiness (3%), active (2.65%), and bond (2.61%) (Table 2).


TABLE 2. Frequency and percentage of emotions, feelings and states of mind.

[image: Table 2]At the same time, the 157 emotions found in the literature were compared with the proposal by Shaver et al. (1987), with a 74.55% match in negative emotions, while the percentage of match in positive emotions was much lower, only 36.4%.



Validation of Images and Emotions

As a result of the qualitative analysis from the first focus group, three major categories emerged: trauma, emotions and benefits of working with the image.

The understanding of trauma was a wide-ranging debate due to the conceptual and methodological complexity of the construct. For some experts, trauma is an experience that we all pass through, a specific event or a threat to physical life that blocks development. This blockade causes an individual to live an unfulfilled life, and sometimes the person forms their character around that traumatic experience. Others who have worked with vulnerable minors refine the concept and define it as the persistent lack of attachment figures, and the way this interferes in the development of the minor. However, everyone agrees that each case is unique and complex in itself. Some people are able to process the trauma while others lack resources to do so. Those who have more personal resources process it better and the traumatic part “is that excess.”

One of the experts, who has coordinated programs with individuals with AIDS and HIV, states that, after being diagnosed, these people experiment deep changes in life style and the feelings that emerge more frequently are guilt and anger, which emerge in an abstract and undetermined way. He also states that people who have suffered trauma tend to experiment a burden, a personal guilt. The lack of emotional expressiveness and the inability to connect are present in those who have experienced a trauma.

Some experts who work with photo-elicitation with the general population, but also with people with traumas, have experienced the way this tool helps emotions to emerge. This is a resource that allows the person to look at the content of the trauma indirectly because, on many occasions, it would not be possible to do it directly. Another expert uses short films to discuss with his patients and agrees with those who state that images give individuals without resources the opportunity to understand their traumas and start communicating and expressing themselves. The patient begins to communicate trauma when an opening is produced as a consequence of a safe and confident space in the therapeutic environment.

Artworks are means, resources, tools that facilitate the understanding of trauma, because sometimes the person “does not even have anything to deliver anywhere.” Their power has not been fully explored and their therapeutic use shares ethical limits with the discipline itself. Three experts pointed out the importance of respect and accepting each individual’s paces, so that the images do not force processes that the person is not able to close, or simply does not want to open. Empathy, time and knowledge are some of the key elements in the therapeutic process. All of the experts believe that working with artworks associated with emotions is necessary, as a contributing factor for art-based therapy.

Regarding the results of the online questionnaire, out of the 228 subjects that participated, 83.3% were female and 16.67% male, with ages ranging from 18 to 75 years old (Mean = 31 and DT = 10.66). More than half of the sample (83.3%) was between 18–40 years old, 62.5% between 18–30 years old and 20.83% between 31–40 years old. The remaining 16.67% was divided into 8.80% who were between 41–50 years old, 6.94% between 51–60 years old, 0.46% between 61–70 years old and 0.46% over 71 years old (Figure 4).
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FIGURE 4. Percentage of questionnaire participants by age.


Most of them came from degree programs in Education specializing in childhood, primary and social education (30.71%), and in arts (27.39%), with specializations in art therapy (12.86%), fine arts (5.81%), history of art (3.73%), film and photography (2.90%), and plastic, performing and visual arts (2.07%). Other professional qualifications with lower percentages were psychology (9.96%), communication, journalism and publicity (7.88%), protocol and event organization (7.47%), and social work (2.49%) (Figure 5).
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FIGURE 5. Percentage of questionnaire participants by career degree.


Only 12.96% of the participants have no work experience, while 87.04% have professional experience. Out of these, 75.46 have work experience between 1 and 15 years, 7.41% between 16 and 30 years, and 4.17% of more than 30 years.

Concerning the images selected by the experts, taking into account the gender of the authors of the works, it has been observed that 62.59% of them belong to male authors, and 21.58% to women; 0.7% are made up of artistic groups with members of both genders and for the remaining 15.11% the gender of the authors is unknown (Figure 6).
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FIGURE 6. Author’s Gender of the works selected by the experts.


With regard to the origin of the authors of the works selected by the experts, the highest percentage was found to be of European origin (56.83%), followed by Asia (10.79%), North America (10.07%), Latin America (5.04%), Slavic countries (5.04%), and Oceania (3.60%). It has also been found that 2.88% of the selected authors have dual nationality, and finally, there are 4.32% of anonymous authors and/or of unknown origin (Figure 7).
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FIGURE 7. Author’s nationality of the works selected by the experts.


Once the expected number of responses to the questionnaires was obtained, they were analyzed with the aim of observing which images achieved a high percentage of agreement with the emotion chosen by the expert and which did not reach that percentage. A high rate of consensus was considered to be reached if there was 80% or more agreement between the emotion chosen by the expert and the answers obtained on the forms.

It was assumed that the answer was consistent with the expert’s choice in the following cases: (1) if the person had chosen the option with the emotion chosen by the expert, (2) if he or she had chosen the option with the emotion very similar/very close to the one chosen by the expert or (3) if he or she had chosen the free response option, but the emotion chosen was still very similar/very close to the one initially chosen by the expert for that artwork.

They were considered not similar if (1) the person had chosen the option with an emotion totally opposite to the one chosen by the expert or (2) the person had chosen the free response option and the suggested emotion was very far/totally opposite to the one chosen by the expert.

Thus, observing the answers obtained by each of these 220 images, it was found that 64.55% of the images (142) have achieved 80% or more similarity between the emotion chosen by the expert and the emotion selected in the questionnaires, while 35.45% of the remaining works (78) obtained a consensus of less than 80% (Figure 8).
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FIGURE 8. Consensus among responses to form and choices of the experts.


Looking at the degree of consensus that each emotion has obtained, it can be seen that Sadness (Figure 9) is the primary emotion with the highest percentage of consensus (91.43%). This may be due to the fact that Sadness is a more easily identifiable emotion, as it is associated with a more recognizable symbolic language and has been more commonly represented in culture throughout history. In addition, as discussed above, negative emotions tend to predominate in therapy, as well as in the scientific literature devoted to the study of emotions.
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FIGURE 9. Consensus percentages obtained for the emotions of sadness.


Other primary emotions (Figure 10) such as Love and Fear have achieved a degree of consensus of 75%, which although lower than in the case of Sadness, is higher than in the case of Joy and Balance (66.67%) or Surprise (53.85%), perhaps, as was the case with Sadness, because these two emotions are more easily identifiable and have been frequently represented throughout the history of art. However, Surprise, on the other hand, may be a more ambiguous emotion and more difficult to identify in a univocal way, and is also an emotion of transit to another (fear, joy, humor, and anger).
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FIGURE 10. Consensus percentages obtained for the emotions of love, fear, joy, balance, and surprise.


Finally, emotions such as Anger (48% consensus), Emptiness (43.48%), and Humor (41.18%) have achieved a much lower percentage of agreement than previous emotions. In the case of Emptiness it may be because it is a more complex and specific emotion in traumatic situations (it should be remembered that this emotion was added from the first focus group); it is also an emotion related to culture. In the case of Humor, it may be because it is an emotion closely linked to background, culture and one’s own life experience. Finally, with respect to Anger, it is an emotion that can share characteristics with Fear or Sadness, which can make it difficult to recognize and represent (Figure 11).
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FIGURE 11. Consensus percentages obtained for the emotions of anger, sense of humor and emptiness.


Once the results of the online questionnaires were analyzed, a second focus group was called in order to confirm the results obtained.

First, the emotions that were finally most relevant to the tool were chosen (Supplementary Material 3). Among them, the emotion of self-compassion was proposed, which had not been reflected until now in the table of emotions, but which was considered relevant in the treatment of trauma. Filial love and conjugal love were also proposed as secondary emotions in Love, to qualify the type of attachment.

The experts were then asked to review the images that had obtained less than 80% consensus in the questionnaires and that were related to the emotions chosen in the previous step, in order to check whether, despite not having obtained a wide consensus on that emotion, they could be interesting in the new tool. The images with less than 80% consensus that were finally selected for their relevance to the final tool were: The Temple of Juno in Agrigento, Caspar David Friedrich (linked to Love: Nostalgia, 60% consensus); Market at Minho, Sonia Delaunay (linked to Alegria, 60% consensus); The Return of the Pigeon to the Ark, J. E. Millais (linked to Alegria: Hope, 40% consensus); Self-Portrait, Käthe Kollwitz (linked to Equilibrium, 40% consensus); Peaceful Fishing in a River in the Autumn, Ink on Paper, Song Dynasty of the South, Ma Yuan (linked to Equilibrium: Calm, 71.42% consensus); Circus 2, Gaston Izaguirre (linked to Anger: Rage, 66.67% consensus); Hotel Room, Edward Hopper (linked to Sadness: Solitude, 70% consensus); Florentine Pietà, Michelangelo (Love: Affection; 57.14% consensus); The Arch of Hysteria, Louise Bourgeois (Fear: Horror; 70% consensus); The Persistence of Memory, Salvador Dalí (Fear: Unrest; 66.66% consensus); Ofelia, John Everett Millais (Emptiness; 60% consensus); Young Slave, Michelangelo (Emptiness: Incapable; 66.66% consensus); Red Hysteria, Marina Núñez (Emptiness: Disconnection; 70% consensus); The Melancholy and Mystery of a Street, Giorgio de Chirico (Emptiness: Disconnection; 28.57% consensus).

In this review process it was also agreed that none of the images associated with the emotion Victory were sufficiently representative of this state, and furthermore, it was proposed to change the term because it was considered to resonate too much with sport, with competition, and in its place the concept of Overcoming was proposed. Accordingly, the following images were proposed: Freedom guiding the people, Eugène Delacroix; Le Petit Prince, Lita Cabellut; Helreiðin (staekkun); Ásmundur Sveinsson.

It was also proposed to change the term Emptiness as it is difficult to understand, to Emptying, and Disconnection to Disconnected.

Emotions or feelings such as Guilt, Restlessness and Shame were established as important in the final tool, as they often emerge in the therapeutic process, but in the first selection of experts they had 2 or less associated images, as they were sub-emotions in many cases linked to culture and the socialization process. In addition, as mentioned above, self-compassion was included, as it is a key emotion for the processes of overcoming trauma. Between five and eight images were proposed for each one and those finally chosen were: Dreams of Fatigue, Grete Stern (Guilt); Woman Thinking, Käthe Kollwitz (Shame); Fear (Das Bangen), Käthe Kollwitz (Self-compassion), and Little Night Music, Dorothea Tanning (Restlessness).

There were also several images that, although initially linked to an emotion, focus group experts considered that they better represented others: No title, no. 4. Abortion series, Paula Rego (initially linked to Shame, finally linked to Abandonment); Dreams of the Mirror, Grete Stern (initially linked to Restlessness, finally proposed for Horror) and India (Punjab Hills, Kangra) (c.1800). The Timid Bride (initially linked to Emptiness: Diminished/small: Shyness, finally linked to Anger: Disgust).

Finally, it was decided to collect in a new group those images that had not obtained enough consensus in relation to the emotion chosen by the expert for that work, neither in the questionnaires nor in the focus group, but were considered to be very mobilizing images and that could open a polysemy of interesting emotions for intervention in people with traumas. These images were: The comforter, Patricia Piccinini (initially proposed for Love: Affection: Sensitivity), Death and life, Gustav Klimt (initially proposed for Fear: Horror); Personen, Miriam Cahn (initially proposed for Guilt); L’homme qui marche, Giacometti (initially proposed for Emptiness: Diminished/small: Incapable); Inquisition, Edouard Moyse (initially proposed for Fear: Horror).

A final list of 92 images was obtained, related to the emotions chosen for the PROJECTA tool (Supplementary Material 4).



DISCUSSION

In this process, the artistic image has demonstrated its potential to simultaneously summon a memory crossed by cognitive and emotional elements. Aesthetic contemplation moves to a special state of existential apprehension similar to the space of therapy, by attracting past experiences to the present moment. As a symbol, the artistic object activates vital states by showing alternative visions of the relationship between the self and the world. The process carried out through long interviews with experts, and then validated through the questionnaire and the focus group, shows the evocative power of artistic images to convoke a new critical consciousness in a safe space through aesthetic appropriation, without the painful effects that a past experience could have. Crossed by culture, socialization and the person’s biography itself, the polysemy of artistic work is shown as an enriching and essential element where each human being finds a vital mirror in which to reflect him or herself. A place where there are no closed answers, and where alternative visions can be discovered of her or his own existence and, most importantly, confirmation of the value of his or her suffering and struggle to survive.

On the other hand, emotions are a complex and multidimensional construct in which social, cognitive, biological and cultural aspects intervene in a direct or indirect way (Matsumoto et al., 2008), and that (a) have a precise and subjective connotation or meaning for each individual, (b) are accompanied by a particular and very specific facial expression, (c) have a specific pattern of neuronal discharge, in other words, a single and particular physical reactions, and (d) generate particular behaviors that can be used to recognize each specific one (Maganto and Maganto, 2013).

Despite the conceptual and methodological challenge assumed by addressing this complexity, emotions have been and still are studied mainly by Psychology on a long journey where experts in the field continue to work to understand how negative and positive emotions coexist, complement each other, and play a part in human nature (Fredrickson, 2002; Carr, 2007).

However, there is a trend that can be seen in the scientific literature and the primary studies of the systematic review that was carried out: negative emotions have been more thoroughly studied than positive ones. This does not mean that Shaver’s approach is not suitable, but that, in general, scientific papers tend to report a greater number of negative than positive emotions during therapeutic processes, a fact that confirms, once again, the results in Table 1. The reason for this is that negative emotions have an adaptative function, offer clear and specific answers, are tendencies for action and add substantial value in the immediate survival of the human being. In contrast, positive emotions are harder to identify and define. Positive is assumed as part of what is expected and answers are not as clear and specific. Moreover, research on pathological problems has generally left behind the investigation of the positive and, thereby, the strengths, virtues and potentials of the individual.

Precisely, this prevalence of negative emotions in the scientific literature can be related to the results obtained regarding the percentage of consensus generated by the emotion of Sadness, since in this case it is the primary emotion that has achieved a higher percentage of consensus, as well as that for which more artistic images were received.

As mentioned at the beginning of this section, emotions are crossed by cultural differences, the process of socialization and the uniqueness of each subject, understanding the vital experiences of each one by their perception, which is more perceptible in complex emotional states. In this sense, results show that emotions such as Emptiness have obtained a lower percentage of consensus than others such as Love, which may be due to the fact that it is a complex emotion whose meaning varies radically in relation to the point of view from which it is considered. On the one hand, it is a very frequent state in PTSD and other traumatic processes and present in the dissociative symptoms of de-realization and depersonalization, as defense and adaptation mechanisms in the face of overwhelming situations (Van der Kolk, 1994). On the other hand, in cultures/philosophies, religions and other spiritual conceptions, as is the case of Buddhism, emptiness/vacuity -known as Shuni- is a polysemic concept that refers to the state of meditation, the deep understanding of reality and the no-self or lack of ego. In this case, emptiness would be a positive state to which to aspire (Arnau, 2005). Other emotions like Love and Fear have achieved the highest percentage of consensus in our results, maybe because these emotions are more easily identifiable and have been frequently represented throughout the history of art.

Emotional states such as guilt and shame are also strongly nuanced by culture and gender-differentiated socialization (Efthim et al., 2001; Silfver, 2007; Furukawa et al., 2012), so presumably the number of images obtained for these emotions was very low. In the case of sense of humor, it also seems to be influenced by cultural and generational differences (Olsson et al., 2001; Martin, 2007), gender (Wu et al., 2016), individual aspects through various cognitive processes, motivation and previous affective implications (Kuiper et al., 1995) and contextual factors (Booth−Butterfield and Booth−Butterfield, 1991). Hence, the consensus obtained for this emotion was lower than in other more immediate emotions related to the survival mechanisms of the individual, as may be the case of Fear.

Finally, Self-compassion and Overcoming were two states that were later included as a result of what was reported in the focus groups and the in-depth interviews with the specialists in trauma therapies, since they are two psychological constructs that help and favor the therapeutic process: on the one hand, overcoming as a desire and final objective, and self-compassion as a possible auxiliary method. Various researches show that self-compassion is a factor related to psychological well-being, mental health and prevention of psychopathology (Thompson and Waltz, 2008). Furthermore, it has been shown that interventions based on self-compassion decrease the severity of symptoms related to avoidance (Seligowski et al., 2014) and they can thus improve the ability to support and re-historize traumatic memory the possibility that the person can be exposed to these traumatic memories in a safe manner (Germer and Neff, 2015).

The challenge for professionals linked to art therapy is to keep up with methodologies and observation-evaluation strategies that develop emotions, feelings and states of mind, as a source of storage of psychological, emotional and social resources, in order to promote adaptation, enlargement of thought and action, environmental exploration, personal growth and, especially, the ability to address future difficult circumstances.

The identification and expression of emotions offers health benefits, subjective well-being and resilience (Fredrickson, 2002), creativity, openness to new experiences, acceptance of critical feedback, and the experience of a “unity with the others” (Garland et al., 2010), all reasons that support the development of visual art therapy tools such as PROJECTA.

Last but not least, the methodology used in the present investigation adds additional value, because very few studies include mixed methods research for the validation of visual art therapy tools. Authors like Gerber (2016) affirm that it is necessary to stop, identify and select the most suitable, systematic, and rigorous methodologies in favor of an investigation that contributes to the nature and vision of art therapy. That is why “mixed methods research provides viable options for advancing the art therapy research agenda while preserving the essential meaning of the field” (p. 654). Archibald and Gerber (2018) also claim that the integration of arts with mixed methods research has an unexplored potential, because both perspectives seek to understand social and cultural complexity for a transformative change through innovative methodological approaches. Mixed designs are congruent with the forms of knowledge of art therapy and promise progress in this field with philosophical and methodological integrity (Betts and Deaver, 2019).

In fact, methodological pluralism provides a critical and pragmatic response to complex ever-changing social problems using multiple methods to address an issue, which also depend on epistemological pluralism, understood as the recognition of the legitimacy of the sources and types of knowledge (Popa and Guillermin, 2017).



CONCLUSION

Art has been a necessary vehicle in all cultures to share states of attachment, separation or loss. Authors such as the anthropologist Ellen Dissanayake (1988, 1992) point to Art, play and ritual, as essential activities for the psychic survival of human groups. In their need to build objects with a symbolic charge that would help them to understand themselves and endure, human beings made art a transitional space where they could understand themselves in the world. This space offered them skills of symbolic adaptation through the development of a holistic, transcendent understanding, united with the ability to imagine an alternative present. The images and objects of Art present in museums, from different periods, geographies and cultures, have served, both now and in the past, to establish an encounter with what is possible, beyond the contingencies of humans. Art, in its in-seeing potential, brings together intellectual, affective and unconscious identification, revealing itself as an indispensable instrument to help one understand and structure one’s own suffering.

Cultural spaces, which display works of art, and therapeutic spaces where professionals can accompany people who have suffered the psychological consequences of traumatic events, are emerging as places with immense potential where aesthetic perception can help to see “further in and beyond.” This work has revealed the importance of furthering the studies on contemplation and aesthetic perception initiated in the 19th century in relation to empathy and therapeutic potential and the great field of cultural spaces today that are sued not only for the recognition of heritage, but as symbolic spaces of personal development. As Coles (2020) suggests, museums-based Art therapy can articulate key therapeutic principles of holding, containing, trust, exploration and learning, play and acceptance that can be used by Art Therapists within their practice.

PROJECTA has been created to allow the identification, expression and demonstration of emotions by means of artworks during therapeutic intervention, thus it does not pretend to be a diagnostic or projective tool. Aware of the difficulty to establish associations between images-emotions, it does not seek to reduce the image to a single and obvious meaning (monosemic image), but expects the interpretation to be mediatized by those who observe, according to their personality, previous experiences, social relationships, culture… (polysemic image).

The instrument and its methodological process are not exempt from limitations. Since it is an exploratory study with a reduced sample, concordance coefficients have not been utilized to obtain significant differences between images and the associated emotion. The sample that responded to the questionnaire is also not representative. To compensate for the deficiencies, the triangulation of different sources and techniques has been used throughout the study. Despite this, a balance between images from masculine and feminine authors has not been achieved. Consequently, in other versions of the instrument this condition has to be considered.

It is expected that the implementation of the tool in future investigations will meet this broad and inclusive criteria. Another conceptual and methodological challenge will be to obtain a more effective reduced version of the images to work with people with traumas, through the validation by practitioners or in spaces like museums. The aim is also to elaborate a version directed at children who have had trauma or experienced difficulties. For these cases, artworks have to be in accordance with their evolutionary stage, social environment and cultural diversity.

It is recommended that the approach by Shaver et al. (1987), which was adapted with input by experts using a primary, secondary and tertiary emotion model, be continuously refined for its use in observation, intervention and evaluation methodologies.

Finally, investigations in art therapy with mixed methods research should consider the transformative and critical possibilities of arts. It is important to look at how these could be positioned for the integration of arts-MMR as a binomial, and not as a praxis where arts are embedded in MMR, to create instead a therapy based on art and a research methodology working together to push its own limits (Archibald, 2018).
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Psychodrama is an effective psychotherapeutic model but interventions with adolescents require age-tailored techniques that maximize engagement and facilitate communication processes. This study describes a novel adaptation of a therapeutic mask technique to psychodrama with adolescents. Over the course of eight group sessions of psychodrama, five adolescents (16 to 18 years-old) created their own mask and explored its therapeutic use. Their experiences were captured at the end of each session with the Helpful Aspects of Therapy (HAT) form, and at the end of the study with the Clinical Change Interview (CCI). Awareness/insight/self-understanding, empowerment and relief were the most significant aspects experienced by the adolescents, along with perceived increase of calmness and world connection, satisfaction in interpersonal communication and better emotional expression and regulation. The mask technique was experienced as a playful and engaging task that facilitated insight and interpersonal communication. Findings provide preliminary evidence on the clinical utility of mask-based psychodrama with adolescents.
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INTRODUCTION

Effective psychological intervention during adolescence has been identified as a protective factor throughout the life cycle (Hoag and Burlingame, 1997; Daemi and Vasegh Rahimparvar, 2018). However, therapeutic work with adolescents can be difficult since their quest for autonomy may challenge therapists and hinder therapeutic engagement (Oetzel and Scherer, 2003; Leggett, 2009; Bennett et al., 2017). Moreover, it is also common for teens to have problems in understanding and expressing their thoughts, behaviors, and feelings, which can decrease their communication skills (Leggett, 2009; Bennett et al., 2017). In order to overcome these difficulties, the use of creative therapeutic interventions that match talking and playing have been recommended (Leggett, 2009; Utley and Garza, 2011; Bennett et al., 2017). Creative techniques may aid clients to feel a symbolic safe distance from their therapist, deepening attunement with their inner experiences (ideas and emotions) and facilitate its expression (Leggett, 2009; Utley and Garza, 2011; Bennett et al., 2017). This paper aims to explore the views of adolescents regarding the integration of a mask technique in the therapeutic process of a psychodrama group.

Psychodrama is a group psychotherapy based on action techniques (e.g., role reversal, role-playing, sculptures, doubling, and sociometry), and enhancement of spontaneity and creativity (Cruz et al., 2018; Yaniv, 2018). Through dramatic action, clients can explore and express their internal experiences (e.g., feelings, thoughts), whether past, present or future, exteriorize their problems and simulate life realities, searching for possible solutions for the existing challenges in their lives (Orkibi et al., 2017; Yaniv, 2018; Orkibi and Feniger-Schaal, 2019; Şimşek et al., 2019). In this safe environment, group members can practice the existing roles in different ways or experience new ones, gain insights about themselves or others, and develop life skills (Orkibi et al., 2017; Yaniv, 2018; Orkibi and Feniger-Schaal, 2019). In other words, group members can achieve new perspectives and ways of acting, concerning their problems, and life in general. Psychodrama is a good therapeutic model for working with adolescents, addressing important dimensions for identity construction, such as socialization, feelings of belonging to a group of peers and psychosocial development (Moreno, 1946, cited in Cossa, 2003; Castro and Almeida, 2017; Orkibi et al., 2017).

In order to facilitate the client’s communication, psychodrama can use intermediate objects such as puppets, dolls, masks, among others (Rojas-Bermúdez, 2017). Our work explores the use of the mask as an intermediate object. The earliest reference of the use of masks with therapeutic purposes goes back to 1950s. In an exploratory study, Pollaczek and Homefield (1954, cited in Brigham, 1970 and Janzing, 1998) used masks with a group of children, between 8 and 11 years old, with speech problems. Authors noticed that in sessions, when children performed some role wearing the mask, they reduced their difficulties in maintaining verbal communication. Since then, masks have been applied in therapeutic contexts, using different methodologies such as the use of make-up (Breitenbach, 1979, 1987 and Petzold, 1975, cited in Janzing, 1998) or construction with clay (Sheleen, 1978, 1983, cited in Janzing, 1998), and with different clinical populations, such as bulimic women (Hinz and Ragsdell, 1990), victims of sexual abuse (Trepal-Wollenzier and Wester, 2002), and psychotic patients (Cichocki et al., 2016). According to Landy (1985), the use of masks can facilitate specific therapeutic tasks, namely: when a client needs to represent two sides of a conflict or dilemma; to express his or her identity in a group; to explore dreams and imagery; or to express a social role.

In the late 1960s, Rojas-Bermúdez introduced masks in psychodrama, through his work with chronic psychotic patients. He noticed that psychotics had difficulties in understanding human natural communication, translated by an inability to decode non-verbal signs in others. For the author, the usage of masks would eliminate non-verbal cues and the complexity of facial expressions. Through masks, he observed improvements in patients’ internal and external communication (Rojas-Bermúdez and Moyano, 2012; Rojas-Bermúdez, 2017). Other therapists have observed that using masks as a therapeutic tool helped clients engaging with internal contents, promoted self-knowledge, and facilitated self-disclosure without the pressure created by the direct contact of the face with the social mirror (Brigham, 1970; Janzing, 1998; Rojas-Bermúdez and Moyano, 2012; Castro and Almeida, 2017; Rojas-Bermúdez, 2017). Masks also allowed clients to gain distance from their problems, gaining space to become more reflective (West et al., 2001). Moreover, observing others acting with masks can create a sense of alienation, separating the masked from the observer. This effect can help observers to go deeper in their inner experiences, moving from the message and meaning of what they observe to discover their own meanings (Roy, 2016). Also, in therapeutic work with families, masks provided a sense of anonymity that helped family members to expose their thoughts and feelings more freely without the pressure of responsibility for their behaviors, or the fear of other’s reactions (Baptiste, 1989). At the same time, masks facilitated processes of feedback because the covered face filtered negative impacts of non-verbal communication. Moreover, masks introduced a lively and relaxed environment, and stimulated family members’ cooperation during the elaboration of the masks (Baptiste, 1989; Trepal-Wollenzier and Wester, 2002; Gerity and Bear, 2007).

From the above, there is evidence that the mask technique facilitates important developmental tasks of adolescence, and could serve as a useful therapeutic tool in psychodrama with this population: it facilitates access to internal contents and promotes self-knowledge; it helps go deeper in one’s emotional experiences, to reach insights about oneself and life in general, to communicate clearly, promoting the emergence of a new self; it combines verbal and non-verbal expression of the inner world and behaviors, as suggested for therapeutic work with adolescents (Castro and Almeida, 2017; Daemi and Vasegh Rahimparvar, 2018; Şimşek et al., 2019). However, to our knowledge, the integration of masks in psychodrama processes with adolescents have never been empirically studied. The aim of this study was to understand the adolescents’ experiences on the use of the mask technique as a therapeutic aid in psychodrama. We expected to gain a detailed and richer understanding of the potential of this tool and contribute positively to fruitful psychotherapeutic work with adolescents.



MATERIALS AND METHODS


Study Setting and Participants

The study was conducted using a naturalistic psychodrama group with adolescents, at the Outpatient Center Clinic of the Faculty of Psychology and Education Sciences, University of Porto (FPCEUP). Informed consent was obtained from all participants, but research-based ethical approval was not required, as the group (and evaluation) reflected usual clinical practice within the service. However, compliance with the ethical and deontological principles that were approved by the Ethics Committee of the University of Porto, was safeguarded.

Five adolescents participated in the study, two females and three males, with ages ranging from 16 to 18 years old (M = 16.6; SD = 0.8). Three participants attended high school and the other two middle school. All participants had been in individual psychotherapy within the previous 12 months. The most reported reason why these clients were referred to psychodrama therapy was anxiety problems, specifically translated in interpersonal relationships difficulties. This was an open format group. In their current therapy the mean duration of treatment was one and a half year, with durations ranging from 2 months to 4 years.



Mask Technique

In this article, we describe a powerful therapeutic work with masks in a psychodrama group of adolescents. We adapted the brief series of mask technique developed by Rojas-Bermúdez and Moyano (2012); Rojas-Bermúdez (2017), which consists in painting a series of four masks on cardboard. The images and contents revealed symbolically by the masks are first characterized and signified through the filling of a list of attribution of characteristics for each mask (with title/name of the mask; it’s age; in which situation the mask could be used; most and least liked one; most and least intimate/superficial one) and then explored, with different psychodrama techniques (Rojas-Bermúdez and Moyano, 2012; Rojas-Bermúdez, 2017). This technique has the potential of facilitating an intimate encounter of each client with him/herself, allowing the experimentation of differentiated roles (both creator and observer of the creation) and listen the views of the group regarding their mask. Also, the technique can facilitate access, interpretation, evaluation and (re)construction of meanings regarding internal contents represented symbolically in the mask; and how those contents dialogue with individual’s day-to-day life and the relationship he/she/they establish with itself, the group and its therapeutic agents.

The application of the mask’s technique took place during eight weekly 90 min sessions. The session’s structure followed the psychodrama theoretical model: warm-up, enactment, and sharing. The goal of the warm-up phase is to prepare the group for therapeutic work. In the action/enactment phase the group enacts real or imagined life events. The sharing phase consists in a group discussion about the events, feelings and emotions that emerged in the action/enactment phase. Of this block of eight sessions, the first two sessions were structured with a focus in diaphragmatic breathing exercises and body/sensorial exploration. In the subsequent three sessions, therapeutic work involved the preparation of the materials necessary for the mask-making process and the creation of the masks themselves. In the last three sessions, the masks previously created were actively introduced in therapeutic work. Specific interventions included characteristics attribution to each mask, role-playing of different life situations using the mask and dramatic games (e.g., create a psychodramatic form of presentation using their masks, create different characters while embodying the different masks). These eight sessions were considered as a full spectrum of what we consider as the application of the adapted form of Rojas-Bermudez’s proposal of the series of masks technique. All sessions took place in a wide room with chairs, cloths, and other materials available, namely cardboard, brushes, finger painting, mirror, pencils, scissors. In all sessions were present the group director, auxiliary ego, and the group members.



Measures


Helpful Aspects of Therapy (HAT)

The HAT (Llewelyn et al., 1988; Sales et al., 2007b) is a post-session self-report questionnaire that addresses clients’ perceptions of significant therapy events (SE). Clients are asked to identify and describe, in their own words, the most helpful and hindering events at the end of each session. By event we mean something that happened, something that was said or done, or a specific activity. The HAT includes questions such as “Of the events which occurred in this session, which one do you feel was the most helpful or important for you?”; “What made this event helpful/important and what you got out of it?”; “Did anything happen during the session which might have been hindering?”



Clinical Change Interview (CCI)

The CCI (Elliott et al., 2001; Sales et al., 2007a) is a semi-structured interview, with four to eight open-ended questions, that seeks to explore the changes that clients’ might have noticed since the beginning of therapy, what clients’ attribute these changes to, and helpful and hindering aspects of therapy. For each change identified, the client is asked to indicate how surprising the change was (in a 5 point scale from 1- expected to 5 – surprised), if the change would have occurred without therapy (5 point scale from 1- unlikely to 5 – likely), and how important the change was (5 point scale from 1- not at all to 5 – extremely important). The CCI can be administered at the end of the therapeutic process and at regular intervals throughout therapy. The interview lasts, in average, between 30 and 45 min.



Procedure


Data Collection

The study followed the group weekly between June and August of 2017. The psychodrama group was led by an experienced and trained director (NP). During the research, one member of the research team (JGR), who is a therapist in training in psychodrama, was part of the therapeutic team as an auxiliary ego. On a weekly basis, the HAT form was sent via e-mail to the clients after each session. At the end of the data collection process for the study, each adolescent was interviewed by JGR (CCI). The interviews were audio recorded and transcribed.



Data Analysis

The content of the qualitative data provided by the HAT and CCI were analyzed by two independent raters in order to derive meaning and identify recurring conceptual patterns of experience, with the aim of organizing the information in different categories (Elliott and Timulak, 2005). A thematic analysis was conducted (Braun and Clarke, 2006). For the HAT, a deductive approach was used. The SE were categorized from the adaptation of a frame of categories of significant events in psychotherapy, available in the literature (Elliott, 1985, 2010; Timulak, 2007, 2010; Castonguay, 2011; Richards and Timulak, 2012; Cruz, 2014; Vieira, 2014; Cruz et al., 2016). If a client response did not match clearly with the original categories, the events was categorized in a new one. This happened specifically with events related to the mask technique (mask technique, sensorial exploration exercises, diaphragmatic breathing exercises).

The SE were organized in two conceptual domains – Impact (effects/results that the session had on the participant) and Action (SE that describe specific situations/exercises that occurred during the sessions). Each domain was organized in thematic categories. The codification in each category was not mutually exclusive. The kappa coefficient for HAT was 0.74. Frequencies of responses in each category were analyzed. For the CCI an inductive and data-based approach was used. The transcripts were closely examined to identify common themes – topics, ideas and patterns of meaning that come up repeatedly. Clients identified a broad diversity of changes that were organized into six thematic categories. A kappa coefficient of 0.83 was found.



RESULTS


Significant Events

Over the course of the eight psychodrama sessions, adolescents reported 96 helpful SE, and three hindering SE in their HAT forms. Tables 1, 2 display a brief description of the categories found in each two domains, as well as some illustrative quotes.


TABLE 1. HAT- description and illustrative quotes of SE – Impact Domain.

[image: Table 1]
TABLE 2. HAT- description and illustrative quotes of SE – Action Domain.

[image: Table 2]The most frequent helpful SE reported by the adolescents during these sessions were related to an increased awareness and self-knowledge (31.3% of the helpful SE). As some of the participants put it, “It helped because I could see how I see myself and how others see me,” “It allowed me to reflect a bit more on how I interact (or try to interact) with others,” or “I realized that I feel the need to talk to people.” During these eight sessions, adolescents also experienced empowerment (20.8% of the helpful SE) and feelings of calm, relief, and well-being (17.7% of the helpful SE): “Talking about bullying and remembering how I handled it helped me create a new interpretation,” “This event helped me because, sometimes, I suffered from anxiety attacks and I couldn’t control my breathing, and it also helped me to be calmer because with a good breath everything is easier.” Although to a less extent (3% of the total SE) adolescents also reported hindering SE, mostly related to inhibition and discomfort during the early sessions of the use of masks: “Personally I did not like the sensorial exploration exercises, as I did not feel comfortable” and “I didn’t do the last exercise because I didn’t feel comfortable doing it.”

The mask technique (36% of the total SE) and the psychodramatic games (23% of the total SE) were the actions that adolescents perceived as most significant over the course of these eight sessions (Table 2). Both during the first part of the games, as well as when exposing the masks to others, participants stressed “It also allowed me to feel even more comfortable with the group” or “I found it interesting because, in the handwork we had to interact with each other and communicate with the group to work properly.”



Perceived Changes

In CCI, adolescents identified a total of 16 changes that were retrospectively attributed to the psychodrama group integrating the masks (see Table 3). These changes were thematically organized into six categories. The most frequent changes were a greater experience of calm and relax and increasing interpersonal communication skills (both reported by four adolescents): “It was a good feeling, to relax without feeling that I was being observed. I ended up taking this a bit with me,” “I can feel calmer, more comfortable to speak,” “I was able to communicate a bit more, inside and outsider the group” or “At school, I spoke with some of my classmates and a teacher. And I have communicated more with my family.” Three adolescents also stressed improvements in emotion regulation and emotion expression. Two adolescents highlight a better understanding and acceptance of past experiences, and a more involvement on daily routines and, in one case, a greater comfort with physical touch: “This way it was easier, it gave me more ways to speak, I didn’t need to do any gestures,” “I’m able to look to certain things I’ve been through, but that now I know how to act,” “I’m feeling freer because I don’t think so much in what others are saying” or “I used to not like people to touch me or hug me. I feel that here, at therapy, with the exercises, it’s something that has been helping me.”


TABLE 3. Changes identified in the CCI.

[image: Table 3]When asked about how surprising or unexpected these changes were, adolescents report that 63% of the changes were somewhat or totally surprising. And 81% of the changes would not have happened without the psychodrama integrating the mask technique. About the importance attributed, 75% were considered extremely important changes.



DISCUSSION

The current study sought to investigate the views of a group of five adolescents enrolled in a psychodrama treatment enriched with the mask technique. It contributes to new reflections about psychodrama work with adolescents, focusing the usage of masks as a therapeutic tool. The findings suggest that the insight/self-awareness, self-overcoming, self-empowerment, the experience of well-being/calm/relief/focus, and the group factors were the most significant experiences within the therapeutic process. Adolescents reported masks technique (construction of masks and characteristics assignment to each one), and their usage in psychodramatic games and enactment, as the most helpful for reaching new insight/self-awareness/self-knowledge about themselves.

The positive impacts on insight and self-awareness are in line with previous psychodrama-based therapeutic work with adolescents (Cossa, 2003; Orkibi et al., 2017; Şimşek et al., 2019). Psychodrama appears as a mean of reaching this self-knowledge for adolescents, providing strength and security in the relationship between peers (Castro and Almeida, 2017; Fontoura et al., 2020). These results are also congruent with studies about the impact of psychodramatic intervention with adults (McVea et al., 2011; Cruz, 2014; Vieira, 2014) and with a systematic review about SE (Timulak, 2010) which revealed that insight events are the most important aspect of this therapeutic model.

Because psychodrama uses action as a base, it provides adolescents the opportunity to enact and realize their difficulties, in addition to providing communication tools with other group members. As expected, mask-based psychodrama helped adolescents to go deeper in their inner experiences, reaching new perspectives about themselves or others. Adolescents emphasized the development of a clearer understanding of themselves and reality, and an increase of personal skills to deal with problematic situations. These data are in line with Timulak and McElvaney (2013) that observed two types of insight events, one that potentiates clients’ perception of their problems, and other that enlights what they want to change.

The experiences of self-overcoming/empowerment, well-being/calm/relief/focus, which are related to internal work, were associated to tasks such as relaxation and diaphragmatic breathing, mask construction and enactment with mask. Once again, these data reinforce the role that the mask technique played in the therapeutic process. They underline an empowering process based on emotions experienced in body and translated cognitively, which can develop consciousness of personal resources, and promote a sense of capability to deal with problematic issues (Timulak and Elliott, 2003).

The core aspects that lead adolescents to identify Group Factors/Interpersonal Relations as helpful could also be related to mask technique. The tasks associated to the mask technique promoted an attunement within group members, which helped to create a new relational experience and connection. This is consistent with Baptiste’s (1989) experience of emerging cooperative stance between family members during the creation of the masks. These results highlight an important contribution of this technique to promote interpersonal skills, which was the principal motive of reference to psychodrama.

The hindering events emerged from techniques that appealed the use of the body, like sensorial exploration and sculpture construction. Interestingly, despite the provoked discomfort, delivered techniques based on body sensations or expression seemed to have a noteworthy impact, by encouraging adolescents’ attendance to their feelings, allowing them to gain a better understanding of what they do not like, or what they need. It is also important to note that felt difficulties may be due to personal characteristics of the adolescents, such as aggressiveness, absence of adaptive emotional regulation strategies, and communication problems. Notwithstanding the scarcity of hindering events, they should be considered, because they can cause ruptures in therapy, decreasing clients’ engagement in treatment (Safran et al., 2011). In this case, it seems important that therapists consider with caution the use of the masks in exercises that appeal the use of the body, always considering the adolescent’s characteristics in order to avoid exercises that can be harmful.

There is a clear association between the helpful events experienced during these eight sessions and the changes presented in the CCI. Adolescents declared as major changes a greater experience of calm and involvement with the world in an attentive and peaceful manner, greater satisfaction in the establishment of interpersonal communication and in relationships with peers and adults, as well as changes regarding emotional expression and emotional regulation. We highlight an adolescent that stated, “With the mask, nobody could see if I was smiling, if I was crying, and I could show my normal face and people wouldn’t see.” That statement goes in line with literature that predicts that wearing the mask allows the communication of emotional states and internal contents without the pressure created by the direct face-to-face contact, hence increasing the engagement in enactment (Brigham, 1970; Janzing, 1998; Rojas-Bermúdez and Moyano, 2012; Rojas-Bermúdez, 2017). As if being behind a mask promoted a feeling of safeness to go deeper to the “real person,” and to create new evaluations of oneself and of others (Baptiste, 1989; Leggett, 2009). Creative play with masks promotes the contact with others and the emergence of new perspectives about reality (Leggett, 2009; Utley and Garza, 2011; Bennett et al., 2017), therefore allowing to see or discover the real person behind the mask.

In sum, the Rojas-Bermúdez mask technique used as an intermediate object in psychodrama with adolescents seems to facilitate psychological reactions that promote access to insight, self-knowledge and a better understanding of the internal and external reality, which are fundamental aspects for personality development, a core aspect of human development throughout the life cycle. It is an age-appropriate technique for adolescents that complies with recommendations for creative techniques that join talking and playing, and reinforces clients’ appreciation of the experiential nature of psychodrama (Orkibi et al., 2017). Mask-based psychodrama creates a therapeutic atmosphere that favors the establishment of interpersonal relationships, the solution encounter to intra and interpersonal problems as well as learning to deal with adolescents’ typical challenges (Castro and Almeida, 2017; Orkibi et al., 2017; Daemi and Vasegh Rahimparvar, 2018). Our results provide preliminary evidence of masks as clinically relevant and appreciated therapeutic tools that can enrich psychodramatic interventions with adolescents.

This study should be interpreted considering its limitations. Data comes from a small sample size and clients’ perceptions are idiosyncratic. Therefore, results are unrepresentative to general population and cannot be generalized. Despite the data analysis was made by two researchers, researcher bias can be present, given the team allegiance to psychodramatic approaches. Although the reinforcing results of masks usage in therapy, we cannot clearly establish whether the therapeutic benefits were specifically due to this technique, because its introduction was carried out in an ongoing therapeutic process. Nonetheless, the findings of the current study point to the potential of masks as a useful tool to enrich psychodrama processes with adolescents.
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Imagery Rehearsal Therapy (IRT) is effective for trauma-related nightmares and is also a challenge to patients in finding access to their traumatic memories, because these are saved in non-verbal, visual, or audiovisual language. Art therapy (AT) is an experiential treatment that addresses images rather than words. This study investigates the possibility of an IRT-AT combination. Systematic literature review and field research was conducted, and the integration of theoretical and practice-based knowledge resulted in a framework for Imagery Rehearsal-based Art Therapy (IR-AT). The added value of AT in IRT appears to be more readily gaining access to traumatic experiences, living through feelings, and breaking through avoidance. Exposure and re-scripting take place more indirectly, experientially and sometimes in a playlike manner using art assignments and materials. In the artwork, imagination, play and fantasy offer creative space to stop the vicious circle of nightmares by changing theme, story line, ending, or any part of the dream into a more positive and acceptable one. IR-AT emerges as a promising method for treatment, and could be especially useful for patients who benefit least from verbal exposure techniques. This description of IR-AT offers a base for further research.
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INTRODUCTION

Post-Traumatic Stress Disorder (PTSD) is characterized by severe symptoms of re-experiencing, hyper arousal, avoidance, flashbacks, negative beliefs, or expectations, sleep disturbance, and distressing dreams, or nightmares as consequences of one or more traumatizing experiences. It is diagnosed when the duration of the symptoms is more than 1 month and the disturbance causes clinically significant distress or impairment in social, occupational, or other important areas of functioning (American Psychiatric Association, 2013). Events that may lead to PTSD include, but are not limited to, violent personal assaults, natural or human-caused disasters, accidents, combat, and other forms of violence.

Many people who have been diagnosed with a PTSD also have nightmares. In the number of people suffering from PTSD and nightmares is estimated at 40% and as high as 98% (Wittmann et al., 2007; Van Schagen et al., 2012). A common symptom of PTSD are nightmares in which the traumatized person relives his experiences while sleeping (Barlow and Durand, 2015). In addition, people who also suffer from nightmares that do not have a full PTSD diagnosis, but do have post-traumatic symptoms (Van Deth, 2017).

Nightmares are dreams that seem to be real to the dreamer and often lead to feelings of stress and fear. The woken dreamer may initially have trouble comprehending that it was in fact a dream and not real. In the event of PTSD, the nightmare content is directly related to the traumatic event, which is re-experienced during sleep. They are described as replicative nightmares and are considered one of the main PTSD symptoms (American Psychiatric Association, 2013).

Imagery Rehearsal Therapy (IRT) is a Cognitive Behavior Therapy (CBT) technique to inhibit the original nightmare and provide a cognitive shift that empirically refutes the original premise of the nightmare (Lancee et al., 2011; Germain, 2013). Many non-pharmacologic techniques have been proposed to treat PTSD-related or idiopathic nightmares, including hypnosis, lucid dreaming, Eye Movement Desensitization and Reprocessing (EMDR), desensitization, and IRT. However, only desensitization and IRT have been the object of controlled studies, and IRT has received the most empirical support (Krakow and Zadra, 2010). Research has shown effective results of IRT on traumatic nightmares. This method seems to have a beneficial effect on PTSD symptoms, the quality of sleep and the nightmare frequency (Van Schagen et al., 2015; Van Schagen and Lancee, 2018). Nevertheless, there is evidence that not all patients benefit from trauma-oriented cognitive behavioral therapy (Schouten et al., 2018). To tell and expose themselves to their own trauma can be perceived as too great a threshold for these patients, preventing them from accessing the traumatic memories.

Art therapy, as a non-verbal and experiential treatment, consists of and makes use of non-verbal communication of thoughts and feelings, based on the idea that the creative process of art making is healing and life-enhancing. Like other forms of psychotherapy and counseling, it is used to encourage personal growth, increase self-understanding, and assist in emotional repair (Schouten et al., 2018; Malchiodi, 2020). Art therapy differs from other forms of psychotherapy and counseling in its methodical use of techniques such as drawing, painting, collage, and sculpting to shape and express feelings, thoughts, and memories in visual and concrete terms. Art therapy addresses images rather than words, and offers a different kind of access to traumatic memories and emotions than verbal treatments. The non-verbally stored traumatic memory, which is relived during a nightmare, can be examined, shaped in the artwork and thus externalized. In this way, memories can be processed, and negative thoughts and emotions associated with it can be treated (McMillan et al., 2018). Art therapy is visible and tangible through the use of visual material and therefore consistent with coming into contact with the non-verbal, visual, sensory-perceptual nature of traumatic memories (Lobban, 2016; Schouten et al., 2018). In this review we define art therapy as a circumscribed form of psychotherapy grounded in arts-based methodology, such as sensory, movement, visual, and other forms of art-based approaches (Malchiodi, 2020).

Art therapy may offer a treatment alternative for patients who are unable to talk about traumatic memories and unable to tolerate exposure treatments. Art therapeutic interventions provide an opportunity to distance oneself from emotion while offering cognitive integration of emotion and stimulating meaning-making processes (Malchiodi, 2020). Based on expert opinions and preliminary research, a three-phase trauma-focused art therapy protocol has been investigated (Schouten et al., 2014; Elbrecht, 2018). The first phase of the protocol is aimed at stabilization and symptom reduction, the second phase is trauma-focused, and the third phase works on integration and meaning-making. Although the first phase of the art therapy protocol is called stabilization and symptom reduction, its purpose goes beyond stabilization and focuses on decreasing avoidance and accessing traumatic memories as a form of progressive exposure. It is posited that art making in art therapy may provide relaxation and decreased arousal, reducing avoidance by providing more gradual access to traumatic as well as positive memories and emotions, and enabling patients to express and externalize memories and emotions in visual art and to link this to implicit and explicit memory (Malchiodi, 2003, 2012, 2020; Schouten et al., 2014).

Implicit and explicit memory systems help in the understanding of what happens to traumatic memory, and why it is so hard to express traumatic experiences in words. Rotschild (2014) and Levine (2015) have stated on numerous occasions to consider PTSD as a conflict between the ancient brain (implicit memory) and the prefrontal cortex (explicit memory). When humans experience life-threatening situations, most energy is withdrawn from the prefrontal cortex, the area associated with planning, language, logic and interpreting functioning. Instead, the amygdala, as the smoke alarm, activates an instinctual two-path-response in the hippocampus: either active response (running away or fighting) or a passive response (freezing, dissociating). From the moment the hippocampus is activated, large areas of the prefrontal cortex are shut down. The individual is not able to speak or think in a logic way. In this way, the memories of this event will be hold as non-verbal, audio-visual orientated, “frozen” language. An experience what Elbrecht (2018) calls: an unresolved an incomplete response to something that was experienced as an unbearable level of helplessness and being overwhelmed.

When working with explicit memory, words are used to express what we are thinking or feeling and to make sense of our experiences both past and present; we can create stories and put them into perspective. Implicit memory is associated with the subcortical parts of the brain; the primitive parts that are not under conscious control and have no linguistic representation. Implicit memory is created without words, only including sensations and images. Rotschild (2014), Van der Kolk (2014), and Levine (2015) found that the language center shuts down, when experiencing traumatic events. Because there is no verbal or logical processing, the contents of these traumatic memories will be presented in flashbacks and overwhelming images, sounds and emotions. Art therapy might therefore be a good starting point for the treatment of PTSD-related nightmares and for gaining access to traumatic memories. Trauma-focused IRT art therapy emphasizes expression of memories as a way to help individuals expose painful memories and help to make sense of experiences by putting them into (new) narratives (Malchiodi, 2020). Hopeful results were found in a case study by Perryman et al. (2019). The effect of the use of art therapy and the integration of right and left brain, was that the client was able to “feel ‘almost normal’ again and hopeful about life” (Perryman et al., 2019).

This article focuses on the treatment of PTSD-related replicative nightmares. Replicative nightmares are dreams in which the traumatic event is re-experienced during sleep. These traumatic nightmares are one of the main PTSD symptoms (American Psychiatric Association, 2013). Nightmares lead to extra stress and anxiety on awakening and throughout the day. They can form an obstacle to daily functioning in that people avoid certain places, objects, and feelings in an attempt to suppress the fear and memory of the nightmare story. However, as explained in Figure 1, if memories of the nightmare are suppressed, negative feelings still remain connected to the nightmare, the narrative will be implanted deeper into memory and will more readily set off nighttime dreams (Van Schagen and Lancee, 2018).
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FIGURE 1. Vicious circle of nightmares. Adapted and translated from Imaginatie-en rescriptingtherapie voor nachtmerries (p. 15) by Van Schagen et al. (2012), Bohn Stafleu van Loghum. Copyright 2012, Bohn Stafleu van Loghum Publishing. Reprinted with permission.



Imagery Rehearsal Therapy (IRT) of PTSD-Related Nightmares

Research shows effective results of IRT on traumatic nightmares, indicating that imagery rehearsal had large effects on nightmare frequency, sleep quality, and PTSD symptoms. Since IRT has received the most empirical support, we focus on the method of IRT (Casement and Swanson, 2012). IRT, a CBT technique, has three stages: exposure, rescripting, and rehearsing. Exposure involves recalling the nightmare and writing it down. The importance of rewriting the narrative can be declared from the “Emotional Processing Theory” (EPT; Rauch and Foa, 2006). This CBT theory points out PTSD is maintained by faulty perceptions whether environments or persons are safe (Rupp et al., 2017). Rescripting includes rewriting this dysfunctional interpretations and stopping the vicious circle of nightmares by changing the theme, story line, ending, or any part of the dream to a more positive and acceptable one. Ultimately, the rewritten dream scenario will be rehearsed so that patients can displace the unwanted content when the dream recurs. This involves having individuals found an active response to events that have disempowered and overwhelmed them in the past (Elbrecht, 2018; Hinz, 2020). In general, this technique is practiced for 10–20 min every day while awake (Germain, 2013). The psychotherapeutic IRT protocol as described by Van Schagen et al. (2012) prescribes seven sessions. Trust building is expected to occur in the previous sessions, before starting with exploring the traumatic nightmare memories. Positive attachment is essential to experience in recovering from traumatic events. The relationship between individual and therapist is the fundamental change agent in all psychotherapeutic methods, including art therapy (Malchiodi, 2020).



Treatment Guidelines

Although IRT is recommended as a treatment of PTSD nightmares, art therapy might be promising because it works with non-verbal images and memories. Official guidelines for PTSD treatment (Foa et al., 2009) also presume that art therapy can be helpful in reducing depression and trauma-related symptoms such as alexithymia, dissociation, anxiety, nightmares, and sleep problems. Other positive results of art therapy mentioned in the guidelines are: increased emotional control, improved interpersonal relationships, and improved body image (Johnson et al., 2009; Schouten et al., 2018).

IRT combined with art therapy could be an interesting and effective combination. The current study investigates how PTSD-related nightmares can be treated using art therapy based on IRT. Useful interventions based on IRT and art therapy for treatment of PTSD-related nightmares are documented. The object is to contribute to the development of knowledge and interventions in the field of therapeutic trauma treatment and to establish a basis for research of the usefulness and effectiveness of this intervention.



MATERIALS AND METHODS

In this qualitative study we used data triangulation based on the combination and integration of systematic literature review and field research. The field research was conducted by interviewing professionals experienced in trauma treatment based on Imagery Rehearsal-based Therapy. The analysis of the in-depth interviews was performed based on the Grounded Theory Approach (GTA; Corbin and Strauss, 2008).

First, a systematic literature review was carried out to gain insight in the existing knowledge about IRT and art therapy as treatment for PTSD nightmares. To find matching results, the literature content had to include interventions based on IRT and art therapy-based interventions in the treatment of traumatized adults suffering from nightmares following PTSD (independent of type of trauma or type of trauma population). Keywords were: “imagery rehearsal” or “imagery rescript∗,” “posttrauma∗ nightmar∗” or “posttrauma∗ dream∗” or “posttrauma∗ memor∗” and “art (psycho)thera∗,” or “creative art therap∗,” or “expressive art therap∗.” Google Scholar, PUB MED, MEDLINE, Academic Search Complete, CINAHL Plus, Narcis, SAGE Navigator, and ScienceDirect were searched up to April 2019. The broad search resulted in 123 references. All studies on children and other forms of trauma therapy and techniques were excluded. After removing the duplicates and reviewing the titles for relevance, the list was reduced to 50 articles which were potentially relevant. Due to the small number of studies meeting the selection criteria, article references were studied in which additional useful studies were found.

The articles were studied in order to understand and apply existing IRT protocols in the treatment of traumatic nightmares. At the same time articles were studied to understand the use of art therapy in relation to traumatic nightmares. It was investigated whether there were similarities between the psychological guidelines described based on the protocols and the interventions described that are already used in the practice of art therapy. Based on this literature study, a framework was developed to inventarise the basic elements of IRT-based art therapy: the phase distribution, the interventions and the conditions (see Figure 3).

After the literature review, field research was performed. In-depth interviews were held to give input for and feedback from this framework, adding new content on the elements of phasing, interventions and preconditions in art therapy-based imagery rehearsal. In this iterative process, new interview data were compared with previous literature data and previous literature data were repeatedly compared with new interview data. Interview data were also compared with each other. The qualitative content analysis and the iterative process and constant comparison are key aspects of Grounded Theory methodology (Corbin and Strauss, 2008). We analyzed the interviews in phases of open, axial, and selective coding, which resulted in three main themes. The interviewed respondents were asked to read the summaries that emerged from the data analysis and to give feedback. This feedback confirmed the analysis. Based on the process of constant comparison we integrated the results of the systematic literature review and the results of the analysis of the interviews. Informed consent was obtained for using cases materials.

Respondents in the interviews were five trauma therapists with at least 25 years of experience: four art therapists and one psychotherapist. All therapists were employed at specialized trauma centers: mental health care institutions with post-trauma adults who suffered from having nightmares. This sample of therapists is chosen based on a very limited presence of these types of clinicians in practice and based on a network of specialized trauma centers. They included IRT intentionally, based on the integrated treatment in the specialized setting. The psychotherapist was a CBT-trained psychologist, not using art therapy interventions. The art therapists had no specific additional training in IRT/CBT.

The interview data included open, axial and selective coding in order to identify themes and patterns in the transcript interviews. All respondents signed the informed consent form.



RESULTS


Literature Review of IRT and Art Therapy

Based on the literature review, preconditions for participation are described and useful art therapy elements are linked to the phases of IRT (exposing, rescripting, and rehearsing). The focus of effective PTSD treatment is to help patients break through experience avoidance and support new empowering narratives. Before patients participate in IRT, it is important to consider the patients’ mental and physical health state in general terms. Patients have to make sure they do not suffer in terms of experiential avoidance (Lobban, 2016). This term points out (un)conscious strategies to avoid an unpleasant experience, such as: substance abuse, eating disorders, or dissociation. When patients suffer from experiential avoidance strategies, they hold on to a state of mind in which they lose contact with the here and now in an attempt to deal with powerful emotions. If patients are not able to recover from their avoidance strategies, traumatic memories will occur in nightmares and flashbacks. This results in remaining symptoms (Schouten et al., 2018).

Useful art therapy elements in re-integrating the traumatic memory into the brain have been described. Various experts state that, in general, art therapy stimulates the link between the sensory and cognitive parts of the brain (Nanda et al., 2010; Chapman, 2014; Tripp, 2016; Elbrecht, 2018; Hinz, 2020). Art therapeutic assignments in trauma treatment focus on the part of the memory they are unaware of, and patients become aware by communicating and documenting images of traumatic memories and through rituals, symbols, and metaphors (Lobban, 2018; Hinz, 2020; Malchiodi, 2020). Therapeutic art interventions offer an opportunity to distance oneself from emotion, allowing for cognitive integration of emotion and stimulation of meaning-making processes (Hinz, 2020). Using metaphors such as line, form and color gives patients a safe, controllable and indirect way to find access to trauma-related content and prevent them from being overwhelmed (Johnson et al., 2009; Wise and Nash, 2013; Elbrecht, 2018).

IRT is not only about recalling the nightmare memory, but also about changing the story line and implementing this new, empowering memory into one’s head (see Figure 2). Malchiodi (2020) describes how Gray (2015) states creating positive and imaginair rehearsing narratives are supporting and strength-based experiences that reinforce a sense of well-being to individuals. Art and creativity consist of imagination and can go beyond memories and reality (Johnson et al., 2009; Van der Kolk, 2014; Hinz, 2020). The phase of rescripting and rehearsing is supported by the Emotional Processing Theory (Rauch and Foa, 2006) and linked to art therapy research (Elbrecht, 2018; Hinz, 2020). In addition, art therapy treatment encourages humor, activity, playfulness and creativity. All of this is useful in changing memories and finding new perspectives (Johnson et al., 2009; Lobban et al., 2018). When implementing the new storyline into the brain, trauma-related nightmare memories can be adjusted, literally, in visual and tangible artworks. The artwork will be an image to hold on to in the process of replacing the traumatic memory image.
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FIGURE 2. Stopping the vicious circle of nightmares. From Nightmares in art therapy by Van Tuin and Versluys (2019). Addition to Van Schagen et al. (2012). Bohn Stafleu van Loghum Publishing. Reprinted with persmission.
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FIGURE 3. Framework of the basic elements of IRT-based art therapy.




Integrated Results From Interviews and Literature

Based on the integrated data, Figure 4 shows what content has been added to the framework of the basic elements of Imagery Rehearsal-based Art Therapy (Figure 3).
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FIGURE 4. Major themes and content for imagery rehearsal-based art therapy.



Theme 1: Phasing


Structure and Safety

The interview data identifies elements in ensuring a patient’s safety and relaxation. In the first place, the respondents emphasize the importance of a relationship of confidence between patient and therapist, the trust held by patients and therapists in the effectiveness of the therapy and the belief of the therapist in the patient’s capabilities for recovery.

They need to discover that …they can express their feelings, that it gives them something important. These are steps that it is necessary … for seriously traumatized people to take (respondent 2).

The need for a safe relationship can be explained by the understanding of “containment” (Finlay, 2015). Containment can be described as a process in which the therapist offers individuals a safe place to put in their thoughts, feelings and experiences. The therapist receives and represents those experiences, to make them easier to control and understand. This results in the ability to manage arousal.

In trauma focused art therapy, the art material is used to offer individuals a feeling of well-being and safety. The art objects are controllable and visual representations of what is experienced. Therefore, the process of containment not only takes place between therapist and client, but also between art material and client (Hinz, 2020; Malchiodi, 2020). Especially for those individuals who are suffering from (social) traumatic experiences, building a safe relationship with material, is essential to experience the feelings of trust and control (Lobban and Murphy, 2019).



Exposure

The second phase, in which exposure takes place, involves recalling the nightmare and writing it down. The respondents mention that, during exposure, patients must be able to access and explore emotions related to the nightmare story. Patients often experience high arousal when recalling nightmare stories and emotions of anxiety.

Re-experiencing a nightmare evokes a great deal of stress… exposure is real. You alternate between the emotion itself and working it out. You ask them to put everything they experience straight onto the paper, when stress levels are extremely high… in order to immediately give emotional value to their experiences (respondent 2).

The importance of the ability to manage arousal can be declared from the theory of “Window of tolerance” (Siegel, 2010). Trauma is experienced on top of the window, in state of hyper arousal: experiences are too big to understand. Under the window individuals experience a state of hypo arousal, in which they experience feelings of hopelessness and helplessness, dissociation, and unable to act (Corrigan et al., 2011). Within the marges of the window there is an optimal state of arousal: emotions are experienced as controllable and manageable to become nitrated and processed (Rotschild, 2014; Van der Kolk, 2014; Levine, 2015).

Interviewees stress the fact that it is necessary for patients to break through their resistance and avoidance in order to stop the vicious circle of the recurring nightmare (see Figure 1). They cite the importance of balancing between experiencing and expressing emotions during exposure. Moreover, the clients’ coping skills are decisive in managing patients’ arousal level and thus in gaining access to emotions. The respondents mention the importance of patients’ abilities to manage their own arousal, to avoid states of being overwhelmed or dissociating. The respondents proffer tools to help patients stay in the here and now, rather than shying away from their emotions. Tools that can be helpful include essential oils, gel packs, hot candies, a glass of water, stimulus mats, or balls, polished stones. The use of tools, even as the use of art materials as a way to manage arousal with an increasing sense of mastery and self-direction, is pointed out by several authors (Lobban, 2016; Schouten et al., 2018; Hinz, 2020; Malchiodi, 2020).



Rescripting and Rehearsal

Cognitive integration finds place at the end of the session (Malchiodi, 2020). Creating positive and imaginair rehearsing narratives are supporting and strength-based experiences that reinforce a sense of well-being and being “in control” to individuals (Mussche, 2014; Gray, 2015; Elbrecht, 2018). Rescripting offers individuals an active response to events that have disempowered and overwhelmed them in the past (Gray, 2015; Elbrecht, 2018; Hinz, 2020). According to the art therapists interviewed, the final phase of changing the story line of the nightmare into a more acceptable one for the patient takes place in art therapy by transferring the story into a rehearsed comic strip. Rescripting involves changing the theme, story line, ending, or any part of the nightmare into a more positive and acceptable one for the patient. The art therapists report how patients repeat their nightmare storyline in comic strip form, and how they change the story where it is most unpleasant and frightening. They point to the importance of discovering new perspectives on the story in order to create new storylines.

I think humor is important in art therapy, and so is calling on their fantasy and creativity so that they can find their own humorous solutions. … This puts them in a setting where they can feel free to play around a little …, which helps them find their way out of the deadly serious and immense anxiety (respondent 3).

The respondents emphasize how important it is that patients put forward new storyline ideas themselves to make sure the story becomes their own story, one that is fairly realistic and makes sense to them. The experience of “having an active response to that what has disempowered” is stated by several authors (Elbrecht, 2018; Hinz, 2020; Malchiodi, 2020). The rewritten nightmare scenario must be rehearsed to displace the unwanted content, the art materials are thereby able to support a new sense of purpose, grip, planning and flexibility (Hass-Cohen et al., 2018). Cognitive integration is accomplished by letting patients imagine the new storyline or look at the new image, and practice it when the nightmare recurs (Germain, 2013).



Theme 2: Art Therapy Interventions

During the interviews, art therapists were asked for concrete art therapy interventions they used, ones that might help create structure and safety, explore emotions or rewrite the nightmare story. The art therapists created and used their own interventions in their practice, and they were not necessarily consistent with each other. Structure and safety are created by the following aspects.


Structure and Safety

Interviewees point out the importance of a structured attitude on the part of the therapist in working with PTSD patients. Interview data show that therapists introduce their method to patients by explaining structure and rationale of the art therapy nightmare treatment to make sure they are prepared. On the one hand, an explanation makes the patient more willing to participate, and on the other hand, it keeps the arousal level manageable (Window of Tolerance; Siegel, 2010). An intervention that provides structure and safety to patients is working with comic strip assignments. This allows patients to explore the nightmare step by step, image after image, using the structure of a sheet of paper with pre-drawn frames of an average size. Based on the clinician experience, the numbers of comic strip images needed to explore the nightmare and the corresponding emotions varies from 4 to 7 images.

The fact that you have a sheet of paper with a beginning and an end, generally with 5–7 frames…. I prepare and fold the sheet ahead of time, so that they see it taking place. This provides a great deal of structure (respondent 2).

The theory behind symbolism and metaphor can support the use of images in art therapy in providing structure and safety. Hinz (2020) describes the language of metaphors offers patients a way to control their expression. Symbols can indirectly communicate a story; they are visual but not communicated by verbal language yet. This allows patients to explore step by step, in line with their window of tolerance, to support integrated processing (Collie et al., 2006; Schouten et al., 2018).



Exposure

Exposure is about recalling nightmare stories and re-experiencing emotions. The Emotional Processing Theory (Rauch and Foa, 2006) emphasize therapist to encourage patients to explore their nightmare stories. Sample questions are: “Where were you?,” “Who was there with you?,” “What did your surroundings look like?,” “What sounds did you hear?” could be asked to encourage patients to express their imagination in vivid terms. “What does it look like?,” “What elements need to be bigger, what ones should be smaller?,” “How do you feel, what do you smell?,” “What colors go with this emotion?,” “Is the environment brightly lit or dark?.” By asking these questions, the therapist becomes a side-viewer in the traumatic memories of the individual (Hinz, 2020; Malchiodi, 2020). The therapist functions as a save and supportive place to individuals express their experiences (Containment; Finlay, 2015).

When someone tells you about this, you need to ask questions …what kind of road was it. is it winding…is it straight…um.how can you indicate that it is suspenseful, gripping…is that red.is that black?.is that dark.is that light? How else can you indicate the anxiety you are feeling? Look at the colors you have here in your palette, what color is best suited…? (respondent 2).

Art therapy has been described as helpful in overcoming blockages to gain access to implicit traumatic memories (Nanda et al., 2010; Chapman, 2014; Tripp, 2016; Elbrecht, 2018; Lobban and Murphy, 2018; Schouten et al., 2018; Hinz, 2020). Art therapeutic assignments in trauma treatment focus on the part of the memory they are unaware of, and patients become aware by communicating and documenting images of traumatic memories and the use of material, rituals, symbols, and metaphors (Lobban, 2018; Hinz, 2020; Malchiodi, 2020).

In art therapeutic practice, the duration of an art therapeutic IRT nightmare treatment appears to vary. The respondents in this study say that the exposure must be completed within one or two sessions, in order to frame the arousal level. Malchiodi (2020) mentions that the actual duration of trauma intervention is variable, each individual responses different to building a relationship of trust, due to what happened to them. Individuals also vary in the capacity for imagination and cognitive integration. One therapist explains that, if patients exhibit an exceptionally high arousal level that has a negative influence on the exposure, she has them experience only a brief exposure. In such a case, she asks patients to start out by evoking and working out an image of the ending they want for their nightmare rather than leading them through the frightening nightmare story. Once the desired ending has been sufficiently defined, they work back in phases to the traumatic nightmare story. This ultimately results in a manageable level of arousal (Siegel, 2010) and integration of the new story and the nightmare story (Malchiodi, 2020).

When it comes to useful art materials and techniques, some therapists emphasize the value of colors and blending techniques for evoking patients’ emotions, while others emphasize the value of expressing the story in simple drawings or photo collages. They also point out that art materials and techniques should be user friendly (easy-to-use) and not too hard to work with. If materials are too hard to deal with, they say, it can cause patients extra stress (hyper arousal). Examples of material that is harder to work with is wood, metal, stone or more technical artistic techniques. The concrete examples of easy-to-use art materials, the respondents work with, vary from pastel crayons, drawing pencils and watercolor pencils and paint to images and texts from magazines.

In my opinion, pencils act too much as a control material, which makes it hard to show emotion. They have an easier time of it if they use watercolors. … I like to work with acrylic paints, but they are too time-consuming; if people have little experience with them. they have a hard time completing a drawing by the end of the session (respondent 2).

The respondents seem to choose materials based on their assumptions about structure, practical use and expressive possibilities, based on their experience and theoretical backgrounds. These choices also are guided by their own and their patients’ preferences.

Several authors (Elbrecht, 2018; Jones, 2018; Hinz, 2020; Malchiodi, 2020) point out the variety of art materials and their character. All authors emphasize the function materials could have in deciding whether they support the aim of the art therapy session. For example, watercolors evoke emotions rapidly, where crayons provide intensity and strength and collage material provide structure (Elbrecht, 2018; Hinz, 2020).



Rescripting and Rehearsal

According to the interviews, the final phase of changing the story line of the dream into a more acceptable one for the patient is accomplished by transferring the story into a comic strip. Therapists show how patients repeat their nightmare storyline in a comic strip, changing the story where it is most unpleasant and frightening.

You have become a victim … Your assignment is … to fashion the nightmare into a story again, but … so that in the end, you are the winner and no longer the victim (respondent 1).

The respondents as well as the literature mentions that the therapists can encourage patients to find alternatives to the story. The visual character of the artwork offers patients distance and the ability to reflect and conceptualize new narratives (Elbrecht, 2018; Hass-Cohen et al., 2018; Hinz, 2020). According to the interviews, important rescripting elements are: patients are permitted to use all their fantasy and creativity as a form of artistic freedom and to change the story on paper. “What can be perceived in an image can perhaps be more easily managed in real life” (Hinz, 2020, p. 80).

Malchiodi (2020) points out important elements Gil (2017) observed as dynamic and empowering narrative aspects. Those elements include affects become available, interactions become varied, new elements are added, different locations occur, new objects are included, narrative outcomes differ, and more adaptive responses emerge. One of the participating therapists in this study brought up the example of a traumatized woman who was able to capture her attacker in her new storyline. By changing her story in this way, she experienced control over her traumatic story.

And then they try to encourage you by saying, this is about you and your emotional world. You suffer from it; you want to move on. This has nothing to do with your mother or your family; they’re not here now. You do this for yourself, using this technique, and you do them absolutely no harm (respondent 1).

Important elements of art therapy that contribute to rehearsal have proved to be working on the new visual story on a detailed level, using vivid colors, and repeatedly looking at the new image, the storyline newly created in this new version. Rehearsing is necessary in adapting the new (visual) written narrative (explicit memory) into the consciousness (explicit memory) (Elbrecht, 2018; Malchiodi, 2020). Therapists suggest patients to take a photo on their phone or pin the artwork narrative to the wall.

Make sure to use plenty of detail in the final frame: color it or paint it, just so it shows up. … And after that I often ask then to work out their entire story in greater detail. So, if you haven’t colored it yet, color it now, […] and develop as much detail as you can. Taking a longer look, considering it, thinking about it, it all helps to implant the new story (respondent 3).

The following case vignettes are patients whom the interviewed therapists worked with. This therapy took place in a specialized trauma center, in a broader treatment program consisting of mostly verbal therapies.



Case Vignet 1

“Alicia,” an 11-year-old girl with PDD-NOS, suffers from nightmares caused by an “intangible feeling of fear.” She has converted this fear into the first drawing (see Figure 5). Drawing and looking at her fear puts her in touch with her feelings. This stage is called exposure; a way to express painful experiences (Malchiodi, 2020). In the following image (Figure 5), rescripting has been applied to the exposure drawing. The heavy ball on the chain on her leg has now been transformed into a tennis ball. This scripted image, also known as the “Happy ending,” shows the future image of her fear; the ball is now so small that the girl can hold it. Consciously looking at and permeating the “Happy Ending” can evoke a feeling of reassurance and confidence. This is in line with Gray’s (2015) statement; creating positive and imaginair rehearsing narratives are supporting and empowering to a sense of well-being. The IRT is practiced with the vision of the future: by regularly viewing it, this overwrites the image of fear. Because the identity has been rewritten from the inside, the implicit memory, in a way the individual is unfamiliar with, the new imagined narrative needs time and practice to adjust to the explicit memory, the consciousness (Elbrecht, 2018).


[image: image]

FIGURE 5. The drawing of the “intangible feeling of fear” symbolized in a heavy ball on the chain on her leg and the drawing in which she transformed it into a tennis ball.




Case Vignet 2

“Omar,” a 35-year-old man from Iraq, is being treated for his nightmares and traumatic experiences around a military checkpoint. His nightmares hardly decreased in severity and frequency with psychological IRT treatment. He drew the checkpoint in art therapy. At first, he drew one soldier, who caused the threat in the room. Later the man made the drawing more realistic; he was threatened by three soldiers (see Figure 6). This addition to the scene created a more intense experience of exposure; the intensified threat in the image made sure that the man could really feel the fear in question. In the art therapy session, rescripting was applied with a focus on the threatening room by “rearranging” the room and by zooming out (see Figures 7, 8). Instead of focusing on the repetitive narrative, new narratives were explored. With the help of the artwork the man could perceive the room from a larger distance and play with the experienced atmosphere. The frightening associations with the room were replaced by pleasant experiences. This new narrative creates a new sense of meaning making, purpose and cognitive integration (Hinz, 2020; Malchiodi, 2020).


[image: image]

FIGURE 6. Drawing of traumatic experiences around a military checkpoint.



[image: image]

FIGURE 7. Rearranging the room.



[image: image]

FIGURE 8. Zooming out of the room.




Theme 3: Conditions


Indications: Group vs. Individual

The respondents brought up arguments to consider a group vs. an individual therapy setting. They worked with IRT-AT with both individuals and groups and mentioned advantages and disadvantages. This concerns safety, and what one needs to gain benefit from the therapy. Porges (2012) and Lobban (2018) point out group therapy elements which support healthy social interpersonal relationships. Those include: breaking through the taboo and discussing painful memories, acknowledging stories of suffering, encourage one another to find new narratives and help one another to trust in the recovering process. This is acknowledged by interviewed therapist.

After a person has reworked their trauma three times, someone says: “That nightmare has just gone plain,” … this can have inspiring and encouraging effects (respondent 3).

However, arguments against working as a group is that the art therapist cannot offer sufficient individual assistance in the form of coaching and discussing delicate and intimate themes. Sometimes themes can be shameful and stressful for patients; particularly when working in a group, they may never be forced to share their vulnerable, intimate themes. In art therapy, a compromise can be found by removing the focus on the trauma story (verbal narrative) and shifting it to the sensorimotor and emotional experience of creating the new story or artwork (Elbrecht, 2018; Hinz, 2020).



Therapy Room

Traumatized patients must be able to work in a safe space and the therapist must be aware of triggering factors such as noises, objects, and smells that can evoke memories of the trauma in the patient. Malchiodi (2020) describes how individuals differ in their perceived threats, consisting of triggers caused by the environment, social surrounding, materials, and activity.

Especially if we are talking about people who have lived in a circumstance of domestic violence or sexual abuse, an initial step is to remove all triggers from the room (respondent 5).

Multiple authors emphasize the need of a calm a focused atmosphere where patients feel safe enough (Van der Kolk, 2014; Elbrecht, 2018; Hinz, 2020; Malchiodi, 2020). This is in line with offering the individual a therapy within his or her window of tolerance, which is essential to manage the level of arousal and overcoming traumatic experiences (Siegel, 2010; Levine, 2015). Supporting to a safe therapy environment is to store artworks safely. This can be accomplished by giving each patient his or her own folder and putting away each folder securely locked. The storage can be seen as a ritual to create a safe place for and offer distance from the traumatic memories (Malchiodi, 2020).

All patients have folders that contain their work …. The work cannot fall out, no one will see it, it is safely locked away and no one can touch it (respondent 1).



DISCUSSION

In this article we investigated and documented useful practice-based art therapy interventions in the imagery rehearsal treatment of trauma-related nightmares. IRT is effective for PTSD-related nightmares, but it proves to be very challenging for patients to find access to their traumatic memories, because these memories are saved in non-verbal, audio and/or audiovisual language. In our study, art therapy emerges as an additional, possibly more effective angle for treatment, especially for patients who benefit least from verbal exposure techniques. This is because art therapy addresses images rather than words. It offers an experiential, non-verbal entry point which can help to find access to traumatic memories for the treatment of PTSD-related nightmares. This can provide treatment for traumatized patients, especially for those who are unable to talk about traumatic memories and unable to tolerate verbal exposure treatments. Based on our investigation, the use of IRT techniques combined with the advantages of art therapy might well be more effective for patients suffering from trauma-related nightmares than IRT alone.

On the basis of the literature review and the interviews, theoretical and practice-based knowledge was inventarised and integrated into an overview of the contents of important elements, divided into three themes: phasing and attitude, art therapy interventions and conditions. Each of these themes is described in relation to the phases of imagery rehearsal treatment: (1) structure and safety, (2) exposure, and (3) rescripting and rehearsal. The added value of using art therapy with IRT is that patients are able to gain access to traumatic experiences, to experience feelings and to break through avoidance. Exposure and re-scripting take place in art therapy in a more indirect, experiential and sometimes playful manner. Thanks to this, avoidance may be less frequent and can sometimes be broken through. The story of the trauma-related nightmare can be studied more closely, experienced, drawn and rewritten in the artwork, while imagination, play and fantasy provide creative space.

This is also found in the literature. Research has shown that, when working with trauma exposure, art therapy provides added value through aspects such as living through emotions and breaking down avoidance because it is a form of non-verbal therapy, and because frightening memories are concretely defined in artworks (Litz et al., 2009; Hinz, 2020). In addition, during the rescripting phase, the non-verbal angle helps in gaining new perspectives and taking distance from memories of nightmares (Van der Kolk, 2014). This increases the scope for change, and there are indications that working intensively with non-verbal means such as symbols and colors makes it easier to implant new memories (Johnson et al., 2009).

Although this study was carried out with the greatest possible accuracy, it also has limitations. First and foremost is the small number of respondents interviewed. Such a small sample implies that the research conclusions are not necessarily applicable to all therapists, and so they must be used with some caution. However, the findings in relation to the combination of IRT and art therapy do give clear indications for Imagery Rehearsal-based Art Therapy (IR-AT) for patients with trauma-related nightmares. It can also be commented that the statements of almost every respondent are supported by findings in the literature. These findings give the practice-based findings a broader base. A second limitation of this study is that no patients were interviewed, and so their perspective may not have come forward adequately. However, for the object of this study, inventarising effective elements, it was firstly important to gain more insight into the interventions used and to ask therapists about their manner of working. A third limitation is that more studies may well be available about art and/or IRT treatments for traumatic nightmares which were not included in this study.

The strength of this study is that the framework of orderly, collated aspects, and elements from this study (Figure 1) provides a clear starting point for tailoring IR-AT interventions for patients who suffer from trauma-related nightmares. For this purpose, we used available literature and practice-based knowledge of experienced (art) therapists to substantiate the practical art therapy interventions. The practical interventions identified can be traced back to the general IRT guidelines for treating trauma-related nightmares.

The description in this study of IR-AT offers a basis for further research. The field of art therapy stands to benefit from further research of Imagery Rehearsal-based Art Therapy for trauma-related nightmares. This could include, for example, research of (multiple) case studies or impact studies in which IRT is compared with Imagery Rehearsal-based Art Therapy for trauma-related nightmares. For subsequent research, it is also recommended to devote attention to increasing the size of the research population, including both art therapists in the professional field and experiences and opinions of patients. This will lay a solid basis for a better substantiation and optimal enlistment of art therapy for patients suffering from trauma-related nightmares.
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Child abuse is an underreported phenomenon despite its high global prevalence. This study investigated how child abuse is perceived by children and adolescents as manifested in their drawings and narratives, based on the well-established notion that drawings serve as a window into children’s mental states. A sample of 97 Israeli children and adolescents aged 6–17 were asked to draw and narrate what child abuse meant to them. The drawings and narratives were coded quantitatively. The results indicated that participants did not perceive a distinction between abuse and violence and referred to them interchangeably. Almost half of the participants focused on emotional abuse. The most frequent type of abuse within the family was between parents and children, and the most frequent abuse outside the family was peer victimization. Most of the drawings were figurative and realistic and half of the drawings included words suggestive of the participants’ attempts to be heard and fully understood. The vast majority of drawings did not include the figure of the artist, about a third of the drawings employed dissociative techniques (i.e., included positive objects, were unrelated to abuse, used words alone, or did not follow the instructions), and almost half of the narratives were dissociative or characterized by negative resolution, describing feelings such as sadness, humiliation, and loneliness. These findings suggest the emotional pain associated with the abuse or violence and the use of dissociative mechanisms to bypass the pain. The findings are discussed in light of the literature on children’s disclosure.
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INTRODUCTION

Child abuse, which is defined as any act or series of acts of commission or omission by a parent, other caregivers, or a stranger that results in harm, the potential for harm, or the threat of harm to a child (Daphna-Tekoah et al., 2019), is a worldwide phenomenon (Wildeman et al., 2014; Stoltenborgh et al., 2015). In addition, violence against children is hugely prevalent, with more than half of all children worldwide annually exposed to violence in all its forms (Lev-Wiesel et al, 2018). A nationwide study on American youth’s exposure to violence covering conventional crime, child maltreatment, peer and sibling offenses, sexual assault, witnessing, and indirect exposure to violence, and internet offenses revealed that 60% reported at least one form of direct exposure to violence in the past year (Finkelhor et al., 2005). A recent epidemiological survey in Israel that focused on the level of youth’s exposure to the different forms of abuse revealed that 52% reported experiences of abuse at least once during their lifetime (Lev-Wiesel et al., 2019). These victims often suffer multiple and varied forms of abuse (Clemmons et al., 2003; Arata et al., 2005; Finkelhor et al., 2007), within and outside the family, by adults or peers (Oriol et al., 2017). Studies report a higher prevalence of bullying in boys than in girls (Hong and Espelage, 2012). Girls were found to be exposed to a higher incidence of emotional abuse by peers (Seals and Young, 2003). These findings demonstrate that every second child is exposed to any injury.

Yet, despite the high prevalence of child abuse, whether inflicted by a family member, a stranger, or a peer, less than 10% of the children ever disclose the abuse, and about 70% of children are reluctant to disclose it to professionals (Lev-Wiesel and First, 2018). Thus, the prevalence of abuse and its enduring harm and the gap between the prevalence of child maltreatment and disclosure underscores the need to document how children and youth perceive abuse and which abusive behaviors are required to be disclosed to adults according to children and adolescents. Although studies have examined perceptions of child maltreatment among pediatricians (Al-Moosa et al., 2003), social workers (Ashton, 2010), law enforcement officers, educators, and mental health and healthcare professionals (Eisikovits et al., 2015), as well as among teachers (Gamache Martin et al., 2010), much less work has been done on children’s and teens’ perceptions (Lev-Wiesel et al., 2020).

Recently, Lev-Wiesel et al. (2020) compared children’s and parents’ perceptions of child maltreatment and abuse. The findings showed that both parents and children considered sexual, emotional, and physical maltreatment, as well as neglect, as more damaging than child labor. However, children perceived emotional abuse to be significantly more severe than did their parents, and the parents, unlike their children, rated sexual abuse as the most damaging. Built on these preliminary efforts, the current study aimed to shed light on the ways children and adolescents from the general population perceive child abuse, as manifested in their drawings and narratives. Unfolding children’s perception of the abuse may assist therapists, parents, and educators in understanding the ways children experience this disturbing reality. Moreover, if clinicians, parents, and educators want to encourage children to disclose the abuse, they need to comprehend when children perceive violent situations as either abusive or non-abusive.


Drawings and Narratives as a Window on Abuse

Empirical and clinical work in art therapy and allied fields has shown that drawings enable the expression of hidden or repressed thoughts and feelings in a relatively fast and straight forward way (Lev-Wiesel and Shvero, 2003; Jacobs-Kayam et al., 2013; Woolford et al., 2013; Snir et al., 2020). Regarding children, researchers and therapists posited that drawings could shed light on children’s internal and outer worlds and their perception of their families and parents in a way that communicates feelings and ideas of their environment (Goldner and Scharf, 2012). According to the authors, colors, shapes, and motifs can all represent the unconscious, ideas, distressful feelings and thoughts, concerns, and worries, adding layers of meaning to verbal content (Lev-Wiesel and Liraz, 2007; Goldner and Scharf, 2012; McInnes, 2019). Recently, researchers in social sciences have suggested that drawings serve as a powerful adjunct to traditional data collection approaches as they advance researchers’ understanding regarding individuals’ perceptions of pathology and well-being (Huss et al., 2012; Boden et al., 2019; Broadbent et al., 2019).

Furthermore, prior studies indicated that drawings could encourage the verbalization of traumatic experiences. Enabling the drawer to become a spectator to his or her negative experience, drawings facilitate the production of a rich, detailed description composed of emotions and facts from a somewhat detached and protected perspective (e.g., Dayton, 2000; Lev-Wiesel and Liraz, 2007). In this respect, clinical and empirical evidence indicates that children’s drawings, particularly those done during a time of crisis, can overcome children’s language limitations (Lev-Wiesel, 1999; Dayton, 2000; McInnes, 2019). For instance, Cohen and Ronen (1999) found that children who had experienced parental divorce reflected their negative experiences in their family drawings. Drawings were shown to enable sexually abused children to provide more details and speak more coherently about what had happened to them, thus enhancing these children’s testimonies (Macleod et al., 2013; Katz et al., 2014, 2018).

Similarly, narratives and the process of generating information through storytelling can shed light on the way meaning is constructed and the ways humans experience the world (Lucius-Hoene and Deppermann, 2000). With traumatic memories, therapists’ consensus is that autobiographical memory of the traumatic events leads to a fragmented narrative (Midgley, 2002; Lev-Wiesel, 2008). However, the reconstruction of a rich, coherent autobiographical memory is essential for healing (Van Minnen et al., 2002). Thus, for example, in narrative exposure therapy, children are requested to describe in detail what happened to them, attentively focused on sounds, smells, feelings, thoughts, and recall. According to researchers, children who have experienced multiple and very severe traumatic events should be treated with narrative approaches. It has been suggested that by habituation to the negative emotions relating to the painful memories, the symptoms of distress might decrease (Neuner et al., 2008; Ruf et al, 2010).

In the current study, we focused on the ways children and youth perceive child abuse through both drawings and narratives. The use of an integrated approach that involves visual, non-verbal, and verbal methods may serve as a venue exploring the multiplicity and complexity of children’s experience (Lev-Wiesel and Liraz, 2007). Thus, each modality substantiated and enriched the other (Boden et al., 2019).




MATERIALS AND METHODS


Participants and Procedure

Ninety-seven children and adolescents from the general population (41.2% girls, n = 57, mean age = 9.38, range 6.00–17.00; SD = 2.75) were recruited to this study. The study was a part of a large project conducted in a school setting, which aimed to learn about the perception of child abuse among children and youth (for the demographic variables, see Table 1). After receiving ethical approval from the Committee to Evaluate Human Subject Research of the Faculty of Health Sciences and Social Welfare of the University of Haifa (Number: 122/15), parents received letters explaining the study aims and risks and were asked to sign informed consent forms. Upon parents’ approval, research assistants introduced the project to children and adolescents and asked them to draw “what is child abuse for you” on an A4 (21 × 29.7 cm) sheet of white drawing paper using a set of 12 crayons and a pencil. There was no time limit. They were then asked to provide a written narrative in Hebrew recounting the drawings. Some of the narratives have been translated into English for the purpose of writing this article. Children were not asked to paint or describe a specific experience that had happened to them. However, in case of discomfort, children were assured of getting preliminary assistance from the research team by debriefing their emotions and referring them to school counselors. Participants were assured of the confidentiality of their drawings and narratives. Parents were assured that the analysis of the drawings and the narratives would be conducted as a group and that the drawings will be used for research purposes.


TABLE 1. Participants’ demographics.
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Measures


Drawing and Narrative Coding

The current study applied principles of a multimodal method (for drawings and narratives), the relational mapping interview, which was developed by Boden et al. (2019) to understand the relational context of distress, in this specific case abuse, as manifested in drawings and narratives by children. Incorporating drawing into interpretative phenomenological analysis (IPA) design provides a vehicle through which the children can communicate their experiences and perceptions. Drawing activates several senses simultaneously, providing data, which in turn sheds light on and reveals the phenomenon. Combining drawings with narratives about what is drawn results in richly nuanced visual and verbal accounts of relational experience. The analysis, therefore, incorporated the visual reflective method of drawing and the narrative into the IPA.

Furthermore, there is extensive mental health, self-defining memory, and art therapy literature on art-based assessments that uses an objective, quantitative approach to measure the frequency of items depicted in various types of drawings and narratives that have been considered indicators of possible emotional problems in non-clinical and clinical populations. These tests incorporate a multiple-sign approach to assist researchers and art therapists in understanding individuals’ mental world (Gantt, 2004; Goldner et al., 2018).

Following these methodological approaches, and based on the literature on child abuse and dissociation (Hetzel and McCanne, 2005; Lev-Wiesel, 2005; Nijenhuis et al., 2010), trauma resolution (Main and Hesse, 1990; Scharf and Shulman, 2006), and self-defining memories (Thorne and McLean, 2002), a quantitative protocol that combined the pictorial features of the drawings with the themes of the narrative was developed. The first two authors carefully examined the drawings and the narratives, identifying common features align with the literature (for the protocol categories and indicators, see Table 2).


TABLE 2. Characteristics of the drawings and narratives.
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Drawings

The drawings coding system included indicators regarding the content and the style of the drawing. These two dimensions are considered central in investigating art products (Gantt, 2004; Matto and Naglieri, 2005) or art perception (Augustin et al., 2011). Content indicators related to the abuse/violence in the drawings were coded as follows: (1) depiction of a violent/abusive scene in the drawing (yes/no), (2) abuse within the family (yes/no), (3) the relationship between the aggressor and the victim [siblings, parent–child, spouses, other, terror, crime, accident, friends, entire family (including the child), adult (not a parent)–child outside of the family, no abuse], (4) the type of abuse/violence (physical, sexual, emotional, mixed, not specified), and (5) whether the artist is depicted in the drawing (yes/no).

The drawing style was coded using the following indicators: (1) drawing type (figurative/realistic, expressive/metaphoric, no drawing), (2) whether the drawing included words (yes/no), (3) whether the drawing matched the child’s chronological age (yes/no), (4) physical contact between the victim and the aggressor (between the depicted objects) (yes/no), (5) the size of the victim (tiny—the figure is small, about 2 cm, and occupies a small part of the page space; normal—the figure is proportional to the space of the page and the other figures; exaggerated—the figure occupies most of the page space and leaves no room for other objects or its size is not proportional to the other figures; not depicted), (6) the size of the aggressor (tiny, normal, exaggerated, not depicted), (7) overall impression of helplessness in the drawing (yes/no), (8) presence of aggressive symbols manifested in beatings, punches, or threats (yes/no), (9) depictions of injury manifested in blood, pain, tears to represent physical, emotional injury; mixed injuries; none, (11) whether the drawing was pre-schematic, limited, blocked human figures, primitive figures corresponding to ages 4–5 (yes/no), (12) level of vitality, referring to emotional investment in the drawing reflected in embellishment, colorfulness, and details (low, medium, high), (13) whether the drawing included dissociation, was detached, did not address the pain (i.e., included positive objects such as flowers, hearts, or non-related objects; contained only words; or did not follow the instructions, thus bypassing the painful meaning of the abusive scene) (yes/no).



Narratives

The coding of the narratives’ search for coherence was based on methods described in the literature on trauma resolution (i.e., the extent to which individuals regain emotional and behavioral control and understand how trauma has affected both their inner world and their behavior) (Spooner and Lyddon, 2007; Saltzman et al., 2013). While resolved traumatic memories narratives are rich, specific, and integrative, reflecting individuals’ ability to merge affect and cognition in an optimal manner, chaotic unresolved traumatic memories are confused, excessively detailed, and contradictory and contain themes of failure and subsequent humiliation by caregivers, and restricted dismissing narratives are emotionless, over general, and convey a vague and diffuse sense of self and others (Goldner and Scharf, 2017). The narratives were coded using the following indicators: (1) the role of the artist in the drawing (victim, aggressor, bystander, mixed, no specific role), (2) presence of dissociation (i.e., the narrative does not concentrate on the violence or abuse, is detached, does not address the pain), (3) narrative organization coherent/organized, restricted—the inability to describe the event, chaotic/flooded—incoherent, flooded with detail description (3) central theme (child’s anxiety, dread, helplessness, and powerlessness/child’s humiliation, sadness, loneliness, guilt, and shame/mother’s helplessness, loneliness, and sadness/the child getting stronger as a result of the incident/narrow avoidant description without emotion, no reference to the abuse), (4) resolution of the narrative (positive, negative, no solution, neutral), and (5) whether the content of the drawing coincided with the content of the narrative (yes/no). The drawings and narratives were coded together by the first two authors, who are experts in art-based assessments. Disagreements were resolved through consensus.





RESULTS


Preliminary Analysis

A series of chi-square analyses was performed to identify differences in drawings and narratives across boys and girls and age groups. Data indicated that boys depicted more tiny victims (41.9%) compared to girls (12.8%), [χ2(2) = 8.99, p = 0.01] and used more preschematic drawings (53.8%) compared to girls (31.6%), [χ2(1) = 4.76, p = 0.03]. Girls depicted more vital drawings (42.1%) compared to boys (15.1%), [χ2(2) = 3.10, p = 0.02]. However, they produced more negative narratives (66.7%) compared to boys (30%), [χ2(2) = 12.44, p = 0.00]. Elementary-school-aged children depicted more helplessness drawings (69.6%) compared to adolescents (45.9%), [χ2(1) = 3.92, p = 0.04] and produced more neutral resolution (37.1%), [χ2(2) = 6.90, p = 0.03] compared to adolescents, who generated more positive narratives (34.8%).

Children from families with two parents who were not divorced used less dissociative mechanisms in their drawings (31.4%) compared to children from divorced or single-parent families (78.6%), [χ2(1) = 11.2, p = 0.00] and their drawings coincided more with the narrative (92.7%) compared to children from divorced or single-parent families (42.9%), [χ2(1) = 23.88, p = 0.00]. Children from families with high socioeconomic status tended to depict more abuse/violence scenes within the family (88%) compared to children from families with low (24.2%) or median (57.9%) socioeconomic status [χ2(2) = 14.50, p = 0.00]. The most frequent type of abuse/violence depicted by children from families with high socioeconomic status was between siblings (50%), while the most frequent type of abuse/violence depicted by children from families with low and medium socioeconomic status was between friends (31, 14%, respectively) [χ2(14) = 33.69, p = 0.00]. Adolescents’ drawings incorporated more emotional injury symbols (47.8%) compared to drawings of elementary-school-aged children, which incorporated more symbols of physical injury (58.1%), [χ2(3) = 8.53, p = 0.04].



Characteristics of the Drawings and the Narratives

As shown in Table 2, most of the drawings were either figurative or realistic (85.6%) and included an abusive/violent scene (86.6%). Almost half of the drawings focused on emotional abuse (40.2%). About half of the participants depicted abuse within the family (51.5%), and the most frequent type of violence depicted was between parents and children (16.5%) or between siblings (18.6%). The most frequent category of violence outside the family was between friends (18.6%) (see Figures 1, 2). The vast majority of participants did not include themselves in the drawings (81.4%). More than half of the drawings did incorporate symbols of aggression (61.9%) and almost half of the drawings included injury symbols (46.4%). About a third of the drawings involved dissociative techniques (61.9%). About half of the drawings were preschematic (40.2%) and included words (47.4%) (for examples, see drawings and narratives in Figures 3, 4). Most of the narratives were consistent with the drawings (85.4%). Approximately a quarter (28.1%) of the narratives described the child as exposed to direct violence as either victim or aggressor, while in the rest of the narratives the child did not have a specific role or was exposed to indirect violence as a bystander. About half of the narratives were coherently organized (43.7%), whereas the rest were either restricted (37.5%) or chaotic (18.8%), revealing dissociation, distress, sadness, and loneliness.


[image: image]

FIGURE 1. An example of drawing and narrative of parent-child abuse drawn by a child. “A father and son. The father hit the son and then the son feels that the father doesn’t love him. The child has a broken heart and feels a lack of love”.
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FIGURE 2. An example of a drawing of peer abuse drawn by a child. “One child made fun of me because I am fat and then all the children in the class made fun of me, and every day I got sick with a different disease. All the children in the class realized it was wrong, and said they were sorry. They gave me candies to apologize”.
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FIGURE 3. An example of dissociation within the drawing, drawn by a child. “A family of clouds. This is mom and this is dad and here are flowers and more flowers, and they go outside and pick flowers”.
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FIGURE 4. An example of dissociation within the drawing and narrative created by a child. The participant refused to follow instructions to draw what he thought was child abuse. He/she asked if he/she could draw the opposite of violence and something that appealed to him/her. He/she chose to draw a rainbow and said that his/her painting was called a “Rainbow of Peace”.




Associations Between Type of Abuse and Drawings and Narrative Characteristics

Chi-square analyses were conducted to identify differences in the participants’ drawings and narratives according to the type of abuse/violence. As can be seen in Table 3, the analyses revealed differences in relation to the presence of a violent scene, physical contact between the victim and the aggressor, the inclusion of aggressive symbols, and dissociation within the drawings and narratives. In particular, violent scenes, physical contact between the victim and the aggressor, and aggressive symbols were present in drawings containing multiple forms of abuse or physical abuse as compared to only emotional or only sexual abuse (for examples, see drawings in Figures 5, 6). More dissociations within the drawings and narratives were depicted when the type of abuse was not specified, as compared to sexual, physical, or emotional abuse (see Table 3).


TABLE 3. Associations between type of abuse and drawings and narrative characteristics.
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FIGURE 5. An example of a drawing with symbols of hurt drawn by a child. “Dad says ‘You’re a bad boy’ and the boy cries and says ‘Dad, enough.’ This is emotional abuse, not physical, I’ve drawn emotional abuse.” The child in the drawing is not the artist; it is meant to represent any child.
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FIGURE 6. An example of a drawing with aggression symbols and a helplessness narrative created by an adolescent. “I painted a dad who beats his kid, I don’t know why. I painted a bear, I don’t know, it doesn’t matter to the teddy bear. You see that the father is sad and the boy is crying, that hurts him. Usually, domestic violence doesn’t really happen, it’s more school violence. In this house, for example, one of the parents got upset or something, or was angry and said something insulting: I don’t want to bring you up, why were you born? After this quarrel they don’t really mean it, it’s just, you don’t really have to do it because after that you can see the child lying in bed and doing nothing. This once happened to me, I’m sorry to say”.




Associations Between Drawings and Narratives

Chi-square analyses were conducted to identify the associations in the participants’ drawings and narratives. The analyses revealed correlations between the extent to which the drawing was consistent with the narrative and the presence of violent scenes or aggressive symbols. More violent scenes and aggressive symbols were found in the drawings when the narrative was consistent with the drawing compared to narratives that departed from the drawing (see Table 4). Correlations were also found between the presence of dissociative narratives and dissociative drawings that included the self in the drawings and scenes of abuse. In almost all the dissociative narratives, self-figures were not included as compared to the non-dissociative narratives. Almost two-thirds of the dissociative narratives were associated with dissociative drawings that did not include abusive or violent scenes (see Table 5). Finally, the narrative resolution was correlated with the presence of injury or the role of the self-figure in the drawing. Specifically, more symbols of emotional or physical injury were present in both positive and negative narrative resolutions compared to narratives with a neutral resolution. Similarly, more children depicted themselves as victims or aggressors when the resolution was either negative or positive as compared to narratives with neutral resolutions (see Table 6). Finally, children whose narratives discussed direct exposure to violence tended to include the artist in the drawing, to depict a higher rate of violent scenes within the family, and to depict helplessness in the drawings. By contrast, none of the children or adolescents who narrated stories on indirect exposure to violence depicted the artist in the drawings. These children and adolescents also depicted a higher rate of violent scenes out of the family or no violent scenes in their drawings, and a smaller percentage of their drawings depicted helplessness (see Table 7).


TABLE 4. Associations between drawing characteristics and match between the drawing and the narrative.
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TABLE 5. Associations between drawing characteristics and dissociation within the narrative.
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TABLE 6. Associations between drawing characteristics and narrative resolution.
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TABLE 7. Associations between direct and indirect violence in narratives and drawings characteristics.
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DISCUSSION

The current study examined how children and adolescents from the general population perceive child abuse as reflected in drawings and narratives. In general, the findings indicated that the children did not perceive a distinction between abuse and violence and referred to them interchangeably, referring equally to intrafamilial and extrafamilial scenes of child abuse and violence. The most frequent form of abuse depicted by the participants was emotional abuse. This is consistent with previous findings indicating a higher prevalence of emotional abuse reported by children and adolescents than other forms of abuse (Lev-Wiesel et al., 2019). Because emotional abuse often accompanies other forms of abuse, whether intrafamilial or extrafamilial, children and adolescents may be more familiar with it. It is consistent with previous findings showing that many children experience and engage in hostility, teasing, bullying, yelling, criticism, rejection, and ostracism, whether as indirect victims or observers, as victims, or as perpetrators (Nansel et al., 2001; Modecki et al., 2014; Stark, 2015).

Although violent engagement between peers or siblings is common (Nansel et al., 2001; Tucker et al., 2013; Modecki et al., 2014; Wolke et al., 2015), the participants here did not appear to consider these interactions as acceptable but rather as abusive/violent acts, in which there were clear roles of victim and perpetrator. These imbalanced situations can exacerbate feelings of embarrassment, humiliation, sadness, loneliness, and helplessness, which were reflected here in the children’s powerlessness drawings and narratives, as well as in their restricted and chaotic narratives, which may imply children’s difficulties in reflecting and resolving the abuse (Main and Hesse, 1990; Scharf and Shulman, 2006). This raises the more general question of the impact of exposure to violence—whether domestic, in the community, or in the media—on children and how it shapes their views of the world and themselves, their ideas about the meaning and purpose of life, their expectations for future happiness, and their moral development (Cummings et al., 2009).

Most of the drawings communicated the abusive/violent experience realistically through the use of symbols of aggression, injuries, and words, particularly the drawings that depicted physical abuse or multiple forms of abuse. This finding lends weight to previous studies indicating that drawings encourage disclosure of disturbing content that can elevate distress by bypassing dissociative mechanisms (Amir and Lev-Wiesel, 2007). The fact that none of the participants avoided or refrained from completing the assignment, but some employed various graphical techniques such as receding themselves from the situation by seldom drawing themselves within the abusive scene, avoiding taking a specific role in the event, or distancing the aggressor from the victim, may indicate an attempt to protect themselves from the troubling subject and its associated negative feelings by dissociative mechanisms. Furthermore, despite the high prevalence of sexual assault among children (Oriol et al., 2017; Lev-Wiesel et al, 2018), children and adolescents rarely drew this type of assault.

Obviously, some of the children and adolescents could have served as the aggressors, perpetrators of bullying, or bystanders (Nansel et al., 2001); however, using these techniques, as well as adding positive objects such as flowers or hearts, non-related objects, or words, may also reflect the participants’ ambivalence toward contemplating on the subject or disclosing their personal abusive experience (Malloy et al., 2011; Lev-Wiesel et al, 2018). The use of excessive cuteness or sweetness in drawings as a dissociative mechanism previously was found in various studies that aimed to identify attachment representations in children (e.g., Pianta and Longmaid, 1999; Goldner and Scharf, 2012). Specifically, children characterized by disorganized attachment representation tended to add hearts, flowers, and butterflies to their drawings, and these objects tended to take over much of the page.

The dissociation literature considers dissociation as both a symptom of distress and a defense mechanism that can lead to distress (Nijenhuis et al., 2010; Lahav and Elklit, 2016). The classical approach regards dissociation as a pathological response to trauma in which the victim splits daily reality into the part in which he or she functions appropriately and the abuse experience (Nijenhuis et al., 2010). The two parts of the self, the one that acknowledges the harm and the one that detached itself from it, are thought to be separated on a different level of consciousness (Nijenhuis et al., 2010). However, it is essential to note that using dissociative mechanisms in the narratives and drawings should be regarded as a normative adjustment mechanism since it protects individuals who have undergone painful experiences from emotional flooding (Spiegel et al., 2011; Stein et al., 2013).

Children can be exposed to indirect victimization across multiple socio-ecological contexts, including in the neighborhood, school, and home. Jakob (2018) suggested that even children who do not directly observe domestic or community violence are often aware of violent events or hear repeated accounts of a specific incident and tend to form mental imagery of the violence (Bacchini and Esposito, 2020). In our study, three-quarters of our sample generated narratives of exposure to indirect violence. Data from surveys conducted in the United States showed that more than 58% of the children and adolescents had witnessed or experienced indirect violence, including exposure to war or ethnic conflict, rape, flashing, domestic violence, kidnapping, witnessing a murder, and dating violence (Finkelhor et al., 2007, 2010). Even though the scenes of children who narrated indirect violence narratives tended to involve violence occurring mostly outside the family and their drawings tended to depict less helplessness than those of children who produced narratives of direct exposure to violence, studies have documented harmful effects of indirect exposure to violence, including PTSD symptoms, depression, externalizing problems, and delinquency (Fleckman et al., 2016; Shukla and Wiesner, 2016; Gollub et al., 2019). Thus, the choice to draw indirect violence scenes can attest not only to the high prevalence of the phenomenon in children and adolescents but also to the way children emotionally protect themselves from the consequences of indirect violence and the mental pain involved.

Our study also revealed differences in the children’s drawings and narratives across genders, family structures, and socioeconomic statuses. While boys tended to draw smaller victims and use preschematic drawings, girls produced more vital drawings but negative narratives. These tendencies replicated prior studies that indicated girls’ disposition to depict more expressive metaphorical drawings using a broader range of colors and boys’ tendency to depict more simple and plain drawings (Deaver, 2009; Picard and Boulhais, 2011; Goldner and Levi, 2014). The smaller victim figures in boys’ drawings and the negative narratives of girls can be understood based on boys’ higher rate of physical aggression and girls’ higher rate of emotional aggression, perceived risk of victimization (Carbone-Lopez et al., 2010), and emotional distress (Dao et al., 2006).

In addition, children from families with two parents who were not divorced, and families with higher socioeconomic status tended to use less dissociative mechanisms in their drawings. They drew more abuse scenes (mostly between siblings), and their drawings accorded their narratives. These findings may indicate these children’s higher level of accessibility to the abusive experience and broader internal and external resources to approach the task without bypassing it. Note, however, that other reasons can explain children’s emotional detachment from the drawings, such as their desire to engage with the concept more cognitively and personal predispositions (e.g., personality traits or attachment tendency). Future studies might examine these reasons.



CONCLUSION AND LIMITATIONS

The findings of this study may shed light on the ways children and adolescents perceive child abuse, their concerns, and the ways they try to cope or avoid coping with the distress. Abuse (or a combination of abuse and/or violence, as they perceived it), either within or outside the family, left most of the children feeling lonely and defenseless. Struggling with feelings of humiliation, guilt, and shame, they tried to communicate the abuse/violence, depicting realistic violent scenes, injury, aggressive symbols, and words in an attempt to gain an understanding for the painful experience. Clearly, for some children, art-making accompanied by producing narratives enables a concretization of the abusive experience (Buk, 2009; Loumeau, 2011) as well as its externalization into tangible symbols and narratives, which might support the containment and processing of the event (Avrahami, 2006; Malchiodi, 2012). However, for some children, this task may be perceived as anxiety-provoking and overwhelming, which evokes a more defensive response than would maintaining greater emotional distance (Kaiser, 1996). Since clinicians consider that art-based interventions and drawing techniques facilitate disclosure and foster sharing (Bekhit et al., 2005; Leon et al., 2007), they should be aware of the complexity of asking their clients to produce this type of drawing and the mechanisms children/teens use to cope with evoked distressful feelings.

This study has several limitations that should be taken into consideration. First, the research design was observational and correlative; therefore, it does not allow for causal inference. Second, the study was composed of a small convenience sample of Israeli children and teens who depicted the ways they perceived abuse. Future studies aiming to replicate the findings should apply a representative larger sample. Finally, our findings concentrated on drawings and narrative analyses. Future studies should include additional measures such as self-report questionnaires on children’s adjustment or in-depth interviews to validate the findings and gain a deeper understanding of children’s perceptions of abuse and violence. In addition, personal variables such as the history of trauma and child abuse, emotional regulation, and attachment orientations could also moderate the analysis or shed light on the participants’ perceptions as reflected in their drawings and narratives.
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Dynamic body feedback is used in dance movement therapy (DMT), with the aim to facilitate emotional expression and a change of emotional state through movement and dance for individuals with psychosocial or psychiatric complaints. It has been demonstrated that moving in a specific way can evoke and regulate related emotions. The current study aimed to investigate the effects of executing a unique set of kinetic movement elements on an individual mover’s experience of happiness. A specific sequence consisting of movement elements that recent studies have related to the feeling of happiness was created and used in a series of conditions. To achieve a more realistic reflection of DMT practice, the study incorporated the interpersonal dimension between the dance movement therapist (DMTh) and the client, and the impact of this interbodily feedback on the emotional state of the client. This quantitative study was conducted in a within-subject design. Five male and 20 female participants (mean age = 20.72) participated in three conditions: a solo executed movement sequence, a movement sequence executed with a DMTh who attuned and mirrored the movements, and a solo executed movement sequence not associated with feelings of happiness. Participants were only informed about the movements and not the feelings that may be provoked by these movements. The effects on individuals were measured using the Positive and Negative Affect Schedule and visual analog scales. Results showed that a specific movement sequence based on movement elements associated with happiness executed with a DMTh can significantly enhance the corresponding affective state. An additional finding of this study indicated that facilitating expressed emotion through movement elements that are not associated with happiness can enhance feelings such as empowerment, pride, and determination, which are experienced as part of positive affect. The results show the impact of specific full-body movement elements on the emotional state and the support outcome of DMT on emotion regulation.

Keywords: dance movement therapy, emotion, body feedback, interaffectivity, embodiment, positive affect, Laban Movement Analysis


INTRODUCTION

The expression of emotions through body movement is one of our earliest ways of communication, preceding spoken language, and the use of movement to identify, address, and support change in emotional state has since long been recognized in the research literature (Darwin, 1872; Fuchs and Koch, 2014; Shafir, 2016). Dance movement therapy (DMT) prioritizes dance and movement as an emotional experience. It uses movement as locus for expression of emotions, to foster emotional resiliency and as an agent of change within the dance therapeutic context (Fuchs and Koch, 2014; Acolin, 2016; Tsachor and Shafir, 2017; Payne et al., 2019). An important aim of DMT includes the support of the client to unfold and articulate inner sensations, impulses, and expression of emotional content. Exploration of specific elements of movement and vitalizing movement experiences can provide the client with the possibility to connect to embodied sources of joy and well-being, and have an effect on the clients’ self-esteem, improve well-being, and increase positive emotional experiences (Koch et al., 2007, 2019; Gendlin, 2012; Gordon, 2014).

Dance movement therapy and its clinical practice builds its theoretical background by relating and contributing to existing theoretical traditions that are in accord with DMT principles. Embodiment is a concept that matches the theory and practice of DMT. The term embodiment refers to theories and research in which the body and movement play an integral part and central role in our thinking, feeling, perception, and action (Laird, 1984; Strack et al., 1988; Merleau-Ponty, 2003; Winkielman et al., 2015). One of the main assumptions of embodiment research is that of bidirectionality between subjective experience (for example, an emotion) and the body’s sensations and movements contributing to this experience (Wallbott, 1982, 1990; Riskind, 1984; Zajonc and Markus, 1984; Neumann and Strack, 2000). Hence, the way in which we are moving does not only affects how others understand our non-verbal expressions (expressive function: Darwin, 1872). Following the James-Lange theory, this movement behavior also influences our emotional experience through our kinesthetic body feedback (impressive function: James, 1884; Laird, 1984; Riskind, 1984; Strack et al., 1988; Wallbott, 1990; Fuchs and Koch, 2014; Koch et al., 2014). In this feedback process, the body receives and supplies intero- and proprioceptive information (sensory data) via the central nervous system to the brain, which results in the formation of neural patterns. In turn, these play a causal role in the experience of, for example, emotions and feelings (Damasio, 2001; Bechara and Damasio, 2005). Imagine a person who is feeling sad. Their body posture and movement may be collapsed, slowed down, and directed to the ground. Based on the reciprocal influence of body- and cognitive-affective systems and circuits, this movement also reinforces the person’s feeling of sadness. This way, emotions can be regulated by the conscious use of movement and the associated body feedback.

The impact of movement and movement tendencies such as gestures and body posture has received a lot of attention in the scientific field, with inconsistent findings. Some studies demonstrated a direct influence on affect. For example, studies showed that people’s affective responses can be influenced by the proprioceptive input coming from specific body postures (Cuddy et al., 2018), specific gestures like arm extension and flexion (Cacioppo et al., 1993), and facial expression such as smiling or pouting (Strack et al., 1988; Laird et al., 1989; Duclos and Laird, 2001; Davis et al., 2010). However, a large replication study did not find a relation between people’s affective responses and their facial expression (Wagenmakers et al., 2016). The inconsistency of findings may be explained by differences between static expressions involving a limited part of the body (face/limbs) versus dynamic movements involving the whole body. The latter includes the Body parts doing the movement and their actions, the qualitative dynamics of the muscular contraction or Effort, the change in the mover’s Shape, and the advancement of the movement through Space. It seems timely to analyze the influences of dynamic whole-body movement on affective responses and to specify findings for a clinical application such as DMT, which emphasizes the dynamic character of movement.

Emotions are not only felt on the individual level due to the proprioceptive-kinesthetic feedback on one’s own affect, but are also displayed and visible in expression and behavior within our environment. According to Fuchs and Koch (2014), this also induces processes of interaffectivity, where our body is affected by the other’s expression, and we experience the kinetics and intensity of his/her emotions through our own bodily kinaesthesia and sensations. This interactional resonance implies a dynamic mutual feedback between two bodies which can occur through the visual, auditory, or tactile channel, but also through the kinesthetic channel (Koch, 2011; Koch et al., 2011). DMT actively addresses this interaffectivity. The therapeutic relationship is achieved through movement and dance (Chaiklin and Wengrower, 2015). In DMT, movement intervention occurs in a variety of relational modes showing strong similarities with embodied relationships and self-other relatedness as known from dance (Samaritter and Payne, 2013; Samaritter, 2020). For example, we distinguish a solo movement situation without a partner, from a partnered movement situation (duet), during which there is a focus on a partner (therapist or peer). During individual (solo) movement the clients’ own movement expressions directly affect themselves and form feedback for their own emotional experience (impression of their own expression), whereas in a shared movement situation, both persons simultaneously experience their own and each other’s emotions through the process of interaffectivity (Samaritter and Payne, 2013; Fuchs and Koch, 2014). In DMT, the therapist will actively route the therapeutic relationship using his/her own bodily movement to attune to the movement patterns of the client. By using the technique of modal mirroring (Eberhard-Kaechele, 2019), the therapist relates to the client in shared whole-body actions and mirrors him/her by moving in response with the same mode of emotional expression and movement elements. Through the highly attuned, mirrored movement intervention of the therapist, the client is offered a double impression: by sensing the other individual via the visual, auditory channel, while at the same time s/he is experiencing her/his own movements through the kinaesthetic senses. The client may develop a sense of being seen, and awareness about the expressed emotions and state may increase (McGarry and Russo, 2011). Schore (2003) proposed that the brain responds with a discharge of dopamine when a person is mirrored during movement engagement with as close as possible similar movement patterns, resulting in positive feelings like pleasure and bonding to each other. In order to reflect a more realistic situation of DMT practice in research, it can be meaningful to extend the bidirectionality model and to incorporate these different loops of body feedback into the research design. Therefore, in addition to dynamic body feedback, the present study also incorporates the interactive dimension that takes place between the therapist and client, and the consequences of this dynamic body feedback on affective state.

To observe, analyze, and assess movement patterns, most dance movement therapists (DMTh) use Laban movement analysis (LMA; Bartenieff and Lewis, 1980; Laban and Ullman, 1980). LMA provides a theory-based tool to look at the quality of movement in a quantifying manner, and classifies movement components in four main categories: Body (what moves?), Effort (how does the body move?), Shape (how does the shape of the body change?), and Space (where does the body move?). LMA identifies aspects of movement with words such as strong, free, direct, forward, rising, or retreat (Studd and Cox, 2013). In DMT, the therapist uses LMA to observe and attend to the client’s movement to change and expand movement components, observe subtle expression of emotion, share these observations with the client, and suggest how to use movement components to foster emotional resiliency in everyday life (Laban and Ullman, 1980; Shafir et al., 2016; Tsachor and Shafir, 2017). In research, LMA has been used to describe movement associated with diverse topics from personality (Levy and Duke, 2003; Van Koningsveld, 2011), mental health issues (Koch et al., 2007; Samaritter and Payne, 2017), interpersonal behavior (Roudposhti et al., 2012), emotion and emotional expression (Lourens et al., 2010; Gross et al., 2012; Shafir et al., 2016), and affect, attitude, and cognition (Koch, 2014; Koch et al., 2014).

Previous studies within the DMT domain place the dynamic, qualitative components of self-movement and the effect on the emotional experience at the forefront of their research. In his study (N = 60), Günther (2006) compared a jump movement (rope jumping) with a kick movement (kicking the ball). The light, continuous and rhythmic quality of the jumps caused more relaxation and joyful, indulgent, peaceful, and playful feelings among the participants. The pounding and spurting quality of the kick movement caused more negative feelings, including tension, aggression, and conservatism. The results from the study by Koch (2014), focusing on the changing shape of the body, show that after performing enclosing movements of the arms and opening movement of the hands, participants felt significantly more peaceful and relaxed, while performing an avoidance movement evoked more tension and aggressive feelings. In another study by Koch et al. (2014), participants reported more positive feelings and memories after moving with a light, free, and indulgent quality, while moving with a fighting quality (powerful, strong, and bound movements) became more related to negative feelings and memories. In their study, Shafir et al. (2013) demonstrated that the dynamic whole-body movement expression of discrete emotions (happiness, fear, and sadness) also enhanced this emotion among the participants. In a follow-up study by Shafir et al. (2016), specific sets of Laban movement elements were identified which, when applied, elicit feelings of the associated emotion (happy, angry, scared, and sad). Participants (N = 80) applied different combinations of LMA movement elements and rated the emotion they felt while moving. Results showed that each individual discrete emotion was predicted by a unique set of LMA movement elements and that no Laban movement element was significantly predictive for more than one emotion. The opposite effect has also been demonstrated: when the movement expression/characteristics associated with a specific emotion of an individual is limited, this leads to a reduced experience of this emotion (Laird and Lacasse, 2013; Koch et al., 2014; Shafir et al., 2016).

Results from the studies mentioned above indicate that integrating specific movement elements within a movement intervention can influence emotion. In a further exploration within the DMT domain, a few studies base their intervention on Laban and Laban theories (Koch et al., 2007; Koch, 2014; Shafir, 2016; Tsachor and Shafir, 2017) or are aimed at improving mood, affect, or emotion regulation (Haboush et al., 2006; Betty, 2013; Gordon, 2014; Punkanen et al., 2014). These findings are important for the DMT domain and are useful for the development of movement interventions where emotion regulation is an important goal. However, there is little concrete research into which specific movement elements within a movement intervention actually have their effect on a particular emotion. For the evaluation of outcomes for the DMT practice, the relationship between a specific dynamic movement intervention danced solo or together with a DMTh and the experienced emotional state with the mover would therefore be particularly relevant for further investigation.

Presenting the mover with vitalizing movement interventions to experience sources of happiness and increase positive affect is a frequently utilized practice within DMT (Koch et al., 2007), as well as offering embodied experiences to recuperate emotional expressiveness (Harris, 2007). The DMTh will guide the client in expressive movement sequences to overcome emotional stagnation and to express and experience emotions such as anger, sadness, happiness, or fear. This focus is in line with the new concept of positive health, which defines health as people’s ability to adapt and self-manage in response to the physical, emotional, and social challenges of life (Huber et al., 2016, p. 1). In DMT theory and research, interventions and treatment that address the increase of positive affect are not yet reflected well (Gordon, 2014). Rather, research focuses primarily on reducing negative emotions or symptoms, assuming that this leads to an increase in positive affect. In addition to reducing negative symptoms, it is also an increasingly important focus in therapeutic practice to support clients in experiencing positive emotions (Van der Meer, 2010; Gordon, 2014). A positive emotion like happiness can serve as a protective factor and strengthen resiliency. It seems meaningful to further integrate and extend the influence of dynamic movement and investigate the resulting body feedback on an emotional state, and more specifically happiness, into research within DMT. Such research would make a unique contribution by focusing on the relation between movement and emotion, and thereby build on the theoretical framework that answers the question of how DMT works.

The aim of the present study is to investigate whether the experience of happiness can be enhanced through the use of a dynamic movement intervention based on specific LMA movement elements associated with the expression and experience of happiness (see Table 1 for specific LMA “Happy” movement elements used for this movement intervention). In this study, we aim to differentiate between performing a movement sequence with a DMTh and performing the same movement sequence alone. Including an interactive dimension taken from DMT techniques offers a more realistic reflection of the practical DMT context. Results of this study can extend existing findings in body feedback research by incorporating dynamic movement and the interbodily resonance that takes place between the therapist and client, and the consequences of this dynamic body feedback on the affective state. Following up on the study by Shafir et al. (2016), this study aims to verify and broaden previous results by including young adults (18–25 years old) with no LMA experience or training. Following the results from neuroscience, participants’ brain responses to seeing an action are influenced by their acquired motor skills (Calvo-Merino et al., 2005; Borgomaneri et al., 2015). Participants who are not trained and experienced in LMA may have a different association between movement based on these Laban movement elements and emotion. Furthermore, the present study aims to make a contribution to the body of research that ultimately can assist DMTh in helping clients to build positive affect, in support of mental health and well-being.


TABLE 1. Laban movement elements associated with the experience of happiness used in the study. The left column in the table shows the main categories of movement of LMA. Each category contains several factors and qualities of movement which are described in the middle column, and are identified to predict the experience of happiness, found by studies in the right column.

[image: Table 1]We hypothesized that happiness will be enhanced the most when a participant is supported by a DMTh who uses targeted DMT techniques, including attuning and mirroring, compared to dancing the associated movement elements independently. Second, it is expected that a single dance movement intervention based on LMA movement elements associated with the expression of happiness leads to a greater increase in the experience of this emotion, compared to a single dance movement intervention that does not contain the LMA movement elements associated with the expression of happiness.



MATERIALS AND METHODS


Participants

Twenty-five participants (5 males, 20 females; 22 Dutch residents, 3 non-Dutch residents) participated in this study. Included participants were young adults between the age of 18 and 25 (M = 20.72, SD = 2.05). Exclusion criteria for participation were (1) experiential knowledge with LMA and DMT (e.g., from specific training or working experience as a DMTh) and (2) physical limitations that would prevent candidates from performing the movements in all conditions. Participants were recruited by means of posters at locations of Zuyd University of Applied Sciences, using this university’s student mailing lists and by directly addressing these students on-site. A snowball effect was created by posting a call on social media such as Facebook and LinkedIn, so that external participants in this age group could also register for the study. We announced that the study aimed to investigate the effects of muscle activation on mood. We advertised that we raffled gift vouchers among participants as a reward and that all participants received a certificate to prove their participation in case they could use it to obtain course credits. All participants voluntarily participated in the study and gave their informed consent.



Design

The study had a within-subject design and each participant engaged in all three conditions. In condition A, the participant performed a movement sequence based on specific LMA movement elements associated with and to enhance happiness, together with a DMTh who attuned and mirrored the movements. In condition B, the participant performed a solo movement sequence based on specific LMA movement elements associated with and to enhance happiness. In condition C, the participant performed a solo movement sequence based on specific LMA movement elements whose execution is not associated with, or to enhance happiness. Conditions were randomized to balance and counteract learning and/or fatigue effects. This led to six different orders of conditions (A-B-C, A-C-B, B-A-C, B-C-A, C-A-B, and C-B-A). Questionnaires were presented to the participants before and after executing each condition, and at the end of the study.



Experimental Design and Procedures


Development of the Movements

To select the appropriate movement sequences for all three conditions of the study, a trio of movement sequences was composed. In order to decide on the movement sequence that could be used in condition A as well as B, two different and short (40 s) movement sequences were compiled. These were based on results from studies that showed LMA movement elements that are characteristic for the expression and experience of the emotion of happiness (see Table 1). In order to develop a movement sequence intended for use in condition C, another short sequence (40 s) was created which contained LMA movement elements that are not associated with the expression and experience of happiness, based on the results by Shafir et al. (2016). According to these results, the LMA movement elements selected for this sequence are more likely to predict the experience of emotions such as anger, sadness, or fear. All three movement sequences demanded the same amount of physical effort based on face validation and heart rate measurement in one DMTh while executing the movements. All sequences have been validated by a Certified Laban Movement Analyst (CLMA) based on the intended movement elements. This CLMA was not aware of the purpose of the study.

Five first-year students of the DMT program who did not participate in the present study and were not yet familiar with LMA, were taught and then executed these three movement sequences. Each movement sequence was repeated for 5 min. Based on self-reports of the students, we decided to use the movement sequence for condition A and B in which happiness was most recognized and experienced (“Happy” sequence). These students reported a decrease of happiness in the movement sequence that consisted of LMA movement elements that were not associated with the expression or experience of happiness, which made the sequence useful for condition C (“not-Happy” sequence; see excerpts from both movement sequences in Figures 1, 2). A video clip was made of both movement sequences for study purposes. Both video clips and a verbal description of each movement sequence including the LMA movement elements can be made available on request to the corresponding author.


[image: image]

FIGURE 1. Fragments from movement sequence used in condition A and B that include a combination of LMA movement elements associated with happiness: rising (Shape), spreading (Shape), jump left and upwards (Body action and Space) combined with free flow (Effort). Photo published with permission of a volunteer.



[image: image]

FIGURE 2. Fragments from movement sequence used in condition C that include a combination of LMA movement elements not associated with happiness: enclosing and sinking with wringing (Shape and Effort), punching downward (Effort and Space), pressing forwards (Effort and Space), and sinking combined with enclosing (Shape). Photo published with permission of a volunteer.




DMTh and Research Assistants

In all three study conditions, the dance movement intervention was guided and/or co-executed by a DMTh or research assistant (RA). Inclusion criteria for the DMTh participating in the research experiment were (1) being a qualified DMT (bachelor or master level) and (2) experiential knowledge of LMA. RAs were DMT students (2nd and 4th year) who voluntarily assisted during this study. All received a certificate of participation. A 2-h training session for the DMTh and RA was offered by the first author prior to the experiment. The selected LMA movement elements were embodied and observation of these elements were practiced in this training, the two selected movement sequences for condition A/B and C (see “Development of the movement sequences”) were taught and the DMT techniques (attuning, mirroring) were practiced and repeated. To influence the mood of the participants as little as possible during the research conditions, all DMTh and RA were asked to be as objective, neutral, and non-suggestive as possible in their professional attitude and not to make any therapeutic contact with the participants, for example by inquiring about feelings. The DMTh and RA were given details of the research protocol in which the procedure for each condition was shown, including the link to the videos of both movement sequences and further instructions for assisting in collecting the questionnaires from the participants. The training session was completed when the first author determined that there was agreement on the observation of the selected LMA movement elements, the DMT techniques were performed and the movement sequences were memorized.



Pre-session and Study Experiment

The study took place in two sessions (pre-session and study experiment) in a dance studio at the university, 7 days apart. Both had a duration of 1 h. The aim of the pre-session was to familiarize participants with the LMA movement elements and the independent performance of the “Happy” movement sequence. These movements were not verbally labeled with emotions. During the pre-session, participants adequately learned the “Happy” movement sequence associated with the expression and experience of happiness, which was later tested in conditions A and B. This was instructed by the first author, who is also an experienced teacher, DMTh, and CLMA. The pre-session was completed when the first author determined that the intended LMA movement elements were adequately embodied and learned by the participants and they could perform the movement sequence independently. It was deliberately chosen to only teach one movement sequence, so the participants did not get a hint of the study purpose. Participants were asked to remember and practice the movement sequence in the meantime. For support, the participants received a link to the video clip of this movement sequence.

The second part of the study, the study experiment, took place in four separate rooms that are usually occupied for arts therapies classes at the university. Each study condition (A, B, and C) was executed in a separate room. This was done for practical reasons, so that three participants could participate in a different study condition at the same time. In the room, only a chair and a table with laptop for taking the questionnaires were present. The participants were welcomed by assisting students in another room so as not to disturb any participants performing their study conditions. Here, the participants were randomly assigned to the six different orders in which the three conditions could be performed. They received a sticker they could put on their clothing, which showed their participant number and the order they were going through all three conditions. This separate room was also used during the study to create a break in between conditions, before going to the next one.

In each condition there was either a RA (conditions B and C) or DMTh (condition A) present. Each condition lasted 10 min, of which 5 min was for the movement intervention and 5 min in total for completing the pre- and post-measurement. Between conditions, there was a break (10 min) for the participant in a separate, neutral room, after which s/he moved on to the next condition or completed the experiment. All conditions were performed without music.

All three study conditions (A, B, and C) consisted of a task for carrying out a dance movement intervention based on a specific movement sequence. During condition A, this movement sequence was repeated by the participant within the given time, during which the DMTh moved in response with the same mode of emotional expression and movement elements of the participant. During condition B, the participant could watch and follow this movement sequence shown in a video clip, on a TV screen present in the room. They were also allowed to move in their own timing. The RA mentioned beforehand that she/he would dance the sequence along with the participant to convey an atmosphere of support, but remained out of sight (position diagonally back, front facing the screen), so there was no direct eye contact or interaction during movement. During condition C, the participant was first taught the movement sequence that consisted of LMA movement elements that are not associated with the expression and experience of happiness. This was taught by a RA who was present, by means of a demonstration and movement instructions for the execution of the movement sequence. The participant was then given the task to independently repeat this movement sequence within the given time. The RA did not participate in this, but remained present in the room.

Correct execution of the protocol for each condition per participant was questioned by means of a short checklist for the RA and the DMTh. Here, RA and DMTh post checked for the execution of the LMA movement elements within the movement sequence by the participant, the use of DMT techniques (in condition A) by the DMTh and other particulars could be noted. All participants were videotaped during execution of the movement sequences for post-validation of the correct execution of the LMA movement elements when the checklist gave rise to this. Before and after the movement intervention in each condition, participants scored their affective state/mood in the current moment and physical fatigue (only post-intervention). After completing all three conditions, the participants returned to the neutral room where two RA were present. They filled in a final questionnaire which contained questions about their characteristics and their subjective experience regarding the experience of happiness during all conditions.



Measurements


Demographic Variables

Demographic data were collected, including age (in years), nationality (Dutch or option “different” with the option to fill this in) and gender (male/female).



Positive Affect

Positive affect was measured using the PANAS (Positive and Negative Affect Schedule; Crawford and Henry, 2004). The validated Dutch version of the PANAS was used in this study (Peeters et al., 1996). The PANAS questionnaire contains 20 items that refer to a certain emotion or feeling; 10 items gage positive affect and 10 items negative affect. Happiness as a positive emotion was measured in this study by the 10 items that refer to positive affect (PANAS-p), namely: interested, cheerful, strong, enthusiastic, self-confident, proud, alert, inspired, determined, and attentive and active. Participants indicated on a five-point Likert scale to what extent they experienced a certain emotion or feeling (1 = hardly or not at all, 5 = strongly). They were asked to describe this in the current moment, in order to determine the direct effect of the intervention. A higher sum score (minimum 10, maximum 50) indicates a more positive affect. The PANAS-p subscale has high reliability, with an alpha between 0.86 and 0.90 (Watson et al., 1988). Also, the PANAS is frequently used in related studies on affect.



Happiness and Other Emotions

We measured happiness by using digital visual analog scales (VAS), by placing a perpendicular line on a horizontal line (100 mm). On the left side is the minimum score (“don’t feel the emotion at all” = 0), on the right is the maximum score (“feel the emotion really strongly” = 100). In addition to happiness, the participant also rated other basic emotions (angry, scared, and sad) on a VAS to disguise the emotion we were interested in. The score on the VAS is the number of millimeters between the minimum score and the line indicated by the participant. A high score on the VAS means that the emotion is experienced to a high degree. Acceptable psychometric properties have been reported for a digital VAS for measuring anxiety (Rossi and Pourtois, 2012).



Additional Questions on Experiences During the Movement Sequences

After completion of the whole experiment participants were asked to mark the condition where s/he experienced happiness the most (condition A, B, or C) and to nuance his/her choice for this condition by selecting from the elevens items that caused this experience. Items were, for example, “I was able to make eye contact,” “Here I felt most at ease” or “By moving together I felt this emotion more strongly.” Checking multiple answers was possible. In order to detect the participants’ experience with regard to movements that caused happiness in their experiences, for the item “The type of movements made me happier,” we added a qualitative question where the participant was asked to define these movements in their own words. The complete questionnaire (Dutch version) can be made available on request to the corresponding author.

To verify whether participants had expended approximately the same amount of physical effort in each condition and to check for fatigue effects among the participants, the amount of physical effort of each condition was rated by the participant on a VAS (100 mm) during post-measurement.

All measurements were entered digitally on a laptop that was present in the room where the movement intervention took place for conditions A, B, and C, so the experience of the participant before and after the movement intervention could be measured directly and be least affected by the environment. The RA or DMTh present asked the participants to fill in the questionnaires. The concluding questionnaire, including demographic data, was conducted in the same room where the participants were welcomed and had their break in between switching to the next condition.



Data Analysis

First, we examined the forms that were filled in by the RA and DMTh to look for deviations from the study protocol. Second, to test whether there were differences between pre- and post-test scores per condition, we performed paired sample t-tests for the PANAS-p and the VAS scores. Next, to test whether the participants showed differences regarding the development of positive affect or feelings of happiness (PANAS-p and VAS) during the performance of the three conditions, we performed GLM repeated measure analyses using a 3 × 2 model (condition by time). If the assumption of sphericity was not assumed, results of the Greenhouse–Geisser test were used. Within-subject contrasts were performed when the interaction effect was significant. All the analyses were performed for the PANAS-p and the VAS separately. In addition, we tested the amount of physical effort between the three conditions using GLM repeated measure analyses with one factor (condition). Finally, answers to the questions on experiences during the movement sequences were analyzed using descriptive statistics and categorization of the answers on the open questions. All analyses were performed using IBM SPSS Statistics 24. The statistical significance (p) was determined at 0.05.



RESULTS

Examination of the forms revealed that all participants executed the movement sequences as planned in the study protocol and showed no further deviations of the intended protocol. In one case (participant 10, condition B), there was a remark that the RA and the participant were acquainted, which could have influenced the attitude of the RA and the participant. The results gave no rise to a post-session validation of each video to assess the inclusion of the LMA movement elements and no participants were excluded from analyses.

Table 2 shows the mean and standard deviation of the scores of the PANAS-p and VAS. The paired samples t-test showed a significant increase of PANAS-p. We found a significant increase from pre- to post-test for condition A t(1,24) = −3.43, p < 0.01 and condition C t(1,24) = −5.89, p < 0.01, but not for condition B t(1,24) = −1.56, p < 0.13. Regarding the VAS score, we found a significant increase from pre- to post-test for condition A t(1,24) = −2.09, p < 0.05. No difference between pre- and post-test VAS score was seen for condition B t(1,24) = −0.70, p > 0.05 and condition C t(1,24) = 0.49, p > 0.05. Regarding PANAS-p, GLM repeated measures analyses showed no significant main effect for condition F(2,48) = 0.535, p > 0.05, partial η2 = 0.02. Instead, there was a significant main effect for time F(1,24) = 23.19, p > 0.05, partial η2 = 0.49 as well as a small significant interaction effect condition × time F(2,48) = 3.23, p < 0.05, partial η2 = 0.12. Figure 3 graphically shows the effects on positive affect at pre- and post-test for all three conditions. The within subject contrasts showed that there is a difference between the three conditions with respect to the increase of PANAS-p pre–post scores, in which conditions A and C both showed more increase from pre to post compared to condition B. Regarding VAS, GLM repeated measures analyses showed a significant main effect for condition F(2,48) = 6.36, p < 0.01, partial η2 = 0.21. However, there was no significant main effect for time F(1,24) = 1.82, p > 0.05, partial η2 = 0.07, nor a significant interaction effect condition × time F(2,48) = 1.58, p = 0.22, partial η2 = 0.062. Figure 4 graphically shows the effects on happiness at pre- and post-test for all three conditions.


TABLE 2. Mean scores (M) and standard deviation (SD) per condition (N = 25).
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FIGURE 3. Scores PANAS-p at pre and post measurements per condition. Analysis showed a small significant interaction effect (p < 0.05) for condition × time.
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FIGURE 4. Scores VAS Happiness at pre- and post-measurement per condition. Analysis showed no significant interaction effect for condition × time.


Results of the questionnaire on experience of the participants showed that 72% of the participants (N = 18) chose study condition A for having caused the strongest feeling of happiness, followed by condition C with 16% of the participants (N = 4) and condition B with 12% (N = 3). The item “the type of movements made me happier” was agreed by 50% of the participants for condition A, by 33.3% of the participants for condition B, and no participants rated this item for condition C. The qualitative answers of the participants that further explained this item were roughly categorized by the LMA movement elements that were selected for this movement sequence. Jumping (Body), the opening and extending of the arms (Shape) and the light, loose and free movements (Effort) were specifically mentioned.

There were differences between the conditions on the amount of physical effort F(2,48) = 18.174, p < 0.05, partial η2 = 0.431. Pairwise comparison showed that more physical effort was experienced in condition B compared to condition A [Mdif = 19.52, 95% CI (9.53, 29.51), p < 0.0005] and condition C [Mdif = 14.84, 95% CI (7.82, 21.86)]. There was no difference in physical effort between condition A and C [Mdif = 4.680, 95% CI (−13.51, 4.150), p = 0.555].



DISCUSSION

In this study, we investigated the effect of specific movement feedback on the experience of happiness on the individual and interpersonal levels. The findings provide evidence that the kinaesthetic movement feedback of a “happy” movement sequence while being supported by a DMTh (condition A) is best proved to increase the feeling of happiness. No significant evidence is found for the influence of dynamic body feedback on the increase of the targeted emotion when solo executing a “happy” movement sequence (condition B). The execution of movement elements not associated with happiness (condition C) had no effect on the feeling of happiness, but improved the positive affect.

The findings show improvement on both outcome measures for condition A. This condition was also identified by the majority of the participants as the condition that increases happiness the most. Here, participants were supported by a DMTh who attuned to and mirrored them during the “happy” movement sequence. Within the attuned DMT intervention, both the DMTh and the client/participant are actively involved with their own body and movement, and this ensures an interbodily play of expressions and reactions. The client’s body is informed, not only by their own body feedback, but also by perceiving the therapist’s movement expression as an additional component (Suitner et al., 2012; Fuchs and Koch, 2014). The client therefore not only experiences the emotions through body feedback and the physical resonance in his/her own body, but in addition experiences the movement qualities as reflected in the therapist’s movement. This interaction of internal sensations and external perception of the other attuning to and mirroring the personal movement patterns offers experiential deepening of kinaesthetic quality and stimulates embodied emotional awareness (Samaritter and Payne, 2016). This finding is in line with the non-verbal attunement and shared movement experiences in DMT and the effect of DMT interventions that facilitate emotion regulation and resiliency (Samaritter and Payne, 2016; Tsachor and Shafir, 2017).

Contrary to our expectations, happiness, and positive affect did not show any meaningful results for condition B on both outcome measures. These findings give no support for the association between specific movement elements associated with happiness and the elicitation of that emotion. This is in line with the inconsistency of findings on body feedback effects as demonstrated by Wagenmakers et al. (2016). In addition, condition A and C showed more similarities with the structure of the pre-session, whereas condition B not only differed in structure, but also in the presence of a RA in the back of the room. Both aspects may have affected the findings for condition B. Based on our findings for condition A, integrating an interactive dimension into the body feedback processes seems necessary to result in meaningful effects on happiness and positive affect.

Regarding the specific type of movement elements, participants frequently reported jumping as a movement element that contributed to their experience of happiness. This finding is in accordance with Shafir et al. (2016) who found that happiness was significantly predicted by the movement element jumping. In a study by Koch et al. (2007), happiness was not measured directly, but the use of rhythmic jumps in a circle dance was found to improve vitality and reduce depression. The findings of Günther (2006), in which a jump movement generated more positive feelings compared to a kick movement (which caused more negative feelings), corresponds with the participants’ reports for this item. Descriptions for the movement qualities free flow and light weight were also frequently reported to cause the experience of happiness according to the participants. These answers are in line with a study by Koch et al. (2014) in which participants reported significantly more positive memories (p = 0.023) and positive affect (p = 0.012) after moving with a light weight quality. In combination with free flow, these movement elements form a permissive way of moving with minimal (muscle) tension, which gives a cheerful, happy, and relaxed impression (Bender, 2007). Stretching was reported several times as an active movement element in experiencing happiness by the participants. This seems to indicate the combination of opening the torso (spreading) and reaching with the arms (rising) that were selected as movement elements for the Shape category in order to induce the experience of happiness. This effect of postural expansiveness on affect and emotional state is in line with findings (power posing makes people feel more powerful) from the study by Cuddy et al. (2018) although results must be considered with reservations due to replication studies that question this claim (Garrison et al., 2016; Cesario et al., 2017; Simmons and Simonsohn, 2017).

In contrast to the effect of “happy movements,” execution of “non-happy movements” in condition C showed no effect on the feeling of happiness, but interestingly did show an increase in positive affect. This was not in line with our hypothesis nor with results in previous studies. We assumed that the selected movement elements for condition C such as strong weight, direct space, and quick time should rather result in the experience of negative emotions, like anger, sadness, or fear (Shafir et al., 2013, 2016). The findings also contrast with the study by Günther (2006), in which a kick movement (an effortful body action also used for the movement sequence in condition C) caused more negative feelings (i.e., more tense, fighting, aggressive feelings). An explanation for the increase in positive affect in condition C may be that the execution of these selected movement elements may also stimulate the body’s vital engagement in movement behaviors and may yield the feeling of being strong, proud, and determined. In Laban’s movement theory, some of the selected movement elements for condition C have been defined as movements with a fighting quality, which are associated with a sense of power, resistance, and strength (Laban, 1967; Bartenieff and Lewis, 1980). This line of thinking is confirmed when looking at individual items of the PANAS-p such as strong, proud, or determined. Analysis on an item level for PANAS-p showed that these specific items increased after performing the movement sequence of condition C, while this was not seen in items such as interested, excited, enthusiastic, and alert (see Figure 5). These accidental findings support the idea that in anger-inducing situations, positive affect is activated (Harmon-Jones et al., 2009). A person may also feel alert, attentive, or active in a threatening and anxious situation, or proud and strong when executing specific movement elements to express and experience a socially less accepted emotion such as anger. In additional explorative analysis of the VAS scores on “angry,” this emotion showed a significant increase for condition C. Viewed from a movement analytical perspective, anger is comparable to certain positive affects in that the movement approach related to this emotion develops from the center to the periphery (on outward or outgoing movement) and that its combination of kinetic qualities such as pressing, slashing, or punching are in LMA theory of Space Harmony in association with the three-dimensional spatial pulls. Moving with this approach and qualities in space creates a mobilizing flying and falling pattern, which can have a stimulating and regenerating impact on mood (Laban and Ullmann, 1966, 1984).


[image: image]

FIGURE 5. Effect PANAS-p per condition on item level.


The self-report results showed that the experienced physical effort involved in the movement sequences was not the same for the three conditions. Participants reported more physical effort after performing the movement sequence in condition B, compared to conditions A and C. The experience of physical effort may have contributed to positive feelings or mood (Wood et al., 2013). The change of scores in condition B could therefore be overestimated, however, since there was no pre–post difference in condition B, this will not influence our overall conclusion. In the development of the movement sequences, we took into account a comparable physical effort per sequence, but this was not based on a solid methodology. For future studies, we recommend that the movement sequences are properly validated for the physical effort involved, before starting the experiment. Also, we suggest that objective measures for physical effort are included in addition to the subjective self-report measure.

The small sample (N = 25) can be seen as a limitation of this study. Therefore, replication in a larger sample would be recommended. The higher number of female participants in this study does not allow a generalization of the findings to a male population. In the same vein, results cannot be generalized to another age range. We recommend to replicate this study among both men and women above 25 years of age using a sampling strategy in the general population. Furthermore, although the combination of visual (VAS) and linguistic (PANAS) measurement instruments may be advantageous, all measuring instruments in this study were self-evaluation measurements. The results of this study could become more robust by linking these measurements to psychophysiological measurements. Further development and validation of the movement sequences can be explored in future studies, for example by comparing dynamic body feedback with more static body feedback in a control condition, or by using motion capture methods to objectively validate the movement sequences. Considering the unexpected results concerning condition B, it might be meaningful to create more equal and similar conditions in view of physical effort, structure and design of the conditions. In addition, the impact of personal movement preferences on the experience of the presented movement elements has not been explored in this study. It might be the case that not all movement elements associated with happiness need to be selected for the movement experiment to provoke the emotional experience. To further examine this assumption, we recommend to address the nature of how LMA movement elements need to be phrased and compiled in a solo movement intervention to support a shift in emotional state. A more personalized study approach might follow from this, offering participants the option to choose movement elements that would fit their individual experience of happiness. However, a personalized choice of movement elements would require thorough consideration of research methods to produce systematic and replicable results.



CONCLUSION

In conclusion, this study demonstrated that happiness can be enhanced by executing a movement intervention based on LMA movement elements associated with happiness together with a DMTh, due to the resulting dynamic and interbodily feedback. The results support the role of movement in changing or influencing an emotional state and complement and expand the still limited research on the influence of dynamic body feedback on affect on the individual and interpersonal dimension. The results can be used to inform DMT-specific interventions that contribute to the regulation of emotions. More specific, this type of intervention may be well suited for young adults and perhaps be used as an effective public health intervention at schools and campuses to improve the students’ well-being. The relationship between body and emotion is an integral part of DMT, and the relationship of these two entities is the central aspect of the therapeutic process. The results of these findings indicate that dynamic movement elements are a fertile research theme with much potential for DMT practice and the opportunity for the profession to associate more with research on body feedback, the interbodily resonance that takes place between therapist and client, and the impact on the affective state.
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An active engagement with arts in general and visual arts in particular has been hypothesized to yield beneficial effects beyond arts itself. So-called cognitive and socio-emotional “transfer” effects into other domains have been claimed. However, the empirical basis of these hopes is limited. This is partly due to a lack of experimental comparisons, theory-based designs, and objective measurements in the literature on transfer effects of arts education. Therefore, the aim of the present study was to design and experimentally investigate a theory-based visual-arts education program for adolescents aged between 12 and 19 years (Mage = 15.02, SDage = 1.75). The program was delivered in a museum context in three sessions and was expected to yield specific and objectively measurable transfer effects. To conduct a randomized field trial, three strictly parallelized and standardized art courses were developed, all of which addressed the topic of portrait drawing. The courses mainly differed regarding their instructional focus, which was either on periods of art history, on the facial expression of emotions, or on the self-perception of a person in the context of different social roles. In the first and more “traditional” course portrait drawing was used to better understand how portraits looked like in former centuries. The two other courses were designed in a way that the artistic engagement in portrait drawing was interwoven with practicing socio-emotional skills, namely empathy and emotion recognition in one course and understanding complex self-concept structures in the other. We expected positive socio-emotional transfer effects in the two “psychological” courses. We used an animated morph task to measure emotion recognition performance and a self-concept task to measure the self-complexity of participants before and after all three courses. Results indicate that an instructional focus on drawing the facial expressions of emotions yields specific improvements in emotion recognition, whereas drawing persons in different social roles yields a higher level of self-complexity in the self-concept task. In contrast, no significant effects on socio-emotional skills were found in the course focussing on art history. Therefore, our study provides causal evidence that visual-arts programs situated in an art-museum context can advance socio-emotional skills, when designed properly.

Keywords: arts education, visual arts, art museum, transfer effect, socio-emotional skills, empathy, self-concept, randomized field trials


INTRODUCTION


Cognitive and Socio-Emotional Transfer Effects of Visual-Arts Education

It has been hypothesized for decades that an active engagement with the arts in general and the visual arts in particular might yield a plethora of beneficial effects, within and even beyond the arts itself (Baker, 2012; Catterall et al., 2012; Bowen et al., 2013; Winner et al., 2013b). Therefore, arts education in schools and museums or other institutions is not only expected to promote so-called “primary effects” of arts education in terms of cultural participation or the development of receptive and productive competencies in various aesthetic and artistic forms of expression (Keuchel, 2019). Rather, beyond these intrinsic values of art for art’s sake, engagement with the arts is also seen as a potential means to achieve broader positive “side effects” that are usually labeled as “transfer effects” (Knigge, 2013). These hypothesized transfer effects comprise cognitive side effects regarding general academic achievement and intelligence development (Bastian et al., 2000) but also more specific abilities such as problem-solving, critical thinking, memory, or spatial and geometrical thinking (Winner et al., 2013b). Moreover, beyond these cognitive aspects expected transfer effects also cover creativity outcomes, motivational benefits, or even improvements in socio-emotional skills (Winner et al., 2013b; Watson et al., 2019). Based on these expectations, arts education has been seen by many as a valuable contribution to the development of several overarching and domain-general skills or competencies usually referred to as “21st-century skills” (Dede, 2010). This argument was used not only to stress the relevance of school subjects such as visual arts or music, but also to underline the importance of extracurricular cultural institutions such as art museums (Aspin, 2000; Schönau, 2012; Savva, 2013).

However, the empirical basis toward broad beneficial effects caused by an active engagement with art in general and visual arts in particular is severely limited. For instance, it has been argued in a meta-study by Winner et al. (2013b) that substantial empirical research with regard to transfer effects of an engagement with the visual arts (and many other art forms) is largely missing. According to Winner et al. (2013b), studies on this topic are not only quite rare and ambiguous in their results but also rather unsatisfactory in terms of their methodological and theoretical validity. Most importantly, only a small proportion of the available studies are based on randomized experimental designs, which would be required for a causal attribution of transfer effects to visual arts engagement. The authors claim that reliable causal evidence for positive cognitive side effects of visual-arts education has been found only in one case, namely with regard to observational skills. It could be demonstrated experimentally that inspecting artwork also improves the quality of observing scientific images within a medical (Dolev et al., 2001) or a biological context (Tishman et al., 1999).

All other cases in the domain of cognitive “side effects” of visual-arts education seem to be less clear. For instance, there is correlational evidence that visual-arts education is related to geometric and spatial reasoning skills (Spelke, 2008; Walker et al., 2011). Moreover, a causal link between visual arts engagement and geometric or spatial reasoning skills is theoretically quite plausible. However, a meta-analysis of 30 quasi-experimental studies on this relation yielded no significant effect (Haanstra, 1996). Moreover, the respective longitudinal evidence is also weak since no relation between the development of drawing and of geometric reasoning skills over time could be demonstrated (Winner et al., 2013a). Thus, the correlational evidence found might not represent a causal link but rather a self-selection effect in which students with better spatial reasoning skills might more often decide to engage in visual-arts education programs.

Other examples of disappointed expectations with regard to hypothesized cognitive “side effects” of visual-arts education are findings showing that engagement in visual arts (in contrast to other art forms such as theatre or dance) did not stimulate creativity or problem-solving skills (Catterall and Peppler, 2007). Winner et al. (2013b) interpret these findings as showing that “there is no reason to think that arts education will make children more creative unless the arts are taught in a way that really pushes children to explore and invent” (p. 196). In sum, the evidence for transfer effects of visual-arts engagement on generic cognitive skills is limited, which might partially go back to the issue that this engagement is often not tailored toward specific and intended transfer effects.

When it comes to hypothesized transfer effects besides the cognitive domain, the empirical situation seems to be difficult as well. There is little reliable experimental evidence for socio-emotional transfer effects of visual-arts education. Instead, there is mostly correlational or quasi-experimental evidence prone to self-selection effects. This applies to the relation between visual arts engagement and a better development of the self-concept (Catterall and Peppler, 2007), a better regulation of emotions (Goldstein et al., 2013) or an increase in empathy with other persons (Goldstein and Winner, 2012). Moreover, the few experimental studies on socio-emotional transfer effects of visual-arts education usually fail to demonstrate the expected effects. For example, in the experimental studies by Greene et al. (2014, 2015) matched school classes were randomly assigned to either participate or not participate in an art-museum field trip. While some effects were detected regarding cognitive and motivational outcomes, no effects of this experimental manipulation were found on empathy measures or social perspective taking. In a follow-up longitudinal experimental study on multiple arts-based field trips by Erickson et al. (2020), control students were compared to students who attended three different art field trips, visiting an art museum, a live theater performance and a symphony. Again, effects were found toward cognitive and motivational outcomes, but no effects were found on empathy measures or social perspective taking.

According to Winner et al. (2013b) this lack of socio-emotional outcomes of standard visual-arts education is theoretically not very surprising. Visual-arts education usually does not involve imagining oneself in unknown roles and situations, expressing strong emotions, or stepping in the shoes of other persons (other than, for instance, theater education for which socio-emotional effects have been demonstrated empirically). Therefore, one might argue that there is no reason to expect that visual-arts education will make children per se more competent with regard to socio-emotional skills unless the arts are taught in a way that really pushes children to explore their own self-concept, to express strong emotions or to empathize with other persons’ perspectives and feelings. When these aspects are not a pivotal part of a visual-art education program, this program might just not provide sufficient opportunities for improving these socio-emotional skills. In other words, an artistic engagement that does not teach, practice, presuppose or reflect a particular skill or competence will probably make no substantial contributions to its development and improvement.

Based on similar assumptions, Hetland et al. (2013) started to systematically observe which activities might constitute pivotal ingredients of high quality visual-arts classrooms. From these observations they derived a list of expectations regarding potential transfer effects of visual-arts education. As a result, they came up with eight cognitive and motivational skills that seemed to be fundamental to any artistic engagement in the field of visual arts and to any program for visual-arts education. They described these skills as “studio habits of mind” and conceptualized them as crucial mental processes in creating visual artworks. Taking into account the crucial role of these skills for visual-arts education, the authors considered them to be the theoretically most plausible candidates for general transfer effects that might be improved by an active engagement with visual arts. These skills are (1) developing crafts, (2) engaging and persevering, (3) envisioning something, (4) expressing oneself, (5) observing closely, (6) reflecting, (7) exploring and (8) understanding artistic worlds. It is noticeable, though, that socio-emotional skills such as the ones mentioned above (self-concept development, emotion regulation, empathy) are not included in this list of studio habits of mind. These skills seem not to be at the core of what is usually being taught in visual-arts classrooms and therefore might have a smaller chance of being practiced during art making than other skills that are considered studio habits of mind. This could explain why corresponding transfer effects on socio-emotional skills have not yet been demonstrated for “standard” visual-arts programs.

A seemingly lower importance of socio-emotional skills for visual arts programs, however, does not rule out the possibility to develop specific programs with an additional socio-emotional focus. For instance, visual-arts engagements could be tailored in such a way that they strongly stimulate participants to image themselves in unknown roles and situations, to express strong emotions, or to step into the shoes of other persons just as it has been demonstrated for other forms of art engagement that yield socio-emotional transfer effects such as theater education (Winner et al., 2013b). Under these circumstances, it might even be possible that conveying socio-emotional skills in a visual-arts context is particularly effective due to the studio habits of mind involved. A specific artistic assignment focusing on socio-emotional contents could be more intense when studio habits of mind, such as precise observation, engagement, imagination, reflection, etc. are involved compared to assignments using other art forms like music or dance without them. Consequently, synergies between the generic characteristics of visual-arts engagement in the sense of studio habits of mind and the more specific contents of an artistic assignment designed to address socio-emotional skills might occur. This could result in supporting the understanding and skill development in this area thereby evoking socio-emotional transfer effects. Similar synergistic arguments have been raised for drawing as a generative learning tool in other domains (Mayer and Fiorella, 2014; Fiorella and Mayer, 2016). Therefore, the idea pursued in this paper is to use the habits of mind, which are specific for both the understanding and making of art and to combine them with artistic contents of socio-emotional nature. We assume that this allows for the first time to establish an experimental benefit for visual-arts programs by the specific habits of mind, in which they can evoke socio-emotional transfer effects. The prospects of this idea will be investigated in the study reported in this paper.



Methodological Boundary Conditions for Testing Transfer Effects in Art Education

For testing socio-emotional transfer effects of specifically designed visual-arts programs, three important methodological boundary conditions can be derived from shortcomings of the existing literature on transfer effects in art education. These boundary conditions are related to experimental comparisons, theory-based designs and objective measurements.


Experimental Comparisons

First, most studies in the field of transfer effects investigate art-education programs that have already been implemented and attended by (self-selected) participants. Usually, either (1) correlative relationships between outcomes and participation (or not) in a program are analyzed or (2) differences in outcomes are examined in form of quasi-experimental comparisons of two programs. However, due to self-selection, persons participating in either program may differ in various other characteristics than group membership. Therefore, no causal conclusions can be derived from group membership alone, as any of these other (confounding) differences might be responsible for differences in outcomes. Moreover, when comparing quasi-experimentally two programs that differ not only with regard to a variable of theoretical interest (e.g., artistic approach), any other difference between these programs in terms of structures, contents or instructors might also be responsible for potential differential effects. Accordingly, to derive causal conclusions on transfer effects of visual-art education programs, randomized experimental comparisons between specific programs are necessary, that should only differ with regard to characteristics of theoretical interest. Therefore, we implemented a randomized field trial with a randomization of school classes at the student level. Students visited an art museum to participate in one of two simultaneously conducted visual-arts courses. The courses were designed for maximum equivalence except for characteristics of theoretical interest. This approach avoids the detrimental confounds and self-selection effects mentioned above. Since students are obliged to join their class, also differential attrition effects (i.e., dropouts in experimental groups) over the course of the program can be controlled. From an experimental view, studying courses in an art museum (instead of a school context) has the advantage that it allows the implementation of highly controlled courses which are run by identical persons in identical rooms for all classes and across all experimental groups. Thus, it avoids important confounders regarding the courses, the self-selection of participants, and the characteristics of particular school classes (e.g., school type or school district). Since this setting requires a between-subject design (i.e., each student participates only in one of two parallel courses), sufficient group sizes are important to ensure substantial statistical power to identify small effects that may be expectable from the literature on transfer effects of visual-arts education.



Theory-Based Designs

A second methodological limitation of the existing literature on transfer effects of visual-arts education might be more theoretical. In particular, the fact that this literature has generated only little reliable evidence to support transfer effects might not alone go back to the abovementioned flaws of study designs. Instead, there may also be more fundamental flaws regarding the theoretical reasoning pertaining to the design of visual-arts programs and the choices of dependent measures in this research. From a psychological perspective, it would be considered important to base the design of visual-art programs aiming at specific transfer effects on a deep theoretical understanding of the targeted core constructs. If, for example, transfer effects on target constructs such as empathy are intended, the underlying theories of psychological mechanisms and preconditions should be well understood by the program designers. Otherwise, a lack of theoretical understanding might prevent them from designing effective programs. Moreover, also the development and/or selection of measurement instruments that are suitable for demonstrating transfer effects on target core constructs might require theoretical in-depth knowledge. Thus, if an art program is intended, for instance, as an intervention to support participants’ empathy or to improve the complexity of their own self-concept (both of which were aims in our study), the design of the respective programs and measures needs to be based on three theoretical pillars: (1) Sound psychological models and measures of empathy and self-complexity, (2) theoretical insights on how these skills can be conveyed and trained, and (3) theoretical knowledge about potentially important personal preconditions that might moderate the effectiveness of interventions. If art programs which aim at the empirical demonstration of specific transfer effects are not based on these important theoretical pillars they may easily fail to achieve these goals. Accordingly, in the current study we considered it not to be sufficient to start with a rather superficial conception of socio-emotional skills, such as empathy or self-complexity, when designing a visual-arts program that is supposed to support the development of these skills. Similarly, we assumed that the development of measurement instruments that are suitable to validly assess skill levels and skill developments with regard to specific constructs would require precise theoretical models of the target skills adressed.



Objective Measurements

A third methodological limitation for testing socio-emotional transfer effects of specifically designed visual-arts programs might be to strive for more objective measurements. Whereas cognitive transfer effects of visual-arts education (for instance, effects on spatial and geometric reasoning, problem solving, or observational skills) are usually assessed by means of objective performance measures, socio-emotional transfer effects are usually assessed more subjectively. For instance, questionnaire data or self-reports rather than performance measures are typically used to assess constructs such as self-concept or empathy. Relying on subjective data, however, might be one of the reasons why existing studies have not yielded strong evidence for socio-emotional transfer effects of visual-arts education, yet. For instance, questionnaire data might not be as sensitive as necessary to track small changes with regard to specific aspects of socio-emotional skills resulting from a visual-arts program. Additionally, it is well known that the correlation between objective skills and subjective reports on them might be rather weak (Dang et al., 2020). Thus, if assessements of outcomes could be based on objectively measurable aspects of socio-emotional skills, there might be a better chance to track the skill development trajectory during a visual-arts program. To be more concrete, if a visual-arts program that is intended to support participants’ empathy or to improve the complexity of their own self-concept is to be evaluated, it might not be the best approach to ask them before and after the program about their deemed ability in perceiving and understanding the emotions of others or in different roles and situations. Nevertheless, this is basically the approach taken by many studies in the field (e.g., Catterall and Peppler, 2007; Goldstein et al., 2013). A better approach would possibly be to obtain their ability to perceive and understand the emotions of others in an objective test or to assess the complexity of their self-concept based on concrete self-descriptions in the context of different roles and situation. These performance measures, as opposed to self-reports, would better allow to directly assess how good participants’ emotion perceptions are and how differentiated their self-representation is. Therefore, objective measures might not only be more sensitive to track skill developments but also more valid in measuring the constructs of interest than measures asking for the subjective impressions of participants. Accordingly, we deployed objective measures to evaluate two theory-based art programs, designed to either support participants’ skills of perceiving emotional states in others based on their facial expressions (which is an important subcomponent of empathy; cf. Besel and Yuille, 2010), or their ability to perceive themselves in different roles and situations (which is at the core of self-complexity; Linville, 1985; Woolfolk et al., 2004).



Target Constructs for Transfer Effects: Empathy and Self-Concept Development

In the literature it has been hypothesized, but not yet demonstrated empirically, that visual-art education might have beneficial transfer effects on the development of the self-concept (Catterall and Peppler, 2007), the regulation of emotions (Goldstein et al., 2013), or the ability to experience empathy with other people (Goldstein and Winner, 2012). Based on our previous theoretical considerations, it seems indeed plausible that visual-arts programs could be designed in a way to comprise artistic assignments, which motivate children to empathize with other persons’ perspectives and feelings, or to elaborate on a multi-faceted self-concept. It is less clear, from our perspective, how a visual-arts engagement might be deployed to stimulate reappraisal processes in order to change one’s own strong negative emotions. Based on these intuitions, we focused on constructs related to empathy and self-concept development in our study.


Empathy

Empathy, conceived in a very broad way, can be understood as the general ability to perceive the situations, thoughts and feelings of other individuals correctly. Empathy can be seen as a main factor influencing individuals’ well-being and relationship quality but also as a requirement for good communication skills and understanding of other people’s perspectives and emotions (Ioannidou and Konstantikaki, 2008). It has been argued that engaging in empathy tasks (i.e., trying to empathize with another person) not only requires but also promotes empathy in the sense that practicing empathy reinforces it, which might be a good precondition for designing a visual-arts program that is intended to support empathic skills (Winner, 2019). Two levels of empathy have been distinguished, namely cognitive and emotional empathy. Cognitive empathy refers to the cognitive ability to recognize the mental and emotional situation of another person, i.e., to correctly assess what another person feels or thinks. Emotional or affective empathy (that builds on cognitive empathy) is characterized as the ability of a person to empathize with another person’s emotional experiences (e.g., feeling pity or compassion, but also the happiness of another person).

It has to be noted that previous studies hypothesizing (but not demonstrating empirically, yet) that visual-art education might have beneficial effects on empathy (Goldstein and Winner, 2012) used standard empathy questionnaires, which assess the extent to which a child shows an emotional reaction to another’s emotional situation, as dependent measures. These measurements, however, do not distinguish between the abilities to perceive and to share others’ emotions. From a theoretical perspective, it is more plausible that suitable visual-arts education programs, focusing on an artistic engagement with emotional expressions, will mainly support students’ cognitive empathy in the first step. This ability to correctly recognize other peoples’ emotions is a key element of competent social behavior in many everyday situations (Ekman and Friesen, 2003) and develops crucially during adolescence (Olderbak et al., 2018). Moreover, it is a main precondition for (but not the same as) sharing other peoples’ emotions (cf. Besel and Yuille, 2010). We assume that studio habits of mind such as expressing (one’s own or others’ emotions) in authentic drawings, observing (social and emotional behaviors) and reflecting on them might be practices that are closely related to cognitive empathy. They require but also promote and thereby reinforce this skill. We hypothesize that particularly cognitive empathy might benefit from visual-arts engagements which deploy studio habits of mind to address issues of emotion expression. To test this idea more directly, we decided to measure emotion recognition performance as an objective outcome measure of a visual-arts education program instead of using empathy questionnaires comprising cognitive and affective aspects of the construct.

Among other things, bodily and particularly facial expressions of emotions are used as central cues for emotion recognition. It has be shown that difficulties in recognizing emotions on the basis of facial expressions are related to clinical disorders of social behavior such as autism (Harms et al., 2010). However, it has also been shown that the emotional recognition performance can be improved in a targeted manner by means of instructions, for example by directing attention to the parts of the face that are relevant for emotion recognition. This has, for instance, been demonstrated in clinical studies on autism (Harms et al., 2010) or schizophrenia (Silver et al., 2004). For non-clinical populations it has also been demonstrated that an intensive drawing engagement with portraits leads to a more analytical and less holistic—and thereby improved—processing of faces (Zhou et al., 2012). Balas and Sinha (2008) found similar results. They argued that people without artistic portrait drawing experience seem to be more prone than experienced portrait drawers to misrepresent important facial features. These findings provide first evidence for the assumption that applying studio habits of mind such as closely observing, envisioning, or reflecting may indeed lead to better, more detailed and less distorted representations of facial features. In the design of one of our visual-arts education programs, which was intended to support adolescents’ cognitive empathy, we have taken up this assumption about the beneficial role of the studio habits of mind for improving the processing and detailed representation of faces. Here, the idea was to promote cognitive empathy as a basic precondition of empathic behavior by means of an artistic engagement with portrait drawings focusing on emotion expression.



Self-Concept Development

The self-concept can be understood as a collection of all potentially accessible beliefs that a person holds about him- or herself (Aronson et al., 2008). The self-concept has been described as a multidimensional construct consisting of many different facets that develop over time. In previous studies hypothesizing that visual-art education might have beneficial effects on the development of the self-concept (Catterall and Peppler, 2007) the focus was mainly on ability beliefs, self-efficacy beliefs and beliefs about the causes of personal success and failure. Thus, the questionnaire data obtained in this research may have mainly tapped into very general competence beliefs. One might ask, however, why the engagement in visual-arts education should be expected to improve one’s general competence beliefs. If, at all, one might expect improvements with regard to more specific and art-related competence beliefs addressing abilities to envision, create, design and finally even produce artistic results. It remains unclear, however, why improvements with regard to these beliefs (that have not been measured) should generalize to other domains.

An alternative and from our theoretical perspective more plausible artistic approach to self-concept development would be to focus on the complexity of the self-concept: First, it can be assumed that an artistic engagement in the visual arts might be useful to explore and elaborate a multi-facetted view of other persons’ self-perception in their diverse social roles and situations, for instance, by means of drawing portraits of persons in diverse roles and situations. This engagement might be conceived as a high-level empathy task requiring not only the basic perception of isolated feelings of others but also a deeper imagination of their self-perceptions in different and potentially conflicting roles and situations. Such a task might, in a second step, stimulate a more complex and differentiated scheme for person perception that might, eventually, also transfer to the perception of one’s own person in different roles and situations. The core idea would be—just as the perception of one’s own emotions might provide a basis for the perception of the emotions of others—that a more differentiated approach to the exploration of other persons’ self-concept might eventually apply when considering the characteristics of one’s own person in different roles and situations. Therefore, we would argue that a visual-arts education program, even if it does not improve one’s general competence beliefs, still might be suitable to support self-concept development in terms of a better differentiation of the self-concept.

To work out this idea in greater detail, we can refer to McConnell’s (2011) Multi-Self-Aspect Framework. There the self-concept consists of a network of self-aspects such as social roles and the associated attributes of one’s own person, which can vary in their accessibility. The differentiation of the self-concept can be described in this model as a nuanced access to characteristics of one’s own person in the context of various social roles. For example, in the school-context, the role of a student with the corresponding characteristics of one’s own person might be more easily accessible than the role of a daughter or son that might be associated with a different set of personal characteristics. Possessing a differentiated self-concept along this line of thought has also been described as self-complexity (Linville, 1985, 1987; Woolfolk et al., 2004). Being able to perceive many facets of one’s self in a differentiated way has also been claimed to be a fundamental process for the maintenance of general well-being and thus for success in various areas of life (Rafaeli-Mor and Steinberg, 2002). To possess a complex self-concept might prevent a person facing a failure in one area of life, e.g., a bad mark in mathematics, to also draw negative conclusions with regard to other areas of life, eventually leading to a general negative self-evaluation as a person. Hence, a complex self-concept has also been postulated as a protection against clinical disorders such as depressive reactions (Linville, 1987; Rafaeli-Mor and Brown, 1997). We have taken up these theoretical considerations and empirical findings in the design of our second visual-arts education programs, which was intended to support adolescents’ self-concept development. Here, the idea was to promote self-complexity by using an artistic engagement with portrait drawings that requires imagining how another person’s self-perception might look like in different and conflicting roles and situations. The students should focus on the different characteristics of their personality in different roles and situations to develop a complex self-representation which might eventually also transfer to one’s own self-perception.



The Present Study

In the present study we investigate, in an art-museum context at the Herzog Anton Ulrich-Museum (HAUM) in Braunschweig, Germany, whether the engagement with a tailor-made visual-arts program can yield positive transfer effects on specific socio-emotional skills. Furthermore, we explore how these effects might depend on the design of the program and on the personal preconditions of participants. We focus on empathy (in the sense of emotion perception) and on self-concept development (in the sense of self-complexity) as socio-emotional target constructs for transfer effects. We also designed two visual-arts programs, each intended to contribute to the development of one of these target constructs. In designing the programs, we used not only the museum pedagogical course concepts deployed in traditional art courses at the HAUM but also approaches and methods from instructional psychology on how to teach, practice, and reflect particular skills or competences in order to contribute to their development and improvement. Most importantly, we also tried to embed as many studio habits of mind as possible in the visual-arts education programs due to the abovementioned theoretical considerations on their amplifying potential when dealing with content domains in the mode of artistic drawing. With regard to the overall content domain of the course programs (portrait drawing), additional expertise from art history and art pedagogy were deployed to guide many design decisions.

For experimental comparison, three standardized art courses were developed, which mainly differed in their instructional focus but were otherwise held strictly parallel. All courses conveyed knowledge on drawing portraits and comprised artistic portrait-drawing experiences related to artworks in the museum as well as to selfies taken by the participants. Each course lasted 9 h and took place at the HAUM over a period of 3 weeks (one session per week). All participants of the courses were provided with a tablet computer and a drawing app specifically designed for the courses to ensure the availability of support tools allowing to explore novel digital forms of artistic expression.

We introduced a different instructional focus for each of the three courses as experimental variation. One course explicitly addressed the intended socio-emotional transfer effects of correctly perceiving subtle emotional expressions in faces as a basic skill involved in empathy. In this “emotion course,” portrait drawing was used to provide experiences with the perception and interpretation of one’s own and others’ emotions based on facial expressions. All six basic emotions were addressed in the course with a focus on the two socially most important basic emotions anger and fear, which were targeted in the drawing assignments. We expected that participants’ abilities to interpret subtle emotional expressions in faces (in particular with regard to the emotions anger and fear) would improve due to course participation. A second course focused on a different target for transfer effects of visual-arts education, namely self-concept complexity. In this “self-concept course,” portrait drawing was used to explore artistically in detail how a person might experience themself differently in the context of diverse social roles the person is involved in. We expected that participants’ abilities to provide a differentiated representation of their own self-concept structure with regard to how they experience themselves differently in diverse social roles (i.e., self-complexity) would improve due to course participation. A third and more conventional course was used as a baseline control group. It focused on characteristics of portrait drawings in different periods of art history, e.g., hair accessories or clothing styles in the Baroque vs. Rococo period. In this “epoch course,” no psychological contents or constructs were addressed, and portrait drawing was mainly used to explore the artistic expression in portraits of different periods of art history.

The data collection for the study reported in this paper took place as a part of a larger study comprising two phases of data collection with two cohorts of students. In the first data collection phase, the emotion course and the epoch course were offered simultaneously to individual school classes at the HAUM, which allowed for randomization at the student level. In the second data collection phase, the self-concept course and the epoch course were offered simultaneously to a different set of school classes with randomization at the student level. The participating school classes were split, and students were randomly assigned to one of the two courses in each data collection. To ensure randomization and to avoid self-selection effects, the students were not allowed to switch their courses. Students participated in only one course of the two courses offered in each data collection phases. In both data collection phases, we used a pre- and posttest-design in which the students had to complete emotion-recognition and self-concept tasks before and after participating in the course program. These are the two tasks that will be examined more closely in the present study.

In addition to these measures, process data and questionnaire data on personal characteristics were obtained as part of the larger study for later analyses on relations between drawing processes and personal characteristics. At the process data level, the students’ drawing data (time pencil on paper, number of (erase) strokes, pressure (M, SD), altitude (M, SD) number of used tools/colors, number of zoom-in and fade-out interactions) were recorded as they completed the drawing tasks. With regard to personal characteristics, we additionally measured the students’ empathy skills by means of questionnaires (Toronto Empathy Questionnaire, TEQ, Spreng et al., 2009; Toronto Alexithymia Questionnaire, TAS, Bagby et al., 1994a,b; Questionnaire on Perception of Others/Fragebogen zur Wahrnehmung der Emotionen anderer, FWEA, Lischetzke, 1999) and the Multifaceted Empathy Test (Foell et al., 2018). Moreover, personality traits (HEXACO-PI-R, Lee and Ashton, 2004; Moshagen et al., 2014), verbal intelligence using a vocabulary test (WST, Schmidt and Metzler, 1992), and clinical characteristics measured with questionnaires such as the Inventory of Callous Unemotional Traits (ICU, Essau et al., 2006; Ciucci et al., 2013) and the Autism Questionnaire (AQ, Baron-Cohen et al., 2009) were assessed. We also tested students’ knowledge about emotions, epochs and the self-concept. However, the knowledge test about the self-concept was only included in the second data collection phase so that knowledge-test data does not exist for all three courses. Therefore, we have not included knowledge-test data in the current study. From the abovementioned set of additional process data and data on personal characteristics, in the current study only the TEQ data on empathy skills will be included as a potential moderator variable in the statistical analyses. The following hypotheses will be tested in the current study:


Hypothesis 1 (Specificity Hypothesis): Programs designed specifically for one particular socio-emotional transfer effect (e.g., on the recognition of other persons’ emotions) are hypothesized to improve this skill but not necessarily closely related skills (e.g., the complexity of one’s self-concept).



In both courses designed for transfer effects in this study, participants engage in portrait drawings in the context of imagining the situation of another person and empathizing with this person. Nevertheless, we do expect differential effects due to the focus on different contents of the empathizing during portrait drawing, namely the emotion recognition vs. the self-perception in diverse social roles. Due to these differences, the courses provided differential opportunities to engage with specific socio-emotional skills that are expected to influence the course outcomes. Accordingly, we would not expect substantial effects of the emotion course on self-complexity or of the self-concept course on the ability to interpret subtle emotional expressions. Based on this reasoning, we can also derive a second (null-)hypothesis with regard to the epoch course, in which students were also drawing portraits and studying faces of others and themselves intensively, but without an instructional focus on socio-emotional contents:


Hypothesis 2 (Instructional Focus Hypothesis): We do not expect transfer effects on socio-emotional skills for the epoch course used as baseline control group due to a lack of instructional focus on these skills and a corresponding lack of opportunities to engage with these skills.



Thirdly, based on theoretical considerations put forward in section “Empathy” we assume that entry levels of socio-emotional skills might moderate the effectiveness of the two visual-art education programs designed for socio-emotional transfer effects. In both courses, students are strongly encouraged to empathize with the person they focus on in their portrait drawings. In particular, the artistic drawing assignments in both “psychological” courses were designed as opportunities to imagine other persons’ perspectives and feelings. For instance, students were asked in the emotion course to interpret the emotional expression in an artwork and to render the same expression even stronger in their own drawing. Or they were asked in self-concept course to imagine how a person in an artwork perceives herself in a particular role and situation and to express this self-perception by means of drawing. We assume that engaging in this type of empathy tasks does not only require but also promotes empathy in the sense that practicing empathy improves empathy. Therefore, we expected that students with lower empathic skills may benefit more from the course programs due to two reasons: (1) Lower-empathy students might have experienced less opportunities so far to engage in specific activities focusing on empathy meaning that the opportunities provided by the “psychological” courses might play a bigger role for them than for participants with higher empathy levels. (2) Lower-empathy students might have more room for improvement left with regard to relevant skills and thus may yield a steeper learning curve. Hence, we assumed that a generic measure of how well participants already perform in different types of empathy-relevant situations (as measured by the TEQ as a standard compound questionnaire measure of empathy) might provide a potential moderator of course effects:


Hypothesis 3 (Entry-level Hypothesis): Participants with lower empathetic skills may particularly benefit from courses addressing socio emotional skills such as emotion recognition or self-complexity.





MATERIALS AND METHODS


Participants

A total of 294 adolescents of grades 7–12 of all school types located in the city of Braunschweig (central Germany) participated in the present study. The study was approved by the local ethics committee and by the regional council of Braunschweig (Germany). Participating classes were recruited by the head of the museum pedagogy of the HAUM in Braunschweig. The final sample was composed of 137 girls, 112 boys and 45 adolescents without gender information aged between 12 and 19 years (Mage = 15.02, SDage = 1.75). Within each class, the adolescents were randomly assigned to one of two parallel courses. We conducted two phases of data collection with two cohorts of students (for more information, cf. section “The Present Study”). In a first data collection phase, the emotion course was offered in parallel to the epoch course, while in a second data collection phase, the self-concept course was offered in parallel to the epoch course. The baseline control group was oversampled by offering the epoch course in both collection phases to increase the statistical power of subsequent analyses (in particular with regard to the (null-)hypothesis 2 that there are no transfer effects in the baseline course) and, thus, to obtain more conclusive results.



Design, Procedure, and Course Program

To study differential effects of the courses as well as changes over time on socio-emotional skills, pre- and post-measurements were collected before and after the experimental intervention. Transfer effects were measured with two tasks (for details cf. section “Stimuli and Apparatus”): (1) an animated morph task to measure individuals emotion recognition performance (Schönenberg et al., 2013), and (2) a self-concept task based on a graphical form to measure the complexity of their self-concept (Aron et al., 1992). Before the study was conducted and the course started, all adolescents, as well as their parents, had to read and sign a form of consent. Adolescents who did not receive permission from their parents to participate in the study still had the opportunity to take part in the course program without data collection. The courses were conducted by two museum pedagogues of the HAUM who had previously been trained by means of a course manual (Kastner et al., 2020a). In the course manual, all three course sessions of the three different courses were specified in detail. The museum pedagogues took turns in conducting the different courses to avoid confounds due to course-teacher effects. They were not aware of the hypotheses investigated in the study. Moreover, they did not collect the pre- and posttest measures. These measures were obtained by the experimenter in the class setting while the museum pedagogues were sitting in front of the class. The course programs of the three different courses are described in detail in the following paragraphs to make clear, how the different course contents have been interwoven with the eight studio habits of mind, namely (1) developing crafts, (2) engaging and persevering, (3) envisioning something, (4) expressing oneself, (5) observing closely, (6) reflecting, (7) exploring and (8) understanding artistic worlds.

In a first course session, (1) declarative knowledge with regard to the respective course contents was conveyed, (2) accurate observation was trained, and (3) the course contents were illustrated and exemplified with artworks from the museum’s collection (analog to the Demonstration-Phase described by Hetland et al., 2013; Hogan et al., 2018). In the art exhibition, adolescents’ understanding of artistic worlds could be stimulated and they could deepen their acquired knowledge by exploring and discussing artworks that fit to their respective course theme. Here, the focus was on studio habits such as observation and reflection. At the end of the first course session, in each course two worksheets were handed out as homework, which required students to rehearse course contents and to apply these contents to another piece of art.

To be more concrete, in the emotion course, students first learned about characteristic features observable in facial expressions of the six individual basic emotions happiness, anger, sadness, fear, surprise, and disgust (e.g., when anger is expressed, the eyebrows tighten, and the gaze is rigidly focused straight ahead). Moreover, they reflected, on why it is important to be able to recognize non-verbal facial expressions of emotions quickly and reliably in social situations. Afterward, the adolescents had the opportunity to identify basic emotions in different paintings in the exhibition. For instance, they were asked to explore the painting ‘‘Cain slays Abel’’1 by Gioacchino Assereto (Genoa, 1600–1644). The painting should be closely observed, reflected critically, and discussed in detail with regard to which emotional expressions are displayed exactly.

In the self-concept course, students first learned about the structure, function and development of the human self-concept and about how to integrate within a coherent representation of the self-potentially conflicting personal characteristics associated to different competence-oriented or relationship-oriented roles. Moreover, students were asked to reflect on their own personal characteristics in different situations and on important social roles they take in their lives. We used the painting ‘‘Family Picture’’2 of Cornelis de Vos (1618–1619) from the HAUM exhibition to get students engaged with the topic of self-complexity in an authentic art context. Students were asked to identify themselves with a girl sitting in front of a piano in the center of the painting, looking toward the observer while being surrounded by her family. Students were instructed to detect, reflect and discuss the different roles the girl might potentially take in her daily life, such as pianist (because she is sitting in front of the piano), daughter (because it is a family portrait and her parents are also depicted), sister (because the whole family is depicted in this portrait, or fiancée (because she is wearing a ring) who is supposed to marry somebody she might love or not. The focus of this exploration was to consider how different she might perceive herself in the different roles.

In the epoch course, students were first given a general art historic introduction to portrait drawings from different centuries and learned about the stylistic characteristics of different art epochs. Subsequently, students focused more specifically on the differences between portraits from the Baroque and Rococo periods and had the opportunity to study two typical examples for each of the two periods in the HAUM exhibition. For the Baroque period we selected two portraits painted by Hyacinthe Rigaud, namely the ‘‘Portrait of Duke Anton Ulrich of Braunschweig-Wolfenbüttel’’3 (Paris, 1680--1693) and the ‘‘Portrait of Elisabeth Charlotte d’Orléans, née Countess Palatinate near Rhine’’4 (Paris, 1716). For the Rococo period, students explored the ‘‘Portrait of Maria Antonia Pessina by Branconi’’5 by Anna Rosina de Gasc (Braunschweig, 1770) and the ‘‘Portrait of Duke Carl Wilhelm Ferdinand, Hereditary Prince of Braunschweig’’6 by Pompeo Batoni Cavallino (Rom, 1767).

In the second course session, the adolescents engaged in portrait drawing by themselves. Here, they could develop their crafts and actively apply the knowledge obtained in the first session on the specific course content by working on various drawing assignments that where related to artworks in the museum. All artworks and assignments used are schematically presented in Figure 1 for all courses. The Appendix (Figure A1) contains the names of the portraits used for drawing. The assignments were presented in a sequence of increasing difficulty and growing demands for creative problem solving. Thus, they required students to engage and persevere to create something visible they had envisioned before.
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FIGURE 1. Overview over the pictures used in the visual-arts education program for drawing.


For all drawing assignments a drawing app on a tablet computer was provided that was specifically designed for these assignments. The app comprised a selection of useful digital tools we considered helpful for supporting participants in engaging in their artistic projects, developing crafts, implementing the ideas they envision, exploring different design possibilities and expressing themselves. It contained the artworks for the drawing assignments as templates, allowed for taking selfies as templates for drawing, comprised simple editing functions (e.g., undoing or redoing strokes), enabled tracing of the templates with different intensities as well as zooming of templates in order to support the drawing of details. Additionally, the app allowed to record and replay the entire drawing process, which could be used at the end of the course session for students’ presentation and discussion of how their own drawings were developed.

In a first step, in the emotion course, artworks characterized by strong emotional facial expressions had first to be reproduced by students who were asked to focus on drawing the crucial characteristics in the artwork that revealed the emotions expressed. Students received two portraits with clearly recognizable emotions, namely fear and anger, and were asked to trace these portraits in the first step (Figure 1, Tracing- Drawing-Task 1, 2). In a second step, the emotionality of two portraits had to be intensified by means of drawing. Here, the adolescents received an ambiguous facial expression (e.g., a Rembrandt portrait whose facial expression might show surprise or fear). The students were asked to envision and draw this portrait in a way that it displays a clearly recognizable emotional expression of fear (Figure 1, Intensifying-Drawing-Task 3, 4). Finally, there was another task (Figure 1, Transfer-Drawing-Task, 5) in which the students were given a neutral painting that they should envision and draw in a way that it displays different emotions (anger, fear and as a transfer assignment the emotion sadness).

In the self-concept course, students were first provided with two paintings of the mythical figure Hercules showing the figure either in a “competence-oriented” role as a strong and invincible hero fighting against the Hydra or in a “relationship-oriented” role as a vulnerable lover dominated by Omphale (Figure 1, Tracing- Drawing-Task 6, 7). They were asked to trace these paintings with a focus on the characteristic features showing how different Hercules might perceive himself in these two conflicting roles. Subsequently, students again received two pictures showing Hercules either in a competence- or relationship-oriented role. However, here Hercules was less clearly recognizable as a hero or lover in these paintings. The task of the students was to envision and draw these pictures of Hercules in a way that he would be clearly recognizable as a hero in the competence-oriented role or as a lover in the relationship-oriented role (Figure 1, Intensifying-Drawing-Task 8, 9).

In the epoch course, students first received two characteristic portraits from the Baroque and Rococo periods and were also asked to trace them, focusing on the characteristic features of the particular epoch (Figure 1, Tracing-Drawing-Task 11, 12). Secondly, students received an ambiguous portrait of a scientist and a lady. The task of the students was to envision and draw the scientist as a baroque prince by using colors and characteristic elements, e.g., dark-colored heavy curtains, or the lady as a classical rococo lady (e.g., with flowers, pastel-colored clothes, etc.; Figure 1, Intensifying-Drawing-Task 13, 14).

In the third session of the course, the focus was again on drawing processes. This time, however, participants were stronger stimulated to express themselves by drawing portraits based on their own selfies. The selfies were created with the tablet computer and could be used as drawing templates. Depending on the content of the course, the selfies were used for staging an emotional situation, a role conflict or a period of art history. In the emotion course, the students were asked to take a selfie of themselves looking a little sad or a little angry and to create portrait drawings out of these selfies that display the fully developed expressions of the emotions “anger” and “fear.” In the self-concept course, we used the “Family Picture” of de Vos again (Figure 1, Selfie-Drawing-Task, 10). We printed a life-size version of the painting and cut out the central figure sitting at the piano. Students could place themselves behind the cut-out area to create a selfie of themselves as the pianist in the painting. They were asked to use the selfie as a template for a drawing in which they envisioned themselves in a competence-oriented role such as a pianist in a concert hall or in a music lesson. In a second relationship-oriented assignment, students should use the selfie to envision themselves in the situation that they were supposed to marry someone in the portrait they do not love. The focus of the drawing assignments was on envisioning how they would look and feel in these two situations. In the epoch course, the students had the opportunity to use wigs to stage themselves as persons of the Baroque or Rococo period. They used the selfies taken with these wigs as templates for envisioning and drawing themselves as historic personalities. The self-reference introduced in the third course session by staging one’s own person was assumed to deepen the processing of the courses’ contents (Symons and Johnson, 1997). As in the second course session, the drawing phase ended with a mutual presentation and reflection on participants’ own drawings. Following the third course session, the adolescents filled in the posttest.



Stimuli and Apparatus


Animated Morph Task

Digitized color photographs of five male and five female models displaying affective facial expressions of five basic emotions (anger, sadness, fear, surprise, and disgust) were selected from the Radboud Face Database (Langener et al., 2010). Differences in the stimulus material in color and luminance were adjusted by using Adobe Photoshop CS4. The stimulus intensity was systematically modified by blending neutral expressions (0%) into full emotional one’s (100%) in 51 unique levels (2% incremental steps, each step was presented for 250 ms) using a morphing procedure (FantaMorph Software, Abrosoft, Bejing, China). The stimulus material consisted of 50 trials (10 models × 5 emotions). Each stimulus was presented only once per test to minimize repetition effects. Students needed approximately 36 s on average to classify a stimulus into one of the five basic emotions (15 min for the whole task). For stimulus presentation, data collection and data decryption, we used the Presentation software version 20.0 (Neurobehavioral Systems, United States) on a tablet screen (12,9” iPad Pro, 2732 × 2048 Pixel 264 ppi, iOS 12.1). Figure 2A shows an example of the stimulus presented as a video sequence developing slowly from neutral to emotional facial expressions. Students were instructed to recognize the emotional facial expression as quickly and accurately as possible. When the students were able to identify the emotional facial expression, they had to press a stop button and the video presentation stopped immediately with the facial emotional expression disappearing. Subsequently, students had to indicate, which of the five emotions the face had expressed by means of a multiple-choice item (Figure 2B).
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FIGURE 2. (A) Exampleof the stimuli used in the animated morph task. Stimuli were selected from the Radboud Face Database (Langener et al., 2010). (B) Trial procedure used in the animated morph task in which emotion intensity required until participants responded (i.e., participants sensitivity) and the accuracy of emotion recognition was measured (Schönenberg et al., 2014).




Self-Concept Task

Based on Linville’s (1985) self-complexity measure, we developed a graphical task in paper-pencil format to measure the complexity and structure of participants’ self-concept. In this task, students had to use a graphical form with five big circles to note down three important roles in their lives in addition to the two roles child and student that were already filled in two of the circles. Furthermore, they had to use adjectives to characterize themselves in each of the five roles by writing these adjectives into smaller circles surrounding the bigger circles containing the roles. Five adjectives could be filled into the five smaller circles surrounding each role. Students could either select adjectives from a prepared list of 100 adjectives (Aron et al., 1992) or generate adjectives by themselves. The prepared list of adjectives was designed to represent a wide range of characteristics that persons use to think about themselves and included both positive and negative characteristics. The number of roles and adjectives written down were used to calculate a measure of self-complexity. Figure 3 shows the task (A) and an example of an adolescent (B).
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FIGURE 3. (A) Form used for the self-concept task. (B) An example for one self-aspect of a person (Kastner et al., 2020b).




Control Variables

To test Hypothesis 3 related to individual differences between participants with regard to their general ability to cognitively and affectively empathize with others, we included the Toronto Empathy Questionnaire (TEQ, Spreng et al., 2009) in this study. The TEQ is a self-reporting questionnaire that provides a standard compound measure comprising different aspects of empathy. A high cumulative score in the TEQ indicates highly developed abilities to empathize with the thoughts and feelings of others. In addition to the TEQ, we obtained demographic data on participants preconditions with regard to age, media usage, art interest, art mark, visits to art exhibitions, drawing skills, drawing as a hobby, and photography as a hobby.



Analytic Approach

Data analyses were performed using the lme4 package (Bates et al., 2012) in the free software R (R-Core-Team, 2018). For the animated morph task, we analyzed accuracy (i.e., percent correct) and sensitivity (i.e., emotion intensity required until participants responded) as two dependent variables. We used linear mixed-effect models with random intercepts for participants and random slopes for emotion for each participant to investigate the effects of course and emotion on the dependent variables. Within the five emotions presented in the task, we distinguished between drawn emotions (anger, fear) and not-drawn emotions (surprise, disgust, sadness) to examine how specific the effects of drawing are. As course effects might depend on participants who already developed empathic skills (Hypothesis 3), we included participants’ pretest TEQ score as well as their age and their initial emotion recognition performance in the pretest before participating in the course program as covariates in the models.

For the self-concept task, we also derived two dependent variables as indicators for self-complexity: the number of unique adjectives (without repetition) used for self-description and the number of self-generated adjectives, both divided by the number of roles elaborated on in the graphical form. Therefore, we calculated the average number of adjectives per role (APR, cf. Eq. 1), separately for self-generated adjectives only and for all adjectives used including those from Aron et al.’s (1992) list. The rationale for these measures was as follows: Depending on how many of the five roles were elaborated on in the graphical form, students could fill in a maximum of 25 adjectives (i.e., 5 adjectives per role). If identical adjectives were used in the description of several roles this would reduce the overall number of unique adjectives used (indicating lower levels of self-complexity). Additionally, if students would not just pick adjectives out of the preselected list of possible adjectives but felt that they would need more specific adjectives to describe a specific role adequately, this was counted as indicating higher levels of self-complexity. Since no within factors were included in the models for the self-concept task, we calculated a multiple regression model with the categorical predictors course and TEQ and age and pretest as metric covariates.
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RESULTS

Data and analysis scripts for all reported results can be found in Supplementary Material. For the analyses in this paper, 224 data sets with complete pre- and post-measurements were included for the animated morph task and 209 data sets could be used for the self-concept task. A table with number of participating students for each experimental condition and time point can be found in Supplementary Table S1.


Demographic Data

To test whether the experimental groups differ with regard to their demographic data (age, media usage, art interest, art mark, visits to art exhibitions, drawing skills, drawing as a hobby, and photography as a hobby) and their pretest scores (for accuracy, sensitivity, APR and self-generated APR) separate analyses of variance were conducted. Table 1 shows the means and standard deviations for all variables. Results indicate no differences between the courses, except for age and the pretest scores in the animated morph task with regard to accuracy as well as to sensitivity. Students in the emotion course were younger on average than the ones in the other two courses, F(2, 244) = 10.85, MSE = 30.87, p < 0.001, partial η2 = 0.08, and had a lower emotion recognition performance in the pretest, F = 4.89, MSE = 0.25, p = 0.008, partial η2 = 0.01, while also being less sensitive in the pretest, F = 6.28, MSE = 924.23, p = 0.002, partial η2 = 0.01 (all other results for the demographic variables can be found in Supplementary Table S2). It has been shown that emotion recognition performance is associated with age (Tonk et al., 2007) and this can also be seen in our data. The correlation between age and the percentage of correctly recognized emotions in the pretest was significant, r = 0.13, t(1,033) = 4.34, p < 0.001, 95%CI = [0.07, 0.19]. For sensitivity, however, no significant correlation with age was found, r = –0.03, t(1,043) = –1.04, p = 0.297, 95%CI = [–0.09, 0.02]. Based on these results, age and pretest scores were used as covariates in all analyses.


TABLE 1. Means and standard deviations for sociodemographic variables and pretest scores for all dependent variables for each experimental condition.
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Animated Morph Task


Data Preparation for Analysis

As described in “Materials and Methods” section, we were interested in two variables: (1) the accuracy in terms of the percentage of correctly recognized emotional facial expression, and (2) the mean emotion intensity required by participants for the correctly recognized emotional facial expression (i.e., sensitivity). Five emotional facial expressions (angry, sad, fearful, disgusted, and surprised) of 10 individuals at two points in time (pre, post) had to be recognized in the animated morph task. We defined separate exclusion criteria for the Accuracy and the Sensitivity Analysis. For both analyses, we used a data driven approach for defining exclusion criteria based on the frequency distribution of reactions per emotion intensity (Figure 4). Generally, two behavioral patterns were interpreted to indicate that the instruction to recognize emotions as quickly and accurately as possible was not complied with: (1) Students waiting until the emotional expression was fully developed (100% emotion intensity) before providing a judgment, and (2) students trying to complete the task as quickly as possible without working on the task conscientiously thereby completely sacrificing accuracy. Figure 4 shows these two behavioral patterns as accumulations between 0 and 16% emotion intensity and at 100% emotion intensity.
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FIGURE 4. Frequency distribution of students’ overall response behavior as a function of emotion intensity (0–100%) with exclusion criteria: In the accuracy analysis only trials with an emotion intensity <18% were excluded from the analysis. In the sensitivity analysis trials with an emotion intensity <18 and >98% were excluded from data analysis.


For the accuracy analysis all trials in which participants responded without caring for accuracy (emotion intensity < 18%) were excluded. As a result, 11% of the trials were excluded from the analysis. These trials had an average accuracy at chance level for all courses (about 20% correctly solved trials with five possible answering alternatives, Supplementary Table S3). Trials in which participants waited up to 100% of emotional facial expression were not excluded in the accuracy analysis, although it can be assumed—based on the distribution of emotion intensities required—that the adolescents actually did recognize the emotion before it was fully developed. However, for the accuracy analysis it is most important to have the information whether or not an emotion was recognized correctly and that can be answered even when the exact intensity required for this decision is not known. At the aggregated levels of the percentage of correctly solved trials per emotion, only average values were included in the analysis that were based on at least five valid trials out of the 10 trials presented per emotion per test.

For the sensitivity analysis, only correct answers were included in the analysis. The exclusion criterion was slightly different than for accuracy. As before, trials in which participants responded without caring for accuracy (emotion intensity < 18%) were excluded. In contrast to the accuracy analysis, however, we also excluded those trials in the sensitivity analysis in which participants waited up to 100% of emotional facial expression before they reacted. Figure 4 shows this pattern as a massive accumulation at 100% emotion intensity. The rationale for this exclusion is again that it can be assumed—based on the distribution of emotion intensities required—that the adolescents actually did recognize the emotion before it was fully developed—but did not stop the morphing. Therefore, these data contain no information with regard to the sensitivity in these cases, which is, however, crucial for a sensitivity analysis.

In sum, the reason for excluding these 100% intensity trials in the sensitivity analysis but not in the accuracy analysis relates to the meaningfulness of the information obtained: On the one hand, we do know whether these trials were answered correctly or not and this information can be meaningfully used as an indicator for the performance distribution with regard to accuracy, but on the other hand, we do not have any information about the sensitivity required for emotion detection when the morphing was only stopped after the 100% emotion intensity was displayed before judgements were provided. The mean sensitivity for these excluded judgments was between 5.01 and 7.80% for the different courses (see Supplementary Table S3). Accordingly, 20% of the data points had to be excluded from the sensitivity analysis due to 100% values. One student had to be excluded from the data analyses entirely as he reacted in all trials when the emotional intensity of 100% was reached. For all other students, only individual trials were excluded.



Accuracy Analysis

As described in the analytic approach, we used linear mixed-effects models to study specific course effects on emotion recognition performance. We included age and pretest score as covariates in the analyses. TEQ was considered as a discrete variable with high vs. low empathy (via median split). Type of emotion (drawn vs. not-drawn) was introduced as a fixed within participant factor. Change scores (ypost—ypre) were used as dependent variable. Figure 5 shows change scores for the three courses separately for drawn (anger, fear) and not-drawn emotions (surprise, disgust, sadness). The accuracy performance differed depending on the course participated in. The emotion course was the only course where significant positive effects for the accuracy performance were found.
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FIGURE 5. Mean change scores for the drawn emotions (anger, fear) and the not-drawn emotions (disgust, sadness, surprise). The mean change scores for accuracy are calculated from P(correct)post – P(correct)pre; epo, epoch course; emo, emotion course; self, self-concept course. Error bars represent the standard error of the mean.


Table 2 shows the estimated parameters for the fixed and random effects of the model described above and their 95% confidence intervals for the change in accuracy from pre- to posttest as a dependent variable. Emotion drawn and the epoch course were defined as reference categories. The results show significant effects for emotion, course, age and pretest. There was no significant interaction between emotion and course. For the drawn emotions, post hoc tests showed significant differences between the emotion course and the epoch course, t(204) = 3.04, p = 0.017 as well as the self-concept course, t(208) = –3.62, p = 0.003. For the not-drawn emotion, only a significant difference between the emotion and the epoch course could be found, t(210) = 2.66, p = 0.050. The difference to the self-concept course was not significant, t(211) = –2.20, p = 0.158. There was no effect of high vs. low TEQ nor an interaction between TEQ and course. Overall, these results indicate specific effects of the emotion course on the emotion recognition performance as measured by recognition accuracy in the animated morph task.


TABLE 2. Estimated parameters for the change over time for accuracy.
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Sensitivity Analysis

For the sensitivity analysis linear mixed-effects models were conducted as for the accuracy analysis. Results show significant effects for emotion and pretest (cf. Table 3). Both, the emotion course and the self-concept course, do not differ significantly from the epoch course. This pattern was confirmed by post hoc tests which showed no significant differences between the courses for drawn and not-drawn emotions. Only within the courses significant differences could be found between drawn and not-drawn emotions (t(200) = –4.03, p = 0.001 for the epoch course, t(201) = –3.89, p = 0.001 for the emotion course, and t(195) = –3.80, p = 0.001 for the self-concept course) which reflects the significant effect for emotion. All students were more sensitive after participating in one of the three courses. Subjects which had a low pretest score had a higher change from pre- to posttest. There was no effect of high vs. low TEQ nor an interaction between TEQ and course. Figure 6 shows the change scores for emotion intensity students need for correct emotion recognition for the three courses separately for drawn (anger, fear) and not-drawn emotions (surprise, disgust, sadness).


TABLE 3. Estimated parameters for change over time for sensitivity.
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FIGURE 6. Mean change scores for the drawn (anger, fear) and the not-drawn emotions (disgust, sadness, surprise). The mean change scores for sensitivity are calculated from Sensitivitypost – Sensitivitypre; epo, epoch course; emo, emotion course; self, self-concept course. Error bars represent the standard error of the mean.




Self-Concept Task

In the next step we analyzed whether specific effects of the self-concept course could be found with regard to the self-concept task used to assess the self-complexity of participants. To measure adolescents’ self-complexity, we calculated two variables: the number of adjectives per role (APR and the number of self-generated adjectives per role (self-generated APR). Self-generated adjectives refer to adjectives that were not on the list with adjectives provided for students (see “Materials and Methods” section). Change scores (ypost—ypre) were used as dependent variables. Two participants were excluded from the analysis because they displayed a behavior on the task that indicated a complete lack of motivation and compliance, such as filling in the adjective “normal” in all five circles for all five roles in the graphical form. As for the animated morph task, we included age and pretest score as covariates in the analyses. Course and TEQ were introduced as discrete variables as before. For the self-concept task there were no random factors involved, therefore multiple regression models were conducted on the dependent variables.

The results show that there were no effects of course, TEQ or age on the change scores for the number of adjectives per role (APR). Results are therefore not reported here but can be seen in Supplementary Table S4 and reproduced with the analyses scripts in Supplementary Material. Results for the self-generated APR showed a significant main effect of the course and a significant interaction between course and a significant interaction between course and TEQ, indicating that participants benefited most from the self-concept course and that this was particularly the case for low TEQ students (cf. Table 4). Moreover, we found a significant main effect for the number of self-generated adjectives in the pretest (cf. Table 4): Students with low pretest scores had a higher change score from pre- to posttest for self-generated APR. Figure 7 displays the change scores for the number of self-generated adjectives per role (APR).


TABLE 4. Estimated parameters for change over time for self-generated APR.
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FIGURE 7. Mean change scores for the number of self-generated adjectives per role (APR). The mean change scores for APR are calculated from self-generated APRpost – APRpre, epo, epoch course; emo, emotion course; self, self-concept course, high and low values on the Toronto Empathy Questionnaire (TEQ). Error bars represent the standard error of the mean.




Test of Hypotheses

In this study we examined three hypotheses: (1) In the Specificity Hypothesis (Hypothesis 1), we assumed that the emotion course should lead to specific improvements with regard to emotion recognition performance, whereas the self-concept course should lead to specific improvements with regard to self-complexity. (2) In the Instructional Focus Hypothesis (Hypothesis 2), we assumed that the epoch course, which was used as a control group for the emotion and self-concept course, respectively, should neither yield positive effects on emotion recognition performance nor on self-complexity due to its lack of instructional focus on these constructs. (3) In the Entry-level Hypothesis (Hypothesis 3), we assumed that particularly participants with lower entry levels of empathic skills prior to participating in the course might benefit more from courses addressing socio-emotional skills such as emotion recognition or self-complexity as compared to adolescents with already better-developed socio-emotional skills.

Hypotheses 1 and 2 could be basically confirmed in our analyses. For the emotion course, course specific effects could be found for emotion recognition accuracy, whereas an unspecific positive effect on sensitivity could be found for all courses. For the self-concept task course-specific effects could also be found for the self-generated adjectives used to describe important roles taken by students. In line with Hypothesis 3, we also found that the TEQ had as moderating role for the latter variable. Persons with lower TEQ values self-generated more adjectives per role after than before the course, which was not the case for persons with higher empathic skills. This moderating effect of empathy was, however, only found for the self-concept course. We did not find any influence of prior empathy on emotion recognition performance in the animated morph task. Therefore, Hypothesis 3 could be partially confirmed for the self-complexity but not for emotion recognition.



DISCUSSION

Previous research on (socio-emotional) transfer effects of visual-arts education programs can be characterized by three methodological shortcomings: There is a lack of (1) experimental comparisons, of (2) theory-based program designs, and of (3) objective measurement methods for outcomes. The aim of the present study was therefore to design and experimentally investigate theory-based visual-arts education programs from which specific and objectively measurable transfer effects are be expected due to a combination of generic characteristics of visual-arts engagement (e.g., a strong involvement with studio habits of minds) and specific characteristics of the programs with regard to methods used and contents addresses (e.g., empathy or self-complexity). We aimed at answering the following central research questions: (1) Are specifically designed visual-arts courses suitable for promoting socio-emotional transfer effects? (2) Are transfer effects course-specific or general in nature? (3) What role do personal preconditions with respect to socio-emotional skills play for course effectiveness?


Specific Effects of the Visual-Arts Courses on Empathy and Self-Concept Development

With regard to the research question of whether specifically designed visual-arts education programs can promote socio-emotional transfer effects, we found encouraging results for both the emotion course and the self-concept course. For both courses beneficial outcomes could be demonstrated that were not found for the epoch course used as experimental control. In accordance with the Specificity Hypothesis, results showed significant improvements in the percentage of correctly recognized emotional facial expressions (accuracy) only in the emotion course. Surprisingly, however, this specific effect was limited to the accuracy measure but was not found for the sensitivity measure, which improved in all three courses from pre- to posttest. Various explanations for this generally improved sensitivity in all three courses are possible. First, a familiarity effect may have occurred, since participants already had seen the depicted facial emotional expressions in the pretest (Zajonc, 1968; Bornstein and D’Agostino, 1992). Although each emotional facial expression was presented only once per test, this single exposure might have been sufficient for students to enable them recognizing an emotion faster on the second encounter. Clinical studies using this animated morph task (Schönenberg et al., 2014) have also demonstrated that it takes only a small number of repetitions to yield this type of familiarity effects. Second, a general learning effect with regard to analyzing facial expression might have occurred due to the study of visual arts. For instance, Hetland et al. (2013) argue that the ability to observe precisely is trained through the studio habits of mind practiced during an engagement with visual arts. Better observation may have led to faster responses in the animated morph task. A third possible explanation might be given by assuming a decay in motivation leading to a faster response for all students in the posttest as compared to the pretest. Since the posttest was administered at the very end of the third course session, it might be possible that the adolescents were exhausted and wanted to finish the tasks as quickly as possible, thereby changing their criterion for speed-accuracy trade-offs. This might also explain why student’s accuracy in the epoch course and the self-concept course dropped from pre- to post-test despite an increased familiarity with the stimuli. It has to be noted however, that in the emotion course the increase in sensitivity was accompanied by an increase in accuracy, which seems to contradict exhaustion and motivational problems as potential causes of faster responses in the posttest.

Looking at the beneficial accuracy (and sensitivity) effects on emotion recognition performance within the emotion course more closely, it is interesting to note that the improvements in accuracy were found for both, drawn emotions (anger, fear) and not-drawn emotions (surprise, sadness, disgust), regardless of their individual difficulty (Montagne et al., 2007). This finding is consistent with studies in clinical psychology showing that an implicit (Schönenberg et al., 2014) or explicit (Dadds et al., 2006, 2012; Combs et al., 2008) direction of attention on relevant facial features might lead to improved emotion recognition performance. This suggests that the emotion course itself might have focused participants’ attention on facial features relevant for emotion recognition, thereby leading to an improvement in accuracy even for emotions that are not elaborated in detail in terms of being subject to the drawing assignments (although descriptively the accuracy changes seem to be more pronounced for the drawn emotions).

With regard to the second target construct investigated (self-concept development in terms of self-complexity), we were interested in whether a specific visual-arts course might be helpful to perceive one’s own person more differentiated in diverse social roles. As for the emotion course, a specific effect of the self-concept course on self-complexity was found. This effect was moderated by the individual’s general empathic skills that were obtained by means of a subjective questionnaire measure in the pretest (TEQ). As expected in the Entry-level Hypothesis, we found that adolescents with lower empathic skills seemed to benefit more from participation in the self-concept course than those with higher empathy scores. In particular, participants in the self-concept course with lower initial empathy scores generated more adjectives per role after course participation as compared to the pretest, which was not the case for students in the other courses. It has to be noted, however, that the newly developed measurement instrument for self-complexity might have underestimated the effect of the intervention due to ceiling effects: In the task used to measure self-complexity, we had already provided adolescents with two roles (student and child) and left only three roles for open response. Many of the adolescents had therefore already filled in the maximum number of roles and adjectives during the pretest, which is why these participants could not achieve any observable increases in the posttest.

Since we focused on self-concept development (in the sense of self-complexity) and empathy (in the sense of emotion recognition) as socio-emotional target constructs for transfer effects, we designed two “psychological” visual-arts programs, that we compared with each other but also with a control course focusing on periods of art history. Beyond the specific transfer effect of each of the two interventions, we found—in line with the Instructional Focus Hypothesis—that there were no specific effects of the epoch course on socio-emotional skills, such as emotion recognition or self-complexity. Thus, in sum, our three research questions can be answered as follows: (1) Specifically instructed art courses are suited (and required) for the promotion of socio-emotional skills, such as empathy or self-concept development. (2) Transfer effects are “course-specific” and not generic in nature. Therefore, specific transfer effects can only be expected if a course is designed properly for the target construct in question. (3) Socio-emotional preconditions of participants, such as general empathy, might play a role as moderators for socio-emotional transfer effects and can influence the effectiveness of an intervention. These results are based on experimental randomization and objective measurements and can, therefore, claim to provide rather strong empirical evidence as compared to other studies on transfer effects of art education programs. Moreover, the results highlight the important role of specific psychological theories and models for a successful design of art education programs intended to yield socio-emotional transfer effects Since only a few studies exist that successfully demonstrate transfer effects of art education programs on socio-emotional skills in the literature to date, and since only a few of these address the issue with robust methodological approaches (Winner, 2019), we believe that an expansion of the scientific approach outlined in this paper might provide a promising avenue for the further development of the research field.



Role of Studio Habits of Mind for Transfer Effects

An important issue might be raised with regard to the “mixture” of the art-related and psychology-related ingredients we designed into the two “psychological” course programs. On the one hand, these courses are based on psychological theories and models of the socio-emotional skills targeted and on approaches and methods from instructional psychology on how to teach, practice, and reflect a particular skill or competence in order to enhance it. Focusing on these aspects, one might suspect that these courses are basically psychological empathy and self-concept courses embedded in a visual arts paradigm, rather than visual arts courses per se. On the other hand, however, our courses are based on the on museum pedagogical course concepts deployed in traditional art courses at the HAUM and they were further strongly enriched by engaging students in practicing different studio habits of mind, which can be considered to be quite specific for an involvement with visual arts. We worked with authentic pieces of art in an exhibition context and required students to closely observe, envision and create expressive drawings, to persist in these activities over the course of several weeks, thereby developing their crafts and their understanding of artistic worlds. Moreover, our course program comprised three central elements described by Hetland et al. (2013): First, a “Demonstration- Phase/Knowledge-Acquisition-Phase” was conducted in which central course contents were conveyed to the adolescents. Subsequent to acquiring a basic knowledge in each course, adolescents were given the opportunity to apply their knowledge in a “Students-at-Work-Phase” in the context of artistic drawing assignments that increased in their demands for crafts and creativity. Lastly, finished drawings were presented and discussed together in a “Reflection-Phase” in each course. Therefore, we would consider the course programs as a genuine and interdisciplinary mixture of authentic visual-arts engagements and psychological elaborations on the course contents. Probably, typical arts teachers conducting these course programs might notice an atypical strong psychological component integrated in the programs, but nevertheless they might still consider them to be “real” arts courses due to the equally strong art-typical elements. Moreover, we obviously would not doubt the general value and importance of the traditional “arts for art’s sake” perspective of most visual arts classes. Rather, the present study is intended to provide an answer to the question of why in many studies on visual-arts programs no effects “beyond art’s sake” could be found, for instance in the socio-emotional domains covered in this study that are not genuinely attached to the studio habits of mind. Therefore, our study can be seen as a proof of concept that visual-arts programs can be tailored as authentic contexts that allow for achieving positive transfer effects even in the socio-emotional domain—when properly designed.

As one important caveat, however, it has to be noted that our study does not yet allow to draw strong conclusions as to which of the elements integrated in the overall course program were crucial for the positive effects obtained. First, students were always asked both, to study and to draw portraits. Therefore, we cannot distinguish from our current data how relevant these two components were individually for the outcomes obtained. In particular, we don’t know yet how important the creative aspects of the drawing tasks such as intensifying, and selfie-drawing were for course success. Second, we do not know for sure by now whether similar course effects could be found when students would engage in studying and drawing non-artistic portraits based on photos form magazines or yearbooks, for instance. In other words, we have not tested directly for the role of the authentic art context yet. However, we are convinced that studying and drawing photos from a magazine might not lead to the same improvements on socio-emotional skills as looking at and engaging with visual art, due to the uniqueness of the engagement with visual art beyond just looking at a photo. Third, we do not know how important the authentic art museum context might have been for the course effects. However, based on research on the perception of authentic objects in museums and exhibitions we can assume that the museum context might play and important role in the acquisition of knowledge. Schwan and Dutz (2020), for example, were able to show that museum visitors dealing with authentic objects develop more situational interest and give them a stronger impression of being in touch with the historical periods of the exhibition.

Therefore, future studies should focus more closely on the individual course elements and their influence on the development of socio-emotional skills due to visual-arts programs. In other words, elements such as the drawing assignments (including specific aspects such as the self-reference due to selfie-drawing), or the reflection phases should be studied in isolation regarding their overall contribution to socio-emotional learning. Similarly, the different studio habits of mind-elements comprised in the course programs might be validated individually with regard to their contribution to the overall effectiveness of the intervention.



Implications for Clinical and Health Research

With regard to the scope of the current study it has to be noted that we recruited an average sample of healthy adolescents as participants. Thus, we do not know, yet, whether our interventions have the potential to be also helpful for students at risk with regard to their socio-emotional skills, which would require testing the intervention in clinical populations. However, we used clinical paradigms to measure effects on emotion recognition (Jusyte et al., 2017) and self-complexity (Linville, 1985, 1987; Woolfolk et al., 2004). This suggests that there might be interesting synergy effects between clinical research and experimental research on the effects of engaging in visual arts. It might well be that our course programs, with its specific transfer effects, is particularly well suited to be applied in important clinical areas. For instance, Schönenberg et al. (2014) could show that a subtle training (sensitivity to emotional expressions training, SEE training) that implicitly directed attention to important regions of emotional faces (with slowly fading out the intensity levels of the presented expressions over the course of training sessions) was suitable to improve perceptual insensitivities to facial affect found in a group of incarcerated violent offenders. As our emotion course also yielded strong improvements in emotion recognition performance, it would be interesting to test the effectiveness of the intervention in a similar way in clinical studies.

Moreover, the approach of art therapy also indicates that visual-arts programs might be helpful in clinical disorders associated with impaired emotion recognition (e.g., autism, Durrani, 2019) or with a rigid and non-adaptive self-concept, characterized by a low ability to take another person’s perspective concerning a situation (Semrud-Clikeman, 2007). Unsurprisingly, many health programs in general address the promotion of the two socio-emotional skills addressed by our interventions with the aim to produce significant and lasting changes in psychopathology (Spence, 2003). Therefore, we think that the research approach used in the present study could be extended to also explore causal effects of art therapy in greater detail. In addition, visual-arts education programs might not only be valuable to support and augment therapies for clinical conditions but also help in the prevention of clinical disorders.
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2
https://kulturerbe.niedersachsen.de/objekt/isil_DE-MUS-026819_opal_herzanulm_kunshe_GG_206/1/

3
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4
https://kulturerbe.niedersachsen.de/objekt/isil_DE-MUS-026819_opal_herzanulm_kunshe_GG524/1/

5
https://kulturerbe.niedersachsen.de/objekt/isil_DE-MUS-026819_opal_herzanulm_kunshe_GG630/1/LOG_0000/#isil_DE-MUS-026819_opal_herzanulm_kunshe_GG630

6
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Within the Australian university context, research has uncovered increasing levels of psychological distress, in the form of stress, anxiety and depression. Higher rates of psychological distress have been reported in undergraduate students specifically enrolled in creative arts programs. Despite these increasing levels of psychological distress, university students are reluctant to engage with mental health and wellbeing supports. To explore ways to meet the mental health and wellbeing needs of creative arts university students, the Creative Arts and Music Therapy Research Unit at The University of Melbourne commenced a project exploring the benefits and pitfalls of a brief creative arts therapies approach for students attending a campus based wellbeing clinic. This exploratory research study formed the art therapy component of this much broader research endeavor. Creative arts students in this research study were invited to participate in a single session art therapy encounter that involved the visual exploration of the miracle question, asking students to visually depict “what the problem looks like and how it will look when the problem is resolved or you feel like you can cope with it better?” The descriptive findings of this exploratory research study revealed how the combination of art therapy used within a single session framework was able to afford students a novel means to externalize problems, leading students to forming a less internalized view of the self.
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INTRODUCTION


Increasing Mental Health and Wellbeing Needs of University Students

Research mapping the counseling trends within Australian universities suggests growing numbers of students are presenting with psychological distress in the form of stress, anxiety and depression (Stallman, 2012; O’Keeffe, 2013; Baik et al., 2018). Despite increasing levels of psychological distress, students avoid seeking help in the form of mental health and wellbeing support (Burns and Birrell, 2014).

Within the youth mental health literature, research has demonstrated that when young people decide to engage with mental health services, a “mismatch” often unfolds between youth preferences for brief and collaborative styles of engagement (Gee et al., 2015), and the medical model approaches used within the youth mental health sector (Burns and Birrell, 2014). Mental health literature exploring the therapeutic preferences of young people suggests that first therapy encounters may not be the most appropriate time to undertake medical model intake and assessment protocols (Gulliver et al., 2010; Watsford and Rickwood, 2015). The use of such problem focused assessments may exacerbate young people’s existing negative views of the self, leading to feelings of having been negatively judged and subsequent disengagement from support (Sukhera et al., 2017).

Engaging young people as “active agents” in first therapy encounters is said to require a paradigm shift on behalf of youth mental health clinicians away from assuming the role of “expert” to becoming a “partner” (Talmon, 1990). The single session approach to therapy is being trialed in youth mental health contexts here in Australia, not only as a way to more efficiently meet the needs of young people, but also to more adequately meet young peoples’ preferences for brief and more collaborative styles of mental health support (Perkins, 2006).



Single Session Therapy: Philosophies and Techniques

The term single session therapy (SST) refers to a single session intervention that has been either previously scheduled or is provided in a drop-in counseling service (Hymmen and Stalker, 2013). As a therapeutic framework, SST offers a lens of practice that stands in contrast to traditional psychotherapies that use first therapy encounters for the purpose of expert assessment of the client’s presenting problems. Psychologist and founder of the SST approach, Moshe Talmon, argues that therapists are often trained in the medical model of practice that encourages the use of the first session to focus on gathering past historical content such as diagnostic history, as opposed to actively attending to important relational processes in the “here and now” (Talmon, 1990).



SST Is a Flexible Model

One of the key benefits of SST is that it can offer therapists from all therapeutic backgrounds a flexible framework for the integration of a diverse range of therapeutic techniques (Rosenbaum, 1994). The late Art Therapist Shirley Riley (1999) found that combining art therapy within a brief therapeutic framework offered young people an active means to problem solve, using the artwork as a container. Inspired by Riley’s brief integrated approach to youth therapy, this research study explored the integration of art therapy used within a single session framework, for use with creative arts university students.



Research Gaps

Existing research in the field of SST has predominantly focused on client outcomes such as “client satisfaction” or “symptom improvement,” rather than understanding from the client’s perspective which aspects of the therapy clients describe as being important (Campbell, 2012). Existing SST research is also yet to explore the integration of creative arts therapies within this model, including what the benefits and pitfalls of this combined approach might look like from the client perspective. This research sought to gain an “insider’s view” regarding how creative arts students described their single session art therapy (SSAT) encounters. Gathering such descriptions may help support the reconfiguration of existing student mental health services, so as to more collaboratively engage students with campus based mental health and wellbeing supports. What follows is a condensed description of the methods used by the therapist/researcher to conduct this study.



METHODS


Research Location

The location of this study was in a room called the CAT Lab (Creative Arts Therapies Lab) at a university campus. This room was retrofitted for the purposes of conducting creative arts therapies research and thus provided students with a suitably confidential space. The CAT lab had two therapy chairs and set of long tables on which to place collage art materials. The researcher used these long tables to display a vast array of pre-cut images to use in the Miracle Question Collage Activity (Figure 1).


[image: image]

FIGURE 1. The pre-cut image buffet for single-session art therapy.




Participants

A convenience sample of six creative arts university students was recruited from a larger research study exploring the benefits and pitfalls of a creative arts therapies wellbeing clinic for students. A small sample size was chosen for the purposes of this interpretive research design. All six students identified as being female and were aged between 20 and 30 years. Five of the women were from an English-speaking Caucasian background, with one student of Asian descent having English as a second language. It has previously been mentioned that creative arts students have reported higher levels of psychological distress than any other faculty, and thus this population of students were targeted for inclusion in this study.



Single Session Art Therapy (SSAT) Procedures


Pre-session Phone Call

Prior to meeting with students in person, students received a phone call to determine the key problem the students wished to process during the SSAT encounter. Students were then invited to attend an in person, 90-min session at the creative arts therapies lab. These sessions involved the following activities:



Activity 1: Create a Collage Response to the “Miracle Question” (30 min)

The first activity involved students selecting images and or drawing to create a visual response to the following question:

“Think of the specific problems that you are facing that you feel comfortable exploring today. Holding that problem in your mind, select images from the buffet to depict what living with the problem looks like, and how it might look when the problem no longer exists or you feel like you can cope with it.” (Riley, 1999).



Activity 2: Verbal Intuiting With the Collage Image (30 min)

Students were invited in a conversation about their completed collage image using the open-ended question “what do you see?” (Betensky, 1995). Further open ended questions that were used during this conversational process were informed by the brief art therapy work of Matto et al. (2003) and included such questions as:


•“What image stands out most for you?”

•“What part of the image is most inviting?”

•“What part is most challenging?”

•“What would you change about the image?”

•“Who would you share this image with?”

•“Who would you not share this image with?”

•“Do you experience any physical sensations when you look at your image?”





Activity 3: Open-Ended Interview Evaluation (30 min)

The aim of this evaluation was to have participants describe their immediate therapy experiences to gather rich descriptions of the therapy. The following questions were used as interview prompts:


•“How was this experience for you?”

•“What if anything was beneficial?”

•“What if anything was difficult?”

•“What was I doing as the therapist/researcher that may have been helpful or unhelpful?”





Activity 4: One Month Follow Up Interview (60 min)

The follow up interview served two core research purposes. The first was to understand any lasting impressions of their SSAT encounters. Participants were also invited to look at their collage images again for a second viewing, to see if anything had shifted in their interpretation since the first encounter. To gather this information the following questions were asked of students:


•“When you look at your artwork now, what do you see?”

•“Reflecting back on the encounter experience, does anything stand out for you?”





Research Design

An interpretive phenomenological analysis (IPA) was the chosen design for use in this research project, as it is considered a valuable tool for psychological research that aims to understand the core experiences of clients (Smith and Osborn, 2003; Creswell and Poth, 2018). IPA was therefore selected as an appropriate design to use in this study as the aim was to form an in-depth understanding of students’ lived experiences of their SSAT encounter.



Data Analysis

The researcher produced transcripts from listening and watching audio-visual recordings of each SSAT encounter with the participants. In order to obtain a full understanding of students’ experiences, the researcher then engaged in a process of crafting six encounter stories as a means of data dwelling. Descriptive themes from these stories and transcripts were then formulated.



RESULTS AND DISCUSSION


Research Theme: SSAT as a “Novel Experience”

The creative arts research students described the SSAT encounter experience as “novel.” Novelty is described in the literature on creative thinking as encompassing any idea, process or product deemed by a perceiver as offering a feeling of “departure from the familiar” (Gillam, 2018). Within the field of brief psychotherapy, novelty is considered to help “disorient clients in positive ways” through the therapist’s strategic use of techniques that help stimulate a sense of play, humor and imagination in the therapy space (Steenbarger, 2006). The use of novelty in therapy is said to be an important ingredient of change, as it can help stimulate mental flexibility, needed for clients to be open to moments of perspective change (Steenbarger, 2006).

Helping to instill novelty within SSAT encounters with students in this research study was a complex interplay of factors. Important to understand in the context of this study, was that all six students were from a creative arts academic background. Hence, students arrived to the SSAT encounter space with a propensity for seeing and appreciating novel strategies used by the therapist/researcher to stimulate imaginative exploration.

The students in this research study found that the opportunity to explore the miracle question using collage imagery was a novel experience. These students were mostly from the dramatic arts, and were accustomed to constructing narratives using words as opposed to using found images. The experience of novelty driven by the use of images is best captured in the following descriptions of the SSAT encounter:


•“Collage is my least practiced art form…so it was awesome to exercise my mind creatively…doing something I’m not familiar with necessarily” – Joan

•“I appreciated this experience because it was a different way to tell a story… so the process was similar to my writing…but somehow…the images were more clear…less jargon…than when I write…which turns into a scrawl” – Juliette



The miracle question art activity was also introduced to students in a novel fashion, by handing students with a paper plate and asking them to select from a wide range of pre-cut images displayed on “the image buffet.” During the image selection process, students would frequently ask “how many images can I have?” with the researcher’s reply being “the buffet is all you can eat—but not literally.”

Such use of witticisms used by the therapist/researcher helped send the immediate message to students, from the outset of these encounters, that creative imagination, improvisation and humor were not only welcome but also highly encouraged. Highlighting the importance of such novel strategies, is the following comment made by a student named Cheryl:


•“It was so good to see all these pictures laid out on the buffet and crafts and stuff cause, um, it immediately tapped into that making side in my body and also the child-side” – Cheryl



In hindsight, using these novel strategies from the beginning helped to spark these creative students’ attention and interest needed for them to want to continue to engage in a process that required the exploration of problem stories. Students described how the tactile experience stimulated by the collage art making process was an important component of the SSAT encounter experience.



Research Theme: SSAT as a “Tactile” Experience

All six students in this research project described SSAT as a “tactile experience.” More specifically, students described how the use of collage art materials along with the processes of art making such as gluing, cutting out and sticking down images, all provided a tactile means to stimulate implicitly held memories, thoughts and felt level impressions related to the problems they wished to process.

Gestalt psychologist Rudolf Arnheim previously argued that the embodiment of perceptions often exists in material form, in a process he called “thinking in medium” (Marshall, 2007). In a similar fashion, students in these SSAT encounters reported having glimpses of thoughts, feelings and emotions, stimulated by the art media, as captured in the following quotes:


•“I loved how sharp the black marker was…it suited the aggressiveness of the lines…it was a tactile experience…the stickiness of the black oil pastel was right for the tone of the anger that I was feeling” – Kate

•“The tactile nature of making the collage felt like I was playing…which I think was important for some reason…it’s like when you see a really serious issue framed in a humorous light…the art therapy was like that because I had permission to play with what was quite a serious issue…it freed it…loosened it up for me” – Joan



The tactile nature of the collage art making process can be likened to the “pre-intentional” phase of the phenomenological approach to art therapy (Betensky, 1995). During this pre-intentional phase, the art maker experiences glimpses of perceptions stimulated by the process of art making, but any felt level perceptions are yet to become consciously apparent to the art maker. Helping to bring these felt level glimpses into full view during these single session encounters, was the interactive process of inviting students to view and then describe the meanings of their artwork. Using Betensky’s (1995) question “what do you see?” during the intuiting phase of these encounters offered students a distanced means to begin to externalize problems.



Research Theme: SSAT as “Getting the Problem Out”

Four out of six participants described SSAT as an experience as offering them a means for “getting the problem out.” Problem externalization is typically a verbal technique used in both narrative and single session therapies to help clients understand the nature of a problem, without seeing themselves as problematic (Combs and Freedman, 2012). Students described how the SSAT process afforded them a way to separate from problems in a bodily way, as revealed in the following student quotes:


•“Looking at my collage…it feels like I’ve taken something out of me, it’s like externalized and kind of exorcized” – Kate

•“I think the experience was actually like creating something and laying it out in front of me and having a removed perspective…and being like this isn’t just some issue that’s in here (points to stomach) or at my head and my heart or in my gut…. It felt like being able to physically remove the issue from my body…and then look at it not just in my head…and with someone with your eyes as well…and then dissect it…I think that process was really important to me” – Joan



Riley (1999) previously discovered how the process of viewing a problem from the distance of an artwork, can help concretize the understanding that the problem exists outside of the problem bearer. Many students in this study came with internalized views of their problem situations. Having the opportunity to separate from problems, using the safety of the artwork in these encounters, was important for helping students to see the broader sources of their distress. The important role of artistic metaphor also helped students to separate from seeing themselves as problems.



Externalizing With Artistic Metaphors

According to Moon (2007), artistic metaphors are containers of multiple meaning and thus can provide opportunities for new ways of perceiving situations. Highlighting the role of artistic metaphor in aiding a process problem externalization, in this research study, is the following encounter story of a directing student named “Kate.”



Encounter Story: Kate’s “Phoenix That Does Not Rise”

Kate entered the single session space wanting to problem solve what she called her “social awkwardness,” that she believed was the cause of her feeling as though she had not achieved “success” in her field of directing studies. Such an internalized view is encapsulated within Kate’s pre-session explanation of the problem:


•“I have always been a socially awkward person since childhood and now this has impacted my ability to make industry connections…to be a success in this field you need to be outgoing and bubbly…I want to reconcile this in some way” – Kate



During the collage art making process Kate used a combination of drawing with pastel and collage imagery, to create her own metaphorical image of a bird (Figure 2). Kate described the bird as a “phoenix that doesn’t rise but is consumed and burnt up by fire.” Asking Kate to describe her collage image led to her discovering feelings of anger. Viewing the image of her phoenix for a second time in the follow up interview, led Kate to making the following discoveries:


[image: image]

FIGURE 2. Participant artwork: “Phoenix that does not rise.”



•“Looking at it now…I think there was an idea about being burnt out in it…and I suppose looking back…I can see in some ways…that I can choose to live in a way that might involve altering my expectations around what I can achieve…but that I don’t have to be there” (points to the bird) – Kate

•“At the end of the session…I was surprised that anger was there…for me anger is not my go to emotion…but knowing that anger is there…I suppose is like a positive because it allowed me to step back from the problem as being a problem with me and allows me to look at it as a problem with the industry” – Kate



Kate’s descriptions of her metaphorical image of the phoenix, highlights how perspective shifts can be stimulated when offering these students a means to look at problems through the safety of artistic metaphors. Providing Kate with a second viewing of her artwork during the post session follow up appeared to enable her to achieve a deeper clarity of perspective, regarding the broader outside sources of her anger. As Kate’s encounter story highlights, offering students in this study a safe means to “get the problem out” and then explore distressing content, through the distance of artistic metaphors, helped students to form a less internalized view of the self.



Research Theme: SSAT as a “Seeing” Experience

Students described the SSAT experience as helping to open a space to “see” problems and possible solutions with a greater sense of clarity. According to Czamanski-Cohen and Weihs (2016) the ability to gain and shift perspectives in therapy can be useful in the promotion of mental health and wellbeing, as it can lead to the adoption of a less rigid and more flexible view of the self. Student descriptions of this “seeing” process stimulated during their SSAT encounter can be seen in the following quotes:


•“It wasn’t like how are you feeling or coping, it was more of an opening up of new ways of looking at the problem…it made me ask questions rather than form lockdown statements of facts”

•“Seeing that contrast in the collage helped me to see clearer…both the problem and the solution”

•“The process of seeing the image was like an opening up of new ideas”





SSAT and Personal Sense of Agency

Four out of six students described how their encounter experience had helped them feel a personal sense of agency. Within these SSAT encounters, a deliberate effort was made by the therapist/researcher to follow the SST principle of engaging clients as “active agents” in control of their own encounter process. Therapeutic strategies such as asking students to describe what they would like to work on in the encounter, and then enabling students to locate and describe their own metaphors for problems, helped engage students as the “active experts” in charge of their own lives. The following quotes from the students highlight the sense of agency stimulated by the SSAT encounter:


•“After the session I felt like more empowered to be, like, yeah I could do this…the process of seeing what works has been helpful…and now I feel encouraged and supported in terms of like I know what to do and what works for me to manage stress” – Cheryl

•“Having that chance to make a collage…view it…and stand back on my own life is an act that felt quite empowering” – Joan



According to Combs and Freedman (2012), offering opportunities inside the therapy space for clients to feel and see moments of mastery in relation to problems, can encourage people to make agentic changes outside of the therapy space. Within her follow up interview, a drama student named Juliette described how as a result of the SSAT experience, she had been encouraged her to use her own artistic metaphor (see Figure 3) as a way to communicate her distress with her boyfriend:
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FIGURE 3. Participant artwork: “Holding out for love.”



•“It was really empowering to use the art I made in the session… to then be able to tell my partner how the secrecy makes me feel “I’m in the crevice”…cause so often words are really inadequate to use and like we try and describe things and it ends up in this blurry vision world and so it was really nice to try to reach out to him through image” – Juliette





Limitations

This was a small interpretive research study conducted with artistic university students with creative thinking abilities that could easily be harnessed via the use of the miracle question art activity. The combined single session art therapy approach used in this study is not a panacea to be used for all student mental health and wellbeing related concerns and could be inappropriate for some student populations. Given the small, exploratory and contextualized nature of this study, any discoveries from this research are not generalizable to other populations and settings. The purpose of this study was not to give therapists a recipe book on how to conduct single session art therapy; rather, the hope of this study is that it might spark a greater research interest in exploring brief and novel ways to reconfigure existing mental health and wellbeing services, in ways that hold the expressed preferences of students in mind.

Future research into the combination of art therapy within a single session framework could address the limitations of this study by using a quantitative design. Additionally, using a larger and more heterogeneous sample would ensure the generalizability of research findings.
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This study was designed as an action research aimed to help students to elaborate their feelings of traumatic grief, due to a car accident and a suicide of two of their classmates, in an Italian high school. A death education project was realized in order to prevent the Werther effect. The intervention was based on psychodramatic techniques and meditation with Tibetan bells to encourage reflection on the suffering of traumatic loss, the sense of life, and their future. A total of 89 students from four classes (46 in the experimental group: two classes, 43 in the control groups: two classes) participated in the study, among which 82 (45 in the experimental group, 37 in the control group) completed the pre- and post-test survey. The intervention consisted of eight 2-h meetings, during which the themes of death and loss were dealt with through theoretical discussions, dramatization, and meditation. Two other classes which participated in the assessment as a control group did not attend the activities. The following instruments were used: Death Attitude Profile-Revised, which measures individual attitudes toward death; Psychological Well-being Scale, which measures a person’s psychological well-being; Resilience Scale for Adolescents, which measures the construct of resilience in adolescents; Self-Transcendence Scale, which measures self-transcendence; and Testoni Death Representation Scale, which measures the ontological representations of death. The results demonstrated that in the experimental group, there was a reduction in the fear of death and its avoidance, and that the students normalized the representation of death as something natural, thus improving their well-being. It is consequently possible to say that well-being is not simply the absence of suffering and worries, but rather, is rooted in the possibility of thinking of creative solutions to the trauma.
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INTRODUCTION

Avoidance of dialogs about death is common in contemporary Western societies (Testoni et al., 2013), and this can be a problem when it becomes necessary to elaborate a traumatic loss. Traumatic loss is defined as the condition resulting from sudden and violent loss, as it can result from an accident, a suicide, a murder, a disaster, or a war, that can lead to problematic grief elaborations (Testoni, 2015). In fact, in the past, religion and the social representation of death as a passage toward eternal life enabled individuals to face their and others’ mortality through rites illustrating shared symbolisms (Testoni et al., 2015). Such world views encompassing spiritual and religious strategies were the basis of education about the sense of life and projects about the future. However, over time, these ideas and practices became widely dismissed that nowadays, a substantial materialism characterizes the more or less conscious conviction of individuals that death is an absolute annihilation (Testoni et al., 2016). Since the representation of death as an annihilation is really more threatening than the one that indicated immortality, the contemporary tendency toward death denial produces many negative effects (Solomon et al., 2017). In our secularized culture, traditional religions have eroded to the point that finding meaning to existential questions about life encounters a number of difficulties, especially among adolescents and young adults who have to develop a valuable existential project for their future (Ronconi et al., 2009; Codato et al., 2011). Indeed, the denial of death and of spiritual contents can lead to a suppression of death-related thoughts and emotions, as described by the so-called black hole hypothesis1 (Testoni et al., 2019a), and this censorship could go forward as “alexithymia,” that is the tendency toward impoverished emotional experience and language expressing feelings (Bagby et al., 1994). Furthermore, the lack of a shared social language about death and dying has caused a systematic removal of experiences related to serious illnesses and mourning. In particular, this censorship may leave children and adolescents in a representational space, occupied by more or less arbitrary ideas that may produce disorientation in their existential reflection (Corr, 1995; Testoni et al., 2019b). Indeed, adolescents increasingly experience sudden and tragic deaths of their peers, usually from accidents, suicide, and homicide (Cupit and Meyer, 2014; Cupit and Kuchta, 2017). The unexpected deaths of young people may be severely traumatic if not elaborated on how it happens in a death-denying culture. Often, materialism, fantastic sensationalism, and horror characterize their exposure to the death-related content widely distributed in a variety of media venues (Testoni et al., 2016).

On the other hand, religious and spiritual practices have been demonstrated to improve well-being, reducing fear of death in both younger and older adults. Countless studies have demonstrated that religiousness and spirituality are related to higher levels of health and well-being (Park, 2007; Testoni et al., 2016). For example, Dechesne et al. (2003) demonstrated that when belief in an afterlife is boosted, the typical effects of death anxiety triggered by mortality salience are diminished as compared with when belief in the afterlife is discouraged.

Many authors affirm that the reopening of an authentic dialog on death and dying may be useful to promote a conscious reflection on existential themes involving concerns about loss and beliefs in the afterlife (Testoni et al., 2018a). Specifically, interventions of death education utilizing arts therapies and psychodrama have been shown to be capable of presenting an adequate elaboration of traumatic loss and mourning, thereby enhancing spirituality (Testoni et al., 2018b).

Indeed, psychodrama helps individuals interact with others, engaging in the possibility of developing their own spontaneity and creativity. According to Moreno (1953), these just-mentioned factors are the essential components of health and psychological well-being, as they represent the basis of resilience and of the authentic development of emotional skills. Its fundamental strategy allows participants to identify themselves in very difficult and complex situations, running in parallel with externalization of the inner suffering and its creative solution. Although some distinctions have to be made between the two approaches, both art therapies and psychodrama trigger positive processes of self-awareness capable of changing dysfunctional or ineffective behaviors and attitudes. Art therapies imply a more detached approach with inner feelings, as the art vehicle promotes projective mechanisms and a cold elaboration of the facts involved. Psychodrama, otherwise, is characterized by a more direct approach to one’s emotions and life’s experiences. The Death Education courses that utilize such instruments seem to really be able to promote the psychological well-being of adolescents and young adults (Testoni et al., 2019a, c).

This study wanted to analyze the effect of a project primarily aimed at restoring well-being through psychodrama with adolescents who underwent traumatic loss after the death of a companion in a car accident and after the suicide of a friend of hers who was also their classmate. The substantial finality was to prevent the risk of a Werther effect, by which sociologist David Phillips (1974) means the risk of an emulation of the act of suicide by those who have been exposed to the news of an already occurred suicide.



AIMS

The project “My future: the future meets the present without forgetting the past” was born to safeguard the psychological well-being of the students of a high school in North Italy, where two traumatic deaths occurred: the first was related to the death of a young girl who suffered a car accident and the second was because of the suicide of a friend of hers. The mentioned losses occurred 9 months prior to the implementation of this project and occurred within 2 days of each other. The two events were not correlated in any way except for the fact that the victims came from the same school institute. It was considered appropriate to make an intervention to work out these two events with the surviving classmates to restore their well-being quickly, thus stopping any possible Werther effect. The intervention intended to carry out a profound reflection on the issues of finitude, mortality, and spirituality, activating a reflection on what the prospects concerning the after-death might be and on the sense of life in facing death.

The study was aimed to assess the effect of the use of art therapy and psychodramatic techniques in helping people to overcome a loss and projecting the future in a serene way; in promoting the creation of a bond with the inner spiritual dimension; and in producing critical thoughts about death which would not undergo non-scientific opinions or stereotypes. The fundamental hypothesis of the research was that the experimental group experiencing the intervention would develop a better attitude toward death and reach higher levels of well-being, or at least that it would maintain such levels similar to those of the control group (students who had not experienced death education intervention).



THE RESEARCH


Participants

The project involved four classes within a high school of Northern Italy (two experimental groups and two control groups). Among a comprehensive number of 89 students who filled out the survey at least once (46 in the experimental group, 43 in the control group), we have complete data on 82 (45 in the experimental group, 37 in the control group). Two classes made up of 45 students in total, with 27 females and 18 males aged 15 to 18 (M = 15.98, SD = 1.12), were part of the experimental group and participated in the intervention. These two particular classes were the ones frequented by the victims and in which they had formed the most intense bonds. The other two classes made up of 37 students in total, with 33 females and four males aged 15 to 18 (M = 16.14, SD = 1.00), were part of the control group and did not take part in the intervention. Being the participants in the experimental group classmates with the victims, they could be more linked to them than the participants of the control group. However, given the restricted school context (only about 150 students attend that high school in a small village of northern Italy), even those who were part of the control group knew the victims well. We cannot therefore exclude that the news of these two traumatic losses deeply shocked them, too. Although both experimental and control groups were mainly composed of females, the proportion of females was greater in the control group (Chi-square = 8.81, df = 1, p = 0.003). There were no age differences between the two groups (t = −0.66, df = 80, p = 0.509). All participants in the experimental group were asked by their headteacher for their consent to participate in this project and were left free to choose, as to let the experience be fully lived and transformative.

Participants provided written informed consent before participating in the study and parents were involved in the consent process. The study followed the APA Ethical Principles of Psychologists and Code of Conduct and the principles of the Declaration of Helsinki. It received research ethics approval from the Health Sciences and Science Research Ethics Committee of the University of Padova (reference: DE6F02E1BCE787AEB865991D730DEB3E).



Activities in the Death Education Intervention

The intervention which the 44 students of the experimental group took part in was divided into eight meetings lasting 2 h each and structured as follows:

First meeting took place 3 days after the pre-test. A philosophy lesson was held concerning the relationship between time and existence, especially in relation to the philosophers of ancient Greece and the myths of modern times. In particular, in this part of the intervention, it was possible to explore the ontological representations of death that the students unconsciously theorize and practice. The aim of this first session was to introduce the theme of death to the participants, especially regarding the philosophical origin of some of the ideas that modern people share about the end of life. The philosophy lesson led to the possibility to analytically criticize what common sense firmly considers to be death.

Second meeting took place 2 days after the philosophy lesson. A meditation with Tibetan bells was realized. At the beginning of the session, the history of the Tibetan bells was introduced, then the researchers illustrated the basic principles of sound physics and how sound causes a series of emotional and spiritual consequences in humans. Then, the students carried out a meditation with Tibetan bells in a guided imagination activity: the students had to immerse themselves in the fantasy of finding a particular flower in the vastness of a large lawn, a flower that symbolizes their inner world, with its potential and resources. Finally, the participants were trained, and subsequently tried, to ring the Tibetan bells and by doing so to distinguish the various sounds.

The third meeting started a week after the second meeting. Some activities with psychodramatic techniques were carried out, utilizing the initial warm-up, letting participants express the expectations and ideas they had with regard to the experiment recently made. Also, they were asked to express their personal thoughts about both the philosophy lesson regarding the theme of death, and the experience of guided meditation with Tibetan bells. This first phase was followed by a practical activity. Participants were asked to walk freely around the room, then to touch one classmate on the shoulder and share a smile and a thought about that specific day with him/her. In one particularly significant experience, the class was divided into three subgroups which were asked to represent three scenes in “animated sculptures” mode. The assignment was to represent one person’s life in both its safe and uncertain aspects. The first group represented the swing game, the second staged an airplane flying through a storm, and the third represented a ship sailing on a rough sea. Finally, the three groups of students were given the opportunity to express their ideas on life and existence following the experience they had just lived. There was no protagonist-centered psychodrama, but dialogs were promoted by dividing the class in little pairs. This was done in order to let everyone share their personal considerations about the future and the continuation of life after the death of a loved one.

Fourth meeting took place a week after the previous session. Another psychodrama session was held, in which guided and active imagination work focused on the imagination of their future and of after-life was carried out, with the subsequent production of a drawing representing an important content (in particular a positive resource that would be useful in the future, in the symbolic form of an object) to share with others for each of the participants. In this session, every participant was invited to dress up and wear a gold cloak, impersonating the part of a Wise Man who reveals something unconventional and sage about the future. The two experiences with psychodrama offered students the opportunity to speak loudly and to express their thoughts and feelings to the girls involved in the incidents as if they were actually present. The purpose of these two psychodrama sessions was to activate the possibility of a dialog between the participants, who survived death, and the loved ones who went away, in order to let the former speak freely their feelings toward the losses they went through. Moreover, the last session offered the students a way to come into contact with their wise and inner self, in order to stimulate a bond with their spirituality and according to the aim of the Tibetan bells lessons.

Fifth meeting took place 10 days after the previous session. Another meditation session was held with Tibetan bells, in which each participant indicated four fundamental events on the timeline: their birth, the present moment, a moment in the past in which they experienced success, and a future event that is interpreted as a difficulty in achieving one’s goals and dreams. This was a guided-imagery session, scanned by the rhythmic sound of Tibetan bells. This way, the students were able to redesign and reinterpret their own future in new ways, guided by the awareness of the resources that the past offered them.

Sixth, seventh, and eighth meetings took place respectively 3, 4, and 5 days after the last session with Tibetan bells. The students discussed the entire experience and wrote autobiographical creative text regarding the activities carried out in this project, expressing their personal considerations regarding existence in relation to death. These writings were intended to give participants the opportunity to summarize and process their intimate feelings about the loss of their two friends. No qualitative analysis procedure was meant to be proceeded with (Figure 1).
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FIGURE 1. Structure of the activities.




Measurements

To evaluate the effectiveness of the intervention, 3 days pre- and 3 days post-intervention questionnaires were administered online. Each participant could access the online questionnaire, thanks to a code given by the researchers.

The questionnaires consisted of the following scales:


1.Death Attitude Profile-Revised (DAP-R; Wong et al., 1994) measures individual attitudes toward death. It is composed of 32 items on a 7-point Likert scale and is divided into five subscales: Fear of death (e.g., “Death is no doubt a grim experience”) (Cronbach’s alpha pre-test coefficient = 0.88 and post-test coefficient = 0.83), Death avoidance (e.g., “I avoid death thoughts at all costs”) (Cronbach’s alpha pre-test coefficient = 0.91 and post-test coefficient = 0.91), Neutral acceptance (e.g., “Death should be viewed as a natural, undeniable, and unavoidable event”) (Cronbach’s alpha pre-test coefficient = 0.68 and post-test coefficient = 0.67), Approach acceptance (e.g., “I believe I will be in heaven after I die”) (Cronbach’s alpha pre-test coefficient = 0.93 and post-test coefficient = 0.94), and Escape acceptance (e.g., “Death will bring an end to all my troubles”) (Cronbach’s alpha pre-test coefficient = 0.88 and post-test coefficient = 0.91).

2.Psychological Well-being Scale (PWBS; Ryff et al., 2007) measures the person’s psychological well-being. It is a 6-point Likert scale composed of 42 items and is divided into six subscales: Autonomy (e.g., “I am not afraid to voice my opinions, even when they are in opposition to the opinions of most people”) (Cronbach’s alpha pre-test coefficient = 0.75 and post-test coefficient = 0.79), Environmental mastery (e.g., “The demands of everyday life often get me down”) (Cronbach’s alpha pre-test coefficient = 0.79 and post-test coefficient = 0.82), Personal growth (e.g., “I do not enjoy being in new situations that require me to change my old familiar ways of doing things”) (Cronbach’s alpha pre-test coefficient = 0.64 and post-test coefficient = 0.64), Positive relations with others (e.g., “I often feel lonely because I have few close friends with whom to share my concerns”) (Cronbach’s alpha pre-test coefficient = 0.75 and post-test coefficient = 0.78), Purpose in life (e.g., “Some people wander aimlessly through life, but I am not one of them”) (Cronbach’s alpha pre-test coefficient = 0.68 and post-test coefficient = 0.70), and Self-acceptance (e.g., “In many ways, I feel disappointed about my achievements in life”) (Cronbach’s alpha pre-test coefficient = 0.83 and post-test coefficient = 0.87).

3.Resilience Scale for Adolescents (READ; Hjemdal et al., 2006) measures the construct of resilience in adolescents. It is composed of 22 items on a 5-point Likert scale and is divided into five subscales: Family cohesion (e.g., “I feel comfortable with my family”) (Cronbach’s alpha pre-test coefficient = 0.91 and post-test coefficient = 0.92), Personal competence (e.g., “I feel competent”) (Cronbach’s alpha pre-test coefficient = 0.83 and post-test coefficient = 0.82), Social competence (e.g., “I can easily make new friends”) (Cronbach’s alpha pre-test coefficient = 0.72 and post-test coefficient = 0.75), Social resources (e.g., “I always have somebody available when I need it”) (Cronbach’s alpha pre-test coefficient = 0.84 and post-test coefficient = 0.81), and Goal orientation (e.g., “I know how to achieve my goals”) (Cronbach’s alpha pre-test coefficient = 0.61 and post-test coefficient = 0.67). It correlates positively with mental health (Sense of Coherence Scale), dispositional optimism (Life Orientation Test), and self-esteem (Rosenberg Self-Esteem Scale) but negatively with depression and with scales indicating psychiatric symptoms (Hopkins Symptom Checklist, Automatic Thoughts Questionnaire, and Beck Hopelessness Scale).

4.Self-Transcendence Scale (STS; Reed, 2008) measures self-transcendence. The scale is composed of 15 items (e.g., “Finding meaning in my spiritual belief”) on a 4-point Likert scale, whose items measure the person’s ability to derive a sense of well-being through cognitive, creative, social, spiritual, and introspective resources. The scale showed a strong internal consistency (Cronbach’s alpha pre-test coefficient = 0.81 and post-test = 0.76). Self-transcendence is positively correlated with psychological well-being (Haugan et al., 2011). A high score in the STS is related to a higher self-transcendence.

5.Testoni Death Representation Scale (TDRS; Testoni et al., 2015) measures the ontological representations of death, which can be seen as a passage or annihilation. The scale is composed of six items (e.g., “Death is only a passage. After my death, I will continue to exist and remember the experiences of this life”), and agreement on each statement is evaluated on a 5-point Likert scale. The scale showed an acceptable internal consistency (Cronbach’s alpha pre-test coefficient = 0.79 and post-test = 0.79). A high score in the TDRS is related to an ontological representation of death seen as annihilation.





Data Analysis

Our overall expectations included, for instance, that Death Education intervention would bring an improvement in the psychological well-being of the experimental group compared with the control group, and in the ability of the participants to positively face grief and elaborate loss. In order to examine those expectations, analysis of variance (ANOVA) was carried out on each measure with a within subjects’ factor “time” and a between subjects’ factor “group.” The time factor included a pre-test, which was filled out 3 days before the start of the experiment; and a post-test, which was filled out a week after the end of the experiment. The group factor included, as aforementioned, both an experimental and a control group. Partial eta-square was considered a measure of effect size for each ANOVA effect, in particular a value of 0.01 was interpreted as small effect, a value of 0.06 as medium effect, and a value over 0.14 as large effect. At the pre-test stage, the two groups were compared on all study variables using t-test and the change over time in each group was also examined by t-test. Coehen’s d was reported as measure of effect size for each t-test, in particular a value of 0.20 was interpreted as small effect, a value of 0.05 as medium effect, and a value over 0.08 as large effect. Correlations between all measures were evaluated by the Pearson correlation coefficient. In examining the correlations, we considered a classification of effect size: values from 0.10 to 0.25 indicate a small effect, values from 0.25 to 0.40 indicate a medium effect, and values over 0.40 indicate a large effect. Mediation and moderation analyses were carried out to evaluate the impact of DeEd intervention by global death attitude change on the students’ well-being and resilience at the post-test. The global attitude change was computed by adding the difference of the pre-test and the post-test for the two negative death attitude factors with a significant change over time, Fear of death and Death avoidance, and the difference of the post- and pre-test for the positive death attitude factor with a significant change over time, Neutral acceptance. All analyses were completed using IBM SPSS Statistics Version 25 and the macro-PROCESS for SPSS created by Preacher and Hayes for the mediation and moderation analyses (Hayes, 2018).




RESULTS

No significant difference between the two groups was found at the pre-test, except for one of the six subscales of PWBS—Environmental Mastery (t = 2.09, df = 80, p = 0.040, d = 0.46). The experimental group started with higher levels than the control group in this subscale (M = 3.95, SD = 0.82 vs. M = 3.55, SD = 0.91).

Correlations between measures at the pre-test are reported in Table 1. For the first subscale of DAP-R—Fear of death, we can observe only two significant correlations, both negative and with a small size, with the two subscales of PWBS—Environmental mastery and positive relations with others (r = −0.25 and r = −0.22, respectively). The two successive subscales of DAP-R—Death avoidance and neutral acceptance—show several positive significant correlations that are small to medium size with the subscales of PWBS (r range from 0.22 to 0.40 except for Death avoidance with Autonomy and for Neutral acceptance with Purpose in life, Environmental mastery, and Self-acceptance) and medium to large size with the subscales of READ (r range from 0.26 to 0.51 except for Neutral acceptance with Family cohesion and Goal orientation) and medium size with self-transcendence (r = 0.27 and r = 0.40, respectively). Considering the subscale of DAP-R—Approach acceptance, we can note only two significant correlations, a small positive correlation with Self-transcendence (r = 0.23) and a large negative correlation with Death as total annihilation of TDRS (r = −0.55). For the last subscale of DAP-R—Escape acceptance, we have several significant correlations, all negative and with a medium size, with the subscales of PWBS (r range from −0.25 to −0.30 except for Autonomy, Positive relations with others, and Personal growth) and with the subscale of READ—Goal orientation (r = −0.31). The six subscales of PWBS show significant positive correlations, all with a medium to large size, with all subscales of READ and with Self-transcendence (r range from 0.26 to 0.74, except for Autonomy with social resources and for Personal growth and Family cohesion) and significant negative correlations, with a small size, with Death as total annihilation of TDRS (r range from −0.22 to −0.26 except for Autonomy, Environmental mastery, and Personal growth). The five subscales of READ show significant large positive correlations with Self-transcendence (r range from 0.45 to 0.60). Only the subscale of READ—Social resources shows a significant small negative correlation with Death as total annihilation of TDRS (r = −0.22). Finally, there is a medium negative correlation between Self-transcendence and Death as total annihilation of TDRS (r = −0.27).


TABLE 1. Correlations between all measures at the pre-test.
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The ANOVA results (Table 2) show a significant interaction time × group only for three subscales of DAP_R—Fear of death, Death avoidance, and Neutral acceptance. All interaction effects show a medium to large effect size. In particular, we can observe a significant decrement with a large effect size of the Fear and of the avoidance of death from pre- to post-test in the experimental group (t = 5.18, p < 0.001, d = 1.16, and t = 3.81, p < 0.001, d = 0.85, respectively) and no significant variation in the control group (t = 1.12, p = 0.265, d = 0.25, and t = −0.54, p = 0.590, d = −0.12, respectively). On the contrary, we can observe a significant increment with a medium to large effect size of Neutral acceptance of death from pre- to post-test in the experimental group (t = −3.19, p = 0.002, d = −0.71) and no significant variation in the control group (t = 0.17, p = 0.869, d = 0.04). Moreover, there is a significant main effect of time for the three subscales of DAP_R—Fear of death, Death avoidance, and Neutral acceptance—and one subscale of PWBS—Positive relations with others. Students showed decreased scores between pre- and post-test in all these measures except for Neutral acceptance of death, where their scores increased. Finally, there is a significant main effect of the group for the first subscale of DAP-R—Fear of death, and one subscale of PWBS—Environmental mastery. In fact, the experimental group showed lower levels of Fear and higher levels of Environmental mastery than the control group. There are no significant effects in the READ, STS, and TDRS.


TABLE 2. Descriptive statistics of all study variables by time for each group with ANOVA results.
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Finally, mediation analysis to estimate the indirect effect of death education intervention through global death attitude change on the students’ well-being and resilience at the post-test was performed. Results show a significant positive indirect effect for the subscale Autonomy of PWBS and for the subscale Goals of READ (Table 3). Moreover, we carried out a moderation analysis to estimate the impact of negative death attitude reduction on students’ well-being and resilience at the post-test in the experimental and in the control group. In each model, we included the same measure at the pre-test as covariate, the global death attitude changes as focal predictor, and the death education intervention (coded as dummy variable: 1 = Yes and 0 = No) as moderator. A significant moderating effect of death education was found only for some subscales of PWBS but none of the subscales of READ. In Table 4, we report the results for all subscales of PWBS. We can observe a significant interaction of global death attitude change by death education intervention for Environmental mastery and Purpose in life and a close to significant interaction for Autonomy. The conditional effects of global death attitude change by death education intervention show that in the experimental group, negative death attitude reduction contributes to increased well-being at the post-test (B = 0.12, SE = 0.04, t = 2.97, p = 0.004 for Autonomy; B = 0.05, SE = 0.04, t = 1.34, p = 0.185 for Environmental mastery; and B = 0.04, SE = 0.04, t = 1.02, p = 0.313 for Purpose in life) but not in the control group (B = 0.02, SE = 0.04, t = 0.59, p = 0.556 for Autonomy; B = −0.06, SE = 0.04, t = −1.56, p = 0.122 for Environmental mastery; and B = −0.10, SE = 0.04, t = −2.59, p = 0.011 for Purpose in life).


TABLE 3. Mediation effect of global death attitude change on death education intervention impact on student’s well-being and resilience at the post-test.
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TABLE 4. Moderation effect of death education intervention on global death attitude change impact to student’s well-being at the post-test.
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DISCUSSION

Regarding the results of the correlations between the instruments, the dimensions of personal well-being and resilience are positively correlated with each other. This shows how personal well-being increases, and vice versa, as resilience increases. It is also noted that as psychological well-being increases, transcendence also increases, highlighting an influence between these two constructs. Furthermore, as a high availability of positive relationships with others increases, a representation of death as annihilation decreases. For self-transcendence, this is correlated with resilience in a directly proportional way, so people who are able to expand personal boundaries in more ways are also more capable of restoring their psychological balance after having faced and passed a traumatic event or a period of difficulty. Finally, the correlations show that a greater vision of death as annihilation leads to a reduction of cohesion within the family and a decrease in the availability of social resources.

Both decrease in the fear of death and decrease in the avoidance of death were observed in the experimental group, making it the main result obtained in our study. In fact, an intervention of Death Education at school, which adequately and consciously deals with the theme of death and the elaboration of a mourning seems to reduce terror and anguish toward the end of life. Furthermore, the avoidance of death is what characterizes the communal and communicative dynamics that cover Western culture, which makes death a pornography, a taboo of which nothing can be said (Gorer, 1965). In this case, we observed that, in addition to the objectives and constructs investigated, the psychodrama intervention aided the participants in enhancing their ability to discuss and communicate intimately and in depth their own feelings and experiences regarding the losses that occurred during each person’s lifetime.

Another important result was the increase in the neutral acceptance of death, that is, of perceiving death and forgiveness that derive from it as a natural event, which correlates negatively with depression and positively with psychological well-being (Wong et al., 1994). Neutral acceptance of death is significantly and positively correlated with self-transcendence, indicating that the ability to transcend one’s self allows one to observe death and accept it in a serene way, as observed by Tacòn (2018) and Schultz and Arnau (2017). Nevertheless, it has to be noticed that self-transcendence did not give significant results in the experimental group. We consider that to be due to the insufficient amount of time for observing developments and change. Also, the Death Education project would have required a longer duration.

The psychological well-being of the experimental group remains stable, and this is fundamental as it highlights that talking about death and taking part in experiences regarding this theme does not affect their psychological balance. An increase in this variable would have been desirable, but the fact of not having decreased one’s personal well-being is to be considered a good result: this is in fact very likely to happen when the subject of death is approached in an inappropriate way.

The results of the mediation analysis show how the path of death education, through a positive change in the vision of death, or a decrease in fear and avoidance of death on one hand and an increase in neutral acceptance on the other, seems to favor personal well-being and resilience. In particular, it increases the ability to be self-confident and to resist the social pressures that lead to confirming one’s thinking to that of others and regulating one’s behavior from within (Ruini et al., 2003). In addition, the importance of visualizing the future and having essential objectives to discover the meaning of life (Vanistendael, 2005) and the perception of one’s ability to reach them also increase (Theis, 2003; Vanistendael, 2003; Saavedra and Villalta, 2008).

The results of the moderation analysis show how a positive change in the vision of death seems to bring an increase in well-being in those who participated in the Death Education path. In fact, these participants have a greater sense of domination and competence in controlling the surrounding environment, increasing their degree of management in a wide range of activities while also managing to make the surrounding environment the most compliant with their needs. In addition, with the path of death education, they show that they have developed the beliefs that give meaning to their lives, providing a direction to their personal path, thus allowing them to attribute an important meaning to both the past and the present. Finally, the participants increased almost significantly their ability to be self-confident and independent and to regulate their behavior from within by evaluating themselves through personal standards (Ruini et al., 2003).



CONCLUSION

This study shows that a Death Education project which involves both a creative (such as psychodrama) and a meditative (such as the use of Tibetan bells) method, can be effective in reducing the fear and avoidance of death even when facing fatal accidents and suicide among adolescents. By measuring the effects of this project, it is in fact possible to confirm what other projects have already shown, namely, it is not the removal of death that helps in grief management. In this sense, the scenic action of psychodramatic techniques adapted to the school context, together with a reflection about what death means for philosophy contra common sense and with the possibility to activate one’s inner spiritual dimension, it all helps express, elaborate, and overcome a sudden and unexpected loss. This is made possible thanks to the opening of an extensive reflection about the future, the meaning of life despite its limits, and the pain that often afflicts us. The appreciation of the spiritual sphere also proves to be very important for the elaboration of the loss and reflection on the future. To offer young people a perspective structurally different than the merely materialistic ones that characterize contemporary culture is a value and an aim which we strongly endorse. We therefore can say that giving someone the chance to tell and to elaborate feelings and thoughts on loss decreases the nihilist fear of death as a point of no return. Using strategies and techniques like philosophy-centered lessons, psychodrama, use of Tibetan bells, and creative writing, as it happened in this action-research project, helps participants in freeing themselves from anguish and to accept death as a stage of life. It has to be noticed that techniques such as the psychodrama and the Tibetan bells helped participants to enter in contact with their inner spiritual dimension, although the post-test survey could not notice it. We hypothesize that such a result can be related to the nature of spirituality itself, which is not an immediate conquest but instead it requires to be cultivated and grown in times that cannot be adequately recorded by post-test questionnaires.



LIMITATIONS OF THE STUDY

The main limitation of this study is that the measurements were made on previously established (school classes) and non-randomized groups. Moreover, the number of participants is relatively small. Furthermore, once this intervention with the experimental group was concluded, it would have been appropriate to offer this same intervention to the control group to allow them to elaborate the event of the deaths of their two schoolmates.
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FOOTNOTES

1The “Black Hole hypothesis” states that “the tendency toward impoverished emotions (Bagby et al., 1994) or alexithymia could be related to a systematic cultural inhibition of dialog on death and dying” (Testoni et al., 2019a).
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Maternal insightfulness or the capacity to see things from the child’s point of view, is considered to be a crucial construct for therapeutic change. In the present study, we aimed to implement the knowledge gleaned from the studies on attachment theory and maternal insightfulness into clinical practice to create an intervention program for mothers of children-at-risk due to inadequate parental care. We used drama therapy to “practice” maternal insightfulness in more “experiential” ways, because the use of creative expressive means may be accessible and effective for the target population of the study and help improve maternal care. We used a manualized 10-week drama therapy-group intervention, focusing on the core concepts of maternal insightfulness: insightfulness, separateness, complexity, and acceptance. We used various dramatic means to explore and experience these components of maternal insightfulness. Forty mothers of children-at-risk took part in eight groups of parental insightfulness drama therapy (PIDT). To evaluate the efficacy of the intervention, we used the Insightfulness Assessment (IA) interview, which produces 10 scales and a final classification of PI and non-PI. The Child Behavior Check List (CBCL) was used to evaluate a change in children’s behavior problems. The assessment took place at three time points: before the intervention (T1), right after the end of the intervention (T2), and 6 months following the intervention (T3). Results at T2 showed a significant improvement compared to T1 in some of the maternal insightfulness scales, but not in the maternal insightfulness categorical classification. At T3, there was a significant change in the classification of the mothers, from non-insightful to positively insightful. At T3, there was also a significant decline in the children’s externalized and general behavioral problems. The results of this study contribute to an evidence-based practice of using drama therapy in the treatment of mothers and children at risk.

Keywords: drama therapy, parents, intervention, attachment, children at risk


INTRODUCTION

Drama therapy is an active and experimental psychotherapy modality involving the intentional and systematic use of dramatic and theatrical means to achieve psychological growth and change in a psychotherapeutic relationship (Emunah, 2019, http://www.nadta.org). Drama therapy builds on the therapeutic aspects that are present in drama and theater, including creativity, playing, exploration, and role acting (Jennings, 1992; Jones, 2007). At present, drama therapy is in the crucial stage of moving from a clinical report of case studies and vignettes to producing an evidence-based practice using empirical studies (Feniger-Schaal and Orkibi, 2020). The present study joins this important direction by applying the use of drama therapy in the therapeutic work with parents of children-at-risk due to inadequate parental care and systematically evaluating this therapeutic work using reliable and valid assessment tools. We describe the psychological effect of drama therapy intervention, focusing on maternal insightfulness for mothers of children-at-risk.

How can we use drama therapy to help parents who experience difficulties in the relationship with their children? The present paper addresses this question based on data from a research project that involved eight groups that used the parental insightfulness drama therapy (PIDT) model at community welfare parent-child centers (for details of the protocol-based intervention, see masked for review; Feniger-Schaal et al., 2013). The PIDT model makes a connection between drama therapy and attachment theory and between drama therapy practice and developmental psychology. In this model, drama therapy serves as a platform on which to “practice” and experience the parental stance that improves the parent-child relationship. In the presentation of our theoretical background, we describe the core components of attachment theory regarding parental insightfulness and tie it to drama therapy practice.


Maternal Insightfulness

The parental capacity to see things from the child’s point of view has been the focus of a body of research that involved assessing mothers’ representations of their children and of themselves as caregivers (Fraiberg et al., 1975; Fonagy et al., 1991; Lieberman, 1997). Research on mentalizing has expanded over the past two decades, leading to the development of several similar concepts: parental mind-mindedness (Meins, 1997), parental reflective functioning (Slade, 2005), and parental insightfulness (Oppenheim and Koren-Karie, 2002). All these concepts have been investigated as predictors of sensitive parenting that affect the quality of parent-child relationships (for more details on the various concepts, see Zeegers et al., 2017). One of the main differences between the concpets is the operationalization (the way to assess) of each concept. In the present outcome study, we prioritzed the measurment chosen for assessing the outcomes of the intervention, and we detail below the uniqness of the parental Insightfulness Assessment (IA).

Parental insightfulness1 is defined as the capacity of a parent to see things from the child’s point of view and empathically understand the motives underlying the child’s behavior (Oppenheim and Koren-Karie, 2009). It is considered as the internal process that underlies the parent’s capacity to respond sensitively and appropriately to the child’s emotional signals and to enhance secure attachment (Koren-Karie et al., 2002).

Parental insightfulness involves four main features: an insight regarding the motives for the child’s behaviors; an emotionally complex view of the child; separateness from the child; acceptance and openness to new, and at times unexpected or challenging, information regarding the child. Koren-Karie and Oppenheim (2009, 2018) developed the IA interview, which makes possible a deep understanding of parental insightfulness through the assessment of this construct both clinically and in research. In the course of IA, the mother (or father) is shown three video segments taken from interactions with her child and is asked about her perceptions of her child’s thoughts and feelings during each of the segments, as well as about her own thoughts and feelings. This assessment allows observing how parents’ general representations of their children are applied to make sense of a concrete moment in the life of the child (Oppenheim and Koren-Karie, 2009). Interviews are transcribed and coded; the coding process includes rating of 10 scales: Insight, Openness, Complexity, Focus on the child, Richness, Coherence, Acceptance, Anger, Concern, and Separateness. Based on the scores achieved on the 10 scales, respondents are classified into four groups, one positive insightfulness (PI) category and three non-positively insightfulness (non-PI) categories: one-sided, disengaged, and mixed.

Koren-Karie and colleagues showed that maternal insightfulness is associated with sensitive maternal behavior and secure attachment of the child (see also Koren-Karie et al., 2002; Oppenheim et al., 2009; Oppenheim and Koren-Karie, 2009; Yuval-Adler, 2010; Koren-Karie and Oppenheim, 2018; Feniger-Schaal et al., 2019). Similar results were found in a study that involves fathers (Marcu et al., 2016). The explanation for these associations is thought to be that parental insightfulness promotes relationships that engender the feeling in children that their inner world is meaningful and that their thoughts and feelings are appreciated, understood, and accepted.

Bowlby (1988) claimed that the emotional and behavior problems of young children are rooted in a parenting that lacks empathy toward the child’s basic need for protection and lacks insightfulness into the motives underlying the child’s behavior. Hence, parental insightfulness, sensitive parenting, secure attachment, and child’s behavior problems are closely intertwined.

The idea that a parent’s lack of insightfulness or failure to empathically understand the motives and emotional needs underlying the child’s behavior may be at the root of children’s behavior problem is not only based on Bowlby’s (1988) writings but has received empirical support as well. Oppenheim et al. (2004) examined the connection between the lack of maternal insightfulness and children’s behavior problems in a sample of 32 clinically referred preschoolers. Mothers and children had been involved (separately) in a 7-month treatment program. The mothers’ treatment consisted of 7 months of one-on-one therapy focusing on the parent-child relationship. Results showed that the behavior problems of children of mothers who shifted from non-PI before treatment to PI after treatment decreased; by contrast, the behavior problems of children of mothers who did not make such gains increased (Oppenheim et al., 2004).

Other studies have used the insightfulness interview to assess and capture the change followed by intervention programs for parents of children with various problems. For example, Siller et al. (2012, 2018) found maternal insightfulness to be a moderator that predicts changes in parental responsive behavior following the treatment for parents of children with ASD. Another study that examined the clinical significance of maternal insightfulness found that children who were exposed to violence exhibited elevated levels of behavior problems only when their mothers were non-PI, emphasizing the connection between children’s behavior problems and maternal insightfulness (Gray et al., 2015). Enhancement of parental insightfulness can therefore be a significant step toward therapeutic change for parents and their children. In the present study, we used a model specifically designed to promote maternal insightfulness using drama therapy, aiming for mothers who experienced difficulties in their relationship with their children.



Connecting Drama Therapy and Maternal Insightfulness

A central aspect in all art therapies is the possibility of using art to represent externally the inner reality. Thoughts, feelings, emotions, and ideas can be represented by objects, pictures, stories, roles, scenes, etc. In drama therapy, dramatic projection (Jones, 2007) is a fundamental process by which participants project an aspect of themselves or their experience onto theatrical materials, thereby externalizing their inner reality into a dramatic reality (Pendzik, 2006). The projection enables a dialogue to take place between the participants’ internally held situation or material and the external expression of that situation or material (see, for example, Feniger-Schaal, 2016). In this way, participants can develop the “audience” aspect of themselves toward their experience, enhancing their ability to engage differently with their materials (Jones, 2007, 2008). Parental insightfulness emphasizes reflective functioning, hence thinking about the mental world of oneself and others (Bateman and Fonagy, 2004). Externalizing the inner emotional states using dramatic means, such as dramatic projection, may foster an expansion of these parts by giving a “stage” that emphasizes it. For example, when mothers in the PIDT program are asked to create a body sculpture to represent their feelings regarding their son’s behavior, they must first think: What are my feelings toward my son’s behavior? Next, they search for an image or metaphor to describe these feelings, which requires another level of “inner search” or “mentalization” (Bateman and Fonagy, 2004). In this way, the dramatic representation itself enhances the need to reflect and to “mind the other’s mind.”

The use of role-playing and role taking is another core component of drama therapy (Jones, 2007; Landy, 2009), which seems to be particularly linked to attachment theory, in general (Haen and Lee, 2017), and to parental insightfulness more specifically. When acting as a different character, one must first think about that character as a separate person from one’s own personality, emotions, and desires and then use this understanding of what motivates the character (Noice and Noice, 2006). Goldstein and Winner (2012) described the practice of role-play and pretense in drama classes (by comparison to art classes) as enhancing empathy and the theory of mind and promoting the ability to think about mental states of others and of oneself. The core idea of parental insightfulness is the ability to see things from the child’s point of view. Enacting the role of one’s child demands stepping into his/her shoes and trying to think what he/she feel, what motivates him/her, etc. This process of dramatic action can serve as a powerful tool for enhancing maternal insightfulness.

Play and playfulness are other central components of drama therapy (Jones, 2007). Play is a broader term that includes joy, spontaneity, negotiation of needs, allowing a space for “as if” reality, and becoming connected to the inner child (Barnett, 1991; Youell, 2008). These components of play seem strongly related to positive parenting (Menashe-Grinberg and Atzaba-Poria, 2017); therefore, we assume that drama therapy can be an effective vehicle for working with parents who experience difficulties in the relationship with their children. The experience of enjoyment and fun when practicing playfulness in a drama therapy session may be valuable in itself and support the parents’ ability to connect to their children.

In the model used in this study, we used drama therapy to “translate” the ideas of maternal insightfulness into dramatic actions. The idea in using the model is that mothers can experience maternal insightfulness by dramatic means, rather than just talking about it, thus to benefit from the unique qualities of drama therapy mentioned above, that may make the notion of maternal insightfulness more approachable and lively for them. The study has the potential to contribute to the knowledge on the use of drama in therapy by using a clear protocol for intervention, followed by a systematic assessment of the psychological effect of PIDT intervention on mothers and children at risk. We hypothesized that mothers will show improvement in their maternal insightfulness following the PIDT intervention and that the behavior problems of children of mothers who show gains in insightfulness will decrease, whereas the behavior problems of children of mothers who do not show gains will show no change.




MATERIALS AND METHODS

We conducted the PIDT program in eight groups in community welfare centers for children and their families, with four to five participants in each intervention group. These centers target children with behavior and emotional problems due to inadequate parental care. Mothers who participated in the PIDT groups were referred to the child-parent centers by social services in the community and were identified as having children with emotional and behavior problems, which was assumed to be related to difficulties in the mother-child relationship. Data were collected at three time points: T1 (before the intervention began), T2 (right after the end of the 10-week intervention), and T3 (6 months after the end of the intervention).


Participants

The inclusion criteria for participation in the study were referral by social services to the parent-child center; fluency in Hebrew; no major psychiatric diagnosis; and no abuse of drugs or alcohol; no major cognitive impairment. Inclusion criteria for the children were typically developing children aged 5–12 (age of children in the parent-children welfare centers). Only mothers took part in the groups because, in most of the families, the fathers were not involved in therapy, for various reasons. Participants were all from Jewish origin, coming from different geographical areas in Israel.

Sixty mothers were referred to take part in the groups. The final sample at T1 and T2 included 40 mothers who attended the full intervention. Dropouts were mostly before the intervention began (not willing to participate in the group) and at the early stages (meetings 1 or 2). Reasons for dropout were personal difficulties committing to the group, which was defined as a “close group” that demanded the full commitment for the entire 10 sessions. At T3, we were able to contact 32 mothers. The reason for dropout in the final stage had to do with the mothers’ personal difficulties to come to the additional follow-up assessment meeting (although we offered a financial reward for participating in the final assessment).

Participants’ mean age was 37 years (SD = 5.90, range 24–50), and the mean number of years of education was 12.4 years (SD = 1.93, range 7–20). The mothers had on average 2.12 children (SD = 1.22, range 1–6); 50% had a boy and 50% a girl treated at the center; 35% of mothers were married, 42.5% were divorced; and 18% were single parents. The mean age of the children was 8.5 years (SD = 1.95).



The Intervention

Parental insightfulness drama therapy (masked for review; Feniger-Schaal et al., 2013). The model is a 10-week group intervention for parents of children-at-risk. The aim of the group was to let mothers experience and explore creatively and in a playful way the various components of maternal insightfulness so that they become involved with the insightfulness stance. The intervention focused on parents because of the conviction that the parent has more ability to change the relationship than the child does (van IJzendoorn et al., 1992; Powel et al., 2007). Furthermore, we sought to provide a context for participants to enhance their maternal insightfulness when not under the pressure of reacting to the child; therefore, the groups were for mothers without their children. At the same time, we used dramatic means to make the children present even in their absence, with the mothers role-playing their children.

Group sessions lasted 90 min and were facilitated by two therapists, making it possible to demonstrate “insightful” relationships between the facilitators. Additionally, it was the function of the facilitators to hold and maintain the dramatic space and, thereby, to model and foster the ability to play and be in the dramatic reality.

In the PIDT model, the first four meetings focus on the core elements of maternal insightfulness: insightfulness, separateness, complexity, and acceptance – using various drama therapy techniques to practice and experience each concept. During the six subsequent meetings, the group continued to practice the building blocks of maternal insightfulness to deepen the understanding of the relevance of these concepts to the mother-child relationship. All meetings followed a sequence consisting of a warm-up, the main activity, and closure (a detailed description of the model can be found in masked for the review; Feniger-Schaal et al., 2013).


Therapists

All groups were facilitated by two therapists: a trained drama therapist and a “local” therapist who was part of the team of the welfare center. All therapists underwent a 3-day training on the PIDT model. For purposes of fidelity, all therapists wrote a weekly report, and all sessions were video-recorded and observed by the researchers. All therapists received supervision from the first author, who is a trained drama therapist and a registered supervisor, once every 2 weeks.




Procedure

The study received ethical approval from the Israeli Ministry of Welfare and the IRB committee of the University of Haifa (no. 062/11).

Social workers randomly referred the mothers to the PIDT group and to other groups in the center. The referred mothers were approached by the clinical team at the center for an initial intake. Next, mothers were provided with the necessary information about the intervention and the study. After the participants signed a consent form, their details were given to the study team to schedule the first meeting. Before the intervention (T1), all mothers completed a demographic questionnaire and the CBCL. All the mothers participated in the IA interview, which was recorded and later transcribed. The intake meeting took place mostly at the home of the participant, except for rare cases in which the participant preferred meeting at the welfare center. At the end of the intervention (T2), all mothers participated in the IA interview again. Six months after the intervention, we contacted all the participants and met with them to administer final IA and CBCL. During the 6 months following the intervention, the mothers and their children received no additional psychotherapeutic intervention from the welfare services and reported having had no additional treatment during that time.



Measures


Insightfulness Assessment

The IA is a semi-structured interview that produces continuous scores of 10 scales and a categorical score of four classifications (Oppenheim and Koren-Karie, 2002). The interview consisted of two steps. First, mothers are videotaped interacting with their children in three play episodes (in the present study, the episodes included a competitive game named Jenga, playing with play dough and completing a joint story telling task). Second, mothers are shown the first 2-min segments of each of these episodes. Mothers are then interviewed with regard to each of the video segments and asked what they thought “went through their child’s head,” whether the behaviors observed were typical; and how they felt when they were watching the segment; and whether their child’s behaviors surprised them, concerned them, or made them happy. At the end of the interview, mothers are asked two general questions about their children’s main characteristics and about what struck them most about their children. Throughout the interview, the mothers are asked to illustrate their statements with examples from the observation and from everyday life. Interviews lasted about 45–60 min.



Coding Maternal Insightfulness

The interviews were transcribed verbatim, and all identifying information was removed from the transcripts (including the names of interviewees and the time of the interview) (Koren-Karie et al., 2002). The IA produces both dimensional scales and categorical classifications. The 10 scales range from 1 to 9. High scores indicate high levels of the behavior tapped by the scale. In all scales, except for the hostility, concern, and separateness scales, high scores reflect positive behaviors. Rating is done by marking indicators of the various scales as they appear throughout the transcript and then assigning a score on each of the scales based on both the frequency and the strength of the indicators. The rating scales serve as a basis for the classification of the transcripts into one PI and three non-PI categories. Categories reflect more than a simple summation of scale scores. Rather, the coding manual provides guidelines regarding various constellations and combinations of scale scores that lead to each of the specific categories.

The four categories are described below:

1. Positive insightfulness (PI): Mothers are characterized by their ability to see various experiences through their child’s eyes and to try to understand the motives underlying their child’s behavior. They are open to the observations of the child on the video segments and may gain new insights as they talk. PI mothers convey an accepting and multi-dimensional picture of their child, and their speech is coherent.

2. One-sided (OS): Mothers are characterized by a unidimensional view of their child. They seem to have a preset conception of the child that they impose on the videotaped segments, and this conception does not appear open to change. One-sided mothers tend to switch the focus of discussion from their child to their own feelings or to other irrelevant issues.

3. Disengaged (DE): Mothers are characterized by a lack of emotional involvement during the interview. Their answers are short and limited, and they do not use the observation as an opportunity to reflect on their child’s and their own behavior.

4. Mixed (MX): This category involves mothers who do not show one type of speech, as defined in the above categories. For example, a mother may sound overwhelmed or hostile in her response to one video segment and uninvolved and uninterested in her response to the other segments.

Insightfulness Assessment validity was shown in numerous studies (Zeegers et al., 2017; Koren-Karie and Oppenheim, 2018). Several studies have used the IA to show the link between mothers’ insightfulness and children’s attachment to their mothers in both normative (Koren-Karie et al., 2002) and high-risk populations (Oppenheim et al., 2009; Feniger-Schaal et al., 2019); some other examples include studies that have used the IA to show the associations between maternal stress (Martinez et al., 2018), maternal childhood trauma, and maternal insightfulness (Koren-Karie and Oppenheim, 2018; Ziv et al., 2018). Another example was shown in a study about mothers’ synchrony behaviors with their children with ASD pre- and post-intervention that was found to be related to the mothers’ insightfulness assessed using the IA. All the studies that used the IA showed good interrater reliability ranging from 0.71 to 0.81 with p ≤ 0.01 (for example in Koren-Karie et al., 2002, interrater reliability for the four-way IA classification system was assessed with kappa and was 0.71; p ≤ 0.01), and 0.64–0.93 for the ICC calculation of the scales reliability.

The IA coding in the present study was conducted by two independent, experienced, certified coders (the second author and a graduate student), who were blind to any other information about the child, the mother, or the time of evaluation.

Interviews were first coded on ten 9-point scales and yielded the following inter-rater reliabilities, calculated using ICC2 (presented in parentheses): Insight into the child’s motives (0.62); Openness/flexibility of thought (0.87); Complexity in description of child (0.85); Maintenance of focus on child (0.77); Richness of description of child (0.73); Acceptance of the child (0.70); Anger (0.88); Concern (0.78); Separateness from child (0.67); and Coherence of thought (0.71). Based on her discourse during the IA, each mother was assigned to one of four insightfulness categories, one category showing PI and three showing non-PI. Kappa3 for inter-rater reliability of the IA classifications was 0.73 (p < 0.001). Disagreements were resolved by discussion until the consensus was reached.



Child Behavior Checklist

The Child Behavior Checklist (CBCL) is a widely used standardized measure of children’s behavior problems (Achenbach, 1991). We used it to obtain the mothers’ reports about the children’s behavior problems. The CBCL contains 112 questions that represent a wide range of behavior problems (e.g., “temper tantrums or hot temper”). For each item, the respondent is asked to indicate the extent to which the item characterizes the child on a 3-point scale, ranging from 0 (not at all) to 2 (very true or often true). The questions in the CBCL are divided into eight scales, which are grouped into three indices: (a) internalizing behavior problems, which include the scales for anxiety/depression, withdrawal/depression, and somatic complaints; (b) externalizing behavior problems, which include the scales for rule breaking behavior and aggressive behavior; and (c) general problems, which include all the previously mentioned scales in addition to social problems, thought problems, and attention problems. The scores were computed using a designated software following the guidelines provided by Achenbach, (1991). A detailed description of its psychometric properties can be found in Nakamura et al. (2009). The CBCL was used in assessments at T1 and T3 (not T2) based on the assumption that because the intervention targeted mothers directly, without their children, the effect on the children’s behavior may reveal itself only at a later stage.





RESULTS


Preliminary Analysis


Mothers’ Background Information

No significant differences were found between IA classification and mothers’ background information, including the numbers of years of education, age, the number of children (based on Pearson correlation test), and marital status (based on Chi-square test). No associations were found with mothers’ background information and CBCL scores (based on Pearson correlation test and Chi-square test).



Children’s Background Information

No significant difference or correlations were found between mothers’ IA and the children’s background information, including the child’s age and gender (using Chi-square test). No associations were found between the children’s CBCL scores and other background information about the child, including gender and age (based on Pearson correlation test and Chi-square test).



Distribution of IA Classifications at T1, T2, and T3

Table 1 presents the distribution of maternal insightfulness classification at baseline (T1), post-intervention (T2), and 6 months after the intervention (T3).



TABLE 1. Maternal insightfulness classification.
[image: Table1]



Differences in Maternal Insightfulness Between T1 and T2

To test the change in maternal insightfulness, we grouped the maternal insightfulness classification into insightful and non-insightful due to the small number in each of the non-PI categories. The McNemar nonparametric test, which indicates the significance of change in a “before and after” design (Siegel, 1956), showed that an improvement in maternal insightfulness between T1 and T2 was non-significant (p = 0.11).

Therefore, we examined the differences in the scales of maternal insightfulness to search for directions of change. Table 2 presents the result of a paired t-test of maternal insightfulness scales to show the difference between T1 and T2. Because of the direction of the change for which we were searching, we used a one-tailed calculation.



TABLE 2. Maternal insightfulness scales at T1 and T2.
[image: Table2]

The results show that all the maternal insightfulness scales improved from T1 to T2, half of them showing a statistically significant change.



Differences in Maternal Insightfulness Between T2 and the Follow-Up Assessment at T3

To test the difference between T1and T3 in maternal insightfulness classification, based on all 10 scales, we performed a McNemar nonparametric test, which showed that the improvement in maternal insightfulness classification between T1 and T3 was significant (p = 0.003). Further analysis, using a paired t-test showed a significant change in all the maternal insightfulness scales from T1 to T3 (see Supplementary Material for the scores of the scales and the difference between T1 and T3).



Difference in CBCL Between T1 and T3

Table 3 shows the difference in CBCL scores between T1 and T3, as revealed by a paired t-test.



TABLE 3. Children’s CBCL scores.
[image: Table3]

The results show a change in children’s behavior problems from T1 to T3. A significant decrease occurred in children’s externalized and general problems but not in children’s internalized problems.



Do Changes in Children Parallel Changes in Mothers?

Next, we performed a mixed ANOVA to test the effect of time and maternal insightfulness on children’s behavior problems. The results reveal that there is no statistically significant interaction between maternal insightfulness and time for internalized problems (F(1,26) = 2.195, p = 0.151), externalized problems (F(1,26) = 1.42, p = 0.244), and general problems (F(1,26) = 2.153, p = 0.154). The results of the ANOVA are presented in Figures 1–3.

[image: Figure 1]

FIGURE 1. Change in child’s the externalized problems, comparing PI to non-PI mothers.


[image: Figure 2]

FIGURE 2. Change in children’s internalized problems, comparing PI to non-PI mothers.


[image: Figure 3]

FIGURE 3. Change in the child’s general problems comparing PI to non-PI mothers.


In addition, we performed a t-test to examine the difference between children’s behavior problems of PI mothers and of non-PI mothers at T3, and found it to be significant for all three behavior problems. The results show a significant difference in children’s internalized problems (t(26) = −2.93, p = 0.007), so that the scores of internalized problems of children of PI mothers (M = 53.15, SD = 0.04) were lower than those of the children of non-PI mothers (M = 64.4, SD = 10.87). A similar pattern was found for children’s externalized problems (t(26) = −2.23, p = 0.031), so the scores of children of PI mothers (M = 54.16, SD = 6.09) were lower than those of children of non-PI mothers (M = 61.5, SD = 11.06). Finally, a significant difference was also found in children’s general behavior problems (t(26) = −2.38, p = 0.033), so that the scores of children of PI mothers (M = 52.66, SD = 6.91) were lower than those of children of non-PI mothers (M = 62.7, SD = 10.81).





DISCUSSION

In this study, we used a manualized drama therapy-group intervention for mothers of children-at-risk and examined its effect in a systematic way. We hypothesized that an intervention aiming to enhance maternal insightfulness produces benefits for both the mother and the child. As expected, the results show that a 10-week focused drama therapy group resulted in a significant change in both maternal insightfulness and children’s behavior problems. This change, however, unfolded over time. The assessment at the end of the intervention showed no significant change in maternal insightfulness classification. In a follow-up assessment, 6 months after the intervention ended, there were significant changes in both maternal insightfulness and children externalized and general behavior problems.

Mothers’ classification did not change significantly at the end of the intervention, but when examining the maternal insightfulness scales, mothers’ representations were beginning to change in the desired direction, with some of the scales showing a statistically significant change. Focusing on the scales reveals detailed information that may have clinical implications for planning and evaluating therapeutic change. For example, in a previous study, it was found that the mothers’ ability to produce a coherent narrative, measured by the coherence scale, was one of the predicting factors for positive therapeutic gains (Oppenheim et al., 2004). By contrast, the lack of therapeutic change in one of the scales, as measured in our study on the complexity scales, calls attention to how to promote the mothers’ ability to produce a complex and balanced narrative about their child. The lack of change in the hostility scale probably reflects the fact that the score for this scale was not high in T1; therefore, there was not much place to demonstrate a significant change. In general, the lack of change in all the scales right at the end of the intervention represent the lack of overall change in maternal insightfulness, that may have needed a longer time to take place. Maternal insightfulness concerns with the relationship with the child; therefore, the change may have needed time to practice this “mutual dance.” Mothers needed time to practice their new perceptions and behavior with the child and to get a positive response that will reinforce the different way of relating to the child.

Thus, more significant changes were found in the follow-up assessment, 6 months after the intervention ended, when the mothers’ classification on maternal insightfulness (based on all 10 scales) changed significantly, so that nine mothers changed from being non-PI before the intervention to being PI. These results indicate that at this time point more mothers were able to talk about their child without being overwhelmed by worries, negative attributions, and other irrelevant issues. They were able to focus on their child as the center of discussion, expressing sensitivity to the child’s thoughts and feelings. At the same time, they were better able to adopt a complex view of their children and describe them in a balanced way that takes into consideration the children’s strengths and weaknesses. Mothers were also able to see things from their child’s perspective even when their child’s behavior was difficult or contradicted their expectations.

This change can be illustrated by an example from a pre- and post-interview with one of the mothers. In the pre-intervention assessment, the mother watched a 2-min segment of the play episode and was asked about her daughter’s thoughts and feelings during that segment. This is what she said:


“Yes… she was happy to play but at the same time she was impatient. It can also happen in a middle of a conversation; she can suddenly walk away. For example, I spend the whole day with her and she can come up with sentences like “where’s daddy? I want daddy” and like… and then, when he comes home, it’s difficult for her to reunite with him. Really. It takes her a lot of time and sometimes she does not even relate to him the whole evening. For sure, he tries and tries to play with her, but we know that she has this attitude, when she does not want something, kind of snobbish, but it really just looks snobbish, I think it may reflect her insecurity, she does not feel at ease… It’s monotonous for her because I’m always there with her, and this is great because now he’s the one that gets up with her in the morning and makes sandwiches for her for school, so she knows that I’m there and if she will need something she will call me, but now she does not call me. She calls him. She likes that routine, but sometimes she does not want him and she comes to me with a sad face…”
 

In this pre-intervention assessment, the mother was classified as a one-sided non-PI. As the excerpt illustrates, her response to the interview question was incoherent, full of irrelevant stories, with shifts of focus from the topic at hand to her own thoughts and feelings. It was difficult to obtain a picture of who the child was and why she behaved the way she did. This emotional state pervaded the interview and left no room to consider the child’s thoughts, feelings, and the motives underlying her behaviors.

During the post-treatment assessment, the mother’s responses to the IA questions were markedly different. At this time, her transcript was classified (by a coder who was blind to her first classification) as showing insightfulness. When asked about her child’s thoughts and feelings during the Jenga play, she said:


She was very independent. That was great! She decided what to do, she was looking at what I was doing, but she did not need any help. She felt confident, showed initiative and independence. There is also some kind of maturity here. She’s focused on what she’s doing. I think she wanted us to be able to complete several rounds of this play. She likes to do things that she likes several times in a row.
 

In the above excerpt, the mother was able to maintain the focus on her child’s thoughts and feelings, her speech was coherent, accepting, and focused.

This change in the mothers’ insightfulness had to do with the change in the children’s behavior problems. Six months after the intervention, the behavior problems of children whose mothers were classified as PI were significantly lower than those of children whose mothers were classified as non-PI. This finding resembles the results of a previous study that found a decrease in the behavior problems of children whose mothers gained PI and an increase in the behavior problems of children whose mothers showed no maternal insightfulness at the end of a therapeutic intervention (Oppenheim et al., 2004). Our results reinforce the notion of reciprocal relations between maternal insightfulness and children’s socioemotional problems. Mother’s ability to see her child’s inner world and keep it in mind made a change in their relationship with the child, and as a result, reducing the children’s behavior problems.

Using drama therapy may have helped mothers change their insightfulness and enhances their ability to see things from the child’s point of view and talk about it in an open and complex way. Using drama to invite the mothers to get into the child’s role and to physically and mentally “sit” in the child’s place may enable the mothers to think about their children as separate persons, who have their own needs and emotional world. Using different projective objects to represent “externally” the child and the relationship “forced” the mothers to broaden their perception of their children and think about them in a multidimensional and complex way. Experiencing empathic acceptance, possibly for the first time in their life, may be the crucial point from which the mothers can develop an accepting and containing relationship with their children and serve as a “secure base” for them.

The changes in children’s behavior problems suggest that the mothers not only changed their inner narrative but were also able to expand and alter their behavior repertoire with their children, which in turn affected the children’s socioemotional state. This change did not appear immediately when the intervention ended but rather had a “sleeper effect”; hence, it took some time to manifest (Bakermans-Kranenburg et al., 2003). As the intervention focused on the representation level of the mother, the change in children’s behavior may not happen at the same time. Changes in the mother’s representations and her behavior must be “accepted” by the child. This involves two people; therefore, it may take time for the change in the mother to obtain a response from the child and for the change to consolidate and affect the mother, the child, and their relationship. This type of belated effect may characterize a therapeutic change in interventions that focus on deeply rooted relational or representational characteristics (Bakermans-Kranenburg et al., 2003) and justify the use of a follow-up assessment to capture the associated changes (Bernard et al., 2017).

The results of the study point to the possibility of using drama therapy in a structured short-term intervention, based on a protocol focused on a clear conceptualization. Most importantly, it stresses the possibility for the use of a systematic and valid assessment to evaluate the contribution of drama-based intervention for psychological change. The present work adds to the scarce literature, demonstrating the empirical contribution of drama therapy to psychological change (Feniger-Schaal and Orkibi, 2020). As such, the study supports the possibility of developing an evidence-based drama therapy practice.

The building blocks of drama therapy are the invitation to play, to be creative, to explore different roles, to pretend, to imagine, and to use metaphors and symbols (Emunah, 2019; Jones, 2007). In the PIDT model (Feniger-Schaal et al., 2013), we sought to use the core elements of drama as a vehicle to enhance maternal insightfulness. The possibility of exploring parenting and the relationship with the child from a playful mindset, which involves not only the mind but also the body, voice, and imagination, enabled the mothers in the group to have a significant and rich experience. This experience embraced the objective complexity of what the mothers had to deal with and, at the same time, invited them to experience parenting as a creative, vivid act.

One of the main characteristics of dramatic reality (Pendzik, 2006) is its ability to hold on to reality and imagination, to the virtual and the concrete, at the same time. In the PIDT model, within the dramatic reality, it was possible to represent the children and the relationship with them dramatically and, in this manner make their presence felt in the group in a way that allowed it to be played with and explored.

Applying drama therapy as an “action method” involves a unique engagement with personal materials, which may lead to therapeutic change. Many of the mothers in our groups have had a long experience of being in therapy. They were all well-known to the welfare services and had extensive experience in telling their narratives in a therapeutic setting. Drama therapy, however, encouraged a different type of involvement with their personal narrative about themselves, their children, and their relationships. The opportunity to embody, to role-play, and to project provided a unique opportunity and served as a crucial step toward change, especially in a population that is “over-served” in therapeutic encounters.



LIMITATIONS

The absence of a control group makes it difficult to draw inferences about the particular components that contributed to the therapeutic change, whether it was passage of time, the development of the child or other variables that are not directly connected to the therapeutic model we examined. In addition, further exploration is needed to catalyze what is the specific component of the therapeutic model we offered that enhanced the possibility for a therapeutic change. For example, whether it was the drama that made the change possible, the qualities of the group format (i.e., universality, validation, being witnessed, and social support), the fact that it was a short-term-focused intervention, or some other component of the therapeutic encounter.

Another question that remains unanswered is the change in children’s behavior problems that manifested mostly as externalized problems and less in the internalized ones. One explanation may suggest that better maternal insightfulness leads to the feeling of children being more understood by their mothers and that in turn, reduces the need to use externalized behavior to communicate their feeling. Interestingly, overall, in studies of parent-child relations, externalizing behavior is the most frequently investigated type of child behavior, with fewer studies and smaller effect on internalizing problems (Klein Velderman et al., 2006). This might be due to the fact that changes in externalizing problems are more easily observed.

Future studies, using a larger sample, need to explore further this behavioral change and to collect behavioral reports from sources other than the mothers (for example, teachers) to obtain a richer and more valid account. Another point to be taken is the age range of children in our study that was quite wide (7–12), future studies may focus on a more narrow age range.

To summarize, the results of the study reinforced the idea that drama therapy for parents can be engaging, accessible, and effective. The study attests to the importance of using conceptualized thinking to create a manualized treatment and contribute to evidence-based practice in drama therapy. We hope this study broadens the dialogue between theory, research, and clinical work.
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FOOTNOTES

1Because the focus of the project described in this paper were mothers, we use the term maternal insightfulness to describe the concept in relation to the data we collected.

2When calculating ICC, 0.5 are indicative of poor reliability, values between 0.5 and 0.75 indicate moderate reliability, values between 0.75 and 0.9 indicate good reliability, and values greater than 0.90 indicate excellent.

3Kappa result to be interpreted as follows: values ≤0 as indicating no agreement and 0.01–0.20 as none to slight, 0.21–0.40 as fair, 0.41–0.60 as moderate, 0.61–0.80 as substantial, and 0.81–1.00 as almost perfect agreement.
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The purpose of this study was to examine the effect of group art therapy using traditional Chinese materials on improving the self-efficacy and social function of individuals diagnosed with schizophrenia. In China, little research has been conducted on patients to measure the effectiveness of group art therapy, especially using traditional Chinese materials. To address this research gap, 104 individuals diagnosed with schizophrenia were tested in a group art therapy program that included 30 treatment sessions and used a wide variety of materials, including traditional Chinese materials, such as Chinese calligraphy, traditional Chinese painting, Chinese embroidery, and Chinese beads. The effect of art therapy was analyzed using the General Self-Efficacy Scale (GSES) and Scale of Social Skills for Psychiatric Inpatients (SSPI). This study demonstrates that group art therapy using traditional Chinese materials can improve self-efficacy and social function, reducing social and life function problems, and promote the recovery of individuals diagnosed with schizophrenia.
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HIGHLIGHTS

- The study uses traditional Chinese artistic practices and methods as a form of group art therapy, which is innovative in this field.

- Five themes are explored in the group art therapy intervention used in this study, each of which involves six stages. A variety of traditional Chinese mediums are used, including Chinese calligraphy, Chinese painting, Chinese embroidery, Chinese beading, and Chinese facial makeup.

- Group art therapy using traditional Chinese materials can improve self-efficacy and social function of individuals diagnosed with schizophrenia.



INTRODUCTION

Schizophrenia is a group of diseases with unknown etiology and different mental symptoms involving many obstacles, such as those relating perception, thinking, emotion, and behavior, as well as uncoordinated mental activities (Esman, 2012). The natural course of the disease is generally prolonged and recurrent, which easily leads to a decline in social function. The lifetime prevalence of the disease is 1% worldwide (Gilmer et al., 2004). Patients with schizophrenia often have serious social function defects, which are closely related to self-efficacy and internal motivation (Vaskinn et al., 2015). Despite more than a century of research and major improvements in antipsychotic medication and psychological treatment, the majority of the burden of schizophrenia is unavoidable in light of current knowledge (Knapp, 2000; Nunes et al., 2018). Three-quarters of patients with schizophrenia experience recurrent and persistent symptoms with substantial impacts on their daily and social lives, and full remission is rare (Hasson-Ohayon et al., 2015). For the patients themselves, original social function and levels of self-concept and self-esteem are reduced, and there is a high medical expense cost. Thus, the quality of life of patients with schizophrenia is significantly lower than that of healthy individuals (Kostogianni and Andronikof, 2009).

In the 1980s, experiments showed that psychological intervention can improve the family relationships of individuals diagnosed with schizophrenia, improve social function, reduce the recurrence of disease, and renew people’s interest in psychotherapy (Galbusera et al., 2018). Psychological intervention can be divided into family intervention, cognitive behavioral psychotherapy, social skill training, and psychological education (Prochaska, 1979). Family intervention mainly reduces high levels of emotional expression in the family and enhances drug compliance (Cottrell et al., 2018). Cognitive behavioral psychotherapy mainly intervenes in patients’ coping strategies and behaviors as well as in their irrational beliefs related to symptoms (Stefan et al., 2014). The main purpose of social skills training is to improve interpersonal relationships by teaching social skills and creating a healthy interpersonal environment for patients (Kurtz et al., 2015). Psychological education allows patients to develop a comprehensive understanding of themselves through teaching and training and enhances the self-treatment ability of diseases and drugs (Ivey, 2014).

Art therapy originated from the psychotherapy movement of the 1940s, which was mainly influenced by two psychologists, Prof. Freud and Prof. Jung (Wilkinson and Chilton, 2013). It has always been an independent discipline, and art therapy was formalized in the early 1960s and introduced to China in the 1990s (Ting and Bing-Shuang, 2012). As stated by the American Art Therapy Association (AATA), the purpose of art therapy is “to provide non-verbal expression and communication opportunities by using art media, art creation process and the reflection of patients on the artistic works created, to realize the service of reflecting on personal development, ability, personality, interest, inner concerns, and conflicts.” (Potash et al., 2015). Prof. Ley, a psychologist, believes that “one cannot use the left hemisphere key to unlock the right hemisphere” (Sheikh and Shaffer, 1979). This view is based on the theory of the division of labor between two hemispheres of the brain. Language therapy is effective in correcting diseases caused by incorrect cognition or thinking but cannot deal with emotional disorders, traumatic experiences, and other problems with emotional distress as main symptoms (Maher et al., 2006). Through the process of artistic creation and the use of non-verbal tools, patients can identify suppressed feelings and conflicts from the subconscious, which can be expected to play a unique role in emotional, cognitive, and social function disorders (Jedidi et al., 2018). Unlike individual art therapy, group art therapy can reveal other people’s experiences and feelings from multiple perspectives and improve one’s ability to actively develop oneself (Deshmukh et al., 2018).

Relevant research and applied reports in the field of group art therapy are limited to date, and only painting therapy, music therapy, dance therapy, and exercise therapy have been explored in previous studies. Conway believes that painting therapy can improve the creativity of patients, promote the recovery of emotional and cognitive functions, improve social functions, and improve quality of life (Detrizio et al., 2013). A randomized controlled study involving 123 patients with schizophrenia showed a trend toward improved symptom scores among those randomized to music therapy, especially regarding the general symptoms of schizophrenia (Maratos, 2010). Prof. Biondo believes that dance therapy interventions have supported a decrease in psychological distress and positive and negative symptomatology for those with schizophrenia living in an inpatient psychiatric facility (Biondo and Bryl, 2020). Prof. Martin’s research shows that movement therapy has a positive effect on negative symptoms in patients with schizophrenia, matching or even surpassing the efficacy of conventional pharmacological and psychological treatment (Martin et al., 2016).

In China, services for individuals diagnosed with schizophrenia are still focused on drug treatment and closed management based on the medical model (Chen et al., 2011). Non-drug treatment and deinstitutionalization management have gradually drawn attention and will become the future development trend (Schiavo et al., 2017). Professionals have attempted to use a variety of psychotherapy techniques to help patients with mental disorders eliminate mental distress more quickly and explore more acceptable treatment methods for patients. Group art therapy is a form of psychotherapy with art applied with an intermediary and group approach, which has advantages in addressing emotional disorders (Shafir et al., 2020). However, Chinese patients have been influenced by Chinese traditional art education since childhood. Chinese patients are good at expressing their emotions by traditional artistic methods, such as brushwork, watercolor, and drama. It is difficult for them to understand the methods of art therapy schools, such as those employed in Europe and the United States, which reduces their interest in participating in such treatment and affects the expected impact of treatment. In anthropology, experimental manipulation of cultural or environmental conditions, such as language and esthetic, it is found that cultural differences can strongly inhibit individual experience. Cultural adaptation should be completely considered in the content of intervention. By integrating local cultural elements, the content of intervention is more acceptable to the local population (Mace and Jordan, 2011). Prof. Erikson, a famous American developmental psychologist and psychoanalyst, once said, “If you communicate with a person in a language that he understands, he will remember it in his mind; if you use their experience to communicate with him, he will keep it in mind” (Brown and Lowis, 2003). Thus, in this study, we use traditional Chinese art forms that Chinese patients are familiar with, esthetic experiences they have had, and tools they have mastered, such as Chinese calligraphy, Peking opera mask making, and embroidery, in group art therapy courses. When works are presented and shared, patients can experience more resonance, relieve negative depressive emotions, show reduced resistance to treatment, and identify more of their inner experiences. This study explores the effects of group art therapies using traditional Chinese materials on the self-efficacy and social function of individuals diagnosed with schizophrenia.



MATERIALS AND METHODS


Participants

The sample size of the program is calculated based on the formula [image: image] (Farrington and Manning, 2010). The significance level is 0.05, and the expected effective rate is 80%. Thirty cases were needed for both the experimental group and the control group, and 20% of the lost samples were added (those not discharged automatically according to the discharge standards or that could not be completed for other special reasons) with 50 cases included in the experimental group and 50 cases included in the control group.

A total of 110 in-patients with schizophrenia living in our hospital from July 2017 to July 2018 were selected. The following inclusion criteria were employed: (1) patients meeting the DSM-5 (Roehr, 2013) diagnostic criteria; (2) 18 years old ≥ age ≤ 60 years old; (3) continuous hospitalization ≥6 months; (4) types and doses of antipsychotic drugs used are basically unchanged; (5) certain visual and auditory resolution without understanding disorders; (6) capacity to independently complete the self-test scale; (7) education above primary school; (8) capacity to participate in sports activities; and (9) PANSS total score ≤60. The following exclusion criteria were employed: (1) discharge within half a year of observation; (2) combination of three or more drugs used during observation; (3) inability to continue observation due to serious physical disease; and (4) dementia/developmental delay diagnosis with behavioral disorder. The participants were divided into an experimental group and a control group using a random number table, and each group included 55 cases. Two cases in the experimental group and four cases in the control group were removed due to discharge, leaving 104 cases in the final study.



Group Art Therapy Intervention

The patients in the experimental group participated in group art therapy using traditional Chinese materials. The patients in the control group were also given common materials at the same time for free creation but were not given art tasks or intervention procedures. The experimental and control groups were divided into five groups with approximately 10 patients in each group. Each group was treated twice a week for 90 min for a total of 30 times in 15 weeks. The experimental group was treated by the same art therapist. The art therapist has a bachelor’s degree in Oriental Art and a master’s degree in psychology and is a licensed Chinese art therapist. The staff was responsible for distributing common materials to the control group without art guidance or analysis. The two groups convened in different treatment rooms at the same time without interference.

Based on the structured group art intervention model developed by Luzzatto and Gabriel (2000) and using traditional Chinese materials, a group art therapy course was designed according to the actual situations of the patients with schizophrenia (Teglbjaerg, 2011). The course is divided into five art themes: Chinese calligraphy (Figure 1A), Chinese painting (Figure 1B), Chinese embroidery (Figure 1C), Chinese beading (Figure 1D), and Chinese Peking Opera facial makeup artistry (Figure 1E). Each theme is explored over six stages. For example, the theme of Chinese calligraphy covers free style, basic methods, favorite words, happiest memories, group work, and the sharing of successful experiences (see Table 1).


[image: image]

FIGURE 1. (A) Chinese calligraphy; (B) traditional Chinese painting; (C) Chinese embroidery; (D) Chinese beading; and (E) Chinese Peking Opera mask.



TABLE 1. Group art therapy task.

[image: Table 1]

(1)Free style. Art therapists distribute traditional Chinese art materials and allow the patients to create freely. During the period of creation, art therapists do not provide any guidance. At the end of the creation period, each participant introduces the meaning of his or her artwork and allows the other participants to share their views. The art therapists do not comment on the artworks and only encourage or affirm the patients’ courage to participate. The goal is to improve the participation and enthusiasm of the patients in the treatment and increase their sense of initiative.

(2)Providing basic guidance. First, the art therapists explain the origins and development of traditional Chinese art and demonstrate artistic methods on site. Then, the participants copy these methods or create freely. During the period of creation, the art therapists provide basic guidance. Afterward, each participant shares his or her experiences with the exercise. The art therapists review each artwork created. The goal is for the patients to describe their current psychological states and improve their self-confidence.

(3)Favorite words or sentences. First, each participant writes his or her favorite words or sentences down. Then, the participants create art using traditional Chinese art materials centering on these words or sentences. Afterward, patients individually present their favorite words or sentences and artworks and share why they have selected the presented words or sentences. The art therapists analyze the relationships between the selected words or sentences and the artwork. The goal is to encourage the patients to express their inner experiences, experience positive emotions, and address negative emotions.

(4)Happiest memories. First, each participant writes down one of his or her best memories, which can involve an event, a person, or an object. Then, the participants create art using traditional Chinese art materials. The artwork can express a participant’s happiest memory or that of someone else. Afterward, the patients individually describe their selected memories and artworks. Finally, art therapists analyze the artwork and the patients’ past experiences. The goal is to express past experiences through artwork and strengthen patients’ self-image through the expressions of characters, positive environments, or moods that have influenced them.

(5)Group work. First, 10 participants are randomly divided into two groups with five in each group. Each group discusses and selects a theme and then develops artistic creations according to this theme. Members of each group work together to complete this relatively complex artistic task. After creation, each group selects a representative to elaborate on the significance of the artworks or on interesting events that occurred in the process of artistic creation. The goal is to have the patients establish positive interpersonal relationships and improve their self-efficacy.

(6)Sharing successful experiences. Each participant shares his or her artwork created on the selected theme and his or her experience with the group art therapy session and expectations of life. Other participants are invited to resonate with what is shared. Finally, art therapists summarize the theme selected and again describe the purpose of group art therapy. The goal is to allow the patients to face themselves, live in the present, conform to current circumstances, and regain a sense of hope that they will one day return to social life.



Each group art therapy session can be roughly divided into the following steps. (1) Distribute art therapy tools and materials. Let the patients become familiar with the therapy tools and materials and learn to express their feelings using artistic methods. (2) Clarify the purpose and task of group art therapy. With the guidance of art therapists, patients are asked to draw from image-focused information stored in the right brain, to learn this new language with a positive and optimistic attitude, and to express internal changes through artistic creation. (3) Assist with the task. In the process of artistic creation, art therapists assist patients in completing artwork, help them identify the techniques that they like, and help them use these techniques to produce meaningful art according to their own wishes. (4) Review and analyze the artwork. Let the patient explain the meaning of the artwork and express subjective experiences and personal stories. From the artwork created, art therapists can understand the problems and psychological experiences of the patients and find opportunities for intervention. (5) End the intervention process. Identify problems, reveal the essence of these problems, and create solutions.



Measure

The purpose of this study was to examine how effectively group art therapy works when patients with schizophrenia use traditional Chinese materials to enhance their self-efficacy and improve social function. The study applied both qualitative and quantitative assessments of patients’ responses to effectively draw out the more nuanced results of group art therapy using traditional Chinese materials in supporting their psychological conditions (Kim et al., 2016).

The General Self-Efficacy Scale (GSES) was used to evaluate the self-efficacy of the patients. The GSES was compiled by Prof. Ralk Schwarzer in 1981, a clinical psychologist at the Free University of Berlin, Germany (Schwarzer and Born, 1997). The Chinese version of the GSES was introduced to China by Prof. Jianxin Zhang in 1995 (Zhang and Schwarzer, 1995). The scale measures the following 10 items: (1) If I try my best, I can always solve problems; (2) I can still get what I want even though others are against me; (3) It is easy for me to stick to my ideals and achieve my goals; (4) I have confidence that I can deal with unexpected events effectively; (5) With my intelligence, I can cope with unexpected situations; (6) When I make the necessary efforts, I can solve most problems; (7) I can face difficulties calmly because I trust my ability to deal with problems; (8) When facing a difficult problem, I can usually find several solutions; (9) When I experience challenges, I usually think of ways to deal with them; and (10) No matter what happens to me, I can handle it easily. Using Likert’s 4-grade scoring method, “totally incorrect” is scored with one point, “somewhat correct” is scored with two points, “mostly correct” is scored with three points, and “completely correct” is scored with four points. A total score ranges from 10 to 40 points. The higher the total score, the higher the degree of self-efficacy. The GSES has good reliability and validity and is suitable for the quantitative evaluation of the self-efficacy of schizophrenia patients (Chen et al., 2001). The scale was completed by patients themselves. The Cronbach’s α coefficient of the scale was 0.831.

The Scale of Social Skills for Psychiatric Inpatients (SSPI) was used to evaluate the social functions of the patients. The SSPI was compiled by Prof. Chaodang Zhou in 2003 (Chaodang and Shuchun, 2004). The SSPI includes 12 items in total, including factor I: daily living ability; factor II: mobility and communication; and factor III: social activity skills. Using Likert’s 5-grade scoring method, “a lack of this function” is scored with zero points; “the need to expend considerable energy to complete a project” is scored with one point; “the existence of this function, but only under supervision” is scored with two points; “the ability to complete a project independently, but with little enthusiasm or initiative” is scored with three points; and “the ability to perform well consistently” is scored with four points. The total score ranges from 0 to 408 points. The higher the total score, the stronger the social function. The SSPI has good reliability and validity and is suitable for the quantitative evaluation of the social function of patients with schizophrenia (Bhola et al., 2016). The scale was evaluated by trained professionals. The Cronbach’s α coefficient of the scale was 0.871.

The GSES and SSPI were evaluated at baseline and 15 weeks after intervention. The GSES was completed by patients themselves. The SSPI was assessed by five psychiatrists who received unified training. Kappa was set to 0.83 for consistency (p > 0.05).



Data Management and Analysis

Data were analyzed using SPSS 20.0. The demographic characteristics of the two groups were analyzed using independent sample and chi-square tests. The baseline GSES and SSPI scores of the two groups were analyzed using independent sample t-tests. The GSES and SSPI scores of the two groups before and after intervention were analyzed using paired t-tests within groups.



RESULTS


Sample Profile

There were no significant differences in sex, age, course of disease, or education level between the two groups (see Table 2).


TABLE 2. Demographic characteristics.

[image: Table 2]


General Self-Efficacy Analysis

The experimental group (EG) mean General Self-Efficacy Scale (GSES) scores for before and after the experiment are significantly different. The mean score of the EG before the experiment is 19.68, whereas the post-experiment score is 41.08 (p = 0.007). On the other hand, the scores of control group (CG) do not significantly differ between the pre- and post-experiment results. The mean of the CG is 19.27 before the experiment and 20.31 after the experiment (p = 0.907, see Table 3).


TABLE 3. General Self-Efficacy Scale (GSES) scores of the experimental and control groups.
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Analysis of Psychiatric Inpatients’ Social Skills

As Table 4 shows, group art therapy was effective across all three subcategories and for the total score of the Scale of Social Skills for Psychiatric Inpatients (SSPI). The pretest and posttest figures are significantly different (p < 0.01) for the EG, whereas none of the figures are significantly different for the CG. The mean daily life ability score for group art therapy before the experiment is 8.13, and this figure increases to 3.81 after the experiment, which is significantly different (p = 0.005). On the other hand, the mean score is 8.14 before the test and increases to 8.87 after the intervention, and the values minimally change for the CG. The mean mobility and communication score before the experiment is 10.68, and this figure increases to 8.42 after the experiment, which is significantly different (p = 0.009). However, the mean score is 10.12 before the test and increases to 10.41 after the intervention; minimal changes occurred in the CG. For social activity skills, the mean score for the EG is 6.26, and this figure increases to 8.17 after the experiment, which is statistically significant (p = 0.006). A slight and insignificant difference in the CG occurred with a mean score of 5.61 before the test and 5.53 after the test. Regarding the total SSPI score, the mean is 25.08 before the experiment, and the figure increases to 45.48 after the experiment for the EG, which is statistically significant (p = 0.008; see Table 4).


TABLE 4. Scale of Social Skills for Psychiatric Inpatients (SSPI) scores of the experimental and control groups.
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DISCUSSION

This study examined how group art therapy using traditional Chinese materials affects the self-efficacy and social function of individuals diagnosed with schizophrenia. The subjects were randomly assigned to control differences between the experimental and control groups before intervention. The statistical analysis of psychiatric evaluation and pretest results revealed no statistical differences between the two groups, indicating that the randomized treatment achieved the goal of controlling differences between the experimental and control groups.

Self-efficacy is defined as a subjective evaluation of an individual’s self-belief in completing an activity to adapt to the environment and of the possible mastery of the activity (Bandura, 1977). Crawford found the evaluation of the three dimensions of physical function, psychological function, and social function in a low self-efficacy group to be significantly lower than that in a high self-efficacy group, indicating that the quality of life in patients with schizophrenia with low self-efficacy is significantly lower than that in patients with high self-efficacy (Crawford et al., 2010). The results of our study show that the GSES scores of the experimental groups increased after group art therapy using traditional Chinese materials, and a significant difference was noted between the two groups. The self-efficacy of patients with schizophrenia improved. Before intervention, coping styles, such as retreat, fantasizing, self-blame, problem solving, and help seeking, were mainly used in a negative manner (Dresp-Langley et al., 2017). After the intervention, the coping styles were used in a positive manner. In expressing difficulties and pressures to a psychotherapist instead of adopting irrational coping styles, such as social withdrawal and fantasizing, and with the formation of successful experiences through the use of reasonable coping styles, a patient’s levels of self-efficacy can be improved (Corcoran, 2015). The patient can subsequently recognize the objective features of themselves and actively cooperate with the psychotherapist to complete various therapies (Carr, 2014). When facing difficult challenges, the patient can ask the psychotherapist or family members for help instead of complaining or feeling inferior (Chilton and Scotti, 2014). This finding demonstrates that group art therapy using traditional Chinese materials can improve patients’ self-efficacy, which is consistent with the results of international research (Kim, 2013∗).

Currently, the treatment of schizophrenia is still dominated by drug treatment worldwide (Meltzer, 2017). However, drug treatment does not easily improve the social functions damaged by the disease (Albert and Shih-Jen, 2017). We found that SSPI scale, daily life ability, mobility and communication, and social activity skill factor scores of our experimental group increased after group art therapy using traditional Chinese materials, and significant differences were found between the two groups. This finding demonstrates that the proposed intervention can improve the social function of patients, which is consistent with the results of international research (Huet and Holttum, 2016). In addition, the patients’ limited daily living ability levels were restored, resulting in them paying attention to personal hygiene, maintaining their appearance, making their beds, and following a balanced diet (Schrank et al., 2016). An improvement in the communication function is reflected by a harmonious relationship with the environment and with other people and resulted in increased enthusiasm among the patients and a willingness to share their feelings and show their talents (Naeem et al., 2006). Patients can actively access new information from multimedia, participate in discussions, and have a positive attitude. They can improve their self-management abilities and engage in some activities or work tasks. The patients feel valued, and their self-confidence is enhanced. These changes effectively address experiences with communication barriers, loneliness, and withdrawal.



CONCLUSION

This study shows that group art therapy using traditional Chinese materials can improve self-efficacy and social function, reducing social and life function problems, and promote the recovery of individuals diagnosed with schizophrenia. The proposed intervention involving traditional Chinese art making is simple, easy to implement, and easy to accept and master. The approach can improve a patient’s confidence in dealing with difficulties using various skills, promote psychosocial rehabilitation, and enable a faster return to society.



LIMITATIONS AND RECOMMENDATIONS FOR FUTURE STUDIES

The present study has several limitations that provide directions for future research. First, this study is limited by linguistic issues given that all data were collected in Chinese and were translated into English by the researcher. This process might have resulted in the participants’ statements being conveyed differently from what they had originally meant. Second, to explore the effect of group art therapy using traditional Chinese materials on individuals diagnosed with schizophrenia, samples using common materials were not included. Further work must include research samples using common materials to explore the effects of group art therapy on those from different cultural backgrounds. Third, this study is limited to individuals diagnosed with schizophrenia and does not assess other diseases. More diseases should be included in future studies to explore the effects of group art therapy on different diseases. Fourth, given the lack of previous research on group art therapy, this study is not informed by a large set of past data and literature references.
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Autism spectrum disorder (ASD) is a neuro-developmental condition, which requires a multi-disciplinary matrix of treatments, including functional, educational, and emotional interventions. The latter mode of treatment entails particular difficulties, inasmuch as the core deficits of this condition seem to challenge the very premises of traditional psychotherapy. Reciprocity, verbal, and symbolic expression and inter-subjective dynamics are often difficult to attain with clients diagnosed with ASD, and emotional treatment thus often turns out to be a frustrating process, which may well elicit questions as to the efficacy of psychotherapeutic emotional interventions. These core challenges, described in the literature, become particularly acute in view of the increasing number of clients diagnosed on the autistic spectrum in recent years, and the growing need for qualified therapists who have trained for working specifically with this condition. It seems, therefore, that it is high time for systematic research into the lived experience of therapists working with these clients in order to attain a better clinical and theoretical understanding of the condition itself and broaden the range of effective interventions. This study, informed by a phenomenological-hermeneutic approach which guided both the collection of data and its subsequent analysis, aims to address these issues by exploring the particular challenges faced by therapists in this field, the questions that come up in the process, modes of personal and professional coping, and the insights elicited by the therapeutic encounter. The research consisted of in-depth interviews with 28 practicing therapists from a broad range of clinical orientations, including dance/movement, arts, music, and drama therapists, clinical psychologists, and clinical social workers. The essential themes that emerged from the participants’ responses and the analysis of the findings lend support to theoretical and developmental approaches, which focus on the primacy and the foundational role of the concrete body in inter-subjective relationships and in the therapeutic process, and indicate the potential efficacy of somatic and kinetic interventions. The clinical implications of this study are thus highly relevant to the training and support of therapists working with ASD, who should be encouraged to develop greater receptivity to non-verbal modes of interaction in the therapeutic process.

Keywords: autism, body, primary relations, somatic inter-subjectivity, the lived-experience of therapists, qualitative research


“When I die and go to heaven, if I'm asked, ‘what have you given to this world?’, I'd say, ‘look here guys, I went all the way and got to the most fundamental roots of what it means to be a person’.” (Saar, psychologist, participant in the study)
 



INTRODUCTION

Autism Spectrum Disorder (ASD) is a neuro-developmental condition, which is diagnosed as a spectrum of “persistent deficits in social communication and social interaction across multiple contexts” and “restricted, repetitive patterns of behavior, interests, or activities” (American Psychiatric Association, 2013, p. 53). The origin and precise nature of ASD have been a matter of controversy and debate for the past 70 years, and the theoretical diversity regarding the etiology and definitions of ASD is echoed and reflected in debates about the most appropriate modalities of treatment (Drucker, 2009; Verhoeff, 2013). Current debates extend to the very fundamental distinction between a neuro-diversity perspective that seeks to avoid an ableistapproach, and a more traditional perspective, which considers ASD as a condition or a spectrum disorder (Jaarsma and Welin, 2012; Kenny et al., 2016; Gyawali and Patra, 2019). Be that as it may, working with children diagnosed with ASD is a two-pronged endeavor. The “functional” modes of treatment are designed to improve the child’s ability to function in the external world, to acquire skills, and to perform developmental tasks, e.g., speech therapy, occupational therapy, and the educational framework.

Most prominent among the various treatment modalities are those that offer early intensive interventions, either developmental or behavioral. To name just a few examples:

1. ABA – Applied Behavior Analysis: a method of teaching skills and behaviors to people with autism by breaking tasks down into very small, sequential steps. ABA relies on the idea that behaviors are spurred by a person’s environment (Weitlauf et al., 2014).

2. DIR – A developmental approach developed by Stanley Greenspan. DIR – Developmental, Individual Differences, Relationship Based (DIR)/Floor-time model for working with children with special needs (Greenspan and Wieder, 2006).

3. RIT – Reciprocal Imitation Training (Ingersoll and Schreibman, 2006).

4. ESDM – Early Start Denver Model (Dawson et al., 2010).

5. Specialized occupational therapy and speech therapy, and educational programs such as TEACCH – Treatment and Education of Autistic and Communications-Handicapped Children Program – A popular intervention program in the United States based on “Structured Teaching.” It is cognitively based on the relative strength of individuals with autism in visual information processing (Ruberman, 2002; Mesibov and Shea, 2010).

Alongside these “functional” modes of treatment, it is broadly recognized that the emotional aspects of the autistic condition call for psychotherapy, and various modes of “emotional” therapy focus on the inner reality of the child, the development of the self, the child’s attempts to express him/herself, his/her anxieties, inhibitions, defenses, and the way in which she/he perceives and experiences the world. Most of the research on ASD relates to psychotherapies, such as personal construct theories, family-focused therapy, and cognitive behavioral therapy (CBT; Hare, 1997; Cardaciotto and Herbert, 2004; Wood et al., 2015; Murphy et al., 2017; Storch et al., 2020). CBT takes center stage in research with ASD and numerous randomized controlled trials (RCTs) have shown that it is effective for treating anxiety disorders in adults, adolescents, and in children diagnosed with ASD (Sukhodolsky et al., 2013; Hesselmark et al., 2014; Vasa et al., 2014; Spain et al., 2015; Wood et al., 2015). On the whole, current therapeutic interventions for ASD are generally based on theoretical formulations supported by empirical research and developments in genetics, neuropsychiatry, neuropsychology, and educational and behavioral techniques, with preference for modes of therapy which can be evaluated through evidence-based research (Mesibov and Shea, 2011; Thompson, 2013). This, in turn, means that both the relevance and the efficacy of emotional therapy – informed by psychoanalytic and psychodynamic approaches – are sometimes questioned by practitioners and researchers alike, inasmuch as these traditional approaches do not lend themselves easily to empirical evaluation (Koeing and Levine, 2011). These tendencies notwithstanding, it is still broadly recognized that the autistic condition entails emotional challenges that must be addressed in therapy, issues of emotionality and identification, deficits in theory-of-mind and empathizing (Baron-Cohen et al., 1985), and the core problems that interfere with the maturation of intersubjectivity (Haag et al., 2005; Mitrani, 2010). In view of the fact that precisely these emotional capacities that constitute the building blocks of traditional emotional therapy are often impaired in ASD, it is inevitable that the search for relevant tools should be plagued by the question of “how are child psychotherapists to work within the undeniable limitations that are part of ASD?” (Urwin, 2011, p. 247).

While it is beyond the scope of this article to review the full range of psychotherapeutic work with children on the autistic spectrum, the seminal work of Frances Tustin and Anne Alvarez is an important baseline for any psychotherapeutic study of the autistic condition. Tustin’s view of ASD has changed through the years of her work, from her initial view of autism as a defensive regression to a “normal autistic stage” to her conclusion that there is no “early stage of infantile autism” to regress to or halt at. This shift in the understanding of autism is based on work done in developmental psychology, infant observation studies, and the work of researchers, such as Trevarthen (1979), Stern (1985), Piontelli (1992), Alvarez (2004), and others. In Tustin’s later view, autism is a system of protective, but alienating auto-sensual behaviors, developed to deal with an infantile trauma. Children with ASD “live in a predominantly inanimate, sensation-dominated world, one which has limited coherence in virtue of [their] inability to integrate fully their sensory experiences” (Hobson, 2011, p. 233). Inspired by Bion, Tustin conceives bodily sensation as “the archaic element at the foundation of the mind and ultimately of the capacity for thinking” (Mitrani and Mitrani, 2015, xxxii). In her article of 1991, she conceptualizes this condition as “a system of perverse reactions, provoked by a traumatic experience of bodily separateness” (p. 585).

Another cornerstone of the evolution of psychodynamic approaches and interventions is the work of Anne Alvarez, who has questioned the relevance of orthodox psychotherapy in working with individuals with ASD. Alvarez and Reid (1999) define autism as a problem “of intersubjectivity, as a lack of a sense of other persons… an impairment of the normal sense of emotionally based curiosity about, and desire for, interpersonal relationships” (p. 2). Alvarez is cautious about using psychoanalytic terms as “the concepts of transference and counter-transference [which] may seem too advanced: transference may seem to be non-existent, and a counter-transference of frustration or despair in the therapist can lead to indifference. Yet close observation may begin to reveal faint or disordered signs of relatedness which can then be amplified” (Alvarez, 2004, p 96). Alvarez strongly believes that the therapeutic interventions should be attuned to each child’s developmental level and find where the “normal,” non-autistic part of the self is operating, and be “calibrated to the level of emotional communication of which the child is capable – may build” (Alvarez, 2004, p. 93-94). In her own interventions, Alvarez resorts to intersubjective engagement, simple verbal comments, and mainly non-verbal communication. She speaks of being active in “reclaiming” the child back into the world of human feeling and interpersonal exchange (Hobson, 2011). We should note, however, that Alvarez still privileges neuro-typical norms of behaviors which are not necessarily compatible with the perspective of neuro-diversity.

Psychotherapeutic work with autism has thus become self-consciously diverse, taking into account the social and behavioral skills, potential deficits in cognition, and the hypo/hypersensitivities of the clients, and integrating these parameters with developmental psychology and psychoanalytic thinking (Mitrani, 2010). This eclecticism is also evident in understanding that clinicians and other professionals need to “find ways of sharing information in order to establish a ‘communication-enhancing environment’ around the non-communicating child” (Urwin, 2011, p. 245). This recognition leads the common practice of multidisciplinary teamwork of therapists from different professional orientations and areas of specialization, who frequently integrate different treatment modalities to address the complexity of the autistic condition. The process can often be defined as “hybrid intervention” (Thompson, 2013), tailored to the level of functioning of each child, and to his/her particular style and personal needs.

Accepting the need for emotional treatment and the focus on inter-subjectivity still leaves us with the question of how to go about it, as it is clear that exclusively verbal, classic, and orthodox psychotherapeutic interventions are insufficient and perhaps inadequate in and of themselves when working with ASD. The autistic condition affects and sometimes even paralyzes the child’s ability to understand symbolically, his/her thinking becomes excessively concrete, and the abstraction necessary for reflective thinking and imagining is very limited.

In an article on autistic syntax, Dana Amir writes


The autistic child… has no ability for verbal play. His or her use of words is identical to the use of autistic objects. For the autistic child objects are not the substitute for the missing person, but the person him or herself, or part of them, since they yield the sensation the autistic child is yearning for. In the same way, words are not a substitute or a symbol but the thing itself (2013, p. 6).
 


The range of available psychotherapeutic methods is, accordingly, broad and varied, including use of props, music, dance, art materials, and words as interventions, and psychotherapeutic work aims for a significant impact on the quality of life of the person with ASD and his/her family by working on the social impairment through the therapeutic relationship (Alvarez and Reid, 1999; Wengrower, 2010). Given this diversity of approaches, it is not surprising that prominent psychologists and psychotherapists have emphasized the need for more specifically designated therapeutic techniques (Alvarez, 2004).

Child-centered play therapy features highly on the list of methods and tools for treating emotional aspects of ASD, inasmuch as the concept of “play” integrates well with new understandings in autism research with regard to imitation, ‘theory of mind,’ social skills, and functional and symbolic play skills. The overarching approach of the therapist determines the therapeutic conditions of the play therapy and there are different approaches to facilitating play, or working through play, which therapists use (for details see, Bromfield, 1989; Boucher, 1999; Ruberman, 2002; Josefi and Ryan, 2004; Mastrangelo, 2009).

Expressive art therapies, dance/movement therapy and music therapy are also recognized as effective approaches and tools in the treatment of ASD, as evidenced in the increasing number of studies in the field (Emery, 2004; Martin, 2009; Reschke-Hernández, 2011; Simpson and Keen, 2011; Aithal et al., 2019). Visual art can serve as an alternative means for dialog and communication, and there are many examples of empirical research and case studies describing the art therapist’s work with ASD (Emery, 2004; Lee and Hobson, 2006; Lim and Slaughter, 2008; Stichter et al., 2010; Schweizer et al., 2014, 2019; Van Lith et al., 2017; Malhotra, 2019). The basic assumption is that art serves as an appropriate channel for communication with the child who tends to withdraw from concentrated one-to-one interaction, as it diverts the focus from the personal, intimate relationship by introducing the “art work” as a “third party” (Bragge and Fenner, 2009, p. 18). Like other creative art therapies, and as in the case of play therapy, the approaches differ, including object relations, developmental/behavioral approaches, and psychodynamic approaches. The treatment goals vary accordingly, i.e., from imagination and abstract thinking, through socialization, to sensory regulation, and others (Martin, 2009).

Drama Therapy is another effective approach for working with ASD, and the majority of literature focuses on group therapy work. Research demonstrates that drama therapy can significantly improve empathy, emotional regulation, confidence and self-esteem, creativity and imaginative thinking, and cooperation and social communication skills (Tytherleigh and Karkou, 2010; Greene, 2012; Godfrey and Haythorne, 2013; Haythorne and Seymour, 2016). Tytherleigh and Karkou (2010) argue that drama therapy may offer opportunities to children diagnosed with autism to explore relationships through embodiment play and activities (e.g., sensory-based work, reciprocal cuing and rhythm, and teasing games). Furthermore, they describe projective techniques which may support the development of relationships, group interactions, and role playing and recommend engaging with child’s own worldview and preferred themes and topics for symbolic play. Recent research evaluates the efficacy of drama therapy in teaching social skills to children diagnosed with ASD (D’Amico et al., 2015), and assesses the impact of drama therapy on the early social behavior of children diagnosed with ASD, providing quantifiable evidence that drama therapy has a positive impact on these behaviors (Dooman, 2017).

Music therapy is also a major arena of practice in the treatment of children diagnosed with ASD. Arguably, it is the client group with which music therapy has the highest reputation and has been implemented in the United States and abroad since the 1950s (Dimitriadis and Smeijsters, 2011; Reschke-Hernández, 2011). Individuals diagnosed with autism very often demonstrate significant interest in music, specifically in rhythm, pitch, and harmony, and they often seem to communicate more easily through sound (Dimitriadis and Smeijsters, 2011). While numerous studies explore music therapy with non-verbal clients, current research emphasizes the therapeutic potential of music when working with children diagnosed with ASD who have verbal skills (Thompson and Elefant, 2019; Epstein et al., 2020).

Similarly to the visual arts, music is considered a “non-threatening” medium (Reschke-Hernández, 2011), which is “far from the realms of language” (Dimitriadis and Smeijsters, 2011, p. 115). This mode of work might be just right for an individual who feels more comfortable when the relationship is not based on verbal connecting. Reschke-Hernández (2011) reviews both improvisational techniques and structured techniques used by music therapists. The music therapy described focuses on various aspects of the autistic experience – sensory sensitivities, communication skills (especially expressive communication), social skills, motor and perceptual motor skills, behavior, cognition, and last, but certainly not least, emotional and psychological concerns. Many music therapists turn to the work of Daniel Stern and Trevarthen to highlight the analogy between musical and psychological processes (Dimitriadis and Smeijsters, 2011). Notably, Trevarthen and Malloch claim that the engagement and connection through music can be “a lifeline to human society” (2009, p. 8) for the autistic individual, inasmuch as “we live, think, imagine, and remember in movement” (p. 9).

Dance movement therapists (DMTs) have also been working with clients diagnosed with ASD since the 1960s. This approach relates to the body and its movement both diagnostically and therapeutically (Adler, 1968; Kalish, 1968; Siegel, 1973, 1984; Payne, 1992; Erfer, 1995; Loman, 1995; Parteli, 1995; Torrance, 2003; Tortora, 2006; Wengrower, 2010; Devereaux, 2012, 2017; Samaritter and Payne, 2013, 2017; Martin, 2014; Scharoun et al., 2014; Edwards, 2015; Hildebrandt et al., 2016; Athanasiadou and Karkou, 2017; Aithal et al., 2019; Takahashi et al., 2019). DMT, like other embodied approaches, focuses on “deficits and resources in body movement of individuals with autism spectrum disorder directly as a therapeutic starting point” (Koch et al., 2015, p. 2). DMTs working with clients diagnosed with ASD emphasize the “need to reach these children at their own developmental level that is the primitive sensory-motor level” (Levy, 1988, p. 271), to establish “contact, trust, and rapport,” and to reflect “movements, rhythms, and feelings of the autistic child” (p. 222–223). DMT interventions include various types of mirroring or reflection, contrasting or counter-movement, use of vocalization, sound and rhythm, regulatory movement, non-verbal synchrony (movement synchrony), tuning in and picking up, positioning and movement in space, joining, resonating, matching, echoing, sensory-motor, and perceptual interventions – all broadly aimed at attaining bodily attunement and kinesthetic empathy with the clients (Payne, 1992; Sandel, 1993; Tortora, 2006; Homann, 2010; Wengrower, 2010; Samaritter and Payne, 2013, 2017; Koch et al., 2015; Koehne et al., 2016).

These developments notwithstanding, the particular challenges involved in the emotional treatment of children diagnosed with ASD have yet to be systematically explored. Individual first-person accounts of the lived-experience of therapists in this area mostly feature in specific case studies and clinical vignettes written by psychotherapists. These individual accounts relate to “projective identification,” or “transference and countertransference,” that seem to be specifically related to working with ASD, or to developmental constructs specific to primitive mental states, such as “adhesive identification” (Meltzer, 1975) or “adhesive equation” (Tustin, 1991). Notably, these individual reports are replete with expressions of uncertainty as to the efficacy of the treatment, and sometimes voice a sense of despair or hopelessness. The authors often describe a personal sense of fragmentation, isolation, boredom, and emptiness, psychic numbness, bodily reactions like breathlessness or sleepiness, bodily disintegration, and a sense of their own “autistic experience” (Riley, 1997; Alvarez, 2004; Bergstein, 2009; Fargione, 2013; Durban, 2014; Molinari, 2014; Rhode, 2015). But however candid and detailed, these accounts do not constitute the focal point of these clinical vignettes and case studies described, but are shared as part of the process of therapy and in relation to its progress or lack thereof (with the exception of Bergstein, 2009).

In view of these individually reported challenges, and the concomitant recognition of the complexity of the therapeutic engagement with children diagnosed with ASD, it seems that the responses, interpretations, and coping strategies of therapists working with this client population warrant further systematic and focused research and articulation (Vulcan, 2016). It is all the more important to engage in systematic research on the lived experience of therapists at a time when the prevalence of diagnosed autism is increasing, and the number of professionals who engage with the condition is accordingly on the rise. Understanding the various aspects of the clinician’s experience in coping with this condition may enhance our understanding of the condition itself and shed some light on the efficacy and significance of clinical practices and interventions as well.



METHODOLOGY

The methodological approach was guided by the principles of hermeneutic phenomenology, as formulated in terms of qualitative research by van Manen, aiming to explore “the internal meaning structures of lived experience” (1990, p. 10), and to examine the “insider’s perspective” of therapists working with children diagnosed with ASD, as it is actually lived, rather than theoretically conceptualized. This approach and the concomitant methodology are particularly congenial for psychotherapeutic research, inasmuch as phenomenological inquiry, like psychotherapy, aims at exploring “the internal meaning structures of lived experience” (ibid).

The research questions addressed the perceptions, emotional responses, and interpretations of therapists in relation to the experience of working with children diagnosed with autism. The participants’ responses and reflections are viewed as sources of insights, and the descriptions of their “lived experience” are integrated with their own subjective and reflective process of interpretation (Reid et al., 2005). It is important to note that the description of the experience and its interpretation by the participants are conceived in this framework as a continuum (Finlay, 2009, p. 11), inasmuch as the process of articulating and making explicit a feeling or an experience (that may have only been implicitly or intuitively felt before) often entails a hermeneutic position as well. As the study ultimately aims to be of some pragmatic value to professionals working in this field, “phenomenology of practice” of van Manen (2007) is also highly relevant to the methodological approach underlying this project.


Pilot Study (Pre-test)

As part of the research, a preliminary study was conducted through lengthy interviews with three novice therapists from different backgrounds (one art therapist, one dance therapist, and one clinical psychologist). The interviews were recorded and later transcribed and analyzed in order to determine the potential value of the project and the preliminary interview schedule (Shkedi, 2003). Following the thematic analysis, the researcher returned to the interviewees in order to obtain feedback on the findings and their interpretation, to meet the required ethical criteria, and to enhance the credibility of the research (Creswell, 1998). Following the results of the pilot study, the research plan was elaborated and consolidated, and the preliminary thematic categories that emerged were taken into consideration in the establishment of the final interview schedule.



Setting and Participants

Twenty-eight practicing therapists, 24 women, and four men, participated in the study, which was conducted in Israel. The participants were contacted and recruited through purposeful sampling, including only clinicians currently working with children diagnosed with ASD in various clinical and educational settings, such as special education kindergartens and primary and secondary schools. The ages of the children in these settings range from 2- to 16-year olds, but 80% of the therapists interviewed work with children at the younger end of the spectrum, i.e., between the ages of three and seven. No differentiation was made for the purpose of the project between the high- and low-functioning clients, as this heterogeneity reflects the clinical practice de-facto in the various treatment settings where the participants work. This decision was warranted by the recent DSM-5 which, as explained above, has merged the previously separate developmental disorders (including Asperger’s syndrome) in recognition of the essential shared features of the autistic condition.

Notably, the majority of institutional treatment programs for ASD in Israel consists of interdisciplinary interventions, inasmuch as they include special-education frameworks, paramedical support (by speech therapists and occupational therapists), and emotional psychotherapy practiced by clinical social workers, psychologists, and creative arts therapists. With regard to emotional psychotherapy, it should be clarified at the outset that in Israel clinical psychologists, creative arts therapists, and clinical social workers are often assigned parallel roles in mental health treatment and educational frameworks for ASD. Within the typical therapeutic constellation in these settings, the therapist meets the client once or twice a week for psychotherapy, and has regular supervision sessions. It was, therefore, deemed important to include the full range of therapists who address the emotional (rather than functional and behavioral) aspects of the treatment. The recruitment was accordingly designed to ensure a broad and diverse range of practice specializations, which are all recognized as modes of emotional therapy. This diversity aimed at illuminating different directions of treatment, and providing detailed and nuanced information about the dynamics of the phenomenon described (information-rich cases). The sample aimed for the widest range of participants with a preference for maximum variation as to the clinical experience (ranging between 1 and 19 years) and the psychotherapeutic specializations of the interviewees. The range of specializations included three clinical social workers, seven clinical psychologists, three visual arts therapists, one drama therapist, 11 dance/movement therapists, and three music therapists Their professional diversity notwithstanding, all of the therapists who participated in this research project share a “psychodynamic understanding of development and psychological functioning… [which is worked] through the interpersonal relationship with the therapist” (Drucker, 2009, p. 36).

In order to ensure confidentiality, neither the names of the individual participants nor their specific professional orientations are given in this article.



Data Collection

The phenomenological-hermeneutic conceptual framework has thus determined the use of a qualitative research methodology that enables the required in-depth study of subjective experience. In order to examine the construction of perceptions, beliefs, attitudes, feelings, and emotions (Patton, 2002), it is necessary to enter an intimate and nuanced dialog with the participants, to allow their own voice to be heard and to enable their own choice of vocabulary and articulation to constitute the text. This is all the more true for a study of the therapeutic experience, which is by definition elusive, riddled with ambiguities, multi-layered, and fraught with personal, intimate materials which do not lend themselves to quantifiable, statistical studies (Flick, 2002). The ability to tolerate and engage with ambiguity is thus inherent both to the subject matter of this project and to the chosen research approach (Patton, 2002).

The call for participation was distributed via professional mailing lists, relevant professional associations, and web sites. In compliance with the ethical codes of research as set by the university ethics committee, all the participants were given full information about the research project, and informed that participation was voluntary and confidential. They all signed a written consent form prior to the interviews, which were audiotaped and later transcribed verbatim in Hebrew. The accuracy of the data was ensured by double-checking the typed transcriptions against the audio recordings. The relevant extracts, chosen as representative of emerging themes, were later translated into English by a qualified translator. The in-depth interviews, spanning between 1 h and a half and 3 h each, were conducted over a period of 24 months, and took place at various places according to the interviewees’ convenience and choice.

In line with the recommended procedures of phenomenological research, the interview schedule was based on the pilot study and addressed topics relevant to the research questions (Rubin and Rubin, 2005): broad data-generating points of reference regarding the participants’ motivation for working with children on the autistic spectrum; the particular characteristics of the clinical experience; physical sensations and emotions triggered in the course of the clinical encounter; examples of particular cases; modes of intervention; modes of processing and interpreting sessions; and the evaluation of therapy outcomes. This interview schedule is not arbitrary, but built from the topics the researcher aims to touch upon, based on prior knowledge, and personal and professional experience of the researcher and on the review of the relevant literature (Rubin and Rubin, 2005). The interview schedule was re-examined and modified after the pilot study. The final interview schedule allowed the interaction to remain flexible enough to allow the interviewees to open up and move on to issues of prime concern or interest to themselves with a minimum amount of interruption or constraint by the interviewer.

In order to reduce researcher bias and enhance the trustworthiness and validity of the data, participant feedback was subsequently sought, and interested interviewees received their transcripts and were offered to relate to them. Participants mostly reported that the categories were representative of their experiences.



Data Analysis

Interpretative phenomenology involves a conversation that brings together the discourse of the participants, the questions posed by the researcher, the interpretations offered by the participants themselves, and the interpretations offered by the researcher. Following Rubin and Rubin (2005), the data collection, analysis, and interpretation were held simultaneously rather than sequentially, so as to refine the inquiry through a cumulative learning process. The data were analyzed using the procedures of hermeneutic phenomenology as outlined by Benner (1994) and van Manen (1990), namely the “selective highlighting” approaches. Following these methodological guidelines:

1. The therapists’ accounts were read and reread as a whole, in the process of hermeneutically interpreting these texts as inscriptions of lived experience, in order to identify relevant and significant expressions, identify emerging themes, note connections, and group them thematically. As van Manen (1990) notes, the “essential quality of a theme … [is that we] … discover aspects or qualities that make a phenomenon what it is and without which the phenomenon could not be what it is” (p. 107), and a viable theme “seems to touch the core of the notion we are trying to understand” (p. 88). The thematic grouping of the elements which came up in the interviews was based on this characterization of viability.

2. Following this initial reading and re-reading of the interviews as wholes, they were read again with special attention to precise phrases and case examples that related to the experience of working with children diagnosed with ASD. In the course of this focused reading phase, highlighted expressions were identified and clustered into recurrent themes that revolved on significant aspects of the participants’ lived experience. The aim of analysis was to create a comprehensive account of themes which seemed to be of significance. The themes which emerged were based on the original texts of the interviews, rather than on any preexisting theory or theoretical position.

3. On the completion of individual analysis, lists of themes were compared from all interviews, and assembled together as themes within higher order categories.

4. At the point of saturation, which became evident when there was recurrent replication of data concerning the emerging essential themes, marginal themes were dropped (i.e., themes less predominant or non-relevant to the core lived experience), and more prominent themes, found to be fundamental and distinctly related to the experience of therapists working with children diagnosed with ASD, were expanded. The prolonged engagement with the data and the constant reflection and re-examination of the transcripts were undertaken to ensure that the themes distilled in the process were accurately related to the initial material and reflected the original data (van Manen, 1990).

In order to maintain methodological rigor, the transcripts and findings were presented at various stages of the process at qualitative research forums, in a qualitative research group, were offered to participants for “member validation,” and discussed with colleagues, who mostly concurred with the major themes, and added valuable methodological input. Trustworthiness was also established by documenting the process of data analysis in a paper trail (Sandelowski, 1986; van Manen, 1990).




FINDINGS


Meeting the Body

Many of the interviewed therapists related to the centrality of bodily experience in the therapeutic encounter, using phrases like “body-to body,” or “being with a body,” a process that “began through the body and gradually seeped into the mind.” One therapist said that the experience involved “an encounter with the primary, the very infrastructure of the body and the soul.” This bodily primacy was specifically emphasized in many of the therapists’ accounts to the difficulties of connecting and communicating through speech. One therapist likened the encounter to a parental relationship, based “on touch, on physical closeness, on cradling, swinging, and jumping, and something that is like, without words to mediate the experience… It is as primary as it can get.” Another therapist referred to the sensory aspect of the bodily connection as “even more primal than the emotional one,” and a similar perception was echoed in various terms by other participants, most notably the analogy to a mother-infant relationship, as explicitly conceptualized by the therapists. For example, one participant said that it is “a benign connection… just like a baby… I am here for you. If you are hungry, I will feed you, if you are tired, I will help you sleep.”

The therapeutic role was described as a kind of parental mediation, “building those islands that may at some points add up to some sort of meaning.” Some participants used the analogy of serving as “a womb” for the child, “wrapping,” “holding,” and “hugging” him or her, as a parent would do. One participant described the difficulties she experienced at end of each therapeutic session as “tearing him [the child] out of a womb,” and another recalled the therapeutic session as “enabling a rebirth.” The parent-infant analogy was carried further by another therapist who spoke of her role as “carrying the child in a baby wrap,” and serving as a “protective envelope” to make up for the autistic experience of the world.


Bodily Functions: The Concrete, Material Body

Many of the therapists’ accounts referred to the issue of lower bodily functions, saliva, phlegm, urine, and excrement. Being aware of the potential response of repulsion and disgust at some of the situations encountered in this line of work, the therapists expressed feelings of tolerance and acceptance of these aspects of their work with children diagnosed with ASD, who are often incontinent or unaware of social conventions and boundaries regarding cleanliness and personal hygiene. For example, one therapist said she has “no problem with phlegm, with hands being pushed into various places… it does not bother me.” Another therapist, who said that she did not mind “wiping [the child’s] bottom,” gave a frank example of a child who was very preoccupied with his own body odors, and said that this “did not disgust or shock” her. Connecting this tolerance to a quasi-parental role, another therapist spoke of the child urinating in the therapy room, and said that “at a certain point he becomes my child, and it is not really disgusting for me… [It is] really like my baby.” Some of the therapists regard this aspect of their work as part and parcel of the therapeutic encounter, commenting, as one of them did, “this is what he [the client] brings to therapy, there is no boundary, and he brings it, and it is part of the session.” Another therapist related the child’s urinating in a tub that she had in the room in terms of the child being “born over and over again.”

Unlike the therapists who choose to enable these “regressive aspects” of the child’s behavior and interpret them in a psychodynamic context, others choose to address their interventions to the issue of appropriate socialization and functioning. Speaking of a child’s “runny nose,” one therapist talked about “dripping,” “leaking,” and “clogging,” in the context of social realities, where cleanliness, order, and structure are important. For her, keeping the child clean is all part of the “concrete holding” aimed at making the child aware that “a runny nose is a bother,” and helping him avoid the response of aversion on the part of his caretakers. Another therapist expressed her concern with the issue of “bodily boundary-lines” and the gap between the chronological and the developmental age, evident in the clients’ inability to control lower bodily functions and to understand “where I begin and where I end.”




Body Oriented Interventions

The centrality of the client’s bodily presence in the therapeutic encounter was also prominent in the therapists’ accounts of their modes of intervention, and some of them explicitly juxtaposed verbal and somatic/kinetic modes of interaction. One therapist said that the latter were “very significant, no less than the verbal messages,” and another participant made a similar distinction between “word” and “voice”: “It is not the words… I think there is more significance to the sensory aspects, voice, smell, movement.” Many of the therapists referred to the relational “positioning of the body in space,” and the issue of physical proximity was recognized by most as significant and essential to the treatment.

Thus, one therapist said that physical closeness is crucial to the dynamics of the process, whereas another spoke of a particular case when she felt a need to “disembody” herself in the therapeutic space, so that the child would approach her. Other therapists noted the “primacy” and the centrality of movement in space as a mode of therapeutic intervention, or as “the starting point” with the difficult cases of autism. References were made to “changing one’s coordinates of position… opening a space or distance” as “the most basic level [of intervention],” which can also serve as a way of “bypassing [spoken] language.” This recognition, shared by several of the therapists, also raised questions like “how close I can come, how to position myself? Should I stay put?,” and the whole issue of positioning oneself in space is, as one participant described it, a process of “trial and error.”

Nearly all the therapists interviewed described their modes of body-based intervention as “joining,” “imitating,” and “mirroring,” the sounds and movements made by their young clients. These terms were used interchangeably by the participants to indicate actions and movements that deliberately resembled those of the child, explained as an intuitive mode of intervention that takes place when it is difficult to “know” what should be done. For example, one therapist said, “I did not know anything, so I imitated him. Whatever he did, I did, too… an autistic kind of imitation [laughs]… That was the channel through which it was easier for him to communicate.” Some therapists related explicitly to bodily and kinetic imitation as an aid which they use to develop empathy with their clients, to “understand [the client’s] experience of being in the world,” and get to the “emotional through the physical experience.” One therapist, recalling her interaction with a particular child, said: “It really helped me to think about her, that is, I used to think about her a lot, but that was one thing, and I felt the need to physically get up and walk like her.” The act of “physical joining” was described as an attempt to listen to “what the movements are saying,” to find “the same language,” to “connect,” or to use the same communication “channel,” as several participants phrased it. The concept of “mirroring” came up again and again, both in the sense of literal-physical replication of the child’s moments, actions, and gestures, and in a figurative sense as related to a sense of selfhood.


Touch

Most of the therapists interviewed commented on the inevitability of touch as a therapeutic intervention, and, once again, as a non-verbal “channel of communication.” The main emphasis in the therapists’ accounts was on the impossibility of “keeping things ‘sterile’” when working with ASD, on the necessity of allowing “leaning,” of “holding,” of “giving warmth,” responding to the child’s “need to be hugged.”

While some therapists expressed their acceptance of this aspect of their work, others reported a sense of discomfort at the inevitable physical aspect of the encounter, that touches upon their own issues and inhibitions, and seems to be fraught with a certain “embarrassment” or “confusion” and question of “appropriateness.” The dilemma of allowing touch, even when it is felt to be “invasive” has been translated by one of the participants into a dilemma between taking an “educational” stance (telling the child that it is not appropriate to touch another person’s body) or choosing to respond to that need even at the expense of some personal discomfort.

Several therapists referred to the issue of touch in the context of “parenting”: some of them saw it as “naturally continuous” with caretaking, whereas others reported having an issue with the “crossing of boundary lines” between the parental and the therapeutic role. Notwithstanding the diversity of the therapists’ individual responses to the issue of touch, most of them seemed to agree that “with all the question marks, the physical contact is very fundamental with children with ASD.” Some of the participants recognized their own need for an emotional response, translated into touch: “I need them to come to me for a hug, so that I can go on.”




“Pathological Optimism” and “wow” Moments

All the therapists interviewed talked about feelings of frustration, helplessness, and even despair encountered in their work, due to the frequent feeling that “nothing happens” and no progress is visible, to a felt lack of reciprocity or consistent feedback. They talked about “attrition” and a recurrent sense of wishing to “give up”; about being anxious and experiencing a sense that, “it may all be meaningless, pointless to treat them.” Many participants talked of the despair generated by the “fluctuations” of their relationships and missing the sense of “connectedness” that is sometimes nonexistent, or at best only intermittent, with these children, “who are with you at one point, and then they are not there.”

The participants described their attempts to counter discouragement by a conscious effort to “to believe and to hope,” even if “there are moments when it is difficult to keep on believing,” but some of them voiced their concern that this willed hope is merely a kind of necessary “fantasy,” “self-delusion,” or “wishful thinking” on their part. The need to believe was explicitly referenced by one participant as a kind of “denial,” and another spoke of the “need to be ‘stupid’ and hold on to some sort of pathological optimism” in order to continue with this “unrewarding, hard work” that can “burn out one’s batteries.” The possibility of hope was presented in many of the accounts as based on the ability to see the most minute and “almost invisible” signs of progress, when moments of felt accomplishment are brief and sometimes difficult to articulate or fleeting. The therapists talked of moving in “tiny-weeny steps,” of needing “a magnifying glass” in order to see these minute indications of progress, or “the god of small things.”

Notably, the therapists’ accounts of rare moments of connection with their clients, the “moments of magic,” as one therapist called them, were often related to unmediated, non-verbal bodily interactions, characterized by a physical combination of sound, rhythm, posture, or gesture, and associated with primal, bodily attributes. One therapist said.

Suddenly, there was a look, we listened to “something… something rhythmic, a sort of accompaniment, and I was on the floor and on the rug and then something happened, ah, some connection was made, it was like a moment of Wow, this is happening, it is like something is working.”

Other therapists also recalled vignettes involving their clients’ responses at such somatic or kinetic exchanges, and moments of connectedness elicited non-verbally, “from gut to gut” through music, “eye contact and then touch,” a smile or a gesture of “reaching out,” or “giving me a first hug.” These responses may be minute and almost invisible, such as “nuances of tonus and muscle, perhaps the way the finger moves… A heartbeat or breath or look,” but they are construed as signs of recognition and reciprocity. One therapist said it was enough for her to have the child put his hand in hers when she arrived; a gesture of recognition which, she said “[was] already, like ‘Wow’ for me.” For some of the therapists interviewed, the moment when they, too, let go of the verbal aspect of communication was the point when they felt they had attained insights, which are often non-theoretical, but nonetheless real and significant. As one therapist put it, letting go of the words is not easy, but “it can be done, and it is magical.”




DISCUSSION

The aim of this study was to explore the experience of working with children diagnosed with ASD, as it is perceived and processed by therapists from various professional orientations. The general approach of participates is compatible with the traditional diagnostic view of ASD as a condition, and none of them seem to adopt perspective of neurodiversity. The study may therefore be framed as suggested by a reviewer as “an examination of the intersubjective experience of neuro-typical practitioners working with neuro-diverse populations, the outcomes of which were the discoveries that a focus on embodiment and embodied-kinetic process may be an effective strategy for neuro-typical practitioners to engage in therapeutic interventions with neuro-diverse individuals.”

The most notable overarching theme was the primary nature of the encounter and the strong sense of the child’s bodily presence in the therapeutic session. Significantly, the bodily focus was not confined to the accounts of therapists who can be seen as having a somatic orientation at the outset (e.g., music or dance/movement therapists). It came up very forcefully in all of the therapists’ accounts, regardless of their initial professional orientation and type of practice. The role of body and movement in the therapeutic encounter was perceived by most interviewees as compensating for the deficiency in intersubjective verbal communication, an alternative, intuitive, and implicit mode of connectedness.

A relevant conceptual matrix for understanding this commonality may be found in “interaction theory” of Gallagher (2004) of autism. Building on constructs of Trevarthen (1979) of “primary” and “secondary intersubjectivity,” Gallagher (2004, p. 205) suggests that “pretheoretical (nonconceptual) sensory-motor capabilities for understanding others already exist in very young children” and that “this sense is implicit, at least in a primitive way, in the behavior of the newborn.” In the case of autism, according to Gallagher, it is precisely these capabilities which are impaired (for further elaboration on the phenomenologically informed clinical approach to autism, see Nilsson et al., 2019). It appears then, that the therapists interviewed have intuitively acted upon this conception of autism in search of a point of primary connectedness with their clients. Rather than relate to “Theory of Mind” (Baron-Cohen et al., 1985), the therapists related to the bodily encounter with their clients as the springboard for the development of primary and secondary intersubjectivity.

As noted in the introduction, individual accounts of working with ASD often relate to the challenges posed by the “quicksand of hopelessness, lifelessness, and meaninglessness” (Riley, 1997, p. 63). Indeed, the participants expressed frustration or even despair at the lack of connectedness, and the difficulty of establishing an inter-subjective relationship with their clients. However, what has emerged from the interviews can also be construed as an antidote to despair, based mostly on “magical moments” of bodily being and bodily relatedness. Notably, these “WOW” moments, the moments of connection and felt progress, were reportedly triggered by non-verbal and unmediated somatic interventions reinforcing that bodily “implicit right brain-to-right brain intersubjective transactions lie at the core of the therapeutic relationship” (Schore and Schore, 2008, p. 14). The therapists chose to speak of “bodily knowledge” as an enabling tool or a pathway to a better understanding of their often-nonverbal clients. This can be understood as part of the “clinical reasoning” described by Gallagher and Payne (2015). Whereas “reasoning” usually refers to intellectual, cognitive, and higher level processing (reflecting, selecting means, evaluating outcomes, etc.), in the therapists’ descriptions it acquired a different slant, inasmuch as they spoke of their understanding, intervention, and feeling of “what actually works” as part of “intuitive knowledge” gained in an “intersubjective context” (p. 69).

While these interventions were described by the participants as intuitive moves when one is “at a loss for words,” they can arguably be validated by theoretical constructs drawn from the field of developmental psychology, dance/movement therapy, and the phenomenological approach to autism. One concept of particular relevance in this context is Stern (1997) notion of “formulating the unformulated”: verbalizing an action, without misrepresenting or losing its essence, expressing what is “not represented in words at all, but in the semiotics of practice” (p. 18). Other relevant constructs are those that refer to the role of non-verbal communication and sensory motor interactions – “somatic countertransference” “affect attunement,” “kinaesthetic empathy,” “resonance,” “mirroring,” “somatic intersubjective dialog,” and “embodied attentiveness” (Kestenberg, 1975; Trevarthen, 1979, 2004; Stern, 1985; Rhode, 2005; Bloom, 2006; Meekums, 2007; Vulcan, 2009, 2013; Wengrower, 2010; La Barre, 2011; Devereaux, 2012; Koch et al., 2015). Notably, all of these constructs are relevant both to parent-infant relations and to therapeutic interventions with children diagnosed with ASD.

The concept of “psycho-sensory reverie” developed by Lombardi is also significant in this context. Lombardi’s focus on the primitive experience of the body goes back to Freud and Bion in search of the roots of the body’s involvement in the psychoanalytic interaction. His focus on music notwithstanding, Lombardi (2008) notes that the psycho-sensory reverie can be visual, olfactory, kinaesthetic, etc., no less than auditory or musical. This use of psycho-sensory reverie as a tool for processing the somatic raw data brought by the ASD client into the session is probably what accounts for a sense of guilt or frustration on the part of the therapists, who spoke of their sense that “nothing happens” during the session. One may suggest, then, that if these constructs were part of the conceptual framework for a bodily oriented training, therapists would have felt less guilty and more self-confident about their perceptions of what actually happens in the therapeutic encounter and of the clinical significance of psycho-sensory reverie. It appears, then, that the intuitive sensory, somatic, and kinetic interventions described by the participants may offer some relevant insights into the process of supporting the development of both inter-subjective relatedness and (cognitive and emotional) mentalization in children with ASD.

The recognition of the centrality of the body within the therapeutic encounter suggests that the very foundation of an inter-subjective relationship – the ability to recognize self and other, to empathize, to imagine the inner world of the other – may indeed be generated by an embodied relationship. As noted by Koch et al. (2015) “the mind is not hidden but directly expressed in other persons’ embodied actions’ from the earliest days of infancy” (p. 2). While this is generally true of the parent-infant relationship, where the dyadic relationship is based on the ability to understand each other’s bodily affect-loaded behavior in the early stages of attachment, it is arguably also directly relevant to the pathology of Autism.

One may conclude, then, that the concrete bodily interaction between the therapist and child is relevant to the “muscles of the psyche,” to borrow the expression used by one of the participants. The findings suggest that it is not enough for the therapist to be attuned to the text of the body and relate to its potential meaning. For those “Wow moments” to occur, the therapist should relate to the concrete body as the text itself and initiate his/her interventions on the somatic register. We may thus add another dimension to Tustin (1992) use of body-oriented “active responses” on the part of the therapist: the body and its manifestations are not only objects for verbal interpretation, but constitute the text itself for both participants in the interaction.

Indeed, the focus on the somatic aspects of primitive mental states and the bodily precursors to psychic structures is not in itself a new contribution (e.g., Bick, 1968; Meltzer, 1975; Tustin, 1981, 1991; Ogden, 1989; Haag et al., 2005; Rhode, 2005; Mitrani, 2010; Amir, 2013). However, the potential new contribution of the findings presented here lies in additional focus on somatic motility, inasmuch as it is not only the body that needs to be observed and interpreted, but also the actual moving body which is fundamental in the formation of subjectivity. It is, then, arguable that motility can play a major role in therapeutic interaction and intervention. To frame this contribution, we may turn to the early work of Khan (1974), which relates to the client’s active “kinetic being.” Khan speaks of having learned to “accept that often self-experience in the analytic situation can have no means of symbolic and/or concrete actualization if motility is rigidly tabooed. Self-experience is intimately related to body-ego” (p. 297). This focus on motility from a developmental perspective is at the core of the work of psychotherapists like La Barre, who has coined the term, the “kinetic text” (2011) to account for this dimension of the psyche. Needless to say, the recognition of the interconnectedness of motility and psyche is the very foundation of dance/movement therapy from its very inception (Bloom, 2006).

A lesser known but significant theoretical contribution to the concept of motility as a precursor of a sense of selfhood has been offered by the Israeli movement theorist, Yona Shahar-Levy, whose understanding of the connection between psyche and movement goes well beyond the psyche-soma relationship. Shahar-Levy (2001, p. 381) focuses on the role of motility and articulates the recognition that “for the growing infant, movements are never dissociated from emotive–relational states, and emotions are never divorced from motility. Emotive contours always contain motility contours and vice versa.” Early primary motility thus has a major role in the later development of the psyche and the formation of the sense of self, and Shahar-Levy makes a convincing case for the significance of “emotive motility,” as a potential point of entry into the psyche and for “correction” and “healing” (p. 392). The findings of this research confirm that the emotional connection between the child and the therapist is made on a pre-cognitive, primal and bodily level, and that motility and “shared movement” may become the means for creating a “new way of being” with these children (Samaritter and Payne, 2013, p. 148).

Reading the participants’ accounts of what happens de facto in the therapeutic encounter, regardless of their diverse professional orientations; we may conclude that the training and education of therapists who prepare themselves for work with children diagnosed on the autistic spectrum should include a significant emphasis on the bodily self, movement, and somatic awareness. As Sletvold (2012) suggests, “by incorporating embodied practices from bodywork and the performing arts, analytic training could be enriched and promote the development of countertransference awareness for body sensations and movement” (p. 410). These clinical implications may be further reinforced by the work of Trevarthen (2004), who points to the need for a “model of non-verbal communication based upon acceptance of intrinsic affective states” (p. 11), inasmuch as “non-verbal communication, including improvised music and movement and touch therapies, can help a variety of disorders affecting a young child’s relating, including autism” (p. 10). Training the “muscles of the psyche” through embodied practices should, then, be integrated into curricula development for therapists who prepare themselves for work with clients diagnosed with ASD. Such embodied practices may enrich the clinician’s tool kit by enabling her/him to develop an awareness of body sensations and movement, recognize embodied resonance, become conscious of somatic transference and counter transference, and foster kinesthetic empathy in understanding their client’s experience of the world “from within.”



LIMITATIONS

The findings of this qualitative study have emerged from an exploration of a small number of detailed in-depth accounts given by therapists of different professional backgrounds, all of whom practice within a psycho-dynamic rather than a cognitive-behavioral perspective. The professional orientation of the participants is undoubtedly relevant to their lived-experience, as reported in the findings. If we wish to get a broader and more general understanding of the issues involved, it may be worthwhile to supplement the findings of this project by further research into the lived-experience of psychotherapists with cognitive or behavioral professional orientations. Another perspective which may be valuable to explore is that of cultural neuro-diversity, which did not seem to resonate in the interviews with the clinicians in this study. Future research should involve clinicians, who identify themselves as working, first and foremost, within the neuro-diversity paradigm to understand if their experience is fundamentally different from that of the therapists described in this research, who did not embrace this perspective.

A further potential limitation is related to the sample. Although the selection of participants aimed at maximum diversity in terms of their professional areas of specialization, 11 out of the 28 respondents were DMTs. This may well be taken as a potential limitation, due to the somatic orientation that DMTs bring with them to their work at the outset, and which may have affected their responses as an “overvalued idea.” I would suggest, however, that the similarity of responses across the various disciplines – DMTs, clinical social workers, and child psychologists alike – points to the primacy of the encounter and the place of the body in the intersubjective process as perception that goes well beyond the specific training and orientation of the participants. Another point to bear in mind in this context is the focus on the lived experience of the therapist. This perspective was explored as a potential avenue toward a better understanding of the autistic condition itself, but one should exercise caution in making these inferences automatically. Evidence based research on autism and first person accounts of high-functioning people with autism point to some differences in cognitive and psychic structures (Baron-Cohen, 2010; Mitrani, 2010), and it is important to avoid sweeping conclusions, so as not to impose the experience and feelings of the participating therapists on those of their clients, as many first-person accounts hold invaluable data of the experience (e.g., Grandin, 1995; Ashby and Causton-Theoharis, 2009; Fleischmann, 2012; Gratton, 2019; Tesfaye et al., 2019).



CONCLUSION

The essential themes that emerged from this qualitative study related to the centrality of the body and of bodily motility in the therapeutic encounter with children diagnosed with ASD, to the difficulties of intersubjective relations, and to the potential effectiveness of somatic and kinetic interventions. The specific focus of this study indicates that some of the emotional and relational challenges involved in the autistic condition may be addressed through an embodied perspective. The implications of this study are potentially relevant to the training and support of therapists working with ASD, but further research is warranted in order to enhance the current theoretical understanding of the centrality of the body and the clinician’s role in this type of therapeutic encounter.

A good starting point for the development of relevant somatic and kinetic modes of therapeutic work may be found in the practices of embodied psychotherapies. These approaches, while playing a major and significant role in actual clinical practice with children on the autistic spectrum, are still often marginalized in terms of professional and public recognition, and seen as merely “supplementary” modes of treatment (Vulcan, 2013). The findings of this research project suggest that these embodied approaches should be given adequate recognition and sufficient scope for developing their particular tools, and that integrating different languages of psychotherapeutic work can assist in understanding the emotional inner states of clients on the autistic spectrum, and perhaps of other clients as well.
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A broad sociocultural perspective defines trauma as the result of an event, a series of events, or a set of circumstances that is experienced as physically or emotionally harmful or life threatening, with lasting impacts on an individual’s physical, social, emotional, or spiritual wellbeing. Contexts and practices that aim to be “trauma-informed” strive to attend to the complex impacts of trauma, integrating knowledge into policies and practices, and providing a sanctuary from harm. However, there is a body of critical and decolonial scholarship that challenges the ways in which “trauma-informed” practice prioritizes individualized interventions, reinscribes colonial power relations through its conceptualizations of safety, and obscures the role of systemic injustices. Within music therapy trauma scholarship, research has thus far pointed to the affordances of music in ameliorating symptoms of trauma, bypassing unavailable cognitive processes, and working from a strengths-based orientation. In critiquing the tendency of the dominant trauma paradigm to assign vulnerability and reinforce the individual’s responsibility to develop resilience through adversity, this conceptual analysis outlines potential alternatives within music therapy. Drawing on a case example from a research project with young people in school, I elucidate the ways in which music therapy can respond to power relations as they occur within and beyond “trauma-informed” spaces. I highlight two overarching potentials for music therapy within a shifting trauma paradigm: (1) as a site in which to reframe perceived risk by fostering young people’s resistance and building their political agency and (2) in challenging the assumption of “safe spaces” and instead moving toward practices of “structuring safety.”

Keywords: music therapy, trauma, anti-oppressive practice, critical, adolescents


INTRODUCTION

Within the behavioral sciences alone, conceptualizations of trauma have proven mutable, and the ongoing revision of diagnostic criteria for post-traumatic stress disorder has invoked controversy and debate (McNally, 2009; Pai et al., 2017; Laurel Franklin et al., 2019). The fifth and most recent edition of the American Psychiatric Association (2013) saw a substantial revision of the core diagnostic criteria for post-traumatic stress disorder (PTSD). By relocating trauma from under the anxiety disorders category and into a new standalone diagnostic category, the changes sought to remove subjectivity related to trauma exposure, limit the types of events that qualify as trauma, and provide a more objective definition of what trauma is and what it is not (Richard, 2009; Jones and Cureton, 2014; Pai et al., 2017). Modern trauma theory identifies trauma as a complex series of bodily and psychological reactions in response to danger, typically pointing to events such as sexual abuse, domestic violence, war, torture, and interpersonal violence (van der Kolk et al., 1996; Herman, 2015). Within the dominant trauma paradigm, common goals for recovery and healing include addressing threats to the sympathetic nervous system, repairing a broken or fragmented sense of self-protection, building agency and resilience, and integrating the memory of the event(s) (van der Kolk, 2014; Herman, 2015).

Less focused on the clinical utility of diagnosis, a sociocultural perspective defines trauma as the result of an event, a series of events, or a set of circumstances that one experiences as physically or emotionally harmful or life threatening, with lasting impacts on their physical, social, emotional, or spiritual wellbeing (Substance Abuse and Mental Health Services Administration, 2014, p. 7). Striving to attend more holistically to the complexity of trauma across service sectors and systems, “trauma-informed practice” is increasingly favored in community health contexts not as an intervention or treatment, but in recognition that clinical treatment alone is not sufficient (Harris and Fallot, 2001; Berger, 2019; Bransford and Cole, 2019). The Substance Abuse and Mental Health Services Administration (2014, p. 9) outlines that a trauma-informed approach (1) understands the prevalence and impacts of psychological trauma, (2) recognizes signs and symptoms, and (3) responds by integrating knowledge into policies and practices, providing sensitive care and a sanctuary from the harm. The Substance Abuse and Mental Health Services Administration (2014, p. 11) describes six core principles fundamental to a trauma-informed approach: (1) safety, (2) trustworthiness and transparency, (3) peer support, (4) collaboration and mutuality, (5) empowerment, voice, and choice, and (6) cultural, historical, and gender issues. These principles emphasize the importance of leveling power differences, moving beyond stereotypes and biases, ensuring safety, fostering resilience, and addressing historical trauma.

As I explicate in this analysis, while the principles of trauma-informed practice indicate noble intentions, they also elude to the failure of the Western trauma paradigm to account for the pervasiveness and persistence of harm embedded within our existing systems. Rather than assuming that individual clinicians working within these institutions have the capacity to ensure safety, or diffuse power differentials and deeply engrained biases, a practice that is truly trauma-informed requires a more critical analysis of power. Outlining such tensions and limitations, critical scholars and clinicians from a range of fields have sought to highlight the power relations that reside within these assumptions and noble intentions. Describing trauma as “the new colonial frontier,” Metis social worker and researcher Clark (2016a) points to the power dynamic rooted in our tendency to create a vulnerable subject who requires intervention, support, and rescue. In his proposal for an alternative approach of working with young people, African American studies professor Ginwright (2018) argues that trauma-informed care is currently “incomplete.” Ginwright outlines three limitations of trauma-informed practice: (1) its continual emphasis on trauma as an individual experience rather than a collective one; (2) its focus on treating trauma in people rather than considering the social conditions at the root of the harm; and (3) its attention to pathology and inattention to possibility (p. 2). Ginwright proposes that a shift toward “healing centered engagement” must take place, which requires practitioners to participate in “transforming the root causes of the harm within institutions” (p. 3). Informed by the work of such scholars, this conceptual analysis examines the role of music therapy in adapting to this paradigm shift. I initiate the analysis by synthesizing current discussions related to trauma in music therapy.


Current Approaches to Trauma in Music Therapy

Research has documented the ways in which music therapy can address the relational, identity, social, and spiritual needs of clients who have experienced trauma. This body of literature has been predominantly oriented to the affordances of music in unearthing and acknowledging painful and unconscious material (Bunt and Stige, 2014; Ahonen, 2016), promoting restructuring of experiences (Krüger and Stige, 2015), adopting healthy coping behaviors (Bensimon et al., 2008), and fostering the individual’s identity outside of the trauma (Sutton, 2002). Rather than presenting a comprehensive review of the literature on the clinical outcomes associated with music therapy as a treatment for trauma, here I aim to provide a summary on the current state of practice. Commencing with two systematic reviews and one study of senior music therapists working in the trauma field, I examine how trauma is typically understood and approached as an individual health issue within clinical music therapy practice. I then introduce key music therapy frameworks that align with critical perspectives on trauma, due to their investment in social and collective action and contextualization of clients’ perceived personal problems within systemic issues.

Broadly, music therapy practice with people who have experienced trauma can be understood across several therapeutic orientations, including psychotherapeutic, cognitive and neurobiological, and resource-oriented approaches. In a recent study that explored the practices of 41 senior music therapists who work in trauma contexts, Bensimon (2020) proposed that music therapy offers a significant opportunity to attend to trauma survivors’ relational needs. The study outlined four important processes that can occur in music therapy trauma work: “musical validation,” “emotional witnessing through music,” “musical witnessing as a self-object,” and “attuned music involvement.” Bensimon’s research joins a body of scholarship that locates the benefits of music therapy as a psychotherapeutic medium for healing from trauma, cultivating the client’s sense of self, creating opportunities for externalization and internalization, and re-establishing a capacity for relatedness (Austin, 2008). Trauma-focused music and imagery is also used within the psychotherapeutic frame. Music and imagery techniques have been posited as an effective treatment for trauma symptoms, overall wellbeing, and sleep quality, and have been tested in comparison to verbal psychotherapy (Beck et al., 2018). While research into the efficacy of music as a psychotherapeutic medium often highlights the capacity for music therapists to respond to trauma as it occurs within social and cultural context, this is consistently focused on addressing the individual’s needs for social connectedness, rather than transforming the social context in which the harm occurs.

Less focused on the quality and capacity of relational needs, neurobiological approaches tend to highlight the efficacy of music therapy in controlling sensory stimulation, regulating emotions, and improving functioning (Bensimon et al., 2008). Landis-Shack et al. (2017) reviewed the use of music therapy as a treatment for trauma in adults and synthesized the fundamental cognitive, social, and neurological mechanisms that support the use of music therapy. The theoretical review opens with an explanation of the role music has played in cultivating resilience in the face of oppression, citing examples such as spiritual vocal practices of enslaved peoples in the United States of America, and community music-making in post-apartheid South Africa (p. 334). The authors note the wide range of clinical subpopulations that experience trauma, the heterogeneity of what is classified as PTSD, and the contextual factors that shape the impact of music therapy. Their examination of empirical studies builds a compelling argument for further research into music therapy as an evidence-based treatment option. However, the review by Landis-Shack et al. (2017) is ultimately focused on the potentials in music therapy for reducing PTSD symptoms, improving functioning, and as a resilience-enhancing intervention. Aligned with much of the music therapy trauma literature, the focus centers on repairing the problems that exist in the individual’s functioning, rather than examining the systems that enable a chronic lack of access to power.

McFerran et al. (2020) conducted a critical interpretive synthesis to examine the ways in which music and trauma have been connected in the research. Specifically, the authors sought to dissect the evidence for the function of music to bypass cognitive activity and stimulate more primitive neural regions. Outlining the ways brain-based explanations appear to neatly solve the complex terrain of trauma, McFerran et al. (2020, p. 6) point to a “reductive trend” in approaches that position trauma only as a malfunctioning of the individual’s cognition and psychology. The review categorizes the use of music-based methods into four different purposes: stabilizing, entrainment, expressive, and performative. Calling for greater attention to reflexivity in trauma research, McFerran et al. (2020) emphasize the value in approaches that do not treat music as an objective variable, but rather a context-bound resource that affords possibilities and can enact social critique. In summarizing potential future directions, the authors point to the resources that lie in critical theory and scholarship outside of the trauma field which emphasize the social conditions that enable trauma, rather than focusing only on the individual’s adverse life experiences.



Relevant Music Therapy Frameworks

A primary goal of modern trauma-informed practice lies in building clients’ agency and resources, an aim that is congruent with a range of music therapy approaches and orientations. The ways in which community music experiences can foster and cultivate individual and collective agency has been explored in a dedicated field of music therapy and musicology scholarship (Ramsey, 2003; DeNora, 2004; Kenny, 2006; O’Grady et al., 2014; Bain, Grzanka and Crowe, 2016; Zarate, 2016). There are two broad music therapy frameworks specifically relevant to critical perspectives on trauma, which divest from pathology and deficit discourses and emphasize the affordances of collective action. Community Music Therapy (Pavlicevic and Ansdell, 2004; Stige and Aarø, 2012) practice and research has brought the role of music therapists into the social domain, favoring social action over individualized interventions and clinical goals.

A participatory action pilot study by Thomas (2020) with adolescents from limited resource communities is an example of Community Music Therapy in both research and practice. In the study, Thomas reframes Black/African American young people’s trauma and associated behaviors in the context of systemic racism and socioeconomic oppression. The research sought to understand the role of community musicking in the young people’s lives and involved the participants in each aspect of decision making. The goals of the sessions were continually set and revisited in collaboration with the young people, and the practices prioritized the young people’s own music cultures and preferences. Thomas (2020, p. 117) underscores the importance of clinical work moving toward community-based approaches that are client-led and that position the individual/group within a holistic continuum. Also seeking to ground clients’ participation and experience in social context, Resource-Oriented Music Therapy (Rolvsjord, 2010) built on the tenets of Community Music Therapy, journeying beyond entrenched patient/expert power dynamics, and focusing on the quality of clients’ participation and experience. Both of these music therapy frameworks critique the pathologization and “treatment” of individuals, and advocate for a contextual model that includes “relational, structural, and community levels in our conceptualizations of therapy” (Rolvsjord and Stige, 2015, p. 59). Both frameworks adopt a critical stance that contextualizes music therapy as it occurs within complex systems and socio-political conditions (Edwards, 2011; Ansdell, 2014), and views clients as active agents of change, rather than passive recipients of “help” (Rolvsjord, 2015).

This music therapy scholarship actively challenges the oversimplification of young people into categories of risk and deficit (Thomas, 2020), promotes collaboration (Bolger, 2015), and seeks to actively decenter narratives of victimhood in favor of young people’s resources and resilience (Pasiali, 2011; Fairchild and McFerran, 2018). Researchers have demonstrated the unique role that music therapy can play with communities of young people who are marginalized along axes of race and class (Hadley and Yancy, 2012; Leonard, 2020; Thomas, 2020), and as an affirmative, political space for queer and gender diverse young people (Bain et al., 2016). Within this scholarship, there are calls to action to be mindful of the language and discourse surrounding clients’ perceived vulnerabilities and risk (Fairchild and Bibb, 2016) and to strengthen our focus on the social conditions that construct and reinforce pathology (Baines, 2013). In an example of such, research by Norris (2019) explored the aesthetic experiences of Black music therapy clients with chronic pain, using critical race theory to articulate the historical, structural, and cultural context of chronic pain and health care disparities. Norris outlines how, in an effort to legitimize and strengthen an evidence-base, the music therapy field has prioritized medical and outcome-based research which inherently privileges white narratives and centers Eurocentric ideologies. In examining anxiety not as a clinical symptom but as a larger relational experience, Zarate (2016) urges music therapists to begin to reconceptualize anxiety as it occurs in a context of competitive individualism and unjust power structures. Zarate (2016, p. 5) writes, “…simply attempting to soothe anxiety as a one-dimensional operating symptom that is not in relationship to someone or something is a misrepresentation of the complex causes and impacts of anxiety.” Zarate identifies music therapy as relational, multisensory process that holds immense potential as an approach for working with anxiety from a social and cultural perspective. While there have been calls for music therapy scholarship to attend to the contexts and circumstances that create and perpetuate trauma (Fairchild and Hadley, 2018; Hadley, 2020; McFerran et al., 2020; Thomas, 2020), thus far, this has not been a prominent focus in the music therapy trauma research.




CONCEPTUALIZING THE ARGUMENT

Although trauma-informed practice aims to engage with the individual’s context and address power differentials between client and therapist (Substance Abuse and Mental Health Services Administration, 2014, p. 11), dominant contemporary trauma frameworks rarely examine the social conditions that underly clients’ perceived “risk factors.” Perspectives that highlight the coloniality of the dominant trauma paradigm are particularly relevant here because they illuminate the power relations that reside within the seemingly benevolent. Efforts to challenge the Eurocentrism inherent in the trauma field seek to shift the focus away from problems in people’s minds, and into injustices in laws, policy, and governance that result in structural violence. These arguments have been explicated by scholars in settler colonies such as Australia (Atkinson, 2002), Aotearoa/New Zealand (Pihama et al., 2014), Canada (Linklater, 2014; Clark, 2016a), and the United States (Gone, 2013; Menakem, 2017). While situated across distinct contexts, engaging with these researchers’ work reveals some common themes regarding the dynamics of erasure in the trauma paradigm and mental health professions. Most often, these scholars stress that the prevalence of trauma in Indigenous communities should be more critically understood within a context of colonization, conquest, and dispossession. Further, they underline how these are more than legacies of subjugation to reflect on historically, as colonization is a structure rather than an event (Wolfe, 2006). This understanding prompts us to attend not only to the colonial power relations that are deeply embedded in the institutions, structures, laws, and policies of all settler nations but also in our contemporary everyday actions and interactions.

Such perspectives incite a profound question as to how practice that endeavors to be “trauma-informed” can ethically do so without deep and ongoing engagement with power relations such as racialization and colonization. This is especially pressing given the wealth of data that details the disproportionate level of trauma, as it is generally defined, experienced by Indigenous peoples and racialized communities globally (Kukutai and Taylor, 2016). Paradies (2016, p. 88) has operationalized colonization as a driver of Indigenous ill-health and summarized the impacts of the “colonial mentality” as a form of internalized racism that is associated with low self-esteem, anxiety, and depression. The Kirmayer et al. (2014) model was pivotal here in conceptualizing the ongoing and interrelated impacts of historical trauma. The model demonstrates the relationship between political disempowerment (genocide and dispossession of land), with community loss (dysfunction, conflict, and stereotyping), familial issues (loss of children, grief, domestic violence, and abuse), and individual impacts (denigration of identity, suppression of culture, mental health issues, and difficulty parenting). The American Academy of Pediatrics has declared racism a core determinant of child health, and linked its impacts to birth disparities, chronic health conditions, and mental health issues in children and young people (Trent et al., 2019). Despite the ubiquity of statistics in education, health, and mental health contexts that point to the “vulnerability” of these communities, the construction and maintenance of what is “trauma-informed” continues to be dominated by white, Western perspectives. While trauma is increasingly at the center of literature and practice from social work, psychology, psychiatry, other therapeutic disciplines, and educational contexts, it is still rarely acknowledged that its definitions and theoretical frameworks are rooted in a raced, classed, abled, gendered hegemony.

Clark (2016a, p. 2) highlights how in clinical and therapeutic contexts, the continual identification of marginalized people as “traumatized” has constructed a colonial power relation, in which there is a subject who requires intervention, support, and saving. In the school context, critical youth studies researcher Emdin (2016) has also pointed to a parallel dynamic that occurs between well-meaning educators with Indigenous young people and students of color. While simultaneously demonstrating their care for “at risk” students (who are predominantly students of color), professionals (who are predominantly white) downplay young people’s assets, multiplicity, and own cultural resources, and position themselves as “protectors” of the young people’s wellbeing. Clark points out how the statistics that invoke shock and horror associated with Indigenous children and young people’s trauma only strengthen these kinds of dynamics, justifying ongoing intervention and control. In the Australian context, Palawa scholar Walter (2016) points to the illusion of neutrality in numbers that are frequently wielded against Aboriginal and Torres Strait Islander communities, creating an intensively pervasive and readily available deficit discourse. Scholars such as Roestenburg (2010), Kirmayer et al. (2014), and Hogarth (2017), each situated across different settler-colonies, have articulated some parallels in how deficit discourse functions. In continually referring to Indigenous peoples only in relation to risk and vulnerability, and deflecting attention from ongoing material dispossession, the risk and vulnerability associated with these communities becomes naturalized, while structural factors are obscured. Through this lens, “vulnerable” individuals’ experiences of trauma can thus be understood as an unfortunate but natural consequence of the risk factors associated with their community. In the Australian context, Goenpul scholar Moreton-Robinson (2009) outlines the role that pathologization plays in these dynamics, where a white sovereign right to discipline “dysfunctional” Indigenous people are exercised in the name of virtue. Informed by Moreton-Robinson’s argument, Gilbey and McCormack (2018) articulated this “trick” of pathologization in relation to trauma:


“Through sleight of hand, like a master magician, they say, “Look over here,” as the deception happens while your eyes are averted. This is exactly what they were doing by “pathologising” and problematizing individual communities and people. This is the cloak of invisibility, because almost anything can be justified in the name of benevolence (p. 138).”
 



POSITIONING THIS ANALYSIS

Critiques of the dominant trauma paradigm have been led in particular by decolonial and critical race scholars and clinicians, and I center this body of literature for several reasons. In an effort to challenge the Eurocentric hegemony of trauma research, I privilege research conducted by First Nation scholars, Black scholars, and scholars of color, on issues impacting their own communities. As critical race theory has demonstrated, racism is not simply interpersonal prejudice or discrimination but occurs institutionally and systemically (Yancy, 2016; Delgado and Stefancic, 2017). Overt and covert forces of white supremacy and colonialism produce violence that occurs individually, collectively, and structurally, and is compounded by other forms of violence including ableism, classism, heteronormativity, patriarchy, and cissexism. These forces are rarely discussed in the dominant trauma literature. There have been calls to bring an explicit light to the presence of colonial structures within trauma practice, as well as in health care, research, and pedagogy more broadly. Public health experts in the Lancet medical journal have proposed that a focus on structural racism offers a material and achievable approach to increasing overall health equity and improving population health (Bailey et al., 2017). The impact of structural racism on health and education outcomes has been demonstrated not only in public health research (Paradies, 2016) but also in recent social and political uprisings against racial injustice taking place globally (Cave et al., 2020). Gipson et al. (2020) write, “Racialized violence and multi-contextual disparities are not new; however, they are swelled and this swelling has led to the current eruption of uprising.” Several music therapy scholars have emphasized that without a conscious and active view and understanding of ourselves as racialized people within historical, sociocultural, pedagogical, and academic contexts that have centered whiteness, we will perpetrate racism (Norris, 2019; Leonard, 2020; Thomas, 2020). Such a position calls into question whether we can simply move “past cultural stereotypes and biases” from within trauma-informed practice (Substance Abuse and Mental Health Services Administration, 2014, p. 11). As Thomas (2020) has highlighted, doing so requires us to examine the persistence of violence and harm that occurs in ways that are systemic, complex, and that we may be complicit in.

As a white, queer academic and clinician located on unceded Indigenous land in Australia, it is necessary to position myself as a beneficiary of structural power, and to activate my responsibility to understand and challenge how academic and health care institutions function in relation to colonial dynamics. While crucially informed by decolonial scholarship, my aim is not to “decolonize” trauma-informed care, or music therapy. I wish to make this point explicit, because this conceptual analysis comes at a point of palpable academic and institutional attention toward “decolonization” (Doharty et al., 2020). Within this context, I am mindful that efforts and agendas to “decolonize” that are assumed by white and non-Indigenous individuals, institutions, movements, and professions tend to be engaged with superficially. Often, these efforts are led in ways that not only attempt to reconcile settler guilt but also reinforce existing power dynamics (Tuck and Yang, 2012). White scholars have much to gain from adopting the language of decolonization, with very little accountability for adopting anything but the language (Dar et al., 2018).

The overuse, appropriation, and commodification of “decolonizing” discourse do not render decolonization any less urgent. Rather, it necessitates careful delineation of the difference between superficial engagement vs. genuine disruption and overturning of power structures (Doharty et al., 2020). Further, it requires a deep and genuine examination of whiteness and the practices of scholars who produce knowledge in ways that uphold white structures. As I outline below, existing critiques emphasize a need to better account for and respond to violence as it occurs in ways that are normalized, covert, or rendered inconsequential. By drawing together key arguments that challenge dominant, Eurocentric responses to trauma, I do not claim my arguments below as original, nor emerging. Rather, informed by these existing arguments, I seek to shift the trauma discourse in music therapy to focus on the conditions that enable trauma. I propose that in developing discussions informed by critical perspectives, music therapy not only has the potential to better understand and respond to trauma but also a unique role to play in shifting the current trauma paradigm.



TRAUMA UNDER NEOLIBERALISM AND THE PROBLEM WITH “RESILIENCE”

Trauma is ultimately understood within the dominant paradigm as an individual health problem. Vulnerability discourses can also be understood as a function of neoliberalism, concealing the social conditions in which trauma occurs, and placing responsibility on the individual. Because neoliberalism redirects social responsibility into individual responsibility, disadvantage can be converted into a consequence of weakness, personal failure, or incompetence. In designating vulnerability onto particular identity groups, structural violence can be transformed into personal responsibility through the use of compassion and care (McLaughlin, 2012). This invokes questions for those of us in the “helping” professions because it is our care and compassion for the most “at risk” groups that is mobilized. By vulnerabilizing people and the harm they have experienced, we focus only on the suffering of the individuals, rather than the systems that perpetuate harm. As an example, critical race scholars have pointed to a particularly problematic racialized dynamic in institutional contexts, where young Indigenous, Black, and people of color are expected to disclose their tales of harm and victimhood to white professionals, who consider themselves individually capable of “saving” these young people (Razack, 1998; Emdin, 2016).

Switching focus from client populations and onto the clinical and community workers ourselves, the notion of “vicarious trauma” is a relevant example to point to here. Significant attention has been paid to the transmission of trauma, vicarious traumatic stress, burnout, and compassion fatigue among therapists and community workers (Clements-Cortes, 2013; Fairchild, 2018; Downs, 2019). The literature even highlights how the creative arts therapies can be a resource for health workers in the face of burnout (Kacem et al., 2020; Reed et al., 2020). Again, however, I point to the ways in which these can be understood as individualized rather than collective struggles. For example, burnout in the trauma context is often conceptualized as arising from a therapist facing the limits of how much of their clients’ trauma they can hold and care for, before it begins to impact their own wellbeing. I am not querying the prevalence of exhaustion, frustration, and harm that health and community workers experience. Instead, I propose a broadening of the spotlight to reveal more than only the individual. I draw on Reynolds’ (2011) critique of burnout discourse, which emphasizes that the source of burnout is not the trauma that we perceive to reside in clients. Reynolds encourages therapists to look instead to the contexts of injustice in which our clients exist, and the conditions we work within that fail to protect people from harm. This expansion aligns with Ginwright (2018, p. 2), who articulates the limits of only focusing on the harm experienced by the individual, whereby “we only address half of the equation leaving the toxic systems, policies, and practices neatly intact.” In Ginwright’s “healing centered engagement” model, the adult professionals who attempt to heal and support young people are also supported through their workplace policies and organizational structures. Understanding burnout and potential trauma-relation dynamics from this particular widened context supports the therapists’ understanding of the therapeutic processes. Further, it develops our understanding of the dynamics between the therapist-client, the impacts of systemic structures on our health and wellbeing, and what is required for practice sustainability.

When responses to trauma locate harm only in individual psychology and physiology, resilience and “grit” discourse can be understood as yet another means of individualizing societal and systemic problems. Increasingly, across clinical and community contexts that aim to be trauma-informed, psychological concepts are used to justify the need for building young people’s resilience (Pollard, 2014). Rather than advocating for material change or transformation, young people who are marginalized by conditions of social inequality, such as racism, poverty, and violence, are expected to learn to adapt (Shaw et al., 2016). As such, the development of resilience is identified as a trait or competency that young people most impacted by systemic oppression are expected to develop (Brunila and Rossi, 2018). The rise of what Brunila (2012) terms “therapization” in education means that young people who are identified as “at risk” are provided with targeted interventions that seek to build their resilience in response to trauma. In what McLeod (2012) deems “psychologization,” psychology is provided as the answer to problems of social conditions. Summarizing the failure of the trauma paradigm to fully capture the impacts of historical trauma, Kirmayer et al. (2014) note how individual therapy is framed as the answer for collective healing. Within resilience culture, “grit” is encouraged and celebrated, emphasizing the individual’s hard work, adaptation, and success in spite of adversity. Saltman (2014) articulates the ways in which grit functions with young people in education contexts:

     ““Grit” is a pedagogy of control that is predicated upon a promise made to poor children that if they learn the tools of self-control and learn to endure drudgery, they can compete with rich children for scarce economic resources. Proponents of teaching “grit” contend that the poor are biologically and psychologically traumatized by poverty. The trauma of poverty, they argue, can be overcome through learned self-control and submission to authority within the school (p. 43).”
 

Through a reliance on resilience and grit as an antidote to trauma, the conditions under which harm occurs are obscured, and instead, children and young people are taught to adapt with tenacity and resourcefulness. In the education context, music has been identified as a potential site of resilience-building for “at risk” youth (Barrett and Bond, 2015), though Hess (2019) notes that music can both disrupt and reinforce a discourse of vulnerability. Songwriting and hip hop pedagogy have been used to actively challenge these discourses within music therapy (Thomas, 2020), and have been posed within music education contexts as a form of “counterstorytelling” (Pulido, 2009; Hess, 2018, 2019; Steele, 2020). This signifies an important departure point for this conceptual analysis. Seeking to move beyond promoting young people’s resilience, this dedicated field of critical education scholarship instead articulates the affordances of songwriting in fostering young people’s political agency and collective action (Hess, 2019), negotiating and challenging the ways in which they are racialized (Pulido, 2009; Steele, 2020), and as a culturally-affirming site for cultivating mental health (Emdin and Adjapong, 2018).



DISCUSSION

Music therapy offers transformative potential as a relational, embodied, and multidimensional sensory experience that can be deeply grounded in context (Rolvsjord and Stige, 2015) and culturally responsive (Norris, 2019; Moonga, 2020). In the remainder of this conceptual analysis, I outline an example of music therapy as a site in which to attend to the social conditions and power dynamics that enable and maintain trauma. The case example draws on a critical ethnography research project that I conducted to examine the role of group music therapy in exploring gender and power with young people in school (Scrine, 2018, 2019; Scrine and McFerran, 2018). In this research, the vast majority of the participants were considered to be “at risk,” and the subject of trauma arose regularly throughout the program itself, as well as in the ways staff described the young people during interviews. I will focus particularly on two of these groups in order to highlight two overarching potentials in music therapy: (1) in reframing perceived risk as a site for resistance and agency-building and (2) in constructing a space in which safety is not assumed, but consciously and continuously structured. I commence with a description of the context and the ways trauma was understood in the setting.


Case Example: South East College

The site of the research was South East College,1 a coeducational and multicultural government school located in a low socioeconomic area in the outer urban suburbs of Melbourne, Australia. During the research project setup, staff proposed that music could an effective way to build resilience within in the student community where there was high incidence of family violence, substance abuse, intergenerational poverty and unemployment, and intervention from Child Protection (Scrine and McFerran, 2018, p. 56). Interviews with welfare and teaching staff established that they did not believe that the students’ challenging behavior at school was a reflection of their inherent hopelessness, disobedience, or disengagement. Rather, it was understood to be a consequence of the trauma they experienced at home (Scrine and McFerran, 2018, p. 54). Alternatively, themes that emerged from interviews constructed the school as a place of care, neutrality, and safety (p. 78). Such narratives aligned with colonial ideals of institutional benevolence, where schools are seen to give young people “a better life,” and individual staff are seen to be capable of saving them (Emdin, 2016, p. 20).

One group consisted of 13-year-old boys2 who were referred to music therapy due to issues with violent behavior at school. The welfare team at South East College initially posed whether the music therapy program could focus on socioemotional goals for the boys’ “anger management” (Scrine, 2018, p. 101). Another group consisted of 14-year-old girls who were referred due to ongoing conflict between them, and the welfare team anticipated the music therapy program would function as a site to develop their relational skills and support a culture of respect and kindness between the girls (p. 92). Throughout the initial interviews with staff, there was a significant focus on the young people’s socio-cultural communities, experiences of poverty, and families as “risk factors.” Within this context, I identified a need to challenge the construction of music as a sanctuary for the young people to build resilience in the face of these perceived “risks”, or a psychoeducational opportunity to develop social/emotional competencies. Instead, I positioned music therapy as an opportunity to foster the young people’s own political agency.



Beyond Risk and Into Resistance

A common thread running through critical and decolonial trauma scholarship is the importance of highlighting agency and resistance over victimhood, and of connecting personal struggles to structural issues. In the case study context where the students’ social, emotional, and behavioral issues at school were understood to be a result of trauma and dysfunction, the music therapy group program did not focus on emotional regulation, nor an expectation that the young people should share their experiences of trauma in the group. Rather, informed by existing critical music therapy frameworks (Rolvsjord, 2010; Stige and Aarø, 2012; Baines, 2013), the group goals centered on building the young people’s agency, exploring power differentials, and repositioning their perceived vulnerabilities in relation to broader systemic forces (Scrine, 2019).

For the girls group whose members were involved in conflict regarding each other’s sexuality and relationships with their male peers at the school, this meant establishing a dynamic of solidarity between them. Throughout the program, we used music as a way to explore their relationships with each other in the context of gender and power. This approach was informed in particular by the body of work led by critical feminist scholars and youth practitioners who highlight the emancipatory potential in girls’ groups (for example, Brown, 2009; Clark, 2016b; Stanger, 2016; Renold, 2017; Showunmi, 2017). In the boys group, we explored expectations related to masculinity and emotion, as well as the deficit discourses they experienced in relation to race, class, and disability. Both groups drew on music therapy techniques including songwriting and improvisation to afford opportunities for the young people to connect their individual experiences to the structures and institutions that impacted their lives. During interviews, one of the participants described this as “actually talking about what happens in the real world” (Scrine and McFerran, 2018, p. 59). This was not an evasion of the trauma and violence the young people may have experienced in their homes, but rather an expansion to attend to the trauma of structural violence. Clark (2016b) articulates this shift from a trauma-informed approach to a violence-informed approach:


“A violence-informed and intersectional girls’ group locates the source of girls’ challenges within structural and systemic problems such as racism, poverty, sexism, and the intersections of these in their lives. We support the young women in healthy resistance to these problems, and in their efforts to move back into connection with themselves and others. We do this through a range of violence-informed strategies of naming, educating, and supporting healthy resistance strategies (p. 11).”
 

Interviews with the young people sought to articulate the way they understood the role of music therapy when adopting such an approach, which revealed three interrelated themes (Scrine and McFerran, 2018). First, the young people described relishing a space where their ideas about the broader structural forces that shaped their individual experiences were valued (p. 58). Second, the participants identified the music therapist’s role as unique in regard to the way power can be shared rather than weaponized (p. 60). Third, the young people pointed to the ways in which this approach had both emancipatory potential and complex consequences in the context of neoliberal schooling institutions (p. 61).



Beyond “Safe Spaces” and Into Structuring Safety

Notions of safety are often at the forefront of trauma literature. In this section, I draw particularly on the work of decolonial scholars and clinicians such as Clark (2016a, 2017) and Richardson and Reynolds (2014), who have urged clinicians to reconceptualize “safe spaces” in trauma work. Clark (2017) proposes that the way we understand “safety” in therapeutic and community spaces actually reinscribes power relations. Clark argues that for many clients in therapeutic spaces, dominant understandings of safety are irrelevant and harmful. In relying on the notion that clients can actually experience safety from violence, we reinscribe a Western perspective that situates trauma as a single, catastrophic event. In the music education context, Hess (2019, p. 7) eludes to “safe spaces” as all but a fantasy, especially given that most education and arts programs fail to consider who dictates safety, and for whom spaces are safe. For those who experience violence under policies and systems, and for whom trauma is collective, historical, and ongoing, critical trauma scholars propose new ways of understanding “relative safety.” This requires developing what Richardson and Reynolds (2014) describe as a practice of “structuring safety.”

Music therapists’ expertise exists at an intersection of clinical, relational, and musical skills that can be drawn upon when attempting to structure safety. One of the key distinctions that separates music therapy and other creative arts therapies from verbal therapies is that individuals shift from “subject” or “object” and into “active participant” (Ansdell, 2003; Rolvsjord, 2015; Norris, 2019). During interviews in the case example research, the participants described the benefits of music therapy in the context of trauma: “Kids might have trouble, saying what actually happens. So they might need to express it in a musical form” (Scrine and McFerran, 2018, p. 59). In addition to verbal counseling skills and an orientation that fosters clients’ strengths and resources, music therapists harness tangible elements of music such as pulse, tempo, and rhythm that can be continuously modified and shaped to provide structure and predictability. The systematic review by McFerran et al. (2020) provides the most relevant synthesis here, as the notion of safety appears in each of their four categories of approaches to music and trauma. Articles collected into the stabilizing category point to the mechanisms of regulation and the way prosodic stimulation can signal safety (p. 9). These theories are deeply intertwined with entrainment and synchronization theory. Many theoretical and practice disciplines explore and are informed by entrainment and the ways music can stabilize and synchronize auditory, motor, and emotional domains of human function. Indeed, in the trauma field, rhythmic stimulation is used as a form of regulation, both from a somatic psychotherapeutic perspective to make contact with dissociated experiences (Ogden and Fisher, 2015), and as a sensorimotor grounding tool to bypass unavailable cognitive processes (Hasler, 2017). However, music therapists can structure safety not only in a mechanical, functional, or behavioral sense by influencing the autonomic nervous system, but also by challenging power dynamics and ways the in which harm is replicated in therapeutic spaces.

If trauma is understood as a loss or devaluation of individual, cultural, or collective agency, structuring safety in therapeutic work requires developing a culture of consent between therapists and clients. Richardson and Reynolds (2014) propose that doing so requires a fundamental shift away from the assumption that professionals are entitled to hearing their clients’ stories, or that it is a client’s responsibility to bare their story in order to truly benefit from therapy. Fostering agency requires a continual navigation of consent, opportunities for clients to exercise choice and control, and for those choices to be validated and affirmed. When navigating disclosures of harm within a practice of structuring safety, Richardson and Reynolds urge therapists to strive for curiosity about the survivor’s acts of resistance against their suffering and oppression, rather than only seeking to evoke stories of their pain and victimization (p. 157). During one session of the girls group in the case example research, several of the participants disclosed experiences of sexual assault, and expressed that this form of violence was normalized in the school. A focus for the group then became documenting their resistance strategies, not only within their experiences of interpersonal violence, but within a school context and broader culture where such complaints are often dismissed or trivialized. As Clark (2017) emphasizes, acts of resistance should be witnessed and celebrated not only when they occur in contexts of interpersonal harm or abuse, but also when they oppose institutional forces. These practices actively challenge neoliberal forces that detach the individual from their context, obscure the role of systemic factors, and create identity-based “vulnerabilities.” Instead, they highlight the importance of recognizing the client’s whole self and broader community. Rather than assuming that any individual therapist has the capacity to create a space that is automatically safe, this shift prioritizes the resources brought by the client, locates the strengths of their community, and structures safety through consent, collaboration, and choice.

Notions of choice and control are central in music therapy, where the elements of music provide a framework within which choices can be made continuously, and contributions can be written, accentuated, repeated, re-mixed, and experimented with under the client’s direction. Because music therapy often involves the client participating in some form of creation, whether this is a playlist, an improvisation, or an original or existing song, there are repeating and ongoing opportunities for choice. Music therapists’ expertise lies in assessing where and how choices can be offered and highlighted, and scaffolding music-based experiences that are attuned to these needs. For example, a music therapist can recognize when a client may benefit from the opportunity to simply make a choice about which instrument to play during an improvisation, or which song to sing together. Or, they may facilitate an entire songwriting and recording experience which offers abundant opportunities for choice, structure, and externalization. During improvisation, a therapist can highlight the client’s musical motif by playing it back with greater volume or at a slower tempo, or provide a steady, predictable accompaniment for the client to improvise over and return to. During interviews in the research project, one of the participants in the girls group summarized the concept of safety in music therapy:


“It didn’t feel like we had to, but you were like, asking. So if we wanted to tell you, we did tell you. And I think it was because we were together, and you asked us questions and we were talking and stuff… because normal space, normal classroom, you just walk past each other. But we was just doing it, just there. And we were writing stuff down, and making music and stuff” (Scrine and McFerran, 2018, p. 61).
 




CONCLUSION

There is a range of scholarship that points to the value of music in a shifting trauma paradigm. Trauma research in music therapy has predominantly focused on ameliorating symptoms, working from a strengths-based orientation, and the relational, embodied, and multisensory potentials of music. This literature has emphasized the potentials of music in bypassing cognitive activity to stimulate primary structures within the limbic system, as well as in fostering relational competencies, attunement, and healthy parts of the self. However, there have been recent prompts for music therapists to consider the social conditions that enable trauma, and a dedicated body of research encouraging all practitioners to attend to the power relations inherent in the ways we identify particular communities of young people as “traumatized” or “at risk.” As critical and decolonial trauma scholars have noted, the dominant trauma paradigm has the potential to further perpetuate harm, and does so through assigning vulnerability, reinscribing colonial power dynamics, and reinforcing individual responsibility. These perspectives tie together a body of work that challenges “trauma-informed” practices that prioritize individualized clinical interventions, assume that safety can be guaranteed, and obscure the role of systemic injustices. Within music therapy, there are pre-existing frameworks that seek to locate people in context and connect personal struggles to broader systemic and institutional forces, though thus far, these have not been the focus of trauma research. Drawing on case study research, I have outlined two overarching potentials for music therapy within a shifting trauma paradigm.

First, music therapists can actively challenge discourses of risk and instead foster young people’s resistance and collective consciousness-building. In contexts where young people are positioned as vulnerable, dysfunctional, and in need of intervention and regulation, a “violence-informed” approach locates the source of the young people’s challenges within the intersections of a range of systemic issues (Clark, 2016b). Music therapy practices such as group songwriting can function to name these broader forces, document healthy resistance strategies, and reposition young people as political agents. An example of this repositioning in the case study provided was the “girls group.” Initially posed as a psychoeducational opportunity for the young people to develop their relational skills, the girls group instead was a site in which they explored their conflict and experiences of violence in the context of broader cultures of misogyny and sexual violence.

The second overarching potential for music therapy within trauma work with young people lies in moving away from the assumption of safe spaces, and into practices of structuring safety. The young people in the research described the capacity of a music therapist working from a violence-informed approach to share power and hold space, and they saw music therapy as a site in which their reflections and responses to the structural inequalities that shaped their lives were taken seriously. This is a journey away from power relations that position individual professionals as entitled to young people’s trauma stories (Richardson and Reynolds, 2014) or capable of “saving” them (Emdin, 2016). In structuring safety, practitioners continuously navigate consent, create opportunities for clients to exercise choice and control, and remain curious about their acts of resistance in the face of oppression. Music therapy offers powerful potential here as individuals move from subject or object and into an active participant. At music therapists’ disposal lies not only the elements of music that afford structure, predictability, and flexibility, but also infinite opportunities to offer choice and control, which are crucial in cultivating a culture of consent between therapist and client.

The benefits of music for those impacted by trauma can extend beyond “building resilience.” This is significant, because when prioritized as a competency in settings that lack a willingness or capacity to name forces of systemic oppression, “resilience” can function to serve neoliberal ideologies and a pedagogy of control. By locating trauma only in people’s minds and not in the institutions, policies, and systems that create conditions for harm, responsibility is placed on the individual to adapt and survive. Where music and the arts in general are assumed to be safe havens and sanctuaries detached from trauma and harm, we fail to recognize the power dynamics inherent in these spaces. Music can and should be understood as a tool through which to actively name and respond to these dynamics. When harnessing the affordances of music, while responding to power relations as they occur within and beyond therapeutic spaces, music therapists have a powerful role to play in shaping the future of trauma work that is more critically informed and truly responsive.
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Growth mindset is an important aspect of children’s socioemotional development and is subject to change due to environmental influence. Orchestral music education may function as a fertile context in which to promote growth mindset; however, this education is not widely available to children facing economic hardship. This study examined whether participation in a program of orchestral music education was associated with higher levels of overall growth mindset and greater change in levels of musical growth mindset among children placed at risk by poverty. After at least 2 years of orchestral participation, students reported significantly higher levels of overall growth mindset than their peers; participating students also reported statistically significant increases in musical growth mindset regardless of the number of years that they were enrolled in orchestral music education. These findings have implications for future research into specific pedagogical practices that may promote growth mindset in the context of orchestral music education and more generally for future studies of the extra-musical benefits of high-quality music education.
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INTRODUCTION

Poverty and racism create gaps in opportunities for children to acquire the skills they need for success in school (Duncan and Brooks-Gunn, 2000). Recently, researchers have begun to explore the potential for growth mindset—the tendency to view one’s abilities as malleable rather than fixed (Dweck, 2009)—to serve as a protective factor that mitigates the effects of poverty and racism on school success (Claro et al., 2016). Students with a growth mindset tend to exhibit higher levels of school achievement over time, even after accounting for initial ability levels (Blackwell et al., 2007). This may be attributable, in part, to the fact that children with a growth mindset are more likely to respond to challenge with persistence and strategy shifting rather than giving up (Hong et al., 1999).

Persistence may be particularly important for children placed at risk by poverty and racism, given that these children are more likely to face challenges over the course of their development (Yoshikawa et al., 2012; Claro et al., 2016). Unfortunately, the risks associated with poverty and racism threaten not only opportunities for children to learn specific academic concepts (e.g., the scientific method) but also opportunities to develop the broader cognitive skills that undergird school success, including persistence in the face of challenge (Evans et al., 2005; Ackerman and Brown, 2010). Poverty-related instability and chaos, for example, have been linked to learned helplessness (Evans et al., 2005) and a lack of persistence in the face of challenge (Brown and Low, 2008). These threats to growth mindset underscore the importance of creating and sustaining different opportunities to support its development among children facing economic hardship. The present study examines the possibility that orchestral music education may promote growth mindset among children placed at risk due to poverty.


Growth Mindset

The past 20 years have witnessed the growing acknowledgment of the importance of children’s socioemotional development (Zins et al., 2004), a broad term that includes decision making, interpersonal skills, and intrapersonal skills such as beliefs about oneself (Collaborative for Academic Social and Emotional Learning, 2019). These beliefs include the extent to which one’s own abilities are malleable, also referred to as one’s mindset. At one end of this continuum of mindsets is growth mindset or the view that one’s abilities can improve with effort and grow over time (Boylan et al., 2018); at the other end of the continuum is fixed mindset (Dweck et al., 1995) or the view that these abilities are stable (Dweck, 2009) and unlikely to improve with effort (Boylan et al., 2018).

Children who possess a growth mindset believe that the harder they work at something, the better they will be at it (Mrazek et al., 2018). Accordingly, they tend to choose more challenging tasks (Dweck and Leggett, 1988; Blackwell et al., 2007), view setbacks as opportunities to learn and improve (Davis, 2016; Burnette et al., 2018), and exhibit persistence and strategy shifting in the face of challenges (Hong et al., 1999). In contrast, children with a fixed mindset tend to choose easier tasks that allow them to demonstrate their current competence (Hong et al., 1999) and tend to give up more easily when confronted with challenges (Burnette et al., 2018). Not surprisingly, research suggests that, ultimately, children with a growth mindset academically outperform their peers who hold a fixed mindset, even when those children exhibit similar initial levels of achievement (Blackwell et al., 2007; Fraser, 2018).

Although mindset is sufficiently stable to be considered an aspect of personality, it is also dynamic across situations and malleable over time. Situational cues can lead children to adopt a growth orientation within a given context. Over time, repeated exposure to these cues can instantiate a growth mindset (Sternberg, 2005; Fraser, 2018). It is not surprising that the presence or absence of these cues in children’s school environments has been linked to individual differences in growth mindset (Dweck et al., 2014), given the amount of time children spend in educational environments. Extra-curricular activities have long been recognized as an important part of these environments (cf., Mahoney, 2000), and elements of different forms of extra-curricular arts education, in particular, may serve as an important context for the promotion of socioemotional development (Goldstein et al., 2017). One extra-curricular art education environment that may be an especially fertile ground for fostering children’s growth mindset is orchestral music education.



Orchestral Music Education as a Context for the Development of Growth Mindset

The possibility that music education might promote extra-musical benefits is a controversial one. In general, the claims for the extra-artistic benefits of music and arts education have outpaced the evidence from rigorous research studies to support those claims (Hetland and Winner, 2001; Sala and Gobet, 2017). Many studies, for example, have employed strictly correlational designs, and the apparent relations between music education and extra-musical outcomes may be attributed to selection effects (e.g., smart children are more likely to pursue music lessons; Schellenberg, 2011), yet a growing body of evidence suggests that high-quality music and arts education may offer social–emotional benefits (Menzer, 2015) by training “habits of mind,” such as persistence in the face of challenge (Winner and Hetland, 2008). For example, in their “Studio Thinking Project,” Hetland and colleagues demonstrated that persistence was among the habits of mind potentially developed by intensive training in creating visual arts (Hetland et al., 2007).

Although no study of which we are aware has examined the possibility that orchestral music education may promote children’s growth mindset, the process of learning an instrument includes a number of structural features that have been found to promote a growth orientation, as does the process of learning an instrument in an orchestral context. As Hallam et al. (2012) noted, learning an instrument is not a single task but rather a series of successive tasks, each of which must be mastered according to a series of recursive steps. The student’s first step in mastering any of these tasks is to make an initial attempt: to try, for instance, to play a D-major scale for the first time. In doing so, the student identifies the specific challenges that they must overcome on route to mastery. For example, the first time they play a D-major scale, many students learning a woodwind instrument are likely to play a C-natural rather than a C# because in the G-major scale (the one they are most likely to have learned prior to D-major) C-natural should be played.

Having identified the challenge, the student must overcome it through the application of effort. The most straightforward approach is simple repetition, but it is also the least efficient (Hallam, 2001b). More experienced musicians employ more strategic approaches, such as focusing their practice on the aspect of the challenge that they find most difficult (Hallam, 2001a; Rotjan and Nicholson, 2020). As others have noted, in addition to setting challenges, one of the essential roles played by a music teacher is to scaffold these more strategic approaches to overcoming them (Rosenshine et al., 2002; McPherson, 2005). Having mastered the D-major scale, the student will turn to learning another major scale. A student learning a woodwind instrument will most often move in order to a scale with three sharps (A-major), then four (E-major), then five (B-major), and so on. The example of learning the major scales illustrates another structural feature of learning an instrument that may promote growth mindset: the challenges are sequential in that they occur in order of increasing difficulty, which allows children to monitor their progress toward mastery over time (Chronister, 2005; Pace and Lyke, 2011; Pike, 2013). They are also open-ended (Hallam et al., 2012): after learning the 12 major scales, the student will move on to learn the 12 natural minor scales, then the harmonic minor scales, then the melodic minor scales, and so on. As this example makes clear, mastering scales occurs over the course of years, and it is but one set of tasks entailed in learning an instrument.

In the context of orchestral music education, the conductor assumes many of the responsibilities of the teacher, setting specific and sequential challenges through the selection of repertoire and scaffolding strategic approaches by which the student ensemble can overcome those challenges (Goss, 2012; Alemán et al., 2017). The challenges remain open-ended—there is always more difficult repertoire to learn—but, in contrast to the individual pursuit of an instrument, they are also collaborative in that they must be overcome by groups of students working together in synchrony (Biasutti, 2013; Fasano et al., 2019). While group effort is, by definition, a feature of ensemble playing, its role is highlighted in the tradition of Sistema-inspired music education, which emphasizes the importance of every member of the ensemble to its collective success, regardless of their current level of proficiency (Alemán et al., 2017).

Prior research has linked each of these structural features of orchestral music education to improvements in children’s growth mindset. Presenting children with clear but appropriately challenging tasks may foster their growth mindset (Dweck et al., 2014); so too may sequential challenges that feature subsidiary goals against which a student can gauge their progress (Grant and Dweck, 2003). The open-ended nature of these challenges affords a practically inexhaustible supply that ensures another specific, sequential challenge will always be available. Prior research has also demonstrated that overcoming collective or corporative challenges is associated with higher levels of growth mindset (Matsui et al., 1987). One explanation for this association is that cooperative challenges may be more motivating for children (Johnson et al., 1981; Roseth et al., 2008). Another is that working cooperatively with peers may make goals seem more attainable than if those goals had to be pursued on one’s own (Matsui et al., 1987).

If we assume that orchestral music education can shift students’ mindsets to a growth orientation, a question remains about the domains in which that shift might be observed. The more conservative expectation would be that shifts in growth mindset would be confined to the context of the orchestra and perhaps musical endeavors more generally, that is, a student may increasingly come to see their abilities as a musician as subject to change. If experience with a particular music program led students to demonstrate greater growth mindset in terms of other musical endeavors, it would be an example of “near transfer.” A bolder expectation would be that gains in students’ musical growth mindset would prompt corresponding changes in students’ overall mindsets, such that orchestral music education could be said to have achieved “far transfer” where growth mindset was concerned (Barnett and Ceci, 2002). While this is an exciting possibility, the extant empirical literature attests to the difficulty of demonstrating far transfer of skills developed via music and arts programming (Hetland and Winner, 2001; Sala and Gobet, 2017).



Access to Orchestral Music Education

Unfortunately, for many students in the United States, these questions are moot, given that the opportunity to learn to play an orchestral instrument is distributed unequally as a function of students’ income. Across the United States, less affluent students are more likely to attend schools where the positions of arts educators never existed (Abril and Gault, 2008) or have been eliminated (Parsad and Spiegelman, 2012), and it is these same students whose families are disproportionately unlikely to be able to purchase private instruction on the open market (Southgate and Roscigno, 2009; Duncan and Murnane, 2015). For lower-income families, the barriers to learning to play an orchestral instrument may be especially steep; purchasing or even renting a student model of a string instrument can cost hundreds of dollars, and borrowing instruments from a school is often only possible at the small set of schools serving less affluent families that nevertheless offer string instruction (Smith, 1997). As noted above, given the disproportionate challenges they face, growth mindset may be especially important for children in poverty. Therefore, if orchestral music education can indeed promote growth mindset, restricting access to that education on the basis of income may deny these children a particularly salient support for their development.

Many community music programs throughout the United States were founded, in part, to extend access to music education to less affluent students. More recently, programs inspired by Venezuela’s El Sistema model of orchestral music education have proliferated, and many of these programs have made providing orchestral music education to students who would otherwise not be able to afford it as a core component of their mission. A small number of studies have found that children enrolled in these programs realize benefits in a number of domains, including musical proficiency (Ilari et al., 2016), academic achievement (Holochwost et al., 2017), and executive functions (Holochwost et al., 2017; Sachs et al., 2017). However, no study of which we are aware has investigated whether participation in an El Sistema-inspired program of music education is associated with higher levels of growth mindset, and as such, no study has examined whether changes in musical growth mindset are domain-specific or whether they might transfer to general or overall growth mindset.



Current Study

In the current study, we assessed growth mindset among students participating in one of 12 El Sistema-inspired programs of music education in the United States and their peers over the course of an academic year. We anticipated that students who were enrolled in an El Sistema-inspired program of orchestral music education would exhibit higher levels of overall growth mindset at the end of the academic year than their peers who were not enrolled in one of these programs. Moreover, we hypothesized that among students enrolled in an El Sistema-inspired program, levels of musical growth mindset (growth mindset in the domain of music) would increase significantly over the course of the program year.



MATERIALS AND METHODS


Participants

Data were collected from a demographically diverse sample of 497 students (57% female) in the United States over the course of 2 consecutive academic years. Students in cohort 1 participated in the study during the 2015–2016 academic year, whereas students in cohort 2 participated in the following academic year (2016–2017). Therefore, each student’s participation in the study lasted for one academic year. At the time of their participation in the study, 62% of students had been enrolled in one of 12 El Sistema-inspired programs of music education for 1 (24%), 2 (17%), or 3 years (21%); comparison group students were recruited from the same schools and grades attended by the students in the programs. All students were in grades 3–5; the average age of the students was 10.2 years (SD = 1.05; see Table 1).


TABLE 1. Distribution of enrolled and unenrolled students by gender, ethnicity, and age.

[image: Table 1]Our memoranda of understanding with the El Sistema-inspired programs and their host schools prevented us from collecting individual-level socioeconomic data about the participating students’ families. However, all but two of the 12 programs included in the study had income eligibility guidelines that required most or all of the families they served to be of low income. Moreover, as shown in Table 1, over 90% of the sample were non-White, and over 60% of the participants were children of color (African American or Latino/Hispanic). In the United States, children of color are disproportionately likely to be from families living in poverty (Semega et al., 2020). Finally, all the of 12 programs in the study were located in areas with elevated levels of poverty. In 2019 (the most recent year for which data are available), the poverty rates in these areas ranged from 13.2 to 28.0%, with an average rate of 20.0%, which was nearly twice the national rate of 10.5% for the same year (Semega et al., 2020).



Procedures

To be included in the study, El Sistema-inspired programs were required to offer instruction on an orchestral instrument to students in grades 3–5 (though they could serve students outside of this age range) and to offer that instruction weekly for a portion of the school year. The number of minutes of instruction per week and the number of weeks per year that instruction was offered varied, but on average, the programs offered 231.1 h of instruction per school year (SD = 105.1). All but two programs offered over 100 h of instruction per year, with hours of instruction offered by these programs ranging from 136 to 330. At each program, instruction was provided by teaching artists in a combination of small-group (string section) and large-group (orchestra) settings. One program, which was integrated into a music-focused charter school, offered instruction during the school day; the remaining programs took place after school.

At each program, a liaison was chosen in consultation with the study’s principal investigators and trained to lead data collection. Therefore, the liaison served in the role of a research assistant but was an employee of the program. The liaison was provided with a procedures manual as part of their training, which included a script to use when administering the measures. All students (those in one of the programs and those in the comparison group) completed the measure of overall growth mindset (see below) within 2 weeks of the beginning of the program year and again within 2 weeks of the end of the program year. Students enrolled in a program also completed the measure of musical growth mindset just after completing the overall growth mindset measure.

These procedures were approved by the Institutional Review Board of Bard College, of which the Longy School of Music is a part.



Measures

Students’ overall growth mindset was assessed using a variant of the six-item measure developed by Dweck and colleagues, which has been demonstrated to exhibit both concurrent and predictive validity in numerous prior studies (Hong et al., 1999; Blackwell et al., 2007; Dweck, 2009). The measure was adapted to simplify the language, replacing terms such as “intelligence” with “smart” and “significantly” with “a lot,” and four additional items were added to the measure. All items were answered on a four-point scale (1 = not true, 4 = very true), and five items were worded so that lower scores were indicative of higher levels of growth mindset. Musical growth mindset was assessed using a parallel measure that replaced terms about intelligence with terms assessing musical aptitude. For example, the item from the overall growth mindset survey that read “You can learn new things, but you can’t really change how smart you are” became “You can learn new pieces of music, but you can’t really change how good you are at music.”

These measures were piloted in the academic year prior to the first cohort of students’ participation in the study, with a sample of 161 students recruited from 6 of the El Sistema-inspired programs that subsequently participated in the study. Students in the pilot study were of the same ages (mean age = 10.1 years, SD = 1.10 years) and similar demographic composition to those who completed in the full study: 59% of the pilot participants were female, and 22.2% were identified as African American, 42% as Latino/Hispanic, 6% as Asian/Pacific Islander, 10% as White, 7% as mixed, and 4% as other. The adapted overall measure of growth mindset displayed acceptable internal consistency (α = 0.83), and, although the mean was high (3.10), there was good variability about the mean (SD = 0.67) and minimal evidence of skew (G1 = −0.37, SE = 0.20). The measure of musical growth mindset, which was administered only to the subset of 72 students enrolled in an El Sistema-inspired program, displayed similar properties (α = 0.80, M = 3.14, SD = 0.62, G1 = −0.32, SE = 0.29). Scores on the overall and musical growth mindset measures were correlated [r(62) = 0.60, p < 0.001], suggesting that these two measures assessed related but distinct aspects of the common underlying construct of growth mindset.

Based on these pilot results, composite pre-program (α = 0.80) and post-program (α = 0.82) growth mindset scores were calculated as the mean of items (following reverse coding of appropriate items) for all students who answered at least 9 of the 10 questions. Parallel procedures were followed to calculate composite pre-program (α = 0.78) and post-program (α = 0.84) musical growth mindset scores. Composite overall and musical growth mindset scores were correlated at the pre-program [r(199) = 0.55, p < 0.001] and post-program [r(198) = 0.60, p < 0.001] assessments (see Table 2).


TABLE 2. Descriptive statistics for and bivariate correlations among age and pre- and post-program measures of overall growth mindset and musical growth mindset.
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Data Analysis

Data analysis was conducted in three steps. In the first preliminary step of data analysis, we examined: (1) whether pre-program overall growth mindset scores differed by group, (2) the distribution of post-program overall growth mindset scores, (3) the relation between demographic characteristics (gender, ethnicity, and age) and post-program measures of overall and musical growth mindset, and (4) the patterns of missingness for the growth mindset measures. This final stage in the preliminary analyses was accomplished by regressing missingness for the post-program measures of overall and musical growth mindset (coded dichotomously) on demographic characteristics, program enrollment, or pre-program measures of growth mindset (see Jelicic et al., 2009). In the second step, we specified and tested a multilevel linear model in which post-program levels of overall growth mindset were estimated as a function of the number of years students had been enrolled in the program while controlling for pre-program overall growth mindset and relevant covariates. This model accounted for the hierarchical structure of the data, in which students were nested within program sites. In the third and final step of analysis, we specified and tested a multilevel linear model that examined whether musical growth mindset scores changed over time. In this model, time of measurement (pre-program and post-program) was nested within student, while students were nested within program sites, and the focal predictor was time rather than the number of years students were in the program.



RESULTS


Preliminary Analyses

Table 2 displays descriptive statistics for and bivariate correlations among student age and scores on overall and musical growth mindset measures administered prior to and following the program. Students enrolled in a program exhibited slightly higher pre-program overall growth mindset scores. The magnitude of this difference was equivalent to 0.08 SD (Mdiff = 0.04/SD = 0.52) and therefore required that pre-program scores be included in subsequent models to satisfy the requirements of baseline equivalence. Post-program overall growth mindset scores were distributed in an approximately normal fashion, though there was some evidence of negative skew that was not attributable to outliers (G1 = −0.42, SE = 0.12). A similar distribution was observed for post-program musical growth mindset scores (G1 = −0.55, SE = 0.15), though in this case one outlying score was Winsorized to the next lowest score that was not an outlier.

While gender was not related to post-program overall (p = 0.643) or musical growth mindset scores (p = 0.790), ethnicity was related to overall growth mindset scores [F(6, 434) = 5.88, p < 0.001]. African American students reported significantly lower levels of overall growth mindset than their peers identifying as Latino/Hispanic or Asian/Pacific Islanders. Missingness of post-program musical growth mindset scores was not related to gender, ethnicity, age, program enrollment, or pre-program musical growth mindset scores. Missingness of post-program musical growth mindset scores was related to age [Wald(1) = 7.05, p = 0.008], such that older students were more likely to be missing these scores. Therefore gender, ethnicity, and age were included as covariates in models estimating overall growth mindset, given that the distribution of enrolled and unenrolled students differed by gender (at a level approaching significance), ethnicity, and age and that ethnicity was related to overall growth mindset scores. Age was included as a covariate in the model estimating musical growth mindset.



Model Specification and Testing


Overall Growth Mindset

A random-effects ANOVA was estimated to partition the variance in post-program growth mindset scores into portions attributable to program factors (2.9%, p = 0.112) and child factors (97.1%, p < 0.001). Post-program overall growth mindset scores were estimated for the ith child in the jth program according to the following equation:
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wherein pre-program growth mindset is a continuous variable and gender, ethnicity, and years are categorical variables. The variable years had four levels, corresponding to the number of years a student had been enrolled in the program (with a value of zero corresponding to students who were not enrolled in the program).

The specific contrast between students who were not enrolled in the program (years = 0) and those who were [years = (1, 2, 3)] was not significant (p = 0.900), indicating that there was no difference in post-program overall growth mindset scores between students who were enrolled in the program and those who were not. However, the omnibus test of years (i.e., the type III test of fixed effects) indicated that there were significant differences in post-program growth mindset scores as a function of students’ years of program enrollment [F(3, 376) = 3.10, p = 0.027]. Tukey-adjusted contrasts indicated that, although there was no significant difference in post-program growth mindset scores between students who had been enrolled in the program for 1 year and those who had not been enrolled in the program, students enrolled in the program for 2 years exhibited significantly higher post-program growth mindset scores than students enrolled for 1 year or no years. Similar differences were observed between students who had been enrolled for 3 years and those enrolled for 1 year or no years (see Figure 1).
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FIGURE 1. Post-program overall growth mindset scores by years of student enrollment. Note that the brackets indicate significant Tukey-adjusted contrasts (∗p < 0.05), and d values correspond to effect sizes calculated by dividing the difference in the model-implied estimates for each pair of groups by the pooled standard deviation of pre-program overall growth mindset scores.




Musical Growth Mindset

Given that measures of musical growth mindset were collected only from students enrolled in a program, our model was parameterized so that the ith time of measurement was nested within the jth student, who was nested within the kth program. A random-effects ANOVA was estimated to partition the variance in post-program growth mindset scores into within-child (42%, p < 0.001), between-child (54%, p < 0.001), and between-program (3.9%, p = 0.064) portions. Musical growth mindset scores were estimated for the ith timepoint for the jth student enrolled in the kth program according to the following equation:
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wherein time is a categorical variable with two levels: 0 = pre-program and 1 = post-program.

The parameter estimate for time was statistically significant and positive [B = 0.09, t(272) = 3.02, p = 0.003], indicating that musical growth mindset scores increased over the course of the program year. Model-implied estimates indicated that, on average, pre-program score was 3.16 (SE = 0.03), while post-program score was 3.25 (SE = 0.03), corresponding to an effect size of d = 0.32. To examine whether the degree of residualized change in musical growth mindset scores varied as a function of the number of years students had been enrolled in the program, the model specified in Eq. 2 was re-estimated after introducing the interaction between time and years. As in Eq. 1, the variable years was a categorical variable but, in this case, had only three levels, given that comparison-group students did not complete the musical growth mindset measure. The parameter estimate for the interaction term was not significant (p = 0.190).



DISCUSSION

The prospect that orchestral music education might promote growth mindset is both exciting and controversial. It is exciting because growth mindset matters for all children and particularly for those who face the risks associated with poverty and racism that inculcate cognitive (Bolland, 2003) and neurophysiological (Evans, 2003) patterns of learned helplessness. However, it is also controversial because claims about the ancillary benefits of music and arts education have often failed the test of rigorous empirical research (Hetland and Winner, 2001; Sala and Gobet, 2017). The present study was designed as a robust test of whether participation in an El Sistema-inspired program of orchestral music education might predict significantly higher levels of overall growth mindset and increases in musical growth mindset among children at risk.

As hypothesized, we found that participation in an El Sistema-inspired program of orchestral music education was associated with higher levels of overall growth mindset. After controlling for key demographic variables and initial growth mindset scores, students participating in a program showed higher levels of growth mindset than their peers who did not participate. Although this finding is consistent with a growing body of evidence that high-quality and intensive music education programs may be linked to extra-musical benefits (Menzer, 2015), this is the first study of which we are aware to reveal an association between music program participation and enhanced growth mindset. Furthermore, within this overall association, we observed a dose–response effect: Only students who had been enrolled in the El Sistema-inspired program for 2 or 3 years exhibited higher year-end levels of overall growth mindset than their peers who did not participate. The scores of students who had been enrolled for a single year were not significantly different from those of the comparison group. This is consistent with findings suggesting that certain extra-musical benefits of music and arts programming may emerge over time and with accumulated exposure [see, for example, Brown et al. (2017)].

Our analyses also supported the hypothesis that participation in the El Sistema-inspired program would be associated with higher levels of musical growth mindset. In fact, students in the program for 1 year did exhibit significant increases in their musical growth mindset as did students who were in the program for 2 or 3 years. Moreover, bivariate correlations suggested that musical growth mindset was associated with overall growth mindset. This pattern of results suggests an intriguing possibility: for the reasons outlined above, orchestral music education may be a fertile context for the development of growth mindset. However, the rate at which these changes take root may differ by domain. Orchestral music education may first affect changes in musical growth mindset, achieving near transfer to a domain that is proximal to the experience of music education itself. Far transfer to the more distal domain of overall growth mindset may take longer to occur. Whereas, the literature on the extra-musical benefits of music education has often distinguished between the reasonable possibility of near-transfer and more unlikely possibility of far transfer (e.g., Sala and Gobet, 2017), the present findings suggest that this distinction may be at least, in part, an artifact of dose. The fact that students in the program for 1 year demonstrated increases in musical growth mindset but those in the program for 2 or 3 years demonstrated higher levels of overall growth mindset suggests that near-transfer may precede far transfer and that the latter may indeed be attainable upon sufficient dose.


Limitations and Directions for Future Research

As appealing as this possibility is, it is at this point just that—a possibility. In order to examine whether change in musical growth mindset predicted subsequent change in overall growth mindset, a longitudinal design spanning multiple years would be required. This design would also reduce the potential for differential attrition to bias our results with respect to overall growth mindset. The finding that students who were in the program for 2 or 3 years exhibited higher levels of overall growth mindset at year-end may be attributable, in part, to the possibility that students who remain in the program for 2 or 3 years have higher levels of growth mindset before beginning musical instruction. While we controlled for levels of growth mindset collected at the beginning of the program year, for students in the program for 2 or 3 years, this data point did not coincide with their levels of overall growth mindset prior to enrolling in the program.

This possibility underscores one limitation of our study: the inability to draw causal inference. Students in our study (or possibly their families) self-selected to participate in an El Sistema-inspired program. It is, therefore, possible that students with higher levels of overall growth mindset chose to pursue musical study or that parents who engage in behaviors that are more likely to foster growth mindset chose to have their children participate in a program. Two features of the present study—its quasi-experimental design and the fact that we controlled for initial levels of overall growth mindset—minimize this possibility but cannot eliminate it. Therefore, a longitudinal design that incorporated random assignment would be the preferred design to employ in future research, and to the extent that this design included an active control condition (in which children were engaged in a set of other structured activities), it would allow for the possibility of isolating the specific effect of music education on growth mindset.

While not a limitation per se, it is also important to note that our sample was comprised entirely of students from the United States. This means that key components of the context in which the El Sistema-inspired programs included in the study operate may not be found in other countries. For example, although extra-curricular arts education programs are at least partially subsidized by the government in much of the developed world, in the United States, they are funded primarily through donations from individuals, corporations, and private foundations. As a result, disruptions in revenues due to economic events (such as the 2008 recession) can undermine the capacity of these programs to provide continuous instruction. Thus, the context in which orchestral music education occurs in the United States may differ from the context in which it occurs in other countries, just as the broader context in which development unfolds differs. These differences may together restrict the generalizability of the findings reported here to children raised in other countries and contexts.

The final limitation of the present study is its emphasis on the structural, rather than the pedagogical, features of orchestral music education. As we noted above, all the programs included in our study shared certain structural features, such as a combination of small- and large-group instruction. Some of those structural features may foster students’ growth mindset, and some of those features—such as placing students in orchestras at an earlier point in their musical development than is generally the case and emphasizing sectional and full-ensemble rehearsals over private instruction—may be particularly effective in fostering growth mindset by offering opportunities to pursue corporative goals. However, at this point, emphasis must be placed on may—while these structural features of orchestral instruction may imbue it with the potential to foster growth mindset, whether that potential is realized is undoubtedly influenced by the approach to teaching employed by a particular program or instructor. All else being equal, a program that instilled an ethos of cooperation and ensemble achievement among its students would be more likely to maximize opportunities to overcome corporative goals than a program that encouraged competition and focused on the success of some students to the exclusion of others.

Perhaps the most important aspect of pedagogy as it relates to growth mindset is the nature of the feedback teachers provide to students. Making mistakes is an essential part of learning an orchestral instrument. If a teacher works with a student to acknowledge and reflect on their mistakes in way that focuses on the potential for improvement, it can foster that student’s growth mindset (Davis, 2016), but it is just as important that a teacher is mindful of the praise they provide to a student when they perform well. In a seminal study by Kamins and Dweck (1999), generic, person-focused praise (e.g., “You are a good student”) following success fostered helplessness in response to a subsequent mistake. Therefore, praise that emphasizes innate ability or talent is a double-edged sword: while the student may welcome being told that they are “a natural” when they perform well, when they inevitably struggle, they may wonder if that talent has somehow evaporated (Davis, 2016). This, in turn, may make a student wary of trying more challenging pieces or excerpts, ultimately inhibiting their progress as a young musician (Mueller and Dweck, 1998; Kamins and Dweck, 1999; Cimpian et al., 2007). For these reasons, praise that emphasizes effort and persistence is more likely to foster a growth mindset (Cogdill, 2014). Given the relation between teacher feedback and students’ growth mindset, it is very likely that the association between orchestral music instruction and growth mindset is moderated by teacher behavior (and by the behavior of the conductor as well).

Therefore, a clear direction for future research is to observe and codify teacher behaviors so that their interaction with the context of orchestral music education in promoting growth mindset can be better understood, a direction we have begun to pursue. In a recent round of data collection, we were able to observe and code teacher behaviors at two of the programs included in the study reported here, programs that are widely acknowledged as leaders within the field of Sistema-inspired orchestral music education. These observations revealed that teachers’ feedback to students featured high levels of language about the value of effort and persistence (Wolf et al., 2019). Perhaps not coincidentally, students who attended these programs exhibited some of the largest gains in both musical and overall growth mindset, a preliminary finding that speaks to the importance of conducting research into the prevalence of pedagogical practices known to foster growth mindset in the context of orchestral music education.



CONCLUSION

In spite of its limitations, this study makes a contribution to literature. It is the first to demonstrate an association between orchestral music education and growth mindset. The fact that this association was found in a sample of under-served students raises the intriguing prospect of incorporating elements of programs explicitly designed to boost growth mindset among students placed at disadvantage by poverty (e.g., Blackwell et al., 2007; Yeager et al., 2016; Burnette et al., 2018) into the design of El Sistema-inspired programs to maximize their potential effects. Although at present it is not possible to infer causation or claim that orchestral music education has a unique capacity to promote growth mindset, the results reported here demonstrate the potential for orchestral music education to foster growth mindset, a potential that future studies should more fully explore.
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Previous research has shown that drawing improves short-term mood in children when used to distract from rather than express negative thoughts and feelings. The current study sought to examine (a) how drawing might elevate mood in children ages 6–12 by examining the role played by absorption, enjoyment, and perceived competence as well as entering an imaginary world; and (b) whether children spontaneously use drawing to distract from a sad mood. Across three studies, children were asked to think of a disappointing event. After a sad mood induction, they drew for 5 min. Mood was measured before and after the mood induction and after drawing. Three main findings emerged. First, drawing to distract led to greater absorption and enjoyment than did drawing to express. Second, children’s mood improved equally when drawing imaginary and real scenes showing that the key ingredient is that the content of the drawings be distracting in nature. Third, drawing improved mood even when children were given no instructions on the content of their drawings and children were more likely to use drawing as a way to distract themselves from a sad mood. These studies help to define the characteristics of drawing activities that foster mood improvement in children and highlight the important role of the arts in emotion regulation.
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INTRODUCTION

Whether sadness over a lost pet, exuberance over winning a game, or fear when confronted by a bully, children encounter emotionally arousing situations on a daily basis (Denham, 1998). With development, children learn to regulate their emotions by monitoring, evaluating, and modifying them (Thompson, 1994). An important aspect of emotion regulation is learning which strategies to use when confronted with an emotionally arousing, stressful situation.

Children use a variety of strategies to regulate their emotions (e.g., problem-solving, comfort seeking, distraction, escape, and information seeking) with the most common emotion regulation strategy being distraction (Skinner and Zimmer-Gembeck, 2007). While distracting themselves, children are not actively avoiding their feelings, but rather are focusing on something else to help them adjust their feelings. Children regulate their emotions primarily through behavioral distraction (e.g., playing games) but also through cognitive distraction (e.g., thinking about something fun). Behavior distraction emerges in the preschool years whereas cognitive distraction emerges in early childhood. It is not until children reach early adolescence that they can seek out and plan their own distracting activity (Zimmer-Gembeck and Skinner, 2011). With development, children come to recognize that behavioral distraction is effective when it involves an absorbing activity that displaces negative thoughts with positive thoughts (Harris, 1989). An example of one such pleasurable activity may be drawing.

Children are natural artists and, when given the opportunity, most are highly absorbed in the act of drawing from a very young age (Gardner and Winner, 1982; Jolley et al., 2000). When drawing, children are engrossed, focused, engaged, and playful. It seems likely then that engaging in this activity would help them regulate their emotions. Children have been found to gravitate to the arts during emotionally troubling times. For example, children used drawing as a way to cope with and understand hurricane Katrina (Dewan, 2007). In clinical settings, art therapy has been shown to improve well-being and psychological outcomes in children (e.g., Pifalo, 2006; Briks, 2007). Given that children are drawn to art-making, and given the emotional benefits of drawing, it is surprising that very few studies have examined the benefits of everyday drawing in non-clinical settings.

It has been established that drawing can improve mood in children ages 6–12 (Drake and Winner, 2013). Drake and Winner (2013) induced a sad mood by asking children to think of a time when they were really disappointed about something. Children rated how they were feeling after thinking about the event and were randomly assigned either to make a drawing that expressed how they were feeling (by drawing the event that they had thought of) or to make one that distracted them from thinking about what they were feeling (by drawing a house – something unrelated to what had disappointed them). Children drew for five minutes and then rated their mood again. Whereas both groups improved in mood, those in the distract condition improved significantly more than those in the express condition. Those in the distract condition also improved more than a control condition asked to copy a line drawing. The benefits of drawing were greater for younger than older children. Thus, the act of freely constructing an image seems to play an important role in mood improvement.

Does the valence of children’s drawings when used to distract affect mood improvement? One study compared the benefits of drawing to express versus two different drawing to distract conditions – drawing something positive and a free draw condition in 7 and 10 year olds (Brechet et al., 2020). Those in all three drawing conditions improved in mood, but mood improvement was greatest for the draw something positive and free draw conditions. Similar to Drake and Winner (2013), mood improved more for younger than older children. Thus, it did not matter whether children were asked to think about something that made them happy and draw it (draw something positive condition) or were given the choice in determining the content of their drawings (free draw condition). Both distracting drawing activities led to greater mood improvement than the draw to express condition.

Another study examined the benefits of recalling versus drawing an autobiographical memory that was either positive or neutral in valence (Monnier et al., 2016). Recalling a positive autobiographical memory has been shown to be an effective and efficient way to induce a positive mood (Strack et al., 1985). However, as pointed out by Monnier et al. (2016), children may find it difficult to recall detailed information to an experimenter especially for children with delayed language skills. Drawing is a simple tool that children can use to depict their thoughts and feelings in a non-verbal manner. A drawing distraction task may be more effective in elevating mood than a verbal distraction task because drawing not only distracts but also provides pleasure from creating something (White, 1959). Monnier et al. (2016) reported that drawing a memory was just as effective in improving mood as was recalling a memory. However, children reported feeling calmer after drawing a memory than after simply recalling a memory. Furthermore, children who drew or recalled a positive memory had greater mood improvement than did children who drew or recalled a neutral memory. Thus, in the case of drawing something personal, valence matters: positive content that distracts is more powerful than neutral content that distracts.

Four main findings have emerged from the initial work on the benefits of drawing for improving children’s mood. First, drawing to distract is more effective in improving mood in children than drawing to express, but only when children generate the image on their own rather than copy one (Drake and Winner, 2013). Second, no difference in mood improvement is shown when children are prompted to draw a specific scene versus draw whatever they want (Brechet et al., 2020). Third, children report feeling calmer after drawing a remembered event than after simply remembering an event without drawing. Finally, and not surprisingly, the valence of that personal memory matters: children showed greater mood improvement after drawing or recalling a positive memory than a neutral memory (Monnier et al., 2016).

While these studies show clearly that drawing to distract is an effective way to improve children’s mood, there is much that we do not know. What is the role of absorption, enjoyment, perceived competence, and imagination in mood improvement when children draw to distract themselves? And if drawing to distract is such an effective strategy, do children realize this in some way and spontaneoulsy use drawing to distract rather than express? The current set of studies delves deeper and more systematically into the question of how drawing to distract elevates mood in children ages 6–12.

It is possible that drawing to distract improves mood in children because it is an absorbing activity that children enjoy and feel competent doing. Work with adults has shown that drawing to distract leads to greater states of flow (an indicator of absorption) than drawing to express (Forkosh and Drake, 2017). Therefore, when children use drawing to distract they might be better able to shift their attention away from what upsets them because they are highly engaged in the activity. Drake and Winner (2013) found that children who used drawing to distract reported greater enjoyment and perceived competence about their drawing experience than children who used drawing to express. Children’s enjoyment and perceived competence when drawing might also be impacted by the children’s age. Younger children report higher levels of enjoyment and perceived competence when drawing than do older children (Drake and Winner, 2013). Even though children’s drawing skills improve with age, children become highly critical of their drawings as they age and as a result, enjoyment and perceived competence when drawing declines with age (Jolley, 2010). Higher perceived competence reported by younger children is not exclusive to drawing. In a similar study, Brechet et al. (2020) found that after a drawing task, younger children rated their overall perceived competence as higher than older children. Study 1 examined potential developmental differences in the role of absorption, enjoyment, and perceived competence when drawing to distract.

Another possible explanation for why drawing to distract might improve mood in children is that it allows children to enter an imaginary world. For example, having an imaginary companion has been found to be effective for dealing with anxiety (Taylor et al., 2011). Engaging in imaginary activities like pretend play or drama has been associated with increases in empathy and the use of adaptive emotion regulation strategies (Hoffman and Russ, 2012; Goldstein et al., 2013; Goldstein and Lerner, 2018). Pretend play offers children a unique opportunity to create and engage in arousing emotional situations where they can express and negotiate their emotions (Bretherton, 1989). Furthermore, when children use their imagination to create an imaginary world, their emotions are directed at the events in that imaginary world rather than at ongoing, actual events (Harris, 2000). Thus, children may be able to effectively shift their attention away from what is upsetting them. Since children often engage in behavioral distraction to regulate their emotions, it seems plausible that creating an imaginary world through drawing might improve mood in children. Study 2 examined whether drawing a scene depicting an imaginary scene leads to greater mood improvement than either drawing a scene depicting a real-life scene or drawing to express.

Given the benefits of drawing to distract (as reviewed above), do children spontaneously use drawing to distract themselves from negative feelings? It seems likely that children would use drawing to distract from negative feelings since distraction is one of the most common emotion regulation strategies used by children (Skinner and Zimmer-Gembeck, 2007). One study with a slightly different age group than the current study (7 and 10 year olds versus 6–8 and 10–12 year olds) found that the majority (89%) of children did use drawing as a form of distraction in a free draw condition (Brechet et al., 2020). This study also analyzed the themes of children’s drawings and found that the content of children’s drawings differed by age: 7 year olds tended to draw familiar environments or people while 10 year olds tended to draw celebrations or leisure activities. Study 3 sought to expand on the work by Brechet et al. (2020) to examine whether children spontaneously use drawing to distract rather than express as well as the reason why children choose to draw a particular theme. Do they choose to draw what they are already good at drawing? Do they choose to draw something that had brought them joy? Did they choose to draw something that they observed in their environment? In addition to examining the content of children’s drawings, this study examined what they were thinking about while drawing. This allowed for the assessment of whether the activity served as a form of distraction or expression and whether children’s thoughts were focused on drawing or some other activity.

Across all three studies, it was hypothesized that drawing would improve mood more when used as a form of distraction rather than expression. Study 1 tests the hypothesis that level of absorption, enjoyment, and/or feelings of perceived competence affect mood improvement when using drawing to distract. Study 2 tests the hypothesis that drawing from imagination leads to greater mood improvement than drawing something from real life. Study 3 tests the hypothesis that children spontaneously use drawing as a form of distraction and that while drawing their thoughts are focused on the activity.

It was also hypothesized that younger children (ages 6–8) would benefit more from drawing to distract than older children (ages 10–12). As reviewed above, these two age groups differ in their experience drawing with younger children more absorbed in the act of drawing and older children more critical of their drawings (Gardner and Winner, 1982; Jolley et al., 2000). These two age groups also differ in their use of distraction as an emotion regulation strategy. Older children are more likely to use cognitive distraction strategies (e.g., thinking about something fun) to regulate their emotions. Whereas younger children might be able to use cognitive distraction strategies to regulate their emotions, they more often rely on behavioral distraction strategies (Zimmer-Gembeck and Skinner, 2011). Younger children might show greater mood improvement after drawing because it is a form of behavioral distraction. This is consistent with previous research that has shown drawing to distract improves mood more in younger than older children (Drake and Winner, 2013; Brechet et al., 2020). Thus, the inclusion of these two age groups allowed for the examination of whether there are developmental differences in how drawing to distract might improve mood in children.



STUDY 1


Methods


Participants

Children (n = 130) between the ages of 6 and 12 were recruited from local science and children’s museums. Parents whose children were in this age range were approached with their child present, provided an explanation of the study purpose, and were invited to participate. The majority of parents and their children agreed to participate. There were 77 children between the ages of 6 and 8 (M = 7;7; SD = 0;10; 42 girls) and 53 children between the ages of 10 and 12 (M = 11;2; SD = 0;10; 33 girls). The racial and ethnic composition of the children was as follows: 74.4% White, 9.4% Biracial, 5.4% Asian, 4.7% Black or African American, 3.1% American Indian/Alaskan Native, and 3.1% Other.



Materials and Procedure

Children were tested individually and the overall procedure was as follows: First, children completed a mood rating (Time 1). Next, they were asked to recall a disappointing event (instructions described below) and then were asked to rate their mood again after the mood induction (Time 2). Children were then randomly assigned to one of two drawing conditions: distract or express. After drawing for 5 min, children were asked to rate their mood a final time (Time 3). Finally, children were asked some questions about the drawing activity – how absorbed they were in the activity, how much they enjoyed the activity, and how well they thought they had done drawing. The college’s institutional review board approved the study and parents provided written consent. Children ages 7 and older provided written assent and children aged 6 provided oral assent.


Mood induction

In order to induce a negative mood, children were instructed as follows: “I want you to think of a time when you wanted something really good to happen to you and it didn’t and you felt really upset and disappointed. I want you to close your eyes and think about how you were feeling when it didn’t happen.” Children were given up to 1 min to think of the event and were then asked to recall the event to the experimenter. The experimenter then asked children to cover their eyes with their hands (the experimenter demonstrated this to children) and focus on the event they had thought of for 30 s.



Activity

Children were randomly assigned to one of two conditions: distract or express. There were no differences in the gender distribution between conditions, X2 (1, n = 130) p = 0.032, 0.859, or age groups, X2 (1, n = 130) = 0.032, p = 0.858. In the distract condition, children were asked to draw a skyscraper. If needed, children were provided clarification that this was a really tall building. In the express condition, children were asked to draw the event they had thought of. All children were asked to draw for 5 min and were given a 9″ × 11″ piece of white paper and a set of colored markers.



Mood ratings

Children were presented with five schematic faces ranging from very sad to very happy (Rader and Hughes, 2005). Children were asked to select the face that represented how they were feeling.



Absorption

To rate children’s absorption in the task, children were asked the following: “While you were drawing did you forget about (the experimenter named the event) or you couldn’t stop thinking about (the experimenter named the event).” Because it might be difficult for young children to understand responses on a Likert scale, the responses presented to children followed the administration of Harter’s Self Perception Profile of Children (Harter, 1985). After children responded to this question, they were asked whether their answer choice was “sort of true” or “really true.” This resulted in four responses for the scale (1 = couldn’t stop thinking about it, really true; 2 = couldn’t stop thinking about it, sort of true; 3 = forgot about it, sort of true; and 4 = forgot about it, really true) with a higher score indicating more absorption in the activity.



Enjoyment and perceived competence

After drawing, children were asked to rate on a 5-point scale from really didn’t like it to really liked it: “How much did you enjoy doing this?” They were also asked to rate on a 5-point scale from very bad to very good: “How well did you think you did on this?”



Demographic information

Parents were asked to complete an information questionnaire asking about their child’s age, gender, race, and whether their child had taken any art lessons outside school and if so, to indicate the number of years of lesson taken.



Socioeconomic status

Socioeconomic status (SES) was assessed through a questionnaire (Norton et al., 2005) given to parents asking about each parent’s highest level of education. Parents were classified into one of six categories: 1 = some high school; 2 = high school graduate or GED; 3 = some college, associates, or vocational degree; 4 = college graduate; 5 = master’s degree; and 6 = doctoral degree. Children received an SES score based on the average parental score. If only one parent’s education was given, that was used as the parental score. Parent’s education can be considered a proxy for SES (Hollingshead and Redlich, 1958) and has been used in previous research.



Results

Table 1 presents the means and standard deviations by condition and age group at Time 1, Time 2, and Time 3. The majority of children had not taken any formal art lessons outside the regular school curriculum (82.8%). Of those children that had taken any formal art lessons, the average number of years of lessons was 1.2 (SD = 0.9). On average, parents scored a 4.2 on the SES measure (SD = 1.0), which would indicate that parents had on average a bachelor’s degree.


TABLE 1. Means and standard deviations for mood by condition and age group at Time 1, Time 2, and Time 3.
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Mood Improvement

To examine whether the conditions differed in mood improvement, a mixed design ANOVA was run with time (3) as the repeated measure and condition (2), age group (2), and gender (2) as the between subjects factors. There was an effect of time, F(2,244) = 243.126, MSE = 0.456, p < 0.001, np2 = 0.666. Paired sample t-tests showed that mood decreased after the mood induction (from Time 1 to Time 2), t(129) = −20.863, p < 0.001, d = −1.82; and mood increased after drawing (from Time 2 to Time 3), t(129) = 16.985, p < 0.001, d = 1.48. There was no effect of condition, F(1,122) = 0.451, p = 0.503, np2 = 0.004; age group, F(1,122) = 2.284, p = 0.133, np2 = 0.018; or gender, F(1,122) = 0.710, p = 0.401, np2 = 0.006.

There was an interaction between time and condition, F(2,244) = 4.268, p = 0.015, np2 = 0.034. To determine the source of the interaction, an ANOVA was run separately for each time point by condition. There was no difference in mood ratings between conditions before or after the mood induction, F(1,128) = 0.122, p = 0.728, d = −0.07; and F(1,128) = 0.293, p = 0.589, d = −0.09. However, there was a difference between conditions after drawing: children in the distract condition (M = 4.1; SD = 0.7) had a higher mood than children in the express condition (M = 3.7, SD = 0.9), F(1,128) = 5.871, p = 0.017, d = 0.43.

There was also an interaction between time and age group, F(2,244) = 4.298, p = 0.015, np2 = 0.034. To determine the source of the interaction, an ANOVA was run separately for each time point by age group. There was no difference in mood ratings between the groups after the mood induction, F(1,128) = 0.525, p = 0.470, d = −0.14. The younger group reported a higher mood rating than the older group before the mood induction, F(1,128) = 4.047, p = 0.046, d = 0.37; and after drawing, F(1,128) = 5.103, p = 0.026, d = 0.40.

There was also an interaction between time and gender, F(2,244) = 6.364, p = 0.002, np2 = 0.050. An ANOVA was run separately for each time point by gender. Girls reported a higher mood than boys before the mood induction, F(1,128) = 5.461, p = 0.021, d = 0.42. There was no difference in mood ratings between girls and boys after the mood induction, F(1,128) = 2.874, p = 0.092, d = −0.30; or after drawing, F(1,128) = 2.319, p = 0.130, d = 0.27. There were no other two-way, three-way, or four-way interactions, ps > 0.05.



Absorption

An univariate ANOVA by condition and age group on the absorption ratings (Figure 1), revealed an effect of condition, F(1,126) = 35.404, p < 0.001, np2 = 0.219: children in the distract condition (M = 3.3, SD = 0.9) were more absorbed in drawing than children in the express condition (M = 2.3, SD = 1.1). There was no effect of age group F(1,126) = 2.613, p = 0.108, np2 = 0.020. There were also no interaction between condition and age group, F(1,126) = 3.374, p = 0.069, np2 = 0.026.


[image: image]

FIGURE 1. Study 1 mean absorption by condition and age group.




Enjoyment and Competence

A multivariate ANOVA by condition and age group on the enjoyment and perceived competence ratings (Table 2) revealed an effect of condition on enjoyment F(1,126) = 4.312, p = 0.040, np2 = 0.033; but not competence, F(1,126) = 3.293, p = 0.072, np2 = 0.025: children in the distract condition enjoyed the activity more than those in the express condition. There was an effect of age group on competence F(1,126) = 23.450, p < 0.001, np2 = 0.157; but not enjoyment, F(1,126) = 2.391, p = 0.125, np2 = 0.019: younger children reported higher perceived competence than older children. There was no interaction between condition and age group for enjoyment, F(1,126) = 0.412, p = 0.522, np2 = 0.003; or competence F(1,126) = 1.127, p = 0.290, np2 = 0.009.


TABLE 2. Means and standard deviations for enjoyment and perceived competence by condition and age group.
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Factors Contributing to Mood Improvement

Finally, the role of absorption, enjoyment, and perceived competence in children’s mood improvement was examined. First, a mood improvement change score was calculated by subtracting Time 2 mood from Time 3 mood. Next, a regression was performed with absorption, enjoyment, and perceived competence as the independent variables and the mood improvement change score as the dependent variable. Children’s level of absorption (B = 0.167, p = 0.046) and perceived competence (B = 0.297, p = 0.002) but not enjoyment (B = 0.087, p = 0.366) predicted mood improvement.



Conclusion

Study 1 replicated and extended prior research (Drake and Winner, 2013) by demonstrating that drawing improves mood more when used as a form distraction rather than expression even when the content of the drawing is neutral (i.e., a building). Children in the distract condition also reported higher levels of absorption and enjoyment in the drawing activity and this could account for why drawing to distract is more effective in improving mood than drawing to express. Study 2 examined the role that imagination plays in mood improvement through drawing, testing the hypothesis that drawing tasks that involve creating an imaginary world are more absorbing and thereby result in greater mood elevation.



STUDY 2


Methods


Participants

Children (n = 236) between the ages of 6 and 12 were recruited from local art and children’s museums. The same recruitment methods used in Study 1 were used here. Five children were removed from the sample because they were unable to think of a sad event (n = 4) or did not draw for the allotted time (n = 1). Thus, the final sample consisted of 231 children between 6 and 12 years old. There were 138 children between the ages of 6 and 8 (M = 7;5; SD = 0;11; 75 girls) and 93 children between the ages of 10 and 12 (M = 11;2; SD = 0;10; 54 girls). The racial and ethnic composition of the children was as follows: 31.6% White, 23.4% Black or African American, 15.6% Biracial, 14.7% Hispanic or Latino, 11.7% Asian, 2.2% Other, and 0.9% American Indian or Alaskan Native.



Materials and Procedure

Study 2 followed the same procedure as Study 1 except that there were two distract conditions. In the real condition, children were asked to draw a scene containing real-world elements (a dog chasing a robber). In the imagine condition, children were asked to draw a structurally similar scene containing imaginary elements (a dragon chasing a witch).


Activity

Children were randomly assigned to one of three conditions: real, imagine, or express. There were no differences in the gender distribution across conditions, X2 (2, n = 231) = 0.063, p = 0.969, or age groups, X2 (2, n = 231) = 0.283, p = 0.868. In the real condition, children were asked to draw a dog chasing a robber; and in the imagine condition, they were asked to draw a dragon chasing a witch. In the express condition, children were asked to draw the event they had thought of. All children were asked to draw for 5 min and were given a 9″ × 11″ piece of white paper and a set of colored markers.



Results

Table 3 presents the means and standard deviations by condition and age group at Time 1, Time 2, and Time 3. As in Study 1, the majority of children had not taken any formal art lessons outside the regular school curriculum (83.1%). Of those children that had taken any formal art lessons, the average number of years of lessons was 1.8 (SD = 1.2). On average, parents scored a 4.0 on the SES measure (SD = 1.2), which would indicate that parents had on average a bachelor’s degree.


TABLE 3. Means and standard deviations for mood by condition and age group at Time 1, Time 2, and Time 3.
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Mood Improvement

To examine whether the conditions differed in mood improvement, a mixed design ANOVA was run with time (3) as the repeated measure and condition (3), age group (2), and gender (2) as the between subjects factors. There was an effect of time, F(2,438) = 308.221, MSE = 0.669, p < 0.001, np2 = 0.584. Paired sample t-tests showed that mood decreased after the mood induction (from Time 1 to Time 2), t(230) = −23.171, p < 0.001, d = −1.52; and mood increased after drawing (from Time 2 to Time 3), t(230) = 18.263, p < 0.001, d = 1.20. There was no effect of condition, F(2,219) = 1.350, p = 0.216, np2 = 0.012; age group, F(1,219) = 0.537, p = 0.465, np2 = 0.002; or gender, F(1,219) = 0.067, p = 0.795, np2 = 0.0.

There was an interaction between time and condition, F(4,438) = 3.920, p = 0.004, np2 = 0.034. To determine the source of the interaction, a multivariate ANOVA was run for each time point by condition. There was no difference in mood ratings across conditions before or after the mood induction, F(2,228) = 0.075, p = 0.927, np2 = 0.001, and F(2,228) = 1.302, p = 0.274, np2 = 0.011, respectively. However, there was a difference across conditions after drawing, F(2,228) = 6.635, p = 0.002, np2 = 0.055. Bonferroni post hoc tests revealed that children in the imagine (M = 4.1; SD = 0.9) and real conditions (M = 4.0; SD = 0.8) had a higher mood rating than children in the express condition (M = 3.6, SD = 1.0) after drawing, p = 0.002 and p = 0.0032. There were no differences in mood ratings after drawing between the imagine and real conditions, p = 1.0.

There was also an interaction between time and age group, F(2,438) = 6.911, p = 0.001, np2 = 0.031. To determine the source of the interaction, a multivariate ANOVA was run separately for each time point by age group. There was no difference in mood ratings between the age groups after drawing, F(1,229) = 1.115, p = 0.292, np2 = 0.005. However, the younger (M = 4.4; SD = 0.7) group reported a higher mood rating than the older group (M = 4.1; SD = 0.7) before the mood induction, F(1,229) = 9.481, p = 0.002, np2 = 0.40; and the older group (M = 2.5; SD = 0.8) reported a higher mood rating than the younger group (M = 2.3; SD = 1.0) after the mood induction, F(1,229) = 4.730, p = 0.031, np2 = 0.20.

In contrast to Study 1, there was no interaction between time and gender, F(2,438) = 2.365, p = 0.095, np2 = 0.011. There were also no other two-way, three-way, or four-way interactions, ps > 0.05.



Absorption

An univariate ANOVA by condition and age group on the absorption ratings (Figure 2), revealed an effect of condition, F(2,224) = 15.654, p < 0.001, np2 = 0.123. Bonferroni post hoc tests revealed that children in the imagine (M = 3.4; SD = 1.0) and real conditions (M = 3.2; SD = 1.2) were more absorbed in the activity than children in the express condition (M = 2.5, SD = 1.2), both at p < 0.001. There were no differences in absorption ratings between the imagine and real conditions, p = 1.0, no effect of age group F(1,224) = 3.274, p = 0.072, np2 = 0.014, and no interactions between condition and age group, F(2,224) = 2.842, p = 0.060, np2 = 0.025.
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FIGURE 2. Study 2 mean absorption by condition and age group.




Enjoyment and Perceived Competence

A multivariate ANOVA by condition and age group on the enjoyment and perceived competence ratings (Table 4), revealed no effect of condition on enjoyment F(2,225) = 0.384, p = 0.681, np2 = 0.003; or competence, F(2,225) = 0.534, p = 0.587, np2 = 0.005. There was an effect of age group on enjoyment, F(1,225) = 22.635, p <.001, np2 = 0.091; and competence F(1,225) = 49.256, p < 0.001, np2 = 0.180: younger children reported more enjoyment and higher perceived competence than older children. There was an interaction between condition and age group for perceived competence, F(2,225) = 3.837, p = 0.023, np2 = 0.033; but not enjoyment F(2,225) = 0.658, p = 0.519, np2 = 0.006. To determine the source of the interaction for perceived competence, a series of ANOVAs were run by age group separately for each condition. While the younger group reported significantly greater perceived competence than did the older group for both conditions, the differences between the age groups was greatest (as indicated by the effect size) for the real condition (p < 0.001, d = 1.20), followed by the imagine condition (p < 0.001, d = 1.05), and express conditions (p < 0.001, d = 0.50).


TABLE 4. Means and standard deviations for enjoyment and perceived competence by condition and age group.

[image: Table 4]


Factors Contributing to Mood Improvement

As in Study 1, a regression was performed with absorption, enjoyment, and perceived competence as the independent variables and the mood improvement change score as the dependent variable. Consistent with Study 1, children’s level of absorption (B = 0.135, p = 0.029) and perceived competence (B = 0.301, p < 0.001) but not enjoyment (B = 0.119, p = 0.089) predicted mood improvement.



Conclusion

Study 2 demonstrated that drawing improves mood when drawing real or imaginary content that is distracting and improves mood more than drawing to express. Contrary to hypothesis, entering an imaginary world did not improve mood more and did not result in greater absorption or enjoyment than did drawing something from real life. Children in both distracting conditions (real and imaginary) were more absorbed in the activity and enjoyed the activity more than children in the express condition. Study 3 examined what children spontaneously draw when upset. Do they use drawing to distract or express? What does the content of their drawings look like?



STUDY 3


Methods


Participants

Children (n = 81) between the ages of 6 and 12 were recruited from local art and children’s museums. The same recruitment methods used in Study 1 and Study 2 were used here. There were 50 children between the ages of 6 and 8 (M = 7;9; SD = 0;10; 27 girls) and 31 children between the ages of 10 and 12 (M = 11;1; SD = 0;9; 17 girls). The racial and ethnic composition of the children was as follows: 39.0% White, 26.0% Black or African American, 14.3% Biracial, 10.4% Asian, 7.8% Hispanic or Latino, 1.3% American Indian or Alaskan Native, and 1.3% Other.



Materials and Procedure

Study 3 followed the same procedure as Study 1 and Study 2 with two exceptions. First, children were not randomly assigned to a condition, and after the sad mood induction all children were simply instructed to draw whatever they liked for 5 min. After drawing, children responded to a series of questions about their drawing experience (outlined below).


Activity

After the mood induction, children were given a 9 × 11 piece of paper and markers and asked to draw whatever they wanted for 5 min. If they completed their drawing before 5 min had passed, they were encouraged to continue by adding more details to their drawing. Figure 3 presents a sample of children’s drawings by age group.
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FIGURE 3. Study 3 sample of children’s drawings. Younger children drew activities they enjoyed (top, left) and items they felt competent drawing (top, right). Older children drew items they observed (bottom, left) or had thought of (bottom, right).




Drawing Experience

After they drew and rated how they were feeling, children were asked the following questions. First, they were asked “to tell me about what you drew.” Two coders independently compared children’s responses to this question with children’s description of the sad event they recalled and coded children as either having used drawing to distract or drawing to express (k = 0.903). Responses that were unrelated to the sad event the child recalled were coded as distract. For example, a 10-year thought of a time when she had to take a math test, drew herself at a museum, and was classified as using drawing to distract. Responses that focused on the sad event the child recalled were coded as express. For example, a 10-year old thought of a time when her classmates were copying homework assignments, drew the event happening, and was classified as using drawing to express.

Children were then asked, “why did you choose to draw this?” Five categories of responses were noted:


•liked or enjoyed (e.g., child liked dogs)

•self-efficacy (e.g., child knew how to draw it; made child feel creative)

•happiness (e.g., made child feel happy)

•observations or thought about (e.g., child saw red flowers; child was thinking about summer)

•other (e.g., child responded they did not know or not sure).



Two coders (who were not involved in the coding development), independently coded children’s responses into one of the five categories (k = 0.881).

Finally, children were asked: “what were you thinking about while drawing?” Their responses to the description of the sad event they recalled and the content of their drawings were compared to determine whether their reported thoughts were distracting or expressing, and whether their thoughts were related or unrelated to their drawing or the mood induction. Two coders (who were not involved in the coding development) coded children’s responses, (k = 0.836) into one of these seven categories:


•distract draw: thoughts while drawing were unrelated to disappointing event but were related to the drawing itself

•distract other: thoughts while drawing were unrelated to disappointing event and were not related to the drawing being made

•express event: thoughts while drawing were about the disappointing event

•express other: thoughts while drawing were not about the disappointing event but were emotionally charged in a negative way

•express and distract: thoughts while drawing were about the disappointing event and something unrelated to the event

•nothing: thoughts while drawing were not about anything; the child responded with “nothing” or “I don’t know”

•reappraisal: thoughts while drawing reveal a reframing of the disappointing event in a positive way.



All disagreements in coding were resolved by the author who developed the coding scheme but was not involved in coding the data.



Results


Preliminary Results

Figure 4 presents the means and standard errors by age group at Time 1, Time 2, and Time 3. Similar to Study 1 and 2, the majority of children had not taken any formal art lessons outside the regular school curriculum (71.6%). Of those children that had taken any formal art lessons, the average number of years of lessons was 1.1 (SD = 1.0). On average, parents scored a 3.8 on the SES measure (SD = 1.3), which would indicate that parents had on average a bachelor’s degree.
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FIGURE 4. Study 3 mood improvement by time and age group.




Mood Improvement

To examine whether mood improved, a mixed design ANOVA was run with time (3) as the repeated measure and age group (2) and gender (2) as the between subjects factors. There was an effect of time, F(2,154) = 124.025, MSE = 0.555, p < 0.001, np2 = 0.617. Paired sample t-tests showed that mood decreased after the mood induction (from Time 1 to Time 2), t(80) = −13.553, p < 0.001, d = −1.50; and mood increased after drawing (from Time 2 to Time 3), t(80) = 14.034, p < 0.001, d = 1.55.

There was an effect of age group, F(1,77) = 10.517, p = 0.002, np2 = 0.120. More importantly, there was an interaction between time and age group, F(2,154) = 6.463, p = 0.002, np2 = 0.077. To determine the source of the interaction, a multivariate ANOVA was run separately for each time point by age group. There was no difference in mood ratings between age groups before or after the mood induction, F(1,79) = 3.595, p = 0.062, np2 = 0.044; and F(1,79) = 0.050, p = 0.823, np2 = 0.001, respectively. However, there was a difference between age groups after drawing: younger children (M = 4.5; SD = 0.6) had a higher mood than older children (M = 3.7, SD = 0.9), F(1,79) = 23.261, p < 0.001, np2 = 0.227.

There was no effect of gender, F(1,77) = 0.001, p = 0.778, np2 = 0.001. There was also no interaction between time and gender, time and age group, or three-way interaction between time, age group, and gender, ps > 0.05.


Absorption

An ANOVA by age group on the absorption ratings (Table 5) revealed no difference in absorption between younger (M = 3.3, SD = 1.1), and older children (M = 3.2, SD = 1.1), F(1,79) = 0.152, p = 0.698, d = 0.09.


TABLE 5. Means and standard deviations for absorption, enjoyment, and perceived competence by age group.
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Enjoyment and Competence

A multivariate ANOVA by age group on the enjoyment and perceived competence ratings (Table 5) revealed an effect of age group on enjoyment, F(1,79) = 7.751, p = 0.007, np2 = 0.089; and competence F(1,79) = 19.914, p < 0.001, np2 = 0.201: younger children reported more enjoyment and higher perceived competence than older children.



Factors Contributing to Mood Improvement

As in Study 1 and Study 2, a regression was performed with absorption, enjoyment, and perceived competence as the independent variables and the mood improvement change score as the dependent variable. Contrary to Study 1 and Study 2, children’s level of absorption (B = 0.004, p = 0.907) and perceived competence (B = 0.053, p = 0.663) did not predict mood improvement. Consistent with Study 1and Study 2, enjoyment (B = 0.214, p = 0.084) also did not predict mood improvement.



Drawing Experience

Regardless of age group, the majority of children used drawing as a means of distraction (93.6%) rather than as means of expression (6.4%), X2 (1, n = 81) = 4.194, p = 0.041. In terms of the content of children’s drawings (Figure 5), younger children tended to draw items they enjoyed (42.0%) and older children tended to draw items they had observed or had thought about (35.5%), X2 (4, n = 81) 10.819, p = 0.029. For example, one younger child drew roller coasters because the child “really liked roller coasters” (enjoyment) and one older child drew a red flower because the child had “seen a lot of red flowers today” (observation).
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FIGURE 5. Study 3 content of children’s drawing by age group.


When asked about what they were thinking about while drawing, both age groups reported focusing on creating their drawing (48.1%): one 7-year old reported thinking about “the colors I was using” while a 10-year old reported thinking about “what to add to the drawing.” Children also reported thinking about distracting events unrelated to the creation of their drawing (25.9%): one 8-year old reported thinking about “animals” while a 11-year old reported thinking about “being outside with my friends.” Thus, both groups were focused on distracting thoughts unrelated to the mood induction. The remainder of the children were focused on the sad event (13.6%), nothing in particular (7.4%), something negative in tone but unrelated to the sad event (2.5%), or some form of reappraising the event (2.5%). Children’s thoughts did not differ by age group, X2 (5, n = 81) = 7.908, p = 0.161.



Conclusion

Consistent with hypothesis, children spontaneously used drawing as a way to distract from a sad mood. Mood improved more for younger than older children, and younger children were more likely to draw things that they enjoyed, while older children were more likely to draw things that they had observed. While drawing younger and older children reported being focused on their drawing or other non-drawing distracting events.



DISCUSSION

It is now clear that a single session of drawing improves mood in children and does so most strongly when the act of drawing is used as a form of distraction rather than expression (Drake and Winner, 2013; Monnier et al., 2016; Brechet et al., 2020). This study sought to examine how drawing might elevate mood in children by examining the role of absorption, enjoyment, and perceived competence as well as entering an imaginary world play in improving mood. Finally, it examined whether children spontaneously use drawing to distract from a sad mood. Across three studies, children were asked to think of a disappointing event. Children were then randomly assigned to a drawing condition and their mood was measured before and after the mood induction and after drawing. Three main conclusions can be drawn from the studies reported here.

Study 1 replicated the finding reported by Drake and Winner (2013) that drawing improves mood when used to distract rather then express a sad mood and that the mood improvement benefits are greater for younger than older children. Unlike Drake and Winner (2013) who asked children to draw a house (which could have conjured positive or negative memories), Study 1 asked children to draw a tall building that was neutral in valence. Drawing to distract resulted in greater enjoyment and absorption than drawing to express. Consistent with work showing that younger children are less critical of their drawings than older children (Jolley, 2010), younger children reported greater perceived competence than older children. Even though engagement in drawing declines with age (Jolley et al., 2000), older children benefited from using drawing to distract but not as much as younger children. Thus, drawing to distract is an engaging and absorbing activity that can be enjoyed by children of all ages.

Study 2 found that creating content that is distracting (both the imagine and real conditions) leads to greater mood improvement and greater absorption. However, contrary to hypothesis, entering an imaginary world through drawing did not lead to greater improvement than creating real world content. Although there were no age differences in mood improvement, younger children reported more enjoyment and perceived competence than did older children, especially in the real condition. Recall that children were asked to create an imaginary scenario (dragon chasing a witch) that was structurally similar to a real scenario (dog chasing a robber). While the dragon and witch are imaginary creatures, this content was supplied to children – they did not come up with this idea on their own. It possible that differences would have been found between the imagine and real conditions, if children had simply been asked to draw something from their imagination.

Study 3 demonstrated that drawing improves mood even when children are given no instructions on what to draw. Children at both ages were more likely to use drawing to distract rather than express. Consistent with Study 1 but contrary to Study 2, there was an age effect, with younger children reporting a higher mood after drawing than older children. It possible that the content of younger children’s drawings was related to their greater mood improvement. Younger children were more likely to draw things that they enjoyed or that they felt competent drawing, while older children were more likely to draw things that they had observed or thought of (and these might not have been things they enjoyed). Finally, the majority of children reported that when drawing, they were thinking about the content of their drawings (e.g., what colors to use, what to draw next). This suggests that children were engaged, focused, and absorbed when drawing. Study 3 shows that children do not need to be given specific instructions about what to draw in order to reap the emotion regulation benefits of drawing. Children can simply be given the opportunity to draw.

Across all three studies, different findings emerged for the benefits of drawing to distract by age group. Study 1 (where children were asked to draw a skyscraper) and Study 3 (where children were asked to draw whatever they liked) showed that mood improved more for younger than older children. This finding is consistent with the work of Brechet et al. (2020) and Drake and Winner (2013) who both found that drawing to distract improved mood more for younger than older children. However, Study 2 found that drawing to distract improved mood equally for younger and older children suggesting that older children might also benefit from engaging in behavioral distraction activities such as drawing. The discrepancy across the three studies reported here might be due to differences in the content of children’s drawings. In Study 1 and Study 3, children were asked to draw something that was neutral in valence. Study 1 asked children to a draw a skyscraper and in Study 3 children were given the choice to draw whatever they wanted with the majority of children using drawing as a form of distraction. In Study 2, while the content of the distract condition drawings was intended to be neutral in valence; it did involve a potentially arousing scene of a dog (dragon) chasing a robber (witch). This arousing scene may have been less effective for younger children in improving their mood than the distraction drawing activities used in the other two studies.

Finally, the role that absorption, enjoyment, and perceived competence plays in improving mood was also examined. Similar to the findings for the developmental differences in mood improvement, an inconsistent pattern of findings emerged. In Study 1 and Study 2, children who were more engaged in the activity (as measured by absorption) and who felt they did well drawing (as measured by perceived competence) also had greater mood improvement. This was not the case for Study 3 where perceived competence and absorption did not predict mood improvement. It is possible that the findings for Study 3 are specific to a drawing activity that is freely chosen and not self-imposed. Activities that are self-selected may improve mood more than imposed activities because they are likely to lead to greater enjoyment and perceived competence (Harris, 1989). In fact, the drawing activity used in Study 3 might more closely resemble the kinds of free drawing activities that children engage in their every day lives.


Limitations and Future Directions

This study aimed to examine the underlying factors that contribute to how drawing to distract might improve mood in children. While it was found that the drawing to distract conditions experienced more enjoyment, absorption, and perceived competence and that both absorption and perceived competence (in Study 1 and Study 2) predicted mood improvement, these measures were all completed at relatively the same time point. Children engaged in a drawing activity, rated their mood, and then completed measures of enjoyment, perceived competence, and absorption. It is unclear whether greater mood improvement resulted in greater absorption and perceived competence or vice-versa and therefore no causal claims can be made.

Another limitation of this study is that the absorption measurement was closely related to the instructions for children’s assigned drawing condition. Children in the distract condition were asked to draw something completely different from the event they recalled while children in the express condition were asked to draw and focus on that event. When completing the absorption question, children were asked whether they forgot or could not stop thinking about the disappointing event. It might not be surprising that children in the distract condition reported higher levels of absorption than children in the express condition due to the nature of the instructions for the drawing task. Finally, the findings from this study are limited to the experience children have after a mood induction. Research should examine the mood effects when children draw without any mood induction – which would align more closely with what children experience in their every day lives.

Future research would benefit from examining the benefits of drawing to distract for other emotions. For example, work with adults, has shown that drawing to distract reduces anger (Diliberto-Macaluso and Stubblefield, 2015; Genuth and Drake, 2019) and anxiety (Turturro and Drake, 2020). Finally, future research should examine the long-term benefits of drawing for children by examining whether drawing to distract or express is more beneficial. Work on drawing with adults, has shown that drawing to distract improves mood more after several days (Drake et al., 2016) and 1 month (Drake, 2019). It is unclear whether drawing on a regular basis has more of an effect on mood than just making a drawing in a single session.



CONCLUSION

In sum, these three studies show that drawing to distract is an effective emotion regulation for children. When drawing to distract, children are engaging in a pleasurable and absorbing activity that allows them to adjust their sad emotions. Drawing is a universal childhood activity. It is a simple and effective tool that can be used to improve mood and well-being in children.
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In recent years, the field of art therapy has sought to adapt traditional treatment approaches to today’s innovative technological environments when working with adolescent “digital natives.” In their clinic, art therapists often struggle with lack of cooperation when treating adolescents during sessions. This article presents two case studies that explore how Virtual Reality (VR) technology can be combined with traditional art therapy to treat adolescents suffering from anxiety and social difficulties. It is suggested that this type of technology may lead to a better understanding of the needs of adolescents by adopting their vantage point and hence better outcomes.

Keywords: art therapy, virtual reality, adolescent, social difficulties, social anxiety


INTRODUCTION

This article discusses an innovative way of integrating virtual reality (VR) into art therapy with adolescents and presents two case studies that illustrate this approach.

Art therapy is a form of dynamic emotional therapy where art materials, creative processes, and the creative product itself all serve as means of self-inquiry, self-expression, and a way to develop insights and create change (Malchiodi, 2011; Regev and Snir, 2017). VR is a technology that allows the individual to experience a reality different from the real world. It creates the illusion of another environment by generating digital, realistic or imaginary visual images (Biocca and Delaney, 1995). VR is a major component of computer games, films, educational materials and research (e.g., García-Betances et al., 2015; Freeman et al., 2017). Studies in the field of therapy and the implementation of VR as a therapeutic tool in mental health are also on the rise (Riva et al., 2019). The most common form of VR in the mental health field is known as exposure therapy (VRE) where VR replaces the sequential progression of physical exposure which allows the client to have step by step control over the experience. For example, VRE is used to treat phobias (Botella et al., 2017), trauma and post-trauma (Gonçalves et al., 2012), body image and eating disorders (Clus et al., 2018), as well as anxiety disorders, including social anxiety (Anderson et al., 2013; Shalom et al., 2015; Dechant et al., 2017(. Social anxiety disorder (SAD) is defined as a marked and persistent fear of social or performance situations in which embarrassment may occur, resulting in significant distress and difficulties in functioning (American Psychiatric Association, 2013). SAD is the third most common mental health disorder after depression and substance abuse, with lifetime prevalence rates of around 12%. It emerges in adolescence, with 90% of all cases occurring before the age of 23 with a median age at onset of 13 (Kessler et al., 2005).

In the field of art therapy recent research has focused on adapting and connecting the technological environment and the therapeutic environment for general use and specifically for adolescents (e.g., Darewych et al., 2015; Garner, 2017; Hacmun et al., 2018; King and Kaimal, 2019; Kaimal et al., 2020). Ohrius and Malchiodi (2018) examined the interactive and sensory aspects of digital media and suggested that there are clear-cut differences between the sensory experiences provided by digital technology and more traditional creative materials, thus making digital media a viable alternative that can contribute to self-expression and therapeutic change.

Art therapy in VR can be viewed as a kind of collage, in which images or selected parts of images are used, cut and attached to a new work that expresses a different content, thus allowing for the expression and reconnection of different components of the human psyche (Hinz, 2019). In this way the product can act as a container for typical adolescent feelings, such as anger, guilt, and confusion, and enable common defense mechanisms such as disengagement and dissociation to be expressed (Shwartz, 2000).

Studies have argued that daily life of today’s children and adolescents operates simultaneously in two primary spaces: the interpersonal everyday space and the digital space (Chandra, 2016). Adolescents are often referred to as “digital natives” (Prensky, 2001) because they were born in the digital age and consider technology to be a native language. Adolescents often perceive the use of technology in therapy as a pleasant and comfortable extension of a familiar form of discourse. A survey (Autry and Berge, 2011) showed that younger individuals were more likely to incorporate technology into their learning environment. It is not uncommon in clinical settings to encounter adolescents who prefer to share their feelings via a picture, text, or video rather than holding a conversation or making a free drawing. In clinical work, it is often challenging to work with adolescents who do not cooperate or comply (as part of the natural rebellion of adolescence) in the traditional sense during art therapy sessions. The therapeutic approach in these case studies assumes that the encounter between the world of art and the world of VR creates a rich triangular relationship between the therapist, the adolescent, and the virtual artwork. The presence of traditional art materials and virtual art material in the therapy room provides clients with the opportunity to take part in a visual creative experience that utilizes their imagination and enables the symbolic and non-verbal expression of unconscious content (Schaverien, 2000; Case and Dalley, 2014).

The case studies below describe an attempt to implement VR with traditional art therapy treatment for adolescents experiencing anxiety and social difficulties.



THE CONTEXT: INTEGRATING VIRTUAL REALITY INTO ART THERAPY AND ITS COMPONENTS


VR in Therapy

As shown in Figure 1, the setting and therapeutic space are influenced by the VR’s creative environment, which is driven by the nature of the technology. When using a VR device (in this case an Oculus Rift device), participants wear a Head Mounted Display (HMD) and use Tilt Brush software by Google1 within a closed virtual space. Participants operate two hand-held controllers which allow for Motion Capture and Creation (MOCAP)2. One controller is designed for drawing and the other is for the controls and color menus simulating classic painting with a color palette and paintbrush. Both hand and full body movements are involved. Free movement in space is made possible through HMD-lit grids that mark the boundaries of the physical space. In this way the client can physically and metaphorically gain control and define the boundaries of the treatment room (it should be noted that the anatomical structure of the controllers look similar to that of the Sony PlayStation/X-box console and therefore are usually intuitive for teens and do not require a lengthy period of adaptation).


[image: image]

FIGURE 1. The setting and therapeutic space are influenced by the VR’s creative environment.


Correcting mistakes is easy and instantaneous and simply involves deleting adding and modifying elements. The equipment is relatively simple and its use does not require organization or a special setup in the clinic. The preservation and printing of the works is simple and no physical space for storage is required (Choe, 2014). Note that wearing the HMD means that there is no eye contact between the therapist and the client so that communication can only be verbal. The therapist can only view the client’s ongoing artwork on a PC/television screen, which provides a limited 2D version of the 3D artwork.

Drawing in VR involves combining elements digitally from the world of painting and sculpture that are used traditionally in art therapy sessions, such as line, form, marks, and color. However, VR outputs are distinctive in a number of ways. The artwork itself is virtual and therefore lacks concrete physicality and tactile feedback. The drawing is executed in 3D and allows the viewer to observe the work from multiple angles, including from inside the work itself as shown in Figure 2 (entering a house via multiple angles).


[image: image]

FIGURE 2. House via multiple angles.


The virtual space also lets art makers use material that has unworldly properties since the work is not subject to the laws of physics and the material and the space can include fantasy motion and dynamic changes in limitless space. However, when difficult emotional content is expressed, the art therapist can still accompany the client, by maintaining verbal communication even though the client is still wearing the VR glasses and is still immersed in the experience. Alternatively, the client can control the situation by removing the VR glasses, and return to the secure, familiar environment in the physical space of the clinic. This can then allow for the physical processing of traditional art materials (such as various kinds of paints including oil, gouache, acrylic, crayons, markers, pencils, clay, paper mache, wool, fabrics, glitter, wire, plaster, pipe cleaners, wooden skewers, and others) in relation to the virtual experience. Finally, in VR work, the vantage point for viewing can be controlled with a first-person perspective (1PP) or “through the eyes of the other,” a third person perspective (3PP).



PROGRAMMATIC CASE STUDIES: INTEGRATING VIRTUAL REALITY INTO ART THERAPY


Participants

The case studies below describe VR art therapy treatments for a boy, aged 16, and a girl, aged 13, suffering from anxiety and social difficulties. These were taken from the case log of therapists working in a private art therapy clinic in Israel. Participants signed consent forms authorizing the publication of their works.



General Procedure

Each VR art therapy session is made up of three main segments. At the beginning of the session, the therapist discusses which media the client wants to use. If the client prefers to use art materials, s/he will work using the traditional work station (table, chair, and art materials). If the client chooses to use VR, the therapist will make sure that the HMD is appropriate and the right size for the client’s head measurements and that s/he remembers how to use and draw with the Google Tilt Brush software (providing familiarization with the physical space), demonstrates the layout of the virtual controllers to the client (two handheld controllers) and sets the Tilt Brush software on a clean 3-D canvas.

During the creative process, the therapist accompanies the client in the virtual space on a 2D monitor that displays what the client is creating in his/her 3D world, as well as by talking to the client (note that the client cannot see the therapist and can only hear him/her when wearing the HMD). Occasionally there will be alternation between the traditional and digital media when for example the client asks to scan an image or picture into the digital media so that he/she can relate to it while creating the virtual work. Alternatively, printing the digital work can also be done to combine the VR output with traditional art materials. At the end of the session, the client removes the HMD and the therapist mediates the content that emerged “then and there” (in the virtual media) and in the “here and now.” This is a significant part of the therapeutic process that generates and preserves the integration of the various parts of the self during creative work with VR. It serves as a processing tool to clarify issues, such as “What did I create?” “What allowed me to create and what prevented me from creating?” “What were my conflicts, feelings, and emotions during the creative process?” The entry into and departure from the virtual space does not allow an escape into this space, but rather promotes deep emotional work with the client’s internal content.



Ethical Aspects

The adolescents and their parents gave their full consent for the publication of the case study and for the reproduction of the creative material documented in this article. The case studies are written so that both the rights and the privacy of the participants are protected.

The art therapy sessions took place in private clinic and adhered to all the guidelines for responsible therapeutic practice as stipulated in the American Art Therapy Association (2013) guidelines for ethical principles.

The two case studies below illustrate the advantages and disadvantages of integrating virtual art-making into art therapy for adolescents experiencing anxiety and social difficulties.



Case Study 1: Eric

Eric (pseudonym), a 16-year-old boy, is a curious, short, introverted, and inhibited adolescent. Eric’s treatment lasted 8 months in total. He was oriented to art therapy because of his difficulties in forming social relationships, experiences of anxiety, low self-esteem, and academic difficulties at school. In the first few years of school, he integrated well but exhibited hypersensitivity and had outbursts and manifestations of anger when he did not get his way. In his free time, Eric enjoys playing computer games and watching television.

He has an active internet persona and a popular YouTube channel that gets many “Likes” and provides him with a platform to form meaningful connections with the world and his peers. Eric believes that his internet persona is the one that truly represents him, and that he embodies this side of himself to a lesser extent in real life. For many years Eric avoided therapy of any kind (he had tried different types of treatment, but would not cooperate with his therapists). At the beginning of the therapy, his parents reported that he was opposed to attending the sessions and that they practically had to “force” him to go. However, during the sessions, this form of resistance was not felt and Eric cooperated well. The therapeutic goal was to help Eric lower his anxiety level, raise his self-confidence, and form meaningful social bonds.

In the first four sessions, Eric was proficient in creative work in VR and it was clear that he was familiar with the technology. This seemed to make it easier for him to make initial contact and continue to receive treatment (although according to his parents he still did not want treatment at this point). After the first session where I explained the therapeutic work in VR to Eric, he would enter the room with a humiliated look, put on the HMD and create for the next 45 min in VR (with short breaks). He would sometimes tell me what he had created but mostly worked silently and I watched his work from my screen. I felt a bit secluded and sometimes almost like I peeked at his work, since we do not see each other and do not make eye contact. In these sessions, he created aggressive content relating to “good vs. bad” and “small vs. large,” where most of the small evil forces overcame the larger benevolent forces. In the fifth session, he worked as usual throughout the session, but began to talk and describe what was happening to the characters. During the creative process, Eric explained with his face covered by the HMD that: “This is Iron Man, he is very strong, he wears a silver mask and has blue eyes, and you can see his eyes through the mask.” In this session, Eric insisted (as usual) on working creatively until the end of the session and refused to talk at the end when his face was visible and we had eye contact. At the next session, Eric brought a small mask with him. He sat down in front of me for the first time, although his gaze still lowered, and said that he was given the mask by his parents when they had toured Venice a few years earlier. He was much younger when they were away and he missed them very much, but he was afraid to be treated “like a baby” if he expressed his longing for them, so he remained silent and played on the computer in his room. He mentioned that since then he has been wearing a kind of mask, like a wall between himself and his surroundings. Eric asked me to scan the mask into the digital software. He began by reducing and enlarging the mask and then incorporating it into his work. He then explained: “The mask isn’t actually made of iron (the iron man he created), but we call it that. He is an ordinary man, but he has powers to turn his body into iron. If he is in the middle of his work and something happens, he turns himself into the Iron Man.” Eric continued to create in VR in the next few sessions when he was already able to take off the HMD (mask), talk to me directly, and even look straight at me from time to time. He described it as follows: “He is a man with many strengths, but his blue eyes are only for appearance.” After a few more sessions when Eric felt comfortable in the clinic, he noticed a white paper mask in the clinic. He placed the mask over his face and asked if he could color it. He started working with watercolors and created a “colorful soft mask” for himself. At the same time, Eric casually mentioned that he had connected with a friend he likes from YouTube on his Instagram account and suggested meeting him face-to-face. This was the start of Eric’s process of gradually removing his “iron mask” and communicating with others in a personal way and not only via his internet persona. As Eric transitioned during the sessions between the VR and the traditional art therapy spaces by making connections between emotions and content he also began to make the connections between his Internet persona and the real world (Figure 3). The treatment ended after 8 months, when Eric felt that his anxiety level had dropped and that he was able to form a number of social connections. It should be noted that at the same time he did not part from his internet persona and continued to cultivate it as well.
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FIGURE 3. Eric’s Iron man.


This case study suggests that it is important for these adolescents to recognize their parallel existence (in reality and in the online world), and to consider where they are personally and emotionally positioned and where their energy is invested. In this context, VR played an intermediary role by allowing Eric to take a break from reality and be present with his online strengths and traits. The therapist acknowledged that these were dominant important spaces and did not reject or disregard them. Many aspects of VR art and children’s play can be understood through the concept of creativity as defined by Winnicott (1971). Play and creative work in VR appear to be embodiments of symbols in that they use objects to represent perceptions and emotions, and bridge between internal and external worlds. In this context, the role of the therapist is to lead the client from a state of inability to play to a space of enabled play, particularly for individuals who often find it difficult to bridge the gap between the concrete world and the symbolic and emotional world. This “intermediate space” may also allow for therapeutic work on clients’ difficult and inaccessible emotional content that accelerates the therapeutic process. In this way, the VR creative work expands clients’ modes of expression and communication, enabling them to express their inner world and emotions non-verbally. Landy (1994) coined the term “aesthetic distance” to describe the activation of therapeutic processes where the client has no fear of being unmoored as a result of the strength of the emotion or from losing the ability to respond emotionally. This borderline condition allows for contact and connection with the point of crisis. In crisis and trauma situations, the aesthetic distance helps clients deal with difficult emotions associated with the event and address them. In Eric’s case, the aesthetic distance when using VR allowed him to contact and connect with his feelings.

In the therapeutic context, the aesthetic distance relates to the degree of proximity of the client with his/her feelings, thoughts and perception of the self. When too close to the experience, the self can get lost in it; when too distant the risk is to become disconnected. This points to the importance of finding the right distance or the perfect balance. In particular, entering too rapidly into this space (which is enabled by VR), can touch on and reveal deep emotional content, can threaten the client and sabotage and impair the therapeutic process if a personalized approach is not taken. On a concrete level, adolescents are often surprised when they encounter a computer savvy therapist who can “speak their language.”

Another way of looking at the essence of this encounter is to compare VR to collage. The versatility and flexibility of collage offer endless possibilities for organizing the components, placing them next to each other in unconventional ways corresponding to a transformative experience with images and meanings (Johnston, 2007; McClellan, 2011). Working with virtual material seems to have allowed Eric to experience the disassembly and assembly process, both concretely and symbolically. This process took place during his creative work, but this time arose from a place of control and choice, thus providing Eric with a space in which he could observe the experience of disintegration or splitting (between his concrete and virtual character, between the persona and the mask) and not just experience it. Hence, this work while engaging in the selection and organization of virtual materials, can be symbolic of creating order from the fragmentary aspects of life, as well as from chaotic emotions (Malchiodi, 2002; Yedidiaand Levine-Keini, 2005).

Another technique made possible through VR technology is the ability to upload images and photographs in 2D, as well as 3D objects, artworks and various figures into the virtual space. These can be viewed from all sides in 360 degrees thus creating a new reality in which the client is an integral part of the story and not just an observer, as Eric did with the mask (Figure 4). Thus, the VR user experiences a phenomenon which is described as an “immersive experience” that stimulates many of the senses ensuring the user feels like they really are in that virtual environment. This is not part of the therapist’s experience who can only monitor the results in 2D on the screen. This context sheds light on the mask that Eric brought to the treatment room. The purpose of a mask in art therapy is to help individuals understand themselves and their relationship with the Other (e.g., Baptiste, 1989; Meiri, 2013). Keats (2003) suggested that the use of the self-masking technique may heighten and strengthen the development of the therapeutic alliance, in that the mask is used as a non-verbal mode of communication which can enable the establishment of verbal communication. In addition, self-masks allow clients to address issues that arise during treatment, since the mask allows for the establishment of the roles of identification, concealment, nourishment and/or change. Siano (2016) suggested that found objects are in fact the same objects people use to invent and mediate personal narratives. Without words, a connection is made between an individual and a meaningful object. The ability to transfer objects and/or figures into the VR world enables a new creative and playful space. By choosing the object and engaging with it in the 3D space, the client can tell his/her story without words while remaining within the projective imagery world. The use of objects in the VR world gives the client freedom of choice to select a medium and an image which can symbolize first step in “re-writing” a life story that the therapist can help charge with meaning.
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FIGURE 4. Eric’s mask.




Case Study 2: Alma

Alma (pseudonym), a 13-year-old girl, is the daughter of a single mother. Alma’s treatment lasted 6 months. The therapeutic goal was to improve her self-body image and help her form social bonds with peers. Alma is clever, shy, and a perfectionist who started therapy as a result of her social difficulties and poor body image. Alma dances for many hours after school and she has a very rigid perception of the world. When her peers reach out to her, she experiences it as an attack on her private space. She feels distressed at school every day and has a strong sense of loneliness and alienation from others. Alma reports she feels fat (although she is slender), she usually wears baggy clothing and walks slightly hunched over. When she came to therapy and put on the HMD for the first time, her whole attitude changed. Suddenly she moved lightly and gracefully in the room, her head was upright and it looked like she was dancing while engaging with the media. In the first session, she had a difficult time getting used to the controls and became upset and frustrated. She frequently removed the device from her head, only to put it back on. Alma found it difficult to contact me directly at this time. This behavior raised a number of doubts about working with her in this medium and after the first meeting I was skeptical about the advantages of the combined treatment in VR with her. In the second session, she managed to operate the system much better, and when the VR experience was over, she commented that she felt “successful” and then added: “I feel that I have achieved something.” This suggests that work with the VR technology requires a learning curve, in that Alma needed time to get familiar with the system functionalities. In the third session, Alma again experienced frustration while trying to draw a dancing figure. She wanted to make one of the images smaller but failed. She commented: “I feel like at school when I want to be closer to the other children and feel they don’t want to get close to me” (her lack of eye contact with me may have made it easier for her to discuss this spontaneously), “I’m angry and frustrated, I feel rejected, I feel that they don’t like me.” She suddenly seemed shocked: “Oh, I can’t believe I said that, I have never said that to anyone.” I reflected on her difficulty, her courage, her ability to say things and I asked her if she often felt that way. She replied: “Yes, when I want to do something in dancing and I can’t do it. In dance class, I’m really good, but the teacher doesn’t like me. She gives the lead roles to another girl and we have to dance around her. Like I’m dancing right now and trying to get closer to the dancer. I cannot do it; I would also like to be the soloist. It really frustrates and annoys me.” Later in the process, when she accomplished something, she felt a great experience of success. In the next few sessions, Alma continued to create her dancer. When she looked at the dancer, she talked about the problems she has with her body image and how challenging it is to wear a leotard every day and feel that her body is under scrutiny. Gradually, I noticed that Alma wore more close-fitting clothing that complimented her slim build and she became fond of and identified with the slender dancer she created, although at first, she struggled to connect with it and even experienced slight jealousy. Toward the end of the treatment she reported that she started approaching her classmates and was less concerned about their criticism and understands how difficult it was for them to approach her in the past (Figure 5).


[image: image]

FIGURE 5. Alma’s dancer.


Several studies (e.g., Banakou et al., 2013) have shown that changing the visual perspective in VR from the personal perspective to the perspective of the other may result in a significant change in the perception of social behavior that can lead to changes in the experience (for example, by experiencing what an obese child experiences, the therapist may be more empathetic to his/her worldview and difficulties in the future) and in cognitive processing. These changes have significant therapeutic implications; for example, in relation to the experience of control, since images can be easily modified and preserved while experimenting with other qualities (Libby et al., 2009). Several art therapists have expressed their concerns that technology is causing alienation and dehumanization and impairing the imagination (Carlton, 2014). However, Orr (2011) argued that the art therapist should relate to the digital media as a mediator, much like a brush in the hand of a painter. The existence and quality of the relationship between the therapist and client depends on their interpersonal interactions and not on the choice of mediator.

Thus, through visual symbolization negative emotions appear to be expressed through virtual materials and physical actions, without having to direct them toward another person. Later on, the client can go back to look at the visual products and to see whether there has been a change in the visual symbolization. Thus, the content takes on a tangible presence that can be reflected, and the very personal becomes visible. In addition, the ability to examine and observe the products of virtual art from a safe psychological distance make it possible to reprocess images and in so doing acquire a form of soothing control that can reduce anxiety (Anderson, 1995).

Another equally important issue is the ability to assimilate within the virtual environment, which is characterized by high immersive qualities that enable 360° visual perspectives (Slater et al., 2008). The sense of presence can be a powerful therapeutic tool for promoting change during the process of self-reflection because it gives the user the opportunity to “experience” him/herself differently (Riva et al., 2016), much like Alma experienced her dancer in her therapy sessions.



GENERAL DISCUSSION

Thus overall, the VR technique may be particularly beneficial in treating adolescents who find it difficult to create traditionally in the art therapy clinic. VR can also be a therapeutic alternative for clients who are afraid of making mistakes in their work because it allows for an experiential exploration without any physical or real-world implications. For clients in VR art therapy who do not perceive themselves as imaginative individuals, the artwork in this setting may help them develop concrete ideas and find ways to express themselves that are not available through other guided imagery techniques.


Limitations and Future Work

When the art therapist is watching the client work on the monitor and not viewing the actual client, a disconnection from the client may occur as a result of the split in attention. In addition, users (mainly in the first sessions) may experience slight dizziness, a feeling that in extreme cases can last for a short time after the therapy session comes to an end. This makes it crucial for future studies to explore the use of VR in art therapy in relation to clients with different clinical, physical, or mental states. Follow-up studies can be conducted to assess the impact of VR in relation to art therapy for different treatment groups (children, adolescents, adults, mental health, etc.) in the short and long term. Finally, clinical treatment and quantitative research on anxiety reduction should be pursued to better understand which therapeutic needs are addressed and fulfilled by integrating virtual media into the traditional arts therapy toolbox.
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FOOTNOTES

1www.TiltBrush.com

2The Google Tilt Brush software requires a computer with similar (or higher) capabilities: (a) A computer processor: Intel Core i5-8400 CPU 2.8 GHz; (b) A graphics card: NVIDIA GeForce GTX 1060 6 GB; (c) Internal memory: 8 GB RAM; (d) Output: 1 HDMI, 3 USB 3.0; and (e) An operating system: Windows 10 64 bit.
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Studies have underscored the complexity of the encounter between ultra-Orthodox (Haredi) society and psychotherapy, as well as the challenges involved in developing a therapeutic relationship in cross-cultural therapy. However, there is scant research on therapy for ultra-Orthodox children, especially when it comes to arts therapies that take place in a cross-cultural setting. The current study examined the perceptions of 17 arts therapists (including visual art therapists, dance/movement therapists, psychodramatists, music therapists and bibliotherapists) who are not ultra-Orthodox, and who currently work or have previously worked with ultra-Orthodox children. Semi-structured interviews were conducted with the therapists and analyzed using the principles of Consensual Qualitative Research. The study covered four domains: (1) perceptions of the significance and objectives of arts therapy with ultra-Orthodox children; (2) the influence of the cultural difference between therapist and client on the emotional experience and the therapeutic relationship; (3) the use of arts in therapy; (4) systemic aspects. The findings indicate significant perceptual and value-based disparities between therapists and clients, which pose difficulties and challenges to all participating parties and require therapists to be highly sensitive. Aside from the difficulties, the findings suggest that this cultural difference may also have certain advantages for clients as well as therapists. The findings likewise attest to the multifaceted process of change that is taking place within Haredi society in its attitude toward psychotherapy in general and arts therapy in particular.
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INTRODUCTION

Haredi Jews are a distinct segment within Jewish society in Israel and in the world, representing the most ultra-Orthodox factions of Judaism. As of 2019, the Haredi sector in Israel constituted 12% of the country’s population (Cahaner and Malach, 2019), and continues to grow due to its high birth rate and low assimilation into the general population. Haredis are concentrated primarily in areas in New York and New Jersey, and in the cities of Bnei Brak and Jerusalem in Israel (Greenberg and Witztum, 2013). Haredi society is extremely traditionalist, collectivist, and patriarchal, conducting itself as a closed community with emphasis on faith in God, strict obedience to Jewish law, and staunch loyalty to the community (Freund and Band-Winterstein, 2017; Nadan and Ganz, 2018). Haredi society does not form a homogeneous group. It consists of the three main factions of Hasidim, Lita’im (Lithuanians) and Sephardic Haredim, which also branch out into subgroups that differ from each other in many ways including with respect to customs, leadership, educational institutions and attire (Zicherman and Cahaner, 2012). Nonetheless, a clear system of values can be considered common to all factions in Haredi society, including adherence to religious norms and rabbinic decrees, alongside resistance to a secular lifestyle (Freund and Band-Winterstein, 2017). Haredi Jews are distinguished by their dress, which emphasizes modesty, and their restrictions on inter-gender mixing from an early age (Greenberg and Witztum, 2013). The poverty rate in Haredi society is very high, due to the Haredi household structure, which is characterized by large families and a low rate of men in the labor force (Cahaner and Malach, 2019). Despite the significant gaps between Haredi and non-Haredi society, which are manifested mainly in terms of exemptions from military service and restricted use of computers and the Internet, there is a noticeable trend toward greater integration of Haredim into Israeli society in general, including into higher education and the job market (Cahaner and Malach, 2019). The present research examines the perceptions of non-Haredi arts therapists regarding work with children from the Haredi community. This kind of therapy is defined as cross-cultural therapy, a term that points to the significant influence that the cultural difference between the different parties has on the process (Fung and Lo, 2017). The client’s system of cultural beliefs affects their self-perception, their expectations from relationships, their willingness to expose their inner self, as well as their perception of the treatment and its objectives (Cross and Bloomer, 2010; Fung and Lo, 2017). Clients from different cultures may have different ways of expressing distress, or even different ways of understanding the source of their distress and how it might be alleviated (Fung and Lo, 2017). Likewise, cultural beliefs regarding the subject of mental illness and health sometimes lead to the development of a stigma, which presents an obstacle and amplifies the feelings of shame attached to experiencing mental distress and seeking treatment (Cross and Bloomer, 2010; Gopalkrishnan, 2018). A client’s traditionalist-collectivist cultural background may present significant challenges in the course of therapy, since the Western system of cultural values underlying the practice of psychotherapy is fundamentally different from the traditionalist system of cultural values (Qureshi and Collazos, 2011).

Studies examining psychotherapy in Haredi society show that despite the progress in terms of openness to psychotherapy and the legitimacy of receiving aid from outside the Haredi world (Freund and Band-Winterstein, 2013), there is still noticeable ambivalence, suspicion and hostility toward external sources of mental health support (Popovsky, 2010; Freund and Band-Winterstein, 2017). These attitudes are sometimes reflected in a restricted ability to cope with doubts, a hard time engaging in introspection (Hess and Pitariu, 2011), and an expectation that the client will be provided with practical recommendations (Hess, 2018). Furthermore, the fact that the community occupies such a central position in the life of the individual may undermine the very legitimacy of focusing on one’s individual identity (Freund and Band-Winterstein, 2017; Schlesinger and Russo-Netzer, 2017). It may also lead a client to be unwilling to expose hardships or cooperate during therapy due to fears of harming their own or their family’s social status within the community (Greenberg and Witztum, 2013; Barth and Ben-Ari, 2014). On the other hand, other studies suggest that the therapist’s provenance from outside the community may increase the client’s sense of trust and engagement due to the decreased possibility of exposure within the community (Stolovy et al., 2012; Freund and Band-Winterstein, 2013). In the case of child psychotherapy, the parents may experience significant distress stemming from their sense of responsibility for the child’s spiritual and religious upbringing (Schnitzer et al., 2011).

The complexity involved in the Haredi individual’s encounter with therapy may be especially high when it comes to arts therapy. Beyond the fact that there are multiple Halachic ordinances restricting the practice of various art forms, the Haredi community tends to perceive the arts as a means of cultural, spiritual and moral education; the possibility of using the arts as a language to express one’s inner world, on the other hand, remains fairly limited (Sperber, 2010; Sari, 2013).

Nevertheless, arts therapy exists in the Haredi community, and has in fact been increasing in popularity in recent years. Research on the subject, however, is still extremely scant and consists exclusively of studies that focus on visual art therapy (Padolski-Kroper and Goldner, 2020) and dance and movement therapy (Suskin and Karnieli, 2015). These studies indicate that Haredi society views arts therapy as a less legitimate form of therapy, because they consider it less practical or constructive. Moreover, this type of therapy causes clients to face their own difficulty with playfulness and creative expression, in addition to a sense of anxiety about unrestrained expression. At the same time, it would seem that incorporating arts in therapy makes it possible to bypass the clients’ defense mechanisms and allows them to express emotions through distancing (Padolski-Kroper and Goldner, 2020).

In light of the paucity of research on the subject, the current study sought to conceptualize the therapeutic act in cross-cultural arts therapy for Haredi children by examining the experiences and perceptions of arts therapists from outside the Haredi community. The research questions were as follows: (a) How do non-Haredi arts therapists experience art therapies with ultra-Orthodox children? (b) What defines the specificity of the therapeutic relationship, if any, when the encounter is inter-cultural?



MATERIALS AND METHODS


Participants

The sample consisted of 17 arts therapists between the ages of 31–62 (M = 43.52), who are presently working or have previously worked with children from the Haredi community. In addition to experience in treating children from the Haredi community, all the therapists had experience in arts therapies with secular children. All the therapists were non-Haredi women, most of them secular with the exception of three participants who identify as Religious Zionist (i.e., they belong to Modern Orthodox Jewish faction that espouses Zionist ideology). Their areas of specialization corresponded to those defined by the Israeli Association for Creative Arts Therapies (YAHAT). According to this official definition, arts therapies implement artistic creation and expression processes through one of six specializations (Orkibi, 2019): dance/movement (six therapists), bibliotherapy (four therapists), visual arts (three therapists), psychodrama (two therapists), and music (two therapists). One drama therapist dropped out of the study. The children treated by these therapists primarily had social difficulties, behavioral problems, attention deficit disorders, learning difficulties, and difficulties related to trauma and sexual abuse. The clients belonged to all factions of Haredi society; i.e., Hasidim, Lita’im, and Sephardic Haredim. The demographic data pertaining to the participants are detailed in Supplementary Table 1. The information is presented in purposefully broad terms in order to impede the participants’ identification.



Procedure

Participants were recruited by means of the snowball sampling method. Initially, the first author contacted therapists who had worked at Arugot – a therapy facility designated to treating members of the Haredi community in the North of Israel. This therapy facility employs secular therapists, but its policies and atmosphere are compatible with the principles of Haredi society. For example, the administrative staff are Haredi, and the therapists are required to be dressed adapted to the ultra-Orthodox dress code. Parents pay for therapy at Arugot but are reimbursed by their health maintenance organizations. Nine of the therapists who worked at Arugot agreed to be interviewed for this study. In the second phase of recruitment, several of the participants put the first author in touch with other therapists who had worked at Arugot in the past. The researcher contacted these therapists and four of them agreed to join the study. Later the first author contacted four more therapists working in other regions in Israel. All interviews took place between October 2019 and March 2020. Each interview lasted approximately 1 h. Eleven of the interviews were conducted face-to-face, and the remaining six were conducted over the phone. With the participants’ consent, the interviews were recorded and transcribed, and once all the participants had been interviewed, the transcriptions underwent data analysis and processing.



Data Collection

Semi-structured interviews were conducted with the participants by the first author who is likewise an art therapist. The author had no previous personal or professional interactions with any of the study’s participants. The author utilized an interview guideline consisting of open-ended questions to ask the therapists about their general perceptions regarding the practice of arts therapy with Haredi children. The interviews probed three main topics: (1) Psychotherapy in Haredi society: the specificity of therapeutic work with Haredi clients, the effects of Haredi culture on therapy (e.g., “Does the fact that your clients are from the Haredi community have an effect on therapy?”), therapy goals, key dilemmas, content (e.g., “Can you identify content that comes up in therapy as opposed to content that does not come up?”), and the relationship with the client and the child’s parents; (2) arts therapies in Haredi society: The place and roles of the arts in therapy, the specificity of the use of the arts in therapy with Haredi children, therapeutic qualities of the arts (e.g., “Arts therapy can evoke exposure, emotional expression, playfulness and release. Did you experience these features in therapy for Haredi children and if so, how?”); (3) the cross-cultural encounter: the effects of the cultural difference between the therapist and the client on the therapy and the therapeutic relationship, advantages, and disadvantages of cultural differences. In most cases the questions were formulated as they were worded in the interview protocol. However, since the interviews were semi-structured, slight changes were sometimes made in the wording of the questions and follow-up questions were asked when needed to delve into the content of the interviews. As part of the effort to streamline the process, the interviewer used probes such as asking the therapists to give examples and repeating the participants’ answers in her own words.



Data Analysis

The present study was conducted in accordance with procedures defined Consensual Qualitative Research (CQR) (Hill et al., 1997, 2005; Hill, 2015), a rigorous qualitative approach that allows for an in-depth exploration of individual experiences. Research according to the CQR approach strives to develop detailed descriptions of processes and perceptions through a data analysis consisting of three central steps (domains, core ideas, and cross-analyses) that are carried out by several judges and then reviewed until a consensus is reached (Hill et al., 2005; Hill, 2015). The CQR is considered well suited for the study of complex phenomena such as therapeutic processes (Hill et al., 1997), and therefore is frequently used in counseling and psychotherapy studies (e.g., Coutinho et al., 2011; Daniels et al., 2015; Caperton et al., 2020). It is particularly useful for examining topics that have not yet been explored or for a practice for which there are few theoretical foundations (Hill et al., 1997). For these reasons, it is used in fields that are relatively new in academic research, such as arts therapies (e.g., Belity et al., 2017; Harpazi et al., 2020).

In accordance with the principles of the CQR, in the first stage, three interviews were analyzed separately by each member of the research team, all of whom are art therapists themselves, with the aim of identifying the central domains emerging from the data for each of the interviews separately. At the end of this stage of analysis the researchers came together to compare their findings and reach a consensus concerning the definition of the domains for the three interviews (cross analysis). Following that, the first author analyzed the rest of the interviews while categorizing the data according to the consensually agreed-upon domains and adjusting as necessary based on the new materials. In the next stage of analysis, the research team went over the materials that had been categorized under each domain separately, defined core ideas for each domain and then assembled to discuss in order to reach a consensus.

The prevalence of the core ideas is defined on a three-tier scale: the term “most therapists” is used to describe a phenomenon that was identified in over 75% of all interviews, the term “some therapists” describes a prevalence of 25–75%, and the term “a few therapists” describes a prevalence of less than 25% of cases (Hill, 2015).



Professional Ethics and Confidentiality

Both the researcher contacting the therapists and the consent form they were asked to sign explicitly stated that the therapists were not obligated to participate in the study and that they were free to withdraw from it at any stage. They were promised that their identity would remain confidential throughout the study and the publication process. There was particular emphasis placed on protecting the privacy of the clients, and the therapists were instructed to give only general and anonymous examples. Any identifying details were redacted in the interview transcription stage and the recordings were destroyed at the end of the transcription process. The present study was approved by the ethics committee for the Faculty of Social Welfare and Health Sciences at the University of Haifa.



RESULTS


Perceptions of the Significance and Objectives in Arts Therapy With Ultra-Orthodox Children


The Overall Perception of Therapists Treating Haredi Children Is That It Is No Different From Treating Children From Outside Haredi Society

Despite the specificities of this population, most therapists stressed that administering arts therapy to ultra-Orthodox children is in large part similar to administering arts therapy to children in general. Thus the therapists sought to emphasize that the fact that the clients were children was more important and central than the culture in which they were brought up – As stated by some of the therapists: “They’re just children like any other.”



The Therapists Did Identify Unique Objectives in Treating Haredi Children Which Are Influenced by Cultural Factors

Notwithstanding the statements above, most therapists identified a few objectives which they perceived as specific to administering arts therapy to Haredi children. The therapists made this distinction based on their experience in treating secular children. One main objective which emerged from some of the interviews focused on bolstering the child’s self-expression. This objective revolves around developing the ability to express the self, including encouraging flexibility and broadening the child’s range of reactions to include ones that do not stem from cultural norms or ones that may even oppose them, such as refusal: “to allow another kind of expression, to allow me to connect to what it is I’m feeling.” Some of the therapists expounded that children from ultra-Orthodox society often find it difficult to be authentic, to express thoughts and feelings as individuals in the context of strict cultural norms: “It is very hard for them to talk about the self… they can talk about themselves in the space of their school, about what happened to them, but not about how they felt or what they thought.”

Another objective that came up in the statements of some therapists touched on the need to develop and evolve the children’s emotional vocabulary. According to these therapists, in many of these children’s households, especially ones that belong to certain ultra-Orthodox factions, the language of emotion is either impoverished or lacking entirely: “You can feel that there is no validation at home of the experiences the child is going through… the overall impression is that the whole mode of conduct at home is very technical.” As a result, Haredi children often display difficulties in recognizing and expressing emotions, especially complex emotions such as jealousy. The children, especially ones of primary school age, tend to express themselves through their behavior rather than talking about their feelings, a blockage that manifests itself in behavioral problems: “When there is no emotional vocabulary and it’s hard for me to express and say how I feel, that’s where the problem starts. The child acts out the thing rather than speaking the thing.”

Some therapists referenced growing up in a large family as a dominant cultural attribute which affects other therapeutic objectives. Thus, for example, one objective linked to the fact of growing up with multiple siblings is dealing with a sense of inability to handle the responsibility of taking care of younger brothers and sisters. Another objective is dealing with problems of wetting or soiling themselves as a result of the social acceptance of late toilet training, which possibly stems from the parents’ inability to toilet train when there is a large number of children in the house and they are preoccupied with household maintenance tasks. These therapists underscored the significance of therapy in this context as an opportunity to provide the child with exclusive and undivided attention: “to give them a warm place where the child can feel themselves again, which is hard when there are so many children at home.”

A few of the therapists shared their perception of bolstering the child’s ability to make choices as being an important therapy objective. These therapists suggested that the difficulties these children experience with choosing are likewise due to the realities of living in large families from a low socio-economic background: “They might say – I’ll take whatever there is… Because a lot of the time there is nothing, or they have to share with a lot of other children.” Moreover, a few therapists insisted that children in Haredi society have a strong need to please which is most likely developed by their upbringing: “The desire to please is there all the time. That’s how they are raised.”

A few of the therapists also mentioned working on anxieties in general and on Obsessive-Compulsive Disorder (OCD) in particular as an additional objective. These therapists claimed that the anxieties have to do with the feeling of inability to uphold the strict precepts of religious law: “They have very severe anxieties around the whole subject of upholding the Halachot [Jewish laws] and the Mitzvot.”



Perceptions of Arts Therapy and Its Significance in the Eyes of Haredi Society

When the therapists were asked to describe the manner in which, in their opinion, arts therapy is perceived in Haredi society by parents, educational staff and rabbis, their responses yielded quite a few contradictions and disparities. Some of the therapists agreed that there has been a vast improvement over recent years in terms of the willingness and desire to participate in therapy, both in the context of educational frameworks, and in private clinics and institutes. These therapists described a certain degree of respect accorded to the therapist, who is perceived as a professional, and mentioned that rabbis too seem to have a greater understanding of the importance of therapy, and their perception has an influence on the disposition of the Haredi population as a whole: “today there is a kind of understanding that therapy is not just for crazy people, there is an understanding that, especially for children, it does them good.” Nevertheless, a few of the therapists argued that the stigma of receiving therapy is still widespread, since it attests to a deficiency within the person or the family: “it is a great shame to go to therapy, it means that there’s something wrong with you.” These therapists also implied that even when there is a certain willingness to receive therapy, there is still a staunch objection to psychiatric diagnosis.

A similar inconsistency arose in relation to the Haredi population’s understanding of the meaning of therapy, with a few of the therapists claiming that despite a willingness to receive treatment, those seeking it do not have a good understanding of what therapy entails. Some therapists, on the contrary, opined that today there is a greater understanding of the meaning of therapy, and that some clients even have clear objectives and requests pertaining to coping tools when they come in for their first session. These therapists claim that sometimes parents bring their children to therapy with the expectation that it will solve all of the child’s and the family’s problems: “just straighten out some of the kinks in their kid for them… they want you to fix their child.” According to some therapists, the parents demand quick solutions for the therapy objectives that drove them to send their child to therapy, and if the desired results fail to be obtained, they seek to understand the kind of work that has been done in the course of therapy. These therapists were divided among themselves with regards to the ability of parents to perceive therapy as a process. However, most therapists expressed encountering difficulties in this respect: “there is a great desire for some kind of recipe that would explain how things are or what’s working, and less of a willingness to understand that it’s a process.”

In describing the perceptions of the meaning of therapy among Haredi educational staff, once again opinions were conflicted. Thus, alongside the descriptions by a few therapists about narrow and dogmatic outlooks that focused on the direct benefits of therapy, there were also a few therapists who reported a great deal of appreciation accorded to the therapists’ work.



Therapy Referral Agents and Reasons for Referral in the Eyes of Haredi Society

A few of the therapists underlined the fact that most parents do not seek therapy for their children of their own initiative, but rather following the suggestion of educational staff – school and kindergarten teachers, or rabbis.

The main reason for referral which came up in some therapists’ statements was social problems, such as introversion and loneliness. There are even cases where the parents insist on focusing on social problems despite the background presence of far more complex issues such as severe sexual abuse. It is manifest that the parents find it very important for their children to fit in well in society, which a few therapists consider largely the result of the community being central to the life of the Haredi individual: “the issue of being really well adjusted socially is very important for them… the importance accorded to how you are perceived is very much magnified.”

Another principal cause of referral mentioned by some therapists had to do with learning deficiencies, attention deficiencies, and difficulties with organization, which are often accompanied by outbursts of anger, violence and difficulties regulating emotions. Some therapists described the great deal of pressure parents place on scholastic achievements, and added that oftentimes parents turn to therapy following displays of behavior that they perceive as abnormal and disruptive to the child’s studies: “the idea that the child has to behave properly when it comes to school… it is much more stressful for the family.” Nevertheless, a few of the therapists described parents who focus on the child’s emotional wellbeing even in children with attention disorders, and seek to bolster the child’s confidence: “I have a few kids with ADHD, but the parents bring them to therapy because they want to raise their confidence.”

One cause of referral particular to this population, which was mentioned by a few of the therapists, was behaviors that were incompatible with the rules and norms of Haredi society, such as modest dress, respecting one’s parents and elders or upholding the Halacha: “They want good kids who do as they should.”

Most therapists claimed to often notice disparities between the therapy objectives as they perceive them as opposed to the perception of the parents. However, it would seem that in most cases, the therapists place the parents’ perceived objectives at the center of their work, and either hold off on working on their own perceived objectives or work on them indirectly, while maintaining a realistic perspective on the clients’ real lives to which they return at the end of the therapy session: “I can’t open up big gaps because at the end of the day they go back to their parents… it would be irresponsible of me.”



Influence of the Cultural Difference Between Therapist and Clients on the Emotional Experience and the Therapeutic Relationship


Cultural Disparity as an Opening for Candor Including Revelation of Secrets

Most therapists claimed that their not belonging to Haredi society influenced the willingness of the children and the parents to reveal things about themselves. Some therapists talked about parents and children sharing experiences and dreams during therapy sessions which include content that is forbidden or frowned upon in Haredi society. These therapists explained that the revelation of such content can take place due to the fact that the therapist does not belong to the ultra-Orthodox community and thus there is little risk of her exposing the secret revealed to her: “I’m not part of the community, and therefore the fact that I am holding on to their secret can’t lead it to be exposed, which might influence all kinds of things that have to do with their wellbeing.” Some therapists added that clients are also able to be candid because of the therapist’s lack of judgment toward the revealed content, since she does not espouse the ethical standards and the value system of Haredi society: “I came with a slightly more relaxed and less rigid attitude into this set of rules and regulations of the Haredi world.” As a result, the clients and their parents are more willing to share and reveal even very traumatic experiences, such as multi-generational sexual abuse. A few of the therapists suggested that sharing takes place out of a perception of the therapist as a window of opportunity to experiment with fantasies and forbidden wishes: “I live their dream. I allow them this window of being without judgment.”

Even so, it is evident that the fear of exposure is very much present during the therapy sessions. Even though a few of the therapists claimed that there is less secrecy and aversion to revealing complex content than before, most therapists shared having the sensation that there were things being kept from them: “There is a feeling of secrecy.” Thus, for instance, the children tend not to share much about their family and the dynamics at home, and the parents sometimes avoid sharing such vital content as sexual assault or psychiatric diagnosis which the therapist only discovers during therapy. The reason for this, according to a few therapists, may have to do with the Halachic ordinance against defamatory speech, which prevents the clients and their parents from speaking about the bad deeds committed by others, and the claim was put forth that some use religion as an excuse for concealing the truth. Furthermore, a few of the therapists mentioned that in some more complicated cases, such as ones involving sexual assault or fear of the client leaving the religion, the community put an end to the therapy and the client was transferred for therapy by a therapist within the Haredi community.



Cultural Differences Lead to Missed Nuances and Difficulties in the Therapist’s Ability to Understand

Some therapists revealed that significant language barriers exist in arts therapy with ultra-Orthodox children. Beyond the obvious linguistic obstacles that arise when the clients speak a different language – namely, Yiddish, spoken in many Haredi households – language barriers appear even in treatments where the client and therapist speak the same language (Hebrew). Some therapists expounded that barriers can arise following their own lack of familiarity with the meaning of certain expressions, symbols, sayings, codes and rules, as well as disparities in body language: “We just don’t speak the same language. A lot of it is in the subtext, in the ability to decipher both the hidden messages and the body language.” These therapists’ statements indicate that these disparities and barriers have an effect on the therapy and the therapeutic relationship. Thus, for example, some therapists described cases where they acted based on their own conceptual world, a world that is often in conflict or mismatched with the conceptual world of the client, which led to misinterpretations, created emotional distance, and even unintentionally caused the client distress. In some cases, the cultural disparity created a veritable disconnect and led to the cessation of therapy. It would appear then that language barriers sometimes prevent the possibility of professional discourse: “Our lack of knowledge silences us… it’s very hard to stand up as a professional and explain… it’s as if they bring a different kind of knowledge which belittles us.” A few of the therapists, on the other hand, opined that missing out on nuances may also serve as an advantage, since it forces the therapists to be more intuitive in their work.



The Therapists Try to Sensitively Adapt Themselves to the Clients’ Culture

As shared by some therapists, the linguistic disparities force them to adapt their language to that of their interlocutors: “I feel like I choose my words very carefully… Beyond the processes of introspection, of looking at what’s going on, I also adapt my language to theirs.” Some therapists explained that they use expressions taken from the religious world in order to describe and mediate therapeutic terms, and that they likewise adjust their language to resemble the Haredi way of speaking, which is more proper and less casual. This way of speaking forgoes the use of slang, on the one hand, but on the other hand, it also sometimes lacks words and expressions of a higher register. Moreover, the use of certain words is forbidden or frowned upon, such as words describing bodily functions and secretions, and the therapists must adapt their speech accordingly.

Some therapists said that in order to adapt themselves they mostly consult with the parents, and sometimes with the children themselves, with the rabbis of the community, or with other therapists. In some cases, they have recourse to supervision. Another focal point of adaptation mentioned by some therapists is the therapeutic content. Some therapists explained that they frequently check what is allowed and what is forbidden in Haredi society, and consult with parents about any specific boundaries which the therapist mustn’t overstep, or if there is any specific content that they do not wish to be included in the therapy sessions. Likewise, they are careful about revealing content from their own personal lives, out of the assumption that exposure to content that does not fit in with the client’s worldview may have an adverse effect on the therapy: “There is more attention paid to the details of what I say and what I do…and how much I share.” Furthermore, some therapists explained that they must exercise caution about applying their own set of values in their approach to the client, since this may provoke internal conflict in the client and cause them further distress: “This automatic approach that I come from, of encouraging her to rebel and to kick off this oppression she lived through, it was very problematic and could have gotten her in trouble.” Nevertheless, some therapists qualified this notion and stated that in some cases they mustn’t lose sight of their professionalism and that some things must be said even though they might go against the Haredi worldview.

Two additional areas in which the therapists have to adjust themselves include the need to adapt their clothing in order to comply with the rules of modesty customary in Haredi society (long skirts, long sleeves, closed shoes), as some of the therapists described, and the need to uphold the laws of Kashrut when it comes to food served in the context of therapy (in instances where the client and therapist cook together during treatment), which a few mentioned.

Some therapists also spoke of the need to respect the client and their worldview, even in instances when they feel the urge to disagree: “There are a lot of red lines, you have to know about them, you have to respect them when they differ from your own worldview or even when you disagree with them.” In addition, some therapists mentioned the importance of being familiar with the heterogeneity of Haredi society, and the need to distinguish between different factions in terms of what they allow and what they forbid: “There is so much variance that you have to learn to get to know who you are working with.” Some therapists emphasized the need to be humble and patient, and to be willing to constantly learn from the mistakes they make in the course of therapy.



The Therapists Experience Distress as a Result of the Cross-Cultural Encounter

Some of the therapists shared that they experience a measure of distress as a result of having to adapt themselves. Thus, for instance, the therapists revealed that the need to change the way they dress was sometimes experienced as an invasion of privacy, especially when the children asked questions about their dress or resorted to touch: “The questions the children asked me, why am I not wearing a wig or long socks, and they would even touch me physically, it embarrassed me and felt extremely invasive.” The discomfort described by some therapists was exacerbated by the feeling that they were meticulously scrutinized by the clients’ parents: “I may have imagined it, and I may have not, but they would also scan me with inquisitive glances.” Moreover, some therapists shared that having to make adaptations impedes their ability to act authentically, and increases their alertness and caution, which hampers their ability to treat the clients: “The main difficulty I experienced was the whole issue of being cautious, of not being able to be authentic.”

Alongside the aforementioned causes of distress, some therapists pointed out difficulties in dealing with their own critical outlook on different aspects of Haredi society. For instance, some of the therapists shared their criticisms of the high expectations placed on children in Haredi society, the great levels of responsibility and restrictions they have to deal with, which prevent them from being able to behave like children: “Everything has to be meticulous and organized, she has to act a certain way and she has to help her mother… and all those chores… she’s an old woman before her time.” Some therapists went on to speak about the distress they feel when dealing with young parents who have a large number of children even in cases where there are genetic problems present or difficulties in fulfilling parental functions. These therapists felt that these situations put the children at risk and hamper their emotional capacities. And yet, despite their intense feelings on the subject, A few of the therapists noted that they cannot discuss these issues with the parents and the criticism remains unspoken: “It’s a criticism, it’s a dilemma, and it’s like something you can’t touch on. There’s no discussion about bringing so many children into the world.”

Some therapists expressed feeling critical of the tendency to hide things in the Haredi community, and mentioned experiencing unease in situations where children had been charged with keeping a family secret. They especially noted situations where vital information is being kept from the child, such as their mother’s pregnancy, revealed only on the day she returns from the hospital with an infant. According to these therapists, such situations are distressful to the child who then has to adapt quickly and without support or mediation: “There is a very prominent tendency not to ask, or not to know in a sense… It’s an experience of a lack of control, which manifests itself later in very severe reactions on the part of the children.” Some therapists added that their discomfort increased when they are asked to endorse the family’s conduct and their policy of secrecy.

In addition, some therapists talked about difficulties dealing with their own criticism toward the general attributes of Haredi society, including political issues, displays of hierarchical thinking and racism: “It’s moments when you feel that most basic stigma in your heart. That point of thinking: you are not a just society.” A significant and dominant point of distress raised by a few of the therapists stemmed from disparities in nationalist ideology. These therapists described situations, which they found particularly distressful, wherein they felt a lack of respect and a disparagement of aspects related to their nationalist-Zionist values, an ideology toward which there is resistance in Haredi society. Thus, for example, the therapists described cases where clients’ parents would stare at them as they stood up to observe a moment of silence during the alarm sounded on Memorial Day, as well as instances of clashes between the clients and themselves around the subjects of Independence Day and mandatory military service. A few therapists explained that the anger and hostility they felt in these instances stemmed from the fact that they were not being treated with the esteem that their efforts to adapt themselves and to provide a sensitive and respectful therapy deserved: “We’re expected to respect the religion and all the rules… but something that is so significant to us… it was very problematic for me this whole subject.”

Another difficulty that emerged from some therapists’ statements touched on the way Haredi parents deal with any problem or issue they have with the therapist herself. Some therapists said that in many instances, parents addressed their complaints directly to the authority above the therapist (the management), without ever coming to her and discussing the matter with her. Such instances undermine the therapist’s status and often end up terminating the therapy: “They went straight to the principal and didn’t talk to me, they complained about me to the principal and so she got involved, with the best of intentions, but it did kind of demolish my authority.”



The Cross-Cultural Encounter Affects the Therapeutic Relationship

The findings show that the cultural disparity between therapists and ultra-Orthodox clients is significant and affects the therapeutic relationship. However, despite the prominent difference, a few therapists expressed finding themselves struggling with the dilemma of whether to address the difference directly or to repress it: “It’s a real issue, whether to lay it out on the table with the child, and it’s a dilemma. Whether my identity is something that should be discussed during therapy.” Some therapists said that the parents and the children know that they come from outside Haredi society, but some other therapists pointed out that the children are not fully aware of the cultural difference which is a source of confusion: “The kids over there find it really confusing: so they think of my hair as a wig, and let’s say if I get a haircut or something they’ll say ‘you’ve changed wigs!”.

Some therapists addressed positive effects of the cultural difference on ultra-Orthodox children’s participation in therapy. For example, the children feel the need to teach the therapist about Haredi society and by doing so they experience a feeling of control thanks to their ability to teach the other: “It gives the kids the feeling that they can teach someone something.”

Nevertheless, some therapists spoke of the obstacles the cultural difference places in the way of the developing therapeutic relationship. These therapists described a difficulty on the part of the clients to trust and bond with the therapist who is perceived as a foreigner. This is especially true for clients whose distress is underlain by an impaired ability to trust, such as victims of sexual assault: “She just couldn’t handle this kind of atmosphere, the way I’m talking to you right now… It was much too aggressive for her, too direct for her, very un-Haredi.” According to a few therapists, the cultural disparity oftentimes provokes a resistance to therapy on the part of the children and puts a strain on the relationship: “That’s the initial resistance… He says to me something like: you also want to lead me astray from my religion…what’s your value system compared to my value system.” The cultural difference also makes it harder for a few therapists to establish a therapeutic relationship, since they often feel disdain on the part of the clients in regard to their lifestyle. Some therapists expressed an overall feeling that they cannot be their natural selves, and that they need to be somewhat cautious about displaying any signs of closeness or intimacy. In order to bridge the cultural gap and allow the therapeutic relationship to flourish, a few therapists described looking for the common elements between the two worlds and emphasizing the transition from the outside world into the therapy room.



The Use of Arts in Therapy


Arts Therapy Enables Clients to Broach Content That Cannot Be Verbally Discussed by Means of Distancing

Some therapists stated that the arts play a significant part in bringing up content from the child’s inner world, with emphasis on content that the child cannot talk about directly, such as everyday hardships, violence and sexual abuse: “The playing and the text and the creative work bring out the more difficult content… which, a lot of the time, it’s hard to talk about directly.” Likewise, through the arts, the children are able to explore and deal with their inner wishes and issues that are important to them. Some therapists expounded that art is a non-verbal medium for projection, which allows clients to broaden their experience and approach internal content indirectly, in a gentle manner: “That whole sophisticated mechanism of ‘I’m not talking about myself, I’m talking about this other thing.’ It goes a long way to breaking down their defense mechanisms.”



The Children’s Artistic Expressions Draw on Their Unique World of Content

Some of the therapists’ statements indicated that the unique world of content of children from the Haredi community is expressed in all the different kinds of arts therapy. Thus, for example, in visual art therapy, the children often draw stories, motifs and elements from the bible, such as the temple and the sacrificial altar. Moreover, drawings that depict subject matter from the children’s daily lives, such as drawings of their family, feature culturally marked choices in the character design and in the adherence to modesty codes, both in the way they are drawn and in the separation on the page between male and female characters. In psychodrama and bibliotherapy, the images and metaphors are drawn from the world of religion, the plot of the play or the story often includes events from the history of the Jewish people, and the characters the children portray are biblical characters, such as the High Priest. Music therapy often features music the children hear at home, including Sabbath chants and holiday songs. In dance/movement therapy, mundane items are infused with meaning that corresponds to the Haredi lifestyle: “A beanbag becomes a prayer book and a handkerchief always goes directly on the head.”

On the other hand, Some therapists sought to emphasize that despite the uniqueness of the children’s sphere of content, the arts allow them to express their emotional experience and inner world. For example, a recreation of the destruction of the Temple reflects a sense of failure and division in the family, whereas feelings of mental imbalance are often reflected in references to yetzer hara (the biblical term designating humanity’s inclination to do evil). In order to understand the emotional story behind the work, a few therapist resorted to phenomenological observation and discussions with the child about what the work means to them: “I try to understand together with the child… and the truth is that it opens up completely different things, things that have nothing to do with religion.”



Haredi Children’s Ability to Engage in Symbolic Play Is a Matter of Controversy

The therapists’ opinions were divided in regard to the ability of ultra-Orthodox children to engage with symbolism and play. Some therapists claimed that Haredi children are no different from any other children in their ability to play symbolic games, and that their main particularity in this respect is not related to the ability to play, but to the world of content expressed in the game: “I don’t think there’s a difference. It’s another world of content… the characters will look different, the story will utilize a different kind of language.” By contrast, some therapists described one challenge that arises in art therapies related to difficulties engaging in play among a large portion of Haredi children, which manifests in play that is mainly based on concrete references and in a limited capacity for imagination: “There are very well defined limits of the imagination there… the play tends to be very concrete sometimes.” It would appear that when the play, the story or the artwork draw on motifs from the world of Judaism, a world that is very familiar to the children, they find it especially hard to see past the rules and moral standards of Haredi society, and their imagination is blocked: “It was impossible to have a conversation with him that went beyond the moral of the story… He wasn’t at all open to something freer.”



The Otherness of the Therapeutic Space Allows for Different, Less Inhibited Behavior

Most therapists spoke about the difficulty that children from the Haredi community have letting loose, a difficulty which manifests itself during therapy in the children’s tendency to act in a restrained and stilted manner, a preference to sit at a table, occupying themselves with gathering up and arranging objects, and a focus on creating precise and aesthetically pleasing work. On the one hand, some therapists addressed the unease felt by the children faced with the uninhibited behavior of the therapist, as well as problems in experimenting with letting loose and a tendency to instead cling to rules and norms: “It scares them, they don’t like it… it’s very hard for them to be in that space.” On the other hand, according to some therapists, the children recognize therapy as a different space, apart from the one they are used to, where one can act more freely, and they react to it in different ways. Some therapists described the children’s’ excitement, which manifests itself in initial regressive reactions and in displays of enjoyment and curiosity: “They’re excited because I open the door for them to something they’re not really exposed to in their day-to-day lives.” Based on some therapists’ statements, we can surmise that the children’s reaction to the therapeutic space ranges between two extremes, with the first stage characterized by the children’s confusion and struggle to let go, which then leads them to behave in ways diametrically opposed to their normal behavior, running amuck and getting overexcited: “You can feel that sometimes it makes them go into overdrive mode, running wild.” For this reason, a few of the therapists have to vacillate between granting opportunities to cut loose and activities reflecting the need for restraint or balancing out the children’s reaction to liberation.



The Delicacy of Dealing With the Body and Sexuality During Therapy

Some of the therapists described various limitations in working with the body during therapy, such as the need to adjust, minimize and suppress their body movements to match the acceptable norms in Haredi society, which hampers their ability to be relaxed and natural. Some therapists added that the range of movement available to the children during therapy is also limited, due to the children’s tendency to play more spatially restricted games, such as table-top games, and their modest clothing which limits the potential for free motion: “She can’t roll over on the floor because she constantly has to hold her dress in place.” A few therapists also went on to describe the singular nature of the children’s movement, which involves less motion of the center of the body, with smaller and more restricted movements overall, and less freedom and flow. Moreover, some therapists explained that there are significant limitations in terms of language that references the body, to the point where the children have no words to describe various body parts, especially when it comes to private parts: “Between the belly and the legs, that whole part is missing. Which part of you touches the chair? The legs. What else? The back.” Accordingly, a few therapists find it hard to address the body in their work. They tend to avoid making movements that necessitate a discussion of the taboo body parts, and minimize work on content that has to do with the body, such as body image.

A few of the therapists reported being very much preoccupied with their distance from the clients and the possibility of touching them: “I am extremely aware of how far and how close I am. I can say that I am more careful about touch here than with other children.” The possibility of touch exists to a limited extent with children under the age of nine; it is more restricted with boys and it is absolutely forbidden with the fathers. A few therapists clarified that for the most part they cannot work with boys over the age of nine. Nonetheless, a few of the therapists claimed that the limitations on touch do not detract from the quality of the therapy or the ability to connect with the clients.

Some therapists recounted that contents related to sex and sexuality almost never arise during therapy sessions, even with adolescents. A few of the therapists underscored that when there is any mention of sexuality, they tend to see it as a red flag: “A child who broaches sexual content is a child who is going through something.” Moreover, a few of the therapists described ambivalence and apprehension on behalf of the parents in cases where they need to focus on this area, such as incidents of sexual assault or unusual preoccupation with sex on the part of the child: “The mother was really startled and was not willing to let me get into it.” Nevertheless, one of the therapists offered a contrary viewpoint on the subject and described a validation and openness toward sexuality among the Haredi community, based on their perception of sex as a mitzvah as opposed to a carnal urge.



The Therapist Makes Adjustments or Avoids Using Certain Artistic Tools Due to the Laws and Norms of Haredi Society

Most therapists stated that part of the adaptations they have to make for their Haredi clientele is centered around the artistic activities and involves making adjustments or even avoiding certain tools or artistic materials that may invoke content that is unacceptable in Haredi society. Thus, for instance, in working with text, a few therapists has to check whether the text is appropriate and get approval to use it. A few therapists emphasized that they cannot use books that feature impure (non-kosher) animals, or fantasy elements such as fairies, witches or dragons, and that sometimes they resort to changing the story’s content and replacing certain elements with names and concepts familiar to the Haredi population: “When I tell a story I will often change it. That is to say, I’ll make it more ‘Jewish.”’ Moreover, a few therapists also check the illustrations featured in the story books or in the games used in therapy and edit them to make them match the cultural symbols and modesty codes of Haredi society.

Some therapists pointed out that they very rarely use technological means such as smartphones or computers, and that they particularly avoid using recorded music. When they do use music, they make sure to use either instrumental tracks without lyrics or songs popular in the Haredi community. In rare instances, a few therapists feel that a certain song from their world can be of help to a client, and in that case they will only use the song if the lyrics bear no conflict with the norms of Haredi society and only after receiving direct approval from the client’s parents. Furthermore, a few therapists stated that they only sing with young children and refrain from singing with older boys or in the presence of parents, due to the Halachic ordinance which prohibits men from listening to women singing.

Similarly, a few therapists avoid using artistic materials such as paintings, magazines or miniatures that feature elements which Haredi society finds unacceptable. Sometimes a few therapists would hide props or materials through which children might express less socially-accepted content, such as aggression: “There is a lot of aggressive content that the kids want to engage with during therapy and they can’t because I make sure hide that kind of stuff in the room in advance.” It is interesting to note that when the therapists make the arts accessible by using terminology that is customary in Haredi society, even things that are problematic in terms of the Halacha, such as making statues or masks, can take place during therapy without unease or apprehension: “I’ve changed the terminology. The statues are called dolls, the totems are models or structures, the masks are called funny faces.”

Some therapists shared that they make these adjustments out of the comprehension that if they should allow the children to engage with things that are forbidden at home, they may provoke a resistance to therapy, ambivalence or confusion: “I didn’t bring any things that might destabilize or provoke any kind of ambivalence on the part of the client in an interventionist manner.”



Systemic Aspects


The Relationship With the Parents Develops Gradually

When a Haredi child undertakes arts therapy, there is continuous contact with the client’s parents, including meeting at the beginning and end of the therapy, ongoing parental guidance, as well as occasional chats. The statements of most therapists revealed that the process of establishing a relationship with the parents takes place in stages. The stage of initial contact is often a problematic one because the parents are apprehensive about the therapist as an outsider to Haredi society. The cultural disparity makes the relationship with most parents cold, pragmatic and official. Sometimes it even leads to cessation of therapy: “A lot of treatments have ended because of suspicion, or didn’t take place because of suspicion… They don’t want the child to be in therapy alone with you.” Some therapists revealed that parents scrutinize the therapist thoroughly in the first stages of contact out of the desire to protect the children and their upbringing, for fear that the therapist might legitimize things that are not suitable to the lifestyle of the Haredi community: “They are automatically suspicious of me… That I’ll be some kind of figure who gives legitimacy to straying off the straight and narrow.” As a result, some therapists are forced to make an extra effort to prove their professionalism and sensitivity: “You need to prove yourself, both that you’re looking out for them and that you’re worth something, to get them on your side.” In order to gain the parents’ trust and establish a relationship with them, a few of the therapists encourage frank and direct discussions of the cultural difference: “I very much encourage talking about our differences… After we talk about it, it gets better.”

According to some therapists, once the parents learn to trust the therapist, they often express gratitude and appreciation. At this stage, the parents transition from suspicion to trust and dependency. They efface themselves before the therapist, whom they now perceive as a figure of authority: “The moment they begin to trust you, it is full on trust on the most absolute level. Any word I say is almost sacred.” Accordingly, the parents wish for the therapists to make decisions for them on various issues and have a hard time participating in joint deliberations: “They want me to decide… God says, the rabbi says, the principal says, and now the therapist will say.” It is important to note, however, that more often than not the rabbi’s opinion still remains the most influential factor in the parents’ decision-making process.

In most cases, establishing a relationship allows for a more open dialog about a variety of subjects. However, it would seem that when it comes to parents from certain ultra-Orthodox factions, there are still certain topics and issues that the therapist cannot address freely even when the relationship is relatively well-established: “It really depends on the faction… There were some with whom I had a very open dialog, but enough others where there was nothing I could do.” In most instances where trust has been established, the parents are able to commit and dedicate themselves to the therapy, even when it is long and intensive, and the therapists can see that they apply the ideas emerging from the sessions: “Parents commit themselves… Some parents say to me ‘now it’s something that belongs to me and my child’… There are even parents who do it with their other children.”



The Role of the Father in Therapy Is Variable

The therapists’ statements indicate that the faction to which the parents belong has a great effect on the role the father plays in the therapy. Thus, for example, while some therapists shared that they see fathers rarely and even when they are present, they do not make eye contact with the therapist and project a sense of discomfort, other cases had both parents in attendance: “I’ve had many families where only the mom ever came in. There were also those cases where the father would be in the room but not look at me. But there were also cases where both parents showed up.” It is interesting to note that in certain factions the situation is the exact opposite: the father plays a significant role in the child’s therapy, he dominates the discussion, makes eye contact and exhibits more responsibility and commitment than the mother.



Therapy for the Child Paves the Way for Therapy for the Parent

Another unique point that emerged from the statements of some therapists is that parents will frequently continue therapy with the therapist who treated their child, after the child’s therapy has concluded. In some cases, during the child’s therapy course, the therapist will recognize a need for one of the parents to get therapy and makes the suggestion to the parent. In other cases it is the parent who recognizes, at some point in their child’s process, that they themselves require therapy and asks the therapist to provide it: “We get half way through the therapy and the parents see a real change for the better in their child, so the dad says ‘I’m going to start therapy myself.” A few therapists remarked that often it is easier for the parent to send the child to therapy rather than invest family resources in themselves, and therefore sending the child to therapy is perceived by the therapist as a cry for help on the part of the parent: “A lot of times they bring the child to therapy but it’s the mother who’s crying out for help… And it’s happened more than once or twice that when the kid goes out, the mother goes in.” Nevertheless, a few therapists noted that there are many parents who are unwilling to look at themselves and realize that they are the ones who need help.



Characteristics of Work With the Parents

Some therapists maintained that the work they do with the parents includes teaching them what therapy is: “I am constantly trying to make therapy accessible to them.” For instance, they have to explain to the parents that therapy is a gradual process that may take a long time, and describe in detail how they work and the techniques involved.

Another aspect of working with the parents pertains to cultivating their ability to observe the child. Some therapists explained that since many parents are primarily focused on the technical day-to-day functioning rather than the emotional state of their child, they have to teach the parents to observe the child’s distress and to help them understand what causes it, what makes it more frequent or acute, and how it relates to the processes they are undergoing. Some therapists related that a central part of their work revolves around getting parents to understand that behavior is an expression of mental states. There is often a need to communicate the client’s emotional needs to the parents, help them recognize these needs as normal even in cases where they differ from their own personal needs or diverge from the norms of Haredi society, and together figure out how they can satisfy these needs and thereby alleviate the child’s emotional distress: “The most important thing is to show them how every external act is an expression of something happening in the psyche… To understand that the child is different from them… and to show what can be done.” A few therapists talked about teaching the parents to observe the child’s uniqueness and strengths, and working with them on their ability to admire their child and to show their admiration explicitly and emphatically: “That feeling of enthusiasm about the child, it’s not always put into words, and that’s something I often find myself working on with them.”

Some therapists added that they focus on the parents’ participation as partners in therapy. They expounded that even though they often respond to the parents’ requests for guidelines and practical tools, they invest most of their resources in encouraging joint deliberation: “They want me to decide, me to tell them… So I say – let’s see together, it’s not my decision… I’m here to deliberate with you.” A few of the therapists make sure the parents understand the importance of joint guidance sessions, which sometimes come at the expense of sessions with the child, while emphasizing the significance of their cooperation for the therapy’s success: “I always tell them: ‘Without you, it’s impossible.”’



Objectives in Working With Educational Staff and Spiritual Figures

Some therapists spoke about their relationships with educational staff and spiritual figures, such as teachers, rabbis and community leaders. According to some therapists, for the most part they maintain good working relationships with these figures, albeit not close or personal ones. The relationships are often closer with female figures, and less close with rabbis, however, it appears that these therapists consistently view this matter as largely dependent on the individual personality of each such figure. Sometimes they engage in direct dialog with the educational staff and spiritual figures; other times, however, the dialog take place through the mediation of the parents, which is the case when certain rabbis refuse to speak to the therapist directly due to her being a woman. Furthermore, sometimes a few therapists experience difficulties in getting in touch with these figures due to technical issues such as lack of telephone access.

It appears that work with these figures revolves around three main objectives. As stated previously, the first objective mentioned by some of the therapists is consulting with them in complex cases or when they encounter problems in the course of therapy, in order to learn about certain Halachic or cultural aspects and understand how they must behave. Some therapists emphasized the important of having a consulting agent within the Haredi community: “It’s very important to have guidance about cultural sensitivity… to have someone who knows the population instruct you.” Another objective that emerged out of the statements of a few therapists is to obtain information, for example about the child’s family background and their functioning in different areas of life: “It’s not just about seeing the child from another angle, but also about understanding how they are seen.” The third objective described by some therapists is to provide information. Some therapists stated that educational staff and spiritual figures sometimes consult with them when they need to make decisions pertaining to complex issues, and they are then sometimes required to explain concepts from their own foreign world to the Haredi society. A few therapists create a discourse focused on the client’s capacities and intended to communicate the mental motivations driving their behaviors, as well as instruct the interlocutors about the possible actions they can undertake in response to these behaviors.



DISCUSSION

The present study examined the perceptions of non-Haredi arts therapists regarding work with children from the Haredi community, thereby joining a previous study that examined the perceptions of non-Haredi dance/movement therapists working with Haredi children (Suskin and Karnieli, 2015) as well as other studies which examined psychotherapy (e.g., Freund and Band-Winterstein, 2017; Hess, 2018) and art therapy (Padolski-Kroper and Goldner, 2020) in adults from the Haredi community.

The study offers a glimpse into the encounter between fundamentally different cultures and value systems – the traditionalist-collectivist culture of the clients and their parents, on the one hand, and the Western culture that forms the basis of psychotherapy and to which the non-Haredi therapists belong, on the other (Schwartz, 2017; Gopalkrishnan, 2018). The study found significant disparities between therapists and clients in terms of perceptions and values. These include the disparity in self-perception that emerged in the study and is also described in the literature (Yafeh, 2001; Schlesinger and Russo-Netzer, 2017), disparities in family structures and the number of children in the family, and the therapists’ perception of various behaviors in some children (e.g., difficulty making choices, a desire to please and overall restraint) as focal points for therapeutic work as opposed to the perception described in the literature of these behaviors as conforming to the values and norms of ultra-Orthodox society (Goodman, 2003; Frosh, 2004; Hakak, 2011). The findings indicate that these disparities are fundamental to the experience of all parties involved in the therapy (therapists, parents and children) and present them with extremely complex challenges. Thus, the present study is an addition to the body of research dealing with the complexity typical of cross-cultural therapy (e.g., Qureshi and Collazos, 2011).

With regard to parents, it would seem that these disparities cause them apprehensions which often express themselves in difficulties trusting the therapist, the tendency to over-scrutinize her, and sometimes even a cessation of therapy due to the cultural difference. The reason for this seems to be rooted in the fear that values opposed to those of the Haredi worldview might penetrate through to the child (Band-Winterstein and Freund, 2015), as well as the parents’ dread of potential harm to their child’s spiritual upbringing (Schnitzer et al., 2011). Similarly, the children also sometimes struggle to trust and bond with the therapist, and they too find themselves preoccupied with the disparities that sometimes charge the therapeutic relationship with tension. The interviews indicate that the therapists choose to accord a central place to the values and norms of the cultural world of the child and their parents, even at the cost of restrictions and strains on their experience. Thus, for example, they sometimes feel limited in terms of the content that may be discussed in therapy and the artistic tools they can use, they find it hard to be authentic, and in many cases they find themselves adapting to societal norms that are not part of their own sets of values. These findings are consistent with previous research that also described the difficulties experienced by non-Haredi therapists due to the need to be considerate of Haredi culture and values, and to some extent compromise their professional outlook and worldviews (Suskin and Karnieli, 2015). Moreover, the findings of the present study show that the challenges faced by therapists due to cultural disparities amount not only to setting their own values aside, but sometimes to actual distress and harm, as reflected in their descriptions of dealing with feelings of intrusion and invasion of privacy. The therapists also described dealing with situations of conflicts of values, on the subject of nationalist ideology for instance, which in some cases caused them distress. It seems that despite their sincere attempts to conduct therapy in accordance with the cultural competence approach (Qureshi and Collazos, 2011; Sue and Sue, 2013), the therapists encounter inevitable failures.

Nonetheless, it is imperative to note that the therapists also mentioned advantages directly linked to the cultural difference between themselves and their clients. These include the opportunity for candor that is often made possible because the therapist does not belong to the Haredi community and therefore cannot lead to the exposure of secrets, as well as the sense of control that children sometimes experience due to their ability to teach the therapist about their world. The therapist too may benefit from the cultural gap in terms of personal growth, including introspection and the development of capacities such as humility and patience. These findings are in line with previous descriptions of cross-cultural therapies in the literature, suggesting that alongside challenges and difficulties, these encounters may strengthen the client’s sense of security and thereby increase engagement and facilitate candor (Stolovy et al., 2012), enhance parents’ ability to maintain a therapeutic relationship (Snir et al., 2017), and promote personal and professional growth in therapists (Kapitan, 2015; Lee, 2017).

The findings point to areas of struggle and challenge that are unique to arts therapy with ultra-Orthodox children, including different forms of symbolic play and release capabilities compared to secular children, which may be expressed as a tendency to stick to the boundaries of concrete reality, restrained and stilted conduct, and focus on precision and aesthetics in their creative work. A similar picture, albeit with respect to older female clients from the Haredi population, emerged from a previous study which found that these clients had difficulty entering a playful space, feared uncontrolled exposure, and displayed limited ability to create expressive art (Padolski-Kroper and Goldner, 2020). Furthermore, the findings shed light on additional challenging areas such as the challenge of dealing with the body and the need to adapt the artistic activities to the laws and customs of Haredi society. At the same time, the therapists who participated in the study sought to emphasize that in most cases the children are able to express emotional experiences and engage with content and issues that are meaningful to them. According to the therapists, the main advantage of administering arts therapy to children from the ultra-Orthodox community lies in the distancing made possible by the artistic activities. As argued by the literature, since the art is separate from the creator, it renders the threatening content external to them (Schaverien, 1994) and thereby allows the client to engage with content that they would not have engaged with directly with the therapist (Lewis, 1992).

The study’s findings point to a multifaceted process of change taking place in Haredi society in relation to therapy in general, and to arts therapy in particular. Similarly to previous studies that have pointed out the complexity involved in this process of change (e.g., Freund and Band-Winterstein, 2013), the present study suggests that, as implied by the very nature of processes in general, shifts in attitudes can be identified alongside the perseverance of past perceptions regarding therapy. For example, the therapists who participated in the study did point to an improvement in the perception of the therapy as positive and beneficial by parents, community rabbis and members of the educational staff, which is also reflected in the fact that the clients’ parents sometimes turn to therapy themselves, following the child’s experience. even though, according to the therapists, some of them still do not quite grasp the full meaning of therapy or perceive it as a tool for fixing the child’s and the family’s problems. The therapists talked about parents who commit themselves to the therapy and implement its emergent conclusions; at the same time, similar to educational staff and spiritual figures, some of them tend to focus more on the effective benefits of therapy, expect quick results and seem to have difficulty perceiving therapy as a process. Nevertheless, it should be noted that the expectation of quick results may stem from the socio-economic characteristics of Haredi society, such as the large number of children in each family, which leads to high parental preoccupation, as well as multiple expenditures in conjunction with low income and high poverty rates (Cahaner and Malach, 2019). Thus, it can be assumed that reality floods parents with an aspiration for therapy to be as quick, efficient and cost-effective as possible. Similarly, it is likely that difficulties in perceiving therapy as a process stems primarily from a lack of familiarity with psychotherapy. Moreover, alongside the therapists’ descriptions of incidents in which children and parents share content that is not acceptable in Haredi society, there are reports of a general sense of secrecy and difficulties in revealing things, probably out of the fear of stigma, which often engenders an aversion to exposing problems or deficiencies (Greenberg et al., 2012; Barth and Ben-Ari, 2014). The therapists also noted that sometimes, in particularly sensitive and complex cases, the therapy is stopped prematurely and the client is transferred to care within the ultra-Orthodox community. This is in line with the preference for receiving therapy from professionals belonging to Haredi society that appears in the literature (Mozes et al., 2010; Schlesinger and Russo-Netzer, 2017).

These mixed attitudes, which may indicate a multifaceted process amounting to gradual change, are also reflected in the parents’ relationship with the therapist. In many instances, the process of establishing a relationship with the parents is challenging, and accompanied by various apprehensions and careful scrutiny of the therapist by the parents. However, in cases where the therapist manages to form a relationship, most parents perceive her as a professional and an authority figure, and show her respect and appreciation. According to the therapists, the perception of the therapist as an authority figure can sometimes lead parents to become dependent on her for decision-making regarding their child’s upbringing, and this sometimes makes it difficult for them to act as partners in the therapy and engaging in joint deliberations. This finding is explained in the literature, which describes how the entrenched norm of subordination to authority in Haredi society leads to a projection of responsibility on the therapist based on her perception as an authority figure. But while the references to this issue in the literature pertain to cases where instructions given by therapists have the potential to provoke conflict (Hess, 2018), the present study expands and clarifies that dependence on the therapist may be broader and deeper in the case of child therapy. Once the relationship with the parents is established, it often leads to a more open dialog; however, in some cases, there are still issues that remain excluded from discussion, such as content that the parents are not willing for the child to engage with due to cultural or religious reasons, as well as any issues they may have with the therapist herself. These findings appear to be consistent with the literature, which claims that the restrictions on lifestyle in ultra-Orthodox society delimit the therapeutic discourse within the boundaries of the permissible and the forbidden according to religious laws and cultural norms (Hess and Pitariu, 2011).

The present study sought to examine arts therapy with Haredi children from the perspective of therapists outside of this society. It is important to note that the study is based on interviews with arts therapists and therefore reflects their subjective perceptions. Examining cross-cultural arts therapy in children from ultra-Orthodox communities through the perceptions of the other partners in the therapy, including the children themselves, the parents, as well as educational staff and spiritual figures, would enrich this perspective and help cross-validate the findings. It would also be worthwhile to conduct a comparative examination of the therapists’ perspective and the Haredi point of view in a follow-up study. Moreover, all the participants in the present study were women. Future research should focus on a comparative examination of the experiences and perceptions of women therapists and male therapists to delve deeper into the possible effects of gender on therapy. Future studies could also shed more light on potential differences between modalities of arts therapies in therapy for Haredi children. Likewise, further research that involves gathering quantitative information through an attitude survey based on the perceptions and experiences of the therapists described in the present study, may provide an overview of the prevalence of the experiences described in the study and help assess development and change over time.
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Good actors appear to become their characters, making them come alive, as if they were real. Is this because they have succeeded in merging themselves with their character? Are there any positive or negative psychological effects of this experience? We examined the role of three characteristics that may make this kind of merging possible: dissociation, flow, and empathy. We also examined the relation of these characteristics to acting quality. Acting students (n = 44) and non-acting students (n = 43) completed a dissociation measure, and then performed a monologue that was recorded and rated on the dimensions of acting. Participants were then reassessed on dissociation to determine whether it increased as a function of performance. They were also then assessed on flow and empathy. Actors did not differ from non-actors on dissociation, but did score significantly higher than non-actors on some flow and empathy subscales, indicating a positive psychological experience and outcome. While non-actors’ dissociation marginally increased post-performance, actors’ dissociation rose significantly, which could indicate a negative psychological experience. Surprisingly, acting ratings were unrelated to the levels of dissociation, flow, or empathy. We concluded that, while these are tools used by actors to immerse themselves fully in their characters, they may not be necessary to create the illusion of an imaginary character come to life on stage.

Keywords: dissociation, flow, empathy, theater, actors, acting, theatre


INTRODUCTION

Audiences are eager to consume acting – as evidenced by the millions of dollars grossed by major motion pictures and Broadway productions. Despite our fascination with acting, psychologists have performed far fewer empirical studies on this phenomenon than on other art forms (see Winner, 2006, for a review). In the thousands of years since the ancient Greeks are said to have invented theater (Wilson and Goldfarb, 2018), myriad approaches to acting have emerged. Western theater practitioners have long debated whether actors should feel the same emotions as their characters in order to portray them realistically and whether this experience positively or negatively affects the actor.

Based on the teachings of Konstantin Stanislavski, Lee Strasberg and his colleagues developed Method acting in the early 1900s (see Panero, 2019, for a detailed history). This approach to acting is believed to have dominated acting schools ever since, especially in the United States (Konijn, 1997; Krasner, 2000; Knowles, 2004; Lutterbie, 2011; Kemp, 2012; Ohikuare, 2014). Sometimes referred to as “inside out” training, Method acting calls for the actor to feel what the character is feeling.


The actor’s task is to create that level of belief on stage, so that the actor is capable of experiencing the imaginary events and objects of the play with full complement of those automatic physiological responses which accompany a real experience (Strasberg, 1987, p.132).
 

Many believe that Method acting is psychologically dangerous because acting teachers push their students to feel the emotions of their characters without knowing the risks involved (Konijn, 1997; McFarren, 2003). Some Method actors even strive to stay in character at all times, including in between rehearsals and performances (Konijn, 1997; Benedetti, 1999; Krasner, 2000; Gordon, 2006). Heath Ledger, for example, allegedly inhabited his character the Joker for the movie The Dark Knight for 2 months before filming began. He reportedly locked himself in his apartment or hotel room for up to 6 weeks, sleeping only 2 hours per night, and walking around “like a madman” to immerse himself in the character at a “whole new level” (Lyall, 2007; Freyer, 2012; Buitenhuis and Murray, 2017; Timoney, 2017). After Ledger’s death, many speculated that his dedication to Method acting contributed to his overdose, although his family denies this theory (White, 2017).

No systematic studies have yet determined the most popular approach to acting. However, it would be difficult to evaluate the prevalence of “pure” Method acting because many acting training programs have integrated Method acting with Method-like and other acting techniques (Konijn, 1997). Nevertheless, the primary goal of acting training in the United States remains to entangle the actor with the inner life of their character (Chambers, 1997; Krasner, 2000; McFarren, 2003).

The cognitive processes involved in realistically portraying a character are not well understood. In this exploratory study, we present the possibility that dissociation (a potentially negative experience), flow (a positive experience), and empathy (an important social skill) are involved in acting. We examined whether acting students who endorse a Method-like approach score higher than non-acting students on these characteristics, and their potential relationship to the quality of acting. These three constructs were chosen because of their face-value similarity to certain aspects of acting, as described in the following sections. Each of them have been separately examined retrospectively in actors (Martin and Cutler, 2002; Nettle, 2006; Goldstein et al., 2009–2010; Thomson et al., 2009; Panero, 2015), dissociation and flow have been simultaneously examined retrospectively in acting students (Panero et al., 2020) and in dancers (Thomson and Jaque, 2012a). This is the first study to examine the relationship of all three of these characteristics in the same sample of actors immediately following a performance.


Why Dissociation?

When actors “become” a character, they may be to some extent intentionally dissociating from themselves. The Diagnostic and Statistical Manual of Mental Disorders (American Psychiatric Association, 2013) defines dissociation as a break or interruption in the ordinary integration of behavior, body representation, consciousness, emotion, identity, memory, motor control, or perception. Dissociative disorders include dissociative identity disorder (presence of more than one personality), dissociative amnesia (inability to recall important autobiographical information), depersonalization (feeling unreal or detached from the self), and derealization (feeling of unreality or detachment from one’s surroundings). Dissociative experiences may range from these major forms of psychopathology to normative dissociation (e.g., absorption, day or night dreaming, and fantasizing; Butler, 2006; Perez-Fabello and Campos, 2011).

Actors practice re-living personal experiences similar to those of their characters’ in order to feel real emotions in an imagined (or “unreal”) situation. This exercise helps actors to “become” their characters and resembles a deliberate depersonalization and derealization. Professional actors (including those with specific training in Stanislavski’s teachings) score higher than non-actors on dissociation (Thomson et al., 2009; Thomson and Jaque, 2011, 2012b). Student actors score significantly higher on dissociation than the normal population and significantly higher than the cut-off score for dissociative disorders (Panero, 2015; Panero et al., 2020). These findings suggest either that acting training teaches its students to dissociate or that individuals with the capacity to dissociate self-select into acting training.

The studies mentioned above measured dissociation retroactively. Therefore, participants may have inaccurately remembered their experiences or allowed their assumptions about acting to affect their responses. To minimize misremembering and response demand, the current study measured participants’ baseline and post-performance dissociation.



Why Flow?

When actors say they are “in the moment” or “in character” (i.e., fully embodying the imaginary circumstances and characters of the script), they are likely in a state of flow – the term coined by Csikszentmihalyi (1975) referring to peak positive psychological experiences. One can experience flow during any kind of activity where one’s level of skill meets the level of challenge – from listening to music, playing chess, or running, to intense thinking that leads to scientific discoveries (Csikszentmihalyi, 1975, 1996). When skill outweighs the challenge, boredom occurs; when the challenge outweighs skill, anxiety occurs. Flow is an intrinsically rewarding experience, which results from reaching high levels of concentration and a loss of self-consciousness, and leads to feeling at one with the chosen activity (Csikszentmihalyi and Csikszentmihalyi, 1988; Logan, 1988; Csikszentmihalyi, 1990; Jackson and Kimiecik, 2008).

Flow has been theorized to play a major role in performance art (Jackson and Eklund, 2004), and Martin and Cutler (2002) reported that flow experiences in acting students occurred an average of four times per year. Using qualitative interviews, Allen (2001) found that professional actors described their acting experiences in terms similar to the dimensions of flow: heightened clarity about their needs and intentions, suspension of critical judgment, release from constraints of time, alignment of self with intentions, heightened energy, and satisfaction. Panero et al. (2020) showed that the flow dimension of transformation of time (experiencing time as slowing or speeding up) predicted dissociation scores in acting students. Additionally, the flow dimension of unambiguous feedback (knowing that the current activity is on track toward a desired goal) predicted the absorption and imaginative involvement components of dissociation in acting students. Although these shared dimensions do not mean that dissociation and flow are the same constructs, they provide some evidence of a relationship between flow and dissociation, and that acting may induce both dissociative and flow experiences.

As with dissociation, the studies above measured retrospective flow experiences while acting, and this could lead to erroneous or biased responding. The present study measured participants’ flow immediately following a performance.



Why Empathy?

Empathy is a vehicle by which actors can see their characters’ life circumstances as part of their own real life. This strategy aims to remove evaluative judgments and integrate a character’s words and behaviors into the actor’s own performance (Gallagher and Gallagher, 2019). Researchers theorize that acting fosters empathy because of the frequency with which actors embody different characters and take on their points of view (Musiker, 2015; Gross, 2018). Since actors frequently portray the personalities of various characters with each new role that they play, it is plausible that highly empathic individuals are drawn to acting. Actor Claire Danes once described her career as that of a “professional empath” (Galanes, 2015).

When discussing empathy, it is important to distinguish between emotional, cognitive, and compassionate empathy. Emotional empathy refers to feeling what someone else is feeling. Cognitive empathy refers to knowing what someone else is feeling, and is similar to perspective taking (Johnson, 2012). Compassionate empathy refers to helping alleviate someone’s suffering, and is similar to sympathy (Coplan, 2004).

Correlational studies show that professional actors (Nettle, 2006) and student actors (Goldstein et al., 2009–2010) have higher levels of empathy than do non-actors. Goldstein et al. (2009–2010) found that acting students performed significantly better than non-acting students in cognitive, but not emotional or compassionate empathy.

Dumas et al. (2020) measured compassion as a subscale of the Agreeableness dimension of the Big 5 (DeYoung et al., 2007) and showed that actors scored higher than non-actors. When compared across types of actors, student actors reported more compassion than professional actors. The authors argued that, along with the Openness to Experience dimension, compassion allows actors (both student and professional) to develop and embody the characters that they perform.

Two studies examined whether a dose of acting training improves empathy. Chandler (1973) recruited boys diagnosed as anti-social or delinquent and who scored low on a measure of perspective-taking ability (i.e., cognitive empathy). After 10 weeks, the boys in the acting condition (in which they acted in a skit many times) improved more in their cognitive empathy than did the boys in the non-acting conditions.

Goldstein and Winner (2012) studied two groups of children and adolescents. For each age group, participants self-selected into either an acting program or a non-acting program. The adolescent acting group had greater baseline cognitive empathy than the adolescent non-actors, which improved after 1 year of training. The acting groups of both ages increased their scores on emotional empathy and on a measure of unspecified empathy post-training.

The studies reported above show that actors score higher than non-actors on empathy and suggest that acting training fosters growth in empathy, a key skill in healthy interpersonal relationships. When we tease apart the different kinds of empathy, however, the results are less clear. The current study uses a measure that allows for the differentiation of cognitive, emotional, and compassionate empathy in everyday life.




MATERIALS AND METHODS


Participants

We recruited 88 participants, but excluded one non-acting student for not completing the quantitative measures. Included in the analyses were 87 participants1 (54 identified as women and 33 identified as men), ages 18–30 (M = 19.87, SD = 1.74).

Forty-three non-acting undergraduate students (hereafter called “non-actors”; 25 identified as women and 18 identified as men), ages 18–22 (M = 19.16, SD = 1.067), taking a psychology course were recruited from Boston College through an online participant recruitment tool and compensated one research participation credit.

Forty-four acting students (hereafter called “actors”; 37 from the Boston area, 5 from the Los Angeles American Academy of Dramatic Arts, and two from the University of Wisconsin-Milwaukee theater program; 29 identified as women and 15 identified as men), ages 18–30 (M = 20.57, SD = 1.99), were recruited through word of mouth (research assistants contacted acting teachers and their students) and compensated $20.



Procedure

Participants first signed a consent form and then read a pre-selected monologue to themselves. They then completed a measure of dissociation. Next, they prepared the monologue and performed it in front of a camera. They were allowed to restart if they wanted (only one non-actor chose to). Immediately following the performance, they completed a measure of flow and the same measure of dissociation (in a counterbalanced order). Finally, they completed a measure of empathy and a demographic and acting questionnaire. Research assistants later rated the recordings.

Note that only dissociation was measured pre- and post-performance. We sought to replicate previous findings showing that actors have elevated levels of dissociation (Thomson et al., 2009; Thomson and Jaque, 2011, 2012b; Panero, 2015; Panero et al., 2020). Additionally, we wanted to test whether this dissociation would be affected by the acting experience. We did not measure flow pre-performance because there was no reason to believe that participants would be in a flow state upon arriving for the study. We also did not measure empathy pre-performance because we did not want to prime participants with the items on this measure.



Materials


Monologue

All participants performed the same monologue chosen from Bird of Prey by Jim Grimsley (1999; see Supplementary Material for Recording Methods). Having all participants perform the same monologue removed the generalizability of results to other scripts; however, it provided experimental control over possible confounding variables. Though the character reciting this monologue is a teenage girl, when taken out of context, the monologue is appropriate for all ages, genders, and ethnicities. Furthermore, participants were asked to perform the monologue as their own gender, age, and ethnicity. The monologue was also chosen because the circumstances of the play appear ambiguous. This allows actors to use their imagination to fill in the gaps. It also prevents the raters from assuming that there is one correct way to perform this monologue. Participants were allotted 30 minutes to prepare the monologue and were allowed to look at the script during the performance so that memorization was not required. The participants’ performance time averaged 2 minutes and 44 seconds.



Dissociation

The Peritraumatic Dissociative Experiences Questionnaire (PDEQ; Marmar et al., 1998, 2004) assessed pre- and post-performance dissociation. The PDEQ was designed to be administered as soon as possible after a dissociation-inducing event for clear recall. This self-report questionnaire lists 10 dissociative experiences, such as “My sense of time changed – things seemed to be happening in slow motion” and “I felt as though I were a spectator watching what was happening to me, as if I were floating above the scene or observing it as an outsider.” Participants answered on a 5-point scale, where 1 = “not at all true” and 5 = “extremely true.” Total scores are calculated by averaging the individual item scores, and thus ranged from 1 to 5. Time 1 actors α = 0.73; non-actors α = 0.81. Time 2 actors α = 0.86; non-actors α = 0.91.



Flow

The Flow State Scale-2 (FSS-2; Jackson and Eklund, 2004) assessed flow solely post-performance. As with the PDEQ, the FSS-2 was designed to be administered as soon as possible after a flow-inducing activity for clear recall. This self-report questionnaire lists 36 flow experiences, such as “I was challenged, but I believed my skills would allow me to meet the challenge” and “I made the correct movements without thinking about trying to do so.” Participants answered on a 5-point scale, where 1 = “strongly disagree” and 5 = “strongly agree.” Total scores are calculated by averaging the individual item scores, and thus ranged from 1 to 5. Actors α = 0.85; non-actors α = 0.88.

The FSS-2 includes nine subscales based on Csikszentmihalyi’s (1990) conceptual dimensions of flow: autotelic experience (intrinsically rewarding experience), challenge-skill balance (personal skills meet the demands of the challenge), loss of self-consciousness, clear goals, transformation of time (the seeming of slowing or speeding up of time), sense of control, unambiguous feedback (knowledge that the activity is on track toward the goal), concentration on the task at hand (intense absorption), and action-awareness merging (feelings of being one with the activity). Each individual subscale score also ranged from 1 to 5.



Empathy

The Interpersonal Reactivity Index (IRI; Davis, 1980, 1983) assessed participants’ empathy. This is the only measure for which its authors report gender differences: women score higher than men. This self-report questionnaire lists 28 empathy experiences, such as “I try to look at everybody’s side of a disagreement before I make a decision” and “When I see someone being taken advantage of, I feel kind of protective toward them.” Participants answered on a 5-point scale, where 1 = “does not describe me well” and 5 = “describes me very well.” Total scores are calculated by averaging the individual item scores, and thus ranged from 1 to 5. Actors α = 0.60; non-actors α = 0.57.

The IRI includes four subscales: fantasy (tendency to imaginatively transpose the self into the feelings and actions of fictitious characters; i.e., emotional empathy), perspective taking (tendency to adopt the psychological point of views of others; i.e., cognitive empathy), empathic concern (feelings of sympathy and concern for others; i.e., compassionate empathy), and personal distress (feelings of personal anxiety in tense interpersonal situations; i.e., emotional empathy). Each individual subscale score also ranged from 1 to 5.



Demographic and Acting Questionnaire

The demographic and acting questionnaire contained 12 questions2 asking participants their age, gender identity, experience with the selected monologue, acting training and performance experience, and use of Method-like acting.

One actor reported having studied Bird of Prey, but provided no further information.

Responses to questions on acting training and on performance experience were categorized as “acting experience.” For acting training, participants received 1 point for taking one to two acting classes lasting less than one semester, 2 points for taking three or more acting classes lasting less than one semester or one to two acting classes lasting one semester or longer, or 3 points for taking more than two acting classes lasting one semester or longer. For performance experience, participants also received 1 point for participating in one to three productions as part of the ensemble, 2 points for participating in more than three productions as part of the ensemble or in one to two productions as a lead, or 3 points for participating in more than two productions as a lead. Therefore, scores for acting experience (the sum of acting training and performance experience) ranged from 0 to 6, with higher scores reflecting greater acting experience. Actors scored a mean of 3.88 and non-actors (with extracurricular acting experience) scored a mean of 0.60. Although we did not have a specific hypothesis about acting experience in particular, we included it (and the time taken to prepare the monologue for performance) as a control variable in Hypothesis 3 (described below).

Participants were categorized as Method actors if they endorsed at least one incidence of Method or Method-like acting, or boundary blurring between themselves and a character. Additionally, those who described finding their character by exploring emotions, biographical memories, or by other intangible means were categorized as Method actors. Thirty-eight actors were thus categorized as Method actors. Six actors were categorized as non-Method actors. Results did not change when these participants were excluded from analyses. Furthermore, since this cell was too small to perform any comparative statistical analyses, no hypotheses were developed for non-Method actors and all actors were included in analyses.




Performance Ratings

Two undergraduate research assistants, blind to participant condition, independently rated the 87 performances in random order. One of the raters had 2 years of acting training; the other had no acting training (See Supplementary Material for Rater Training). The presence of six dimensions of acting was rated on a 5-point scale, where 1 = “do not agree at all” and 5 = “agree very strongly”: (1) This actor seemed to really “become” the character; (2) This actor seemed fully absorbed in acting this role; (3) This actor was believable as the character; (4) I would like to see a performance with this person as the lead actor; (5) I felt empathic toward the character this actor portrayed;3 (6) I would rate this actor as excellent, overall. These six items were designed to measure the participants’ ability to realistically portray the character through acting. The average of the six item scores was used as each rater’s score and the average of the two rater’s scores was used as each participant’s final rating score (See Supplementary Material for Validation of Rating Scores). To calculate inter-rater reliability, we computed an intraclass correlation coefficient, which showed that the raters’ scores had good reliability, ICC(2,2) = 0.80, 95% CI [0.70, 0.87].




HYPOTHESES


Hypothesis 1

Actors should score higher than non-actors on dissociation (pre-performance), flow, and empathy (except for the personal distress subscale), as well, of course, on performance ratings.

We expected to replicate findings showing that actors score higher than non-actors on dissociation (Thomson et al., 2009; Thomson and Jaque, 2011, 2012b; Panero, 2015; Panero et al., 2020).

Non-actors are less likely than are actors to be able to engage with the monologue in a way that leads to flow because non-actors presumably have limited knowledge of what to do when asked to perform a monologue.

Actors plausibly use fantasy, perspective taking, and empathic concern (three of the four empathy subscales) when connecting with a character. The items on the personal distress subscale, however, describe feelings of anxiety in tense interpersonal situations. Scoring high on this subscale may indicate inferior emotion regulation, and some researchers believe that actors are adept in various emotion regulation skills (Ekman et al., 1983; Futterman et al., 1994; Pelletier et al., 2003; Gentzler et al., 2019). Moreover, the tendency to experience distress and discomfort in social situations is counterproductive to performing in front of an audience. Therefore, actors should score lower than non-actors on the personal distress subscale.



Hypothesis 2

Dissociation scores of actors and non-actors should increase after the monologue performance. Similar to dissociation, acting requires that one behave differently from one’s real self and perhaps actors forget that they are merely acting. This may explain actors scoring higher than non-actors on dissociation when questioned retrospectively about their experiences while acting (Thomson et al., 2009; Thomson and Jaque, 2011, 2012b; Panero, 2015; Panero et al., 2020).



Hypothesis 3

Performance ratings of actors should be predicted by dissociation (post-performance), flow, and empathy, over and above acting experience and the time taken to prepare the monologue for performance.

Because actors score higher than non-actors on dissociation (Thomson et al., 2009; Thomson and Jaque, 2011, 2012b; Panero, 2015; Panero et al., 2020), one could make the case that acting requires dissociation. If so, the performances of participants with high levels of post-performance dissociation should be highly rated.

Even if actors do not dissociate, they may still engage deeply with their acting, which may lead to or stem from flow. Therefore, the performances of participants with high levels of flow should be rated more positively.

It has been theorized that acting increases empathy because of how frequently actors embody and take on the points of view of many different characters (Musiker, 2015; Gross, 2018). It is also possible that highly empathic people gravitate toward acting. In either case, the performances of participants with high levels of empathy should be rated more positively than those with low levels.




RESULTS

Descriptives, means, and pairwise comparisons are reported in Table 1.



TABLE 1. Descriptives, mean scores (SDs), and pairwise comparisons between groups on all measures.
[image: Table1]


Results for Hypothesis 1

To assess whether actors score higher than non-actors on performance ratings, dissociation (pre-performance), flow, and empathy (except for the personal distress subscale), the following three analyses were performed.


Analysis 1

A multivariate analysis of covariance (MANCOVA), controlling for gender and age, showed a main effect of group on performance ratings, dissociation (pre-performance), flow, and empathy, F(4, 80) = 14.18, p < 0.001, Wilks’ Λ = 0.59, ηp2 = 0.42. As hypothesized, actors scored higher than non-actors on performance ratings, F(1, 83) = 45.59, p < 0.001, d = 1.82, flow, F(1, 83) = 9.86, p = 0.002, d = 0.80, and empathy, F(1, 83) = 14.35, p < 0.001, d = 0.90. Contrary to hypothesis, no group differences emerged for pre-performance dissociation, F(1, 83) = 2.39, p = 0.13 (see Figure 1).

[image: Figure 1]

FIGURE 1. Group differences on performance ratings, dissociation (pre-performance), flow, and empathy.




Analysis 2

The effect of group on flow subscales was analyzed with a repeated measures ANOVA. There was a main effect of flow subscale, F(8, 680) = 3.18, p = 0.002, ηp2 = 0.036, and a main effect of group, F(1, 85) = 14.16, p < 0.001, ηp2 = 0.14, showing that the means differed across flow subscales and across groups. Group interacted with flow subscale, F(8, 680) = 3.71, p < 0.001, ηp2 = 0.042. To explore this interaction, independent samples t-tests were performed. Actors scored higher than non-actors on four flow subscales: autotelic experience, t(85) = 4.60, p < 0.001, d = 0.98, challenge-skill balance, t(85) = 4.16, p < 0.001, d = 0.89, loss of self-consciousness, t(85) = 3.29, p = 0.001, d = 0.70, and clear goals, t(85) = 2.18, p = 0.032, d = 0.46. There were no group differences on the remaining five flow subscales: transformation of time, t(85) = 1.31, p = 0.20, sense of control, t(85) = 1.27, p = 0.21, concentration on the task at hand, t(85) = 0.14, p = 0.89, unambiguous feedback, t(85) = 0.43, p = 0.67, and action-awareness merging, t(85) = 0.11, p = 0.92. Thus, actors scoring higher on four of the nine flow subscales drove the interaction of group by flow subscale (see Figure 2).

[image: Figure 2]

FIGURE 2. Group differences on flow subscales.




Analysis 3

The effect of group and gender on empathy subscales was then analyzed. Gender was included because previous research established that women score higher than men on all empathy subscales (all ps < 0.001; Davis, 1980), and there were 7.41% more women in the actor group than in the non-actor group. A 2 (group) by 2 (gender) by 4 (empathy subscales) ANOVA with repeated measures on the empathy subscale factor yielded a main effect of empathy subscale, F(3, 249) = 66.60, p < 0.001, ηp2 = 0.45, showing that means differed across empathy subscales.

Group interacted with empathy subscale, F(3, 249) = 3.39, p = 0.019, ηp2 = 0.039. To explore this interaction, we performed independent samples t-tests. As hypothesized, actors scored higher than non-actors on fantasy, t(85) = 5.092, p < 0.001, d = 1.087, perspective taking, t(85) = 2.53, p = 0.013, d = 0.55, and empathic concern, t(85) = 2.27, p = 0.026, d = 0.48. No group differences emerged on personal distress, t(85) = 0.57, p = 0.57 (see Figure 3).
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FIGURE 3. Group differences on empathy subscales.


Gender also interacted with the empathy subscale, F(3, 249) = 2.92, p = 0.035, ηp2 = 0.034, and there was a three-way interaction of empathy subscale, group, and gender, F(3, 249) = 2.81, p = 0.040, ηp2 = 0.033. To explore this interaction, we performed four ANOVAs by subgroup (four levels, female actors, male actors, female non-actors, and male non-actors). The fantasy subscale yielded a significant effect of subgroup, F(3, 83) = 12.96, p < 0.001, ηp2 = 0.32. LSD post-hoc pairwise comparisons revealed that female actors scored higher than male actors (p = 0.002, d = 1.40), female non-actors (p < 0.001, d = 1.46), and male non-actors (p < 0.001, d = 1.58). Additionally, empathic concern yielded a significant effect of subgroup, F(3, 83) = 3.36, p = 0.023, ηp2 = 0.11. LSD post-hoc pairwise comparisons revealed that female actors scored higher than male non-actors (p = 0.003, d = 0.84). Neither of the other ANOVAs revealed a significant effect of subgroup: perspective taking, F(3, 83) = 2.40, p = 0.073, ηp2 = 0.080; personal distress, F(3, 83) = 1.85, p = 0.15, ηp2 = 0.063. Thus, female actors scoring high on fantasy and empathic concern carried the effect of the three-way interaction of empathy subscale, group, and gender (see Figure 4).

[image: Figure 4]

FIGURE 4. Subgroup differences on empathy subscales.


No gender differences were found on any of the other measures.




Results for Hypothesis 2

Paired samples t-tests examined whether dissociation of both groups increased immediately after performing. Dissociation increased significantly in actors, t(43) = 2.09, p = 0.042, d = 0.25, but only marginally significantly in non-actors, t(42) = 1.77, p = 0.083 (see Figure 5).

[image: Figure 5]

FIGURE 5. Pre- and post-performance dissociation per group.




Results for Hypothesis 3

To examine whether performance ratings are predicted by dissociation (post-performance), flow, and empathy, over and above acting experience and time taken to prepare the monologue for performance, linear multiple regression analyses were performed for all participants and one for each group separately.

The regression using all participants was significant, F(5,78) = 32.67, p < 0.001, R2 = 0.68. Surprisingly, acting experience was the only significant predictor (β = 0.68, t = 9.45, p < 0.001), explaining 36.97% of the variance over and above the other predictors.

Since acting experience and group were strongly correlated (r = 0.75, p < 0.001), we conducted the same analysis for each group separately. For actors, the regression was significant, F(5,37) = 6.78, p < 0.001, R2 = 0.48. Again, acting experience was the only significant predictor (β = 0.68, t = 5.66, p < 0.001), explaining 45.29% of the variance over and above the other predictors. For non-actors, the regression was also significant, F(5,35) = 4.19, p = 0.004, R2 = 0.38. Once more, acting experience was the only significant predictor (β = 0.38, t = 2.71, p = 0.010), explaining 13.10% of the variance over and above the other predictors. Contrary to hypothesis, these results show that neither the participants’ self-reported experiences of dissociation, flow, and empathy, nor the time they took to prepare the monologue for performance, independently predicted the performance ratings received.


Exploratory Post-hoc Analysis for Hypothesis 3

Since performance ratings and acting experience were strongly correlated (r = 0.79, p < 0.001), we removed acting experience as a predictor and ran a linear multiple regression analysis regressing dissociation (post-performance), flow, empathy, and the time taken to prepare the monologue for performance on performance ratings. The regression was not significant, F(4,38) = 0.25, p = 0.91, R2 = 0.025.





DISCUSSION

We examined dissociation (a potentially negative experience), flow (a positive experience), and empathy (an important social skill) in acting students, three characteristics that may enable them to achieve the goal set by Method acting teacher Strasberg (1987) to create real emotion experiences on stage. We also examined the extent to which these characteristics contributed to quality acting, as rated by independent observers. Our hope is that these results may be useful not only for research psychologists but also for the acting community.


How Do Acting and Non-acting Students Differ in Dissociation, Flow, and Empathy?

Actors scored higher than non-actors on flow (and some flow subscales) and empathy (and some empathy subscales), as predicted, but not on pre-performance dissociation. However, actors’ dissociation increased immediately post-performance.


Dissociation

No group differences emerged on pre-performance dissociation. This result is inconsistent with previous research in which actors scored significantly higher than non-actors on dissociation (Thomson et al., 2009; Thomson and Jaque, 2011, 2012b; Panero, 2015; Panero et al., 2020). The discrepancy may be due to the different measures used. The current study used the PDEQ, which was designed to be administered after a dissociation-inducing event, to probe for dissociation pre- and post-performance. Therefore, this questionnaire might not have been able to capture any existing baseline dissociation. Although this is a limitation in our study, it allowed us to quantify changes in dissociation due to our acting manipulation.

Previous studies asked actors to complete the Dissociative Experiences Scale-II (DES-II; Carlson and Putnam, 1993), a self-report measure used by clinicians as a screening tool, to reflect on previous dissociative experiences. Retrospective thinking may lead to erred responding. Furthermore, to an actor, the items on the DES-II could seem to describe experiences that are encouraged in acting classes, such as becoming so involved in a fantasy that it feels real. Perhaps actors have a response bias toward questions that they think indicate good acting. Alternatively, perhaps our chosen monologue and/or audition-like manipulation did not induce the extreme emotional acting experiences that actors recalled during other studies. Thus, no direct comparisons can be made between the current study and previous ones. Future research could investigate how to best capture and compare the dissociative experiences of actors, both while acting and during daily activities.

Although actors and non-actors had similar levels of pre-performance dissociation, an interesting and potentially revealing finding did emerge. The fact that actors reported higher levels of dissociation immediately post-performance compared to baseline, suggests that actors do dissociate more than non-actors as they step into the shoes of a character. Nevertheless, since this increase yielded a small effect size (d = 0.25), no definitive interpretation can be drawn.

The fact that non-actors’ dissociation only marginally increased can be explained in three ways: (1) not everyone who attempts to act immediately dissociates because dissociation is learned with acting training; (2) acting leads to dissociation only in those with a predisposition toward dissociation (e.g., actors); or (3) non-actors were not engaged enough with the acting to trigger a dissociative experience. Future research paralleling the work done with visual art education (Hetland et al., 2007) and music education (Hogan and Winner, in press) is currently underway to investigate the habits of mind taught in acting classes and determine whether acting training promotes dissociation. Preliminary analyses do not show that acting teachers explicitly teach concepts related to dissociation (Goldstein and Young, 2019). However, should final results reveal that acting teachers explicitly or implicitly teach students to dissociate, then perhaps acting training should be re-evaluated to ensure this dissociation does not affect students’ psychological well-being.



Flow

Results showed that actors reported higher levels of specific components of flow after their performance than did non-actors. Consistent with Allen (2001) and Martin and Cutler (2002), actors’ flow was comprised of autotelic experience (intrinsically rewarding experience), challenge-skill balance (personal skills meet the demands of the challenge), loss of self-consciousness, and clear goals. These findings suggest that the Bird of Prey monologue was at the right level of challenge (not too easy or too difficult).

Also consistent with Martin and Cutler (2002), transformation of time (the seeming of slowing or speeding up of time) and unambiguous feedback (knowledge that the activity is on track toward the goal) were not particularly important for the actors’ flow to occur. These findings, however, are inconsistent with Allen (2001) and Panero et al. (2020) who did find evidence of these components of flow in actors. These inconsistencies may be due to differences in the samples. Allen (2001) studied professional actors, while Panero (2015) and Panero et al. (2020) studied acting students in a conservatory training program. In contrast, the current study examined non-conservatory acting students – hence possibly less trained actors.

Nevertheless, all of the studies do converge in showing that actors do not experience flow in terms of sense of control, concentration on the task at hand (intense absorption), or action-awareness merging (feelings of being one with the activity). Future research could investigate whether teaching acting techniques to non-actors would help them to have more peak positive psychological experiences during specific activities.



Empathy

The finding that actors reported higher levels of empathy in their everyday lives than non-actors is consistent with previous studies (Chandler, 1973; Nettle, 2006; Goldstein et al., 2009–2010; Goldstein and Winner, 2012; Dumas et al., 2020). The subscale results revealed that the actors’ empathy was comprised of all three types of empathy: emotional empathy (as measured by the fantasy subscale – tendency to imaginatively transpose the self into the feelings and actions of fictitious characters), cognitive empathy (as measured by the perspective taking subscale – tendency to adopt the psychological point of views of others), and compassionate empathy (as measured by the empathic concern subscale – feelings of sympathy and concern for others). Perhaps acting demands that actors make use of fantasy, perspective taking, and empathic concern to connect with a character. Future research could develop protocols for non-actors (e.g., drama therapy patients) to use acting techniques to improve their empathic abilities and enhance their social lives.

Female actors scored higher than all other participants on fantasy and higher than male non-actors on empathic concern. Because Davis (1980) established that women score higher than men on all of the empathy subscales, it is surprising that female actors did not score higher than other participants on perspective taking. Not surprising, however, is that actors did not score high on personal distress (feelings of anxiety in tense interpersonal situations). This finding provides evidence for the assumption of some researchers that actors are adept in various emotion regulation skills (Ekman et al., 1983; Futterman et al., 1994; Pelletier et al., 2003; Gentzler et al., 2019). It is important to note, however, that the poor reliability across items in our samples might have reduced the measure’s ability to accurately reflect the construct of empathy.




What Predicts Performance Ratings?

As expected, actors scored higher than non-actors on performance ratings. But what factors predict variation in performance ratings of actors? When acting experience was included as a predictor along with dissociation (post-performance), flow, empathy, and the time taken to prepare the monologue for performance, only acting experience significantly predicted performance ratings for all participants, as well as for each group separately. Of course, actors had more acting experience than did non-actors. When acting experience was excluded as a predictor, all of the predictors again failed to predict quality acting. These results fit with the old adage “practice makes perfect.”

The ability to merge with a character (as measured by dissociation, flow, and empathy) did not lead to higher quality acting. This is interesting because Method acting, arguably the most popular type of acting taught in the United States, calls for actors to “become” their characters (i.e., to dissociate) and to “be in the moment” (i.e., be in flow) by living and feeling (i.e., being empathic) as their characters (Konijn, 1997; Krasner, 2000; Knowles, 2004; Lutterbie, 2011; Kemp, 2012; Ohikuare, 2014). Both anecdotal (Konijn, 1997; Lyall, 2007; Freyer, 2012; Buitenhuis and Murray, 2017) and scientific (Thomson et al., 2009; Thomson and Jaque, 2011, 2012b; Panero, 2015; Panero et al., 2020) evidence suggests that merging with a character may be dangerous and lead to pathology. Although, of course, true experimental studies are needed to draw definitive conclusions on causality, the current findings suggest that Method acting might not be necessary to give a convincing performance.

Although we were glad not to find a relationship between the negative experience of pathological dissociation and performance ratings, we were surprised that neither flow (considered a measure for optimal performance) or empathy were significant predictors. As with all self-report measures, response bias may be a factor in these results. It is possible that student actors like to think of themselves as empathic people who enter flow states while acting rather than actually being an especially empathic group with the ability to experience flow. A limitation of the present research was a lack of a professional actor comparison group. Dumas et al. (2020) showed that professional actors (i.e., experienced actors) score higher than student actors (i.e., less experienced actors) on a number of characteristics (e.g., compassion, grit, and divergent thinking). Future research may explore whether dissociation, flow, and empathy, as well as other aspects of acting experience not addressed in this study (e.g., feeling comfortable in front of a camera), predict performance outcomes across actors with varying experience.

Additionally, future research could compare whether other approaches to acting that are less emotionally taxing (and possibly psychologically healthier) result in a differing quality of acting. One of these techniques is the “outside-in” approach, popular with British actors, which encourages less focus on emotions and more on the exterior, physical qualities of the characters (Konijn, 1997; Benedetti, 2007). American actors may want to embrace the words of British actor, Laurence Oliver, who said to Dustin Hoffman, an American actor, when he allegedly stayed up for three nights to feel like his character in Marathon Man: “Dear boy, you look absolutely awful. Why don’t you try acting? It’s so much easier” (Clines, 1987, p. C13).



Conclusion

This research shines a spotlight on an interesting population – actors. Actors constitute a population whose product we are eager to consume, yet we do not know much about how they do what they do. The results reveal something about the personality traits of actors and something about how actors are affected by acting. Although results from small sample sizes should be subjected to replication, the large effect sizes achieved throughout this study indicate robust findings. More research on acting is clearly called for. After all, acting is universal across human cultures. Any theory of human nature needs to be able to account for why humans act, what it takes to do it, and how acting affects the actor. As Wilson (1985), a research psychologist and opera singer, stated:


If psychology is “the science of behavior and experience” and theater is “a mirror to life,” each should have something to offer the other… actors, singers, musicians, directors, even the theater-going public, can benefit from a survey of what the life sciences have to say about performance, while psychologists can equally profit from investigating what theater tells about human nature (Preface, para. 1).
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FOOTNOTES

1Sample sizes were based on Panero (2015) in which dissociation between student actors and non-acting students was compared, yielding an effect size of Cohen’s d = 0.70. An analysis on G*Power 3.1.9.2 determined that in order to obtain a power of d = 0.8 with α error probability of 0.05 the minimum sample size per group should be 35.

2Note that the responses to question 11 were not analyzed for this study. This question asked about differences between the emotions experienced while acting during rehearsal, during performance, during acting class, and during an audition. We concluded that this question was not clearly phrased because the responses were uninformative and did not fit into a manageable scoring scheme.

3Dimension number 5 can only be used to rate actors playing a character for which the audience is supposed to feel empathy; we selected our monologue with this in mind.
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Background: Previous studies have investigated the effects of dance interventions on Parkinson’s motor and non-motor symptoms in an effort to develop an integrated view of dance as a therapeutic intervention. This within-subject study questions whether dance can be simply considered a form of exercise by comparing a Dance for Parkinson’s class with a matched-intensity exercise session lacking dance elements like music, metaphorical language, and social reality of art-partaking.

Methods: In this repeated-measure design, 7 adults with Parkinson’s were tested four times; (i) before and (ii) after a Dance for Parkinson’s class, as well as (iii) before and (iv) after a matched-intensity exercise session. Physiological measures included heart rate and electrodermal activity. Self-reported affect and body self-efficacy were collected. Gait symmetry and dual task cost were analyzed using the 6 min walking test (6MWT) and Timed-Up-and-Go test (TUG), respectively.

Results: Average heart rate was the same for both conditions, while electrodermal activity was higher during Dance for Parkinson’s. Significant differences were found in body self-efficacy, beauty subscale, symmetry of gait, and dual task performance.

Conclusion: Dance, compared to an exercise intervention of matched intensity, yields different outcomes through the means of intrinsic artistic elements, which may influence affective responses, the experience of beauty, self-efficacy, and gait performance.

Keywords: dance, Parkinson, affect, self-efficacy, beauty, gait, attention, motivation


INTRODUCTION

Parkinson’s disease (PD) is a progressive neurodegenerative condition characterized by motor and non-motor signs. The former include tremor, bradykinesia, rigidity, gait dysfunction, and postural instability, while the latter might include depression, executive dysfunction, and sleep disorders. PD has been associated with dopamine depletion in the nigrostriatal pathway, with a substantial loss of pigmented dopaminergic cells in the substantia nigra pars compacta. The specific causes and mechanisms of this relentless degeneration are not completely understood, and there is currently no cure available besides pharmacological treatment to help patients coping with symptoms (palliative care). Physical therapy and aerobic exercise interventions can be very helpful in promoting mobility, helping reducing falls, and improving gait and balance (Frazzitta et al., 2013; Petzinger et al., 2013). Since 2007, several studies investigated the effects of dance in the Parkinson’s population, as dance practice has become increasingly popular among people living with PD.

Most studies on the effects of dance in Parkinson’s have focused on changes in motor performance, showing increased balance (Hackney and Earhart, 2009, 2010; Duncan and Earhart, 2012; Houston and McGill, 2013; Volpe et al., 2013; Sharp and Hewitt, 2014), improved sit-to-stand and timed-up-and-go performance, endurance and walking velocity (Hackney and Earhart, 2009, 2010; Duncan and Earhart, 2012; Volpe et al., 2013; Sharp and Hewitt, 2014; Bearss et al., 2017; de Natale et al., 2017; Kunkel et al., 2017), and reduction in freezing of gait after several weeks of dance training (Hackney et al., 2007; Heiberger et al., 2011; Volpe et al., 2013).

Also, a few researchers have emphasized the importance of investigating non-motor effects of dance practice in PD, such as cognitive, emotional, and social benefits (McGill et al., 2014; Ciantar et al., 2019) showing changes in spatial cognition (McKee and Hackney, 2013; de Natale et al., 2017), mood (Hashimoto et al., 2015; Kunkel et al., 2017), quality of life (Bearss et al., 2017; Westheimer et al., 2015), self-efficacy and identity (Koch et al., 2016), participation and social-connectedness (Foster et al., 2013; Houston and McGill, 2013; Rocha et al., 2017). The range between studies that focus on motor outcomes (Sharp and Hewitt, 2014) and non-motor outcomes (McNeely et al., 2015) may reveal an attempt to understand the multifaceted implications of dance as a therapeutic intervention for people with PD. However, in separating these, a gap is introduced in viewing dance as either primarily a form of exercise, thus the focus on motor outcomes, or a form of psychosocial support, prioritizing non-motor effects. Although some efforts have been made to examine the interplay between these levels (Houston and McGill, 2013; de Natale et al., 2017), not many studies have achieved an integrated view yet.

Importantly, in a 2-year follow-up study (Frazzitta et al., 2015), an intensive rehabilitation and exercise treatment was found to slow down the progression of motor symptoms, reducing the need for an incremental drug dosage overtime. In parallel to this study, there are preliminary indications that dance can be disease modifying over 3-years using UPDRS as a clinical marker (DeSouza and Bearss, 2018). However, a phase 2 randomized clinical trial, Schenkman et al. (2018) emphasized that high-intensity exercise (treadmill training) could modify disease severity in PD, while moderate-intensity exercise had no effect. Thus, it remains to be understood why the reported effects of dance practice in Parkinson’s include a broad range of motor benefits, from balance to gait performance and functional mobility (Barnstaple et al., 2018), since it’s rare that dance interventions for people with PD reach high-intensity aerobic levels. We need to parcel out the element that make dance an effective intervention and not simply reducible to a form of physical exercise.

Recent studies comparing the effects of dance classes and exercise interventions in healthy seniors (age 63–80 year) showed structural MRI and neurotrophic factors changes, balance, attention, and memory scores that favored dance over traditional health fitness training at both 6 months (Rehfeld et al., 2018) and 18 months (Müller et al., 2017; Rehfeld et al., 2017). However, the authors do not attempt to disentangle the elements that make dance more effective than a traditional exercise intervention of similar intensity (Rehfeld et al., 2018). It is necessary to question which are the specific factors that may be responsible for dance’s therapeutic role, and how these factors may be relevant to people with PD. This study explores the hypothesis that dance, compared to an exercise intervention of matched intensity, may yield different non-motor and motor outcomes because of intrinsic artistic factors, using the same patients as their own controls. Dance elements like music, metaphorical language, and a shared reality of art-partaking, supported by dance teachers, live musicians, and peers, may be otherwise viewed as influencing the feasibility of the interventions and participants’ compliance. However, the specific relationship to movement elicited by these elements inherent in dance may be responsible for the performance improvement and the modulation of symptoms in people with PD. In particular, the study hypothesis is that Dance for PD classes through the use of music, metaphorical language, and a socially reinforced reality of art-partaking may produce physiological, affective, self-efficacy, and motor changes that differ from a matched-intensity exercise lacking these dance elements.

Importantly, for the purpose of this study we designed a control intervention tailored to compare a Dance for PD class to a movement intervention matching dance in intensity and structure but lacking the aforementioned artistic elements inherent to dance, within the same subjects. Previous studies reported the effects of dance in Parkinson’s in the absence of controls (Heiberger et al., 2011; Houston and McGill, 2013; Westheimer et al., 2015; Koch et al., 2016; Bearss et al., 2017), compared to age matched controls (Ciantar et al., 2019), using different dance styles (Hackney et al., 2007; Hackney and Earhart, 2009, 2010; McNeely et al., 2015), as well as comparing dance to no-intervention or usual care (Duncan and Earhart, 2012; Foster et al., 2013; Hashimoto et al., 2015; Kunkel et al., 2017), standard physiotherapy or rehabilitation exercises (Volpe et al., 2013; Earhart et al., 2015; Hashimoto et al., 2015; de Natale et al., 2017), and education (McKee and Hackney, 2013). The choice of an appropriate comparison is necessary to question the specific factors that may be responsible for the therapeutic effects of dance classes. We questioned whether dance might yield different outcomes because of factors inherent in this artistic practice. Therefore, we manipulated the experimental conditions to match subjects, location, time of the day, aerobic intensity, class structure and progression, while removing dance elements like music, metaphorical language, dance teachers and dance peers supporting an experience of art-partaking. This comparison is necessary to investigate how these factors may be relevant to people with PD, affecting non-motor and motor symptoms, thus, eventually playing a role in participants’ performance.

Rehabilitation studies may investigate both acute and long-term effects of therapeutic interventions (Bryant et al., 2016) to examine how treatment improves function immediately after a session as well as after successive applications. In populations served by community-based organizations, like Dance for PD, walk-ins are common and deeper knowledge of the effectiveness of a single-session may support practitioners’ understanding (Hymmen et al., 2013). In this study we investigate the effects of a single Dance for PD class on physiological parameters, affect, self-efficacy, sense of beauty, gait, and dual task performance. The first study investigating the short-term, acute effects of a single Dance for PD class (Heiberger et al., 2011) explored both motor performance and quality of life. The study reported a significant effect immediately after a single Dance for PD class on functional mobility, rigidity scores, hand movements, finger taps, and facial expression. Participants also reported a beneficial effect on quality of life, which was paralleled by their caregivers. Similarly, Koch et al. (2016) reported increased well-being, body self-efficacy, and experience of beauty after a single Argentine tango class for people with PD, while both balance and gait performance were found improved after a single Dance for PD session (Bearss et al., 2017). The effects of single dance classes are important to investigate “real-world” community settings, in which participants are welcome on a walk-in basis. Further, understanding these short-term effects can inform the rationale for structuring and dosing successive applications that aim to produce long-term effects.



MATERIALS AND METHODS


Study Development and Ethical Approval

The present research constitutes a repeated-measure design study on the acute effects of a dance class in people with Parkinson’s Disease (PD). Four institutions participated in this study: The City College of New York (CUNY), University of Brescia (Italy), York University (Toronto, Canada), and The Mark Morris Dance Center (Brooklyn). The design and methodology of this study were approved in February 2018 by The City College of New York Institutional Review Board (IRB).



Recruitment

The within-subjects study design focused on active members of the Dance for Parkinson’s community at The Mark Morris Dance Center (MMDC), who regularly took part in the Dance for PD classes. The subjects’ participation in this study was voluntary, and the subjects did not receive any compensation. The inclusion criteria were an age between 55 and 85 and a diagnosis of Parkinson’s Disease (PD) or Parkinsonism. The exclusion criteria were the inability to understand and communicate in English. During the data collection period, a total of 7 subjects were recruited, stayed in the study and in the analyses. All 7 subjects completed the baseline assessment and were tested for outcome measures at four time points, (i) before and (ii) after Dance for PD as well as (iii) before and (iv) after a matched-intensity exercise condition. All 7 subjects completed self-reported questionnaires on Positive and Negative Affect (PANAS-X) and on Body Self-Efficacy (BSE) at these four time points. Only 5 subjects completed the set of four physiological recordings (i.e., heart rate and electrodermal activity), as well as 5 subjects successfully completed four assessments of gait and dual task performance, due to subjects’ delays, device failures and/or malfunction. The subjects’ identification numbers for each outcome measure are accurately reported in Tables 5, 6 (Heart Rate and Skin Conductance), as well as in Figures 6, 7 captions (Symmetry Index and Dual Task Cost).



Participants

Subjects’ baseline data were collected during an initial assessment, including PD duration, age, Hoehn and Yahr stage, and Movement Disorder Society (MDS) Unified Parkinson’s Disease Rating Scale (UPDRS) scores (Table 1). The MDS-UPDRS scores comprise four sections: 1- Non-Motor Aspects of Experiences of Daily Living [1A- Complex behaviors (6 items); 1B- Patient Questionnaire (7 items)]; 2- Motor Aspects of Experiences of Daily Living (13 items); 3- Motor Examination (33 items); 4- Complications of Therapy (6 items). All MDS-UPDRS scores were collected when subjects were following their regular medication schedule. In one case, subject 7 was initially assessed during “OFF” time, a functional state associated with the medication wearing off. Unfortunately, it was not possible to repeat the UPDRS 3 assessment. All participants, including subject 7, were always tested during “ON” state before and after Dance for PD and matched-intensity exercise. The researchers did not interfere with participants’ medication schedule due to ethical considerations. Table 2 shows the medication list for all subjects with the exception of subject 3, who was the most recently diagnosed, although not the youngest, and the only subject not currently treated with levodopa, dopamine agonists or other dopamine-interacting drugs. Individuals who had PD for a longer time (subject 1, 2, and 5) had higher MDS-UPDRS 3 scores, thus more pronounced motor symptoms (Table 1). However, subject 4 demonstrated the highest MDS-UPDRS 3 score and the highest medication dose relative to the other study participants (Table 2), together with a relatively shorter disease duration.


TABLE 1. Demographic and clinical characteristics of the Dance for PD research group. Age was calculated as (date of assessment-date of birth)/365.25.

[image: Table 1]
TABLE 2. Levodopa equivalent daily dose (LEDD) calculation. For drugs containing levodopa and other active components (e.g., carbidopa), we report the levodopa amount only.

[image: Table 2]Since this study investigated affective, self-efficacy related, and motor changes in response to two different movement experiences (Dance for PD, matched-intensity exercise), other relevant baseline characteristics were collected, including depression, cognitive, and gait scores (Table 3).


TABLE 3. Other clinical scores of the Dance for PD research group.

[image: Table 3]Depressive symptoms were assessed using the Beck Depression Inventory-II (BDI-II) (Beck et al., 1996). Individual scores indicate minimal depression (BDI-II score 0–13) with only one subject in the range of mild depression (BDI-II score 14–19). The Montreal Cognitive Assessment (MoCA) was used to screen the participants for mild cognitive impairment (MCI), as this tool is more sensitive than the Mini-Mental State Examination in this population (Hoops et al., 2009). However, it has been previously suggested that lower MoCA scores in PD patients may reflect worse executive function performance rather than MCI (Chou et al., 2014), so in this study the MCI screening cutoff point was set at 24/25 rather than 26/27 (Hoops et al., 2009). The average MoCA score in this group was 26.4 (SD = 1.9), with one subject scoring 24 and every other subject above that. Finally, the self-reported Gait and Falls Questionnaire, and the related Freezing of Gait score (Giladi et al., 2000), were collected to provide context to the subjects’ gait performance later assessed through the 6 min walking test (6MWT) and the Timed-Up-and-Go test (TUG).



Dance for PD and Matched-Intensity Exercise

Our hypothesis is that a Dance for PD class would have different effects than a matched-intensity exercise session lacking dance elements like the presence of music, the use of narrative and metaphorical language, and a social reality of art-partaking established by the presence of dance teachers, live musicians, and a group of peers with PD addressed as “dancers.” This hypothesis stems from the embodied aesthetics model (Koch, 2017) which defines imagery, symbolization, self-efficacy, beauty, and community as active therapeutic factors of the art therapies. These factors are fostered through the interactions between the individuals, who are moving and expressing, and their environment, the teachers and peers who are moved and impressed, in return. We argue that, in the context of a Dance for PD class, this interactive loop is established between dance teachers, dance peers, dance movements, metaphorical language, and evocative music.

To test this hypothesis, the researcher, a certified movement analyst (CMA) who received formal training in Dance for PD for research purposes, tailored a control condition to compare a Dance for PD class to a movement intervention lacking dance elements like music, metaphorical language, and a social environment of art-partaking with teaching artists and peers. The control intervention was presented at the same location and time of the day, while also matching aerobic intensity, class structure (e.g., from upper body to lower body, from sitting to standing), class progression (from single movements to sequences of increasing complexity), attention to body organization, spatial directions, and rhythm. Participants were scheduled on 2 different days within the same week. On 1 day, the participants were tested before and after a regular Dance for PD class. On a different day, within the same week, testing was conducted, within the same subjects, before and after the matched-intensity exercise session. Both classes took place between 2:15 and 3:30 pm at The Mark Morris Dance Center in Brooklyn, NY. All participants were tested before and after both Dance for PD and matched-intensity exercise. However, the order of these two conditions could not be fully balanced due to the participants schedule and availability. In particular, subjects 2 and 3 scheduled the matched-intensity exercise session 2 days before the Dance for PD class, while subjects 1, 4, 5, 6, and 7 returned 2 days after the Dance for PD class for the matched-intensity exercise condition and testing. The same experimenter met people at the class, consented and tested them before and after both Dance for PD and matched-intensity exercise.

Dance for PD classes were taught by a certified instructor following a specific structure, progressing from a seated warm-up to seated dynamic sequences. The classes develop through (chair or barre) supported standing combinations and lead up to traveling in space through the dance studio. Core values of these classes include artistic excellence (the classes are taught by professional dancers and are accompanied by live musicians), creative expression (movement combinations include narrative elements, metaphorical language, and musicality), and community engagement (participants are addressed as dancers and are invited to move and connect through shared gesture and movement).

The matched-intensity exercise was designed to parallel the structure of a Dance for PD class, mobilizing upper and lower joints while sitting on a chair, then transitioning to standing and finally walking in space. Importantly, the intensity of both dance and exercise was assessed by Heart Rate (HR) measurements, and Percentage Heart Rate Reserve (PHRR) calculation, to compare the physical activity intensity levels of these sessions (Ignaszewski et al., 2017). Table 4 reports the four-parts structure of the class (sitting upper body, sitting lower body, standing, and walking), each part consisting of different movements focused on joints and limbs mobilization. Single movements (e.g., spinal flexion) were initially presented and experienced through repetition, while later composed in sequences of increased complexity (i.e., series of different movements in succession). The subjects were welcomed into a dance studio, set up at a table with a chair, and introduced to the computer set up (Table 4). All participants completed the movement sessions following the prompts from a computer screen in a dance studio at Mark Morris Dance Center, the same setting as the Dance for PD classes. Importantly, it was necessary to remove professional dancers and musicians from the matched-intensity exercise condition, since the scope of this study was to investigate whether the context of the movement experience could mediate some of the effects of the dance intervention. We removed from the matched-intensity exercise class the elements that may elicit affective interactions with others (teachers, peers), presenting prompts on a computer screen through both written language and images, a modality that matches fitness programs prescribed to people with PD to exercise independently at home (Bezner and Rose, 1989; UK National Health Service, 2018). The instructions provided told participants which movement to perform (e.g., “turn”), which body part to engage (e.g., “the head”), in which spatial direction (e.g., “to the right”), the number of repetitions involved (e.g., “you will repeat 10 times”), and at which tempo to move through the beat provided by a metronome associated with the images presented. The matched-intensity exercise classes were completed without music but with the rhythmical guidance of a metronome. The images were drawn from the online UK National Health Service (2018) physical activity guidelines for adults as well as from Bezner and Rose (1989) adult exercise instruction sheets. These sources are accessible to people who want to exercise independently at home and are frequently prescribed by physical and occupational therapists in older adult rehabilitation settings.


TABLE 4. Structure and presentation of the matched-intensity exercise condition.
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TABLE 5. Average Heart Rate (HRact) and Percentage Heart Rate Reserve (PHRR) during Dance for PD and matched-intensity exercise for the five subjects who completed physiological recordings.
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TABLE 6. Mean Skin Conductance Level (SCL) and Spontaneous Fluctuations (SF) mean amplitude for both Dance and matched-intensity exercise for the five subjects who completed physiological recordings.
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Outcome Measures


Heart Rate

Heart rate was measured during both Dance for PD and matched-intensity exercise using the E4 wristband, a wearable device that can be placed on either wrist to record physiological and motion features for a prolonged time (Empatica, 2018). The wristband includes four sensors for data acquisition, providing photoplethysmogram (PPG), electrodermal activity (EDA), 3-axial movement, and skin temperature (Garbarino et al., 2014). The PPG sensor has a non-customizable sampling frequency of 64 Hz and employs an artifact removal technique that operates through a combination of green and red light. These multiple wavelengths ensure accuracy when the wrist activity observed even when accelerometers are not reliable or significant (Empatica, 2018). The PPG sensor provide the blood volume pulse (BVP) from which heart rate (HR) was derived. To analyze the E4 data, the Toolbox for Emotion Analysis using Physiological signals (TEAP) was employed in Matlab (Version 9.5.0.944444, R2018b, The Mathworks, Inc., Natick, MA) enabling data pre-processing and extraction of features from the PPG signal (Soleymani et al., 2017). After PPG data were imported, the BVP signal was acquired, and segments of 5 min (rest) and 60 min (activity) were selected from the recording. The BVP signal was smoothed using a moving median with a 2 s window (i.e., 128-time points), to remove artifacts such as rapid shocks or other anomalies (Peper et al., 2010). Consequently, the HR signal was extracted using the TEAP function “BVP_feat_BPM,” in units of beats per min (BPM). From the HR signal, HR means were computed at rest and during activity for both the Dance for PD and matched-intensity exercise conditions. In order to compare the level of physical activity during the two conditions, we computed the Percentage Heart Rate Reserve (PHRR), as the ratio of the difference between HR at rest (HRrest) and HR during physical activity (HRact) to the difference between HR at rest (HRrest) and maximum HR (HRmax). HRmax was predicted using Tanaka’s formula 208 – (0.7 × age) (de Oliveira Segundo et al., 2016).



Electrodermal Activity

The E4 wristband is equipped with an Electrodermal Activity (EDA) sensor designed to measure the electrical conductance of the skin in the ventral area of the wrist, with two stainless steel dry electrodes that apply a small alternating current and measure the resulting current flow between them. The EDA is measured in micro Siemens (μS) and sampled at a frequency of 4 Hz (Empatica, 2018). In general, the activity of sweat glands, innervated by the sympathetic nervous system, determines the skin conductance values (Critchley, 2002). EDA analysis includes two components, the overall skin conductance level (SCL), which is the tonic level of electrical conductivity of the skin, and the skin conductance response (SCR), which comprises the phasic changes in electrical conductivity that may occur whether or not an identifiable stimulus is provided (Braithwaite et al., 2015). The data was imported in Matlab (Version 9.5.0.944444, R2018b, The Mathworks, Inc., Natick, MA) and the raw EDA signal was cut to 60 min of activity, during either Dance for PD or matched-intensity exercise. After applying a moving median smoothing to the raw EDA signal (2 s window, i.e., 8-time points), the tonic features, including the overall skin conductance level (SCL) and the amplitude of spontaneous fluctuations (SF) were computed. The spontaneous fluctuations were derived by defining peaks in the signal as amplitude increases greater than 0.05 μS over an interval of 5 s or less (Braithwaite et al., 2015).



Affect, Self-Efficacy, Beauty

The Positive and Negative Affect Schedule (PANAS-X) is a self-reported questionnaire that can be completed in 8–10 min by most subjects (Watson and Clark, 1994). It comprises 60-items, terms describing different moods, to provide measurements of two general dimensions of affect (General Negative Affect, GNA; General Positive Affect, GPA), as well as four complex affective states (shyness, fatigue, serenity, and surprise). In this study, the subjects were instructed to indicate the extent to which they felt a specific mood in the present moment, using a 5-point Likert scale to report their answer (1 = very slightly or not at all, 2 = a little, 3 = moderately, 4 = quite a bit, 5 = extremely). The PANAS-X was administered both before and after the Dance for PD class as well as before and after the matched-intensity exercise condition. In tandem with this questionnaire, the subjects were asked to fill in another self-reported questionnaire on Body Self Efficacy (BSE) (Fuchs and Koch, 2014). This 10-item scale measures the subjective perception of one own bodily ability (e.g., “I can move well” or “I can express myself in movement” vs. “I have many bodily constraints” or “My body is lifeless and inert/numb”). The subjects were asked to answer how each statement applied to them in the present moment, rating their responses from zero to five (0 = does not apply at all, 5 = applies exactly). The items included two accounts that constitute a sub-dimension on aesthetic experience, which state “My movements are beautiful” and “I can move elegantly/with grace” (Koch et al., 2016). Four reports were collected for each subject, both before and after Dance as well as before and after matched-intensity exercise.



Gait Performance During the 6 Min Walking Test

G-WALK is a portable system for functional assessment of movement, produced by BTS Bioengineering (2016). This electronic device is also called an inertial measurement unit (IMU), which provides quantitative data reports about acceleration, angular rate, and body orientation through a combination of (a) 3-axial accelerometers, measuring acceleration along the x, y, and z-axis respectively; (b) gyroscopes, sensing angular velocity along each rotational axis; and (c) magnetometers; providing the direction or heading of the movement with respect to the Earth’s magnetic field.

The G-WALK inertial system can perform and analyze frequently used clinical motor tests, two of which are particularly relevant to PD patients’ assessment: the 6 min walking test (6MWT) to measure a patient’s functional capacity (Bautmans et al., 2004), and the timed-up-and-go (TUG), for balance, mobility and risk of fall assessment (Podsiadlo and Richardson, 1991; Shumway-Cook et al., 2000). The device is intended to assess patients’ progress between admission and discharge or to evaluate the degree of functional improvement that can be achieved with a therapy session or a specific orthotic device.

To perform these tests, the sensor was connected via Bluetooth to the G-Studio software on a PC, inserted into a belt, and placed in the back of the subject. Importantly, each test requires a specific sensor position to ensure reliable data collection. In particular, the 6MWT is performed by placing the sensor at S1–S2 level, the transition between lumbar and sacral vertebrae, while the TUG requires the sensor at L2 level, right below the transition between thoracic and lumbar vertebrae (i.e., under the superior lumbar L1 vertebrae).

All subjects were able to walk without physical assistance or assistive devices. To collect the 6MWT data, the subjects begun by standing still, allowing for the device stabilization, then started to walk at a comfortable pace for 6 consecutive minutes, along a 10 meters linear path, turning 180° at the two peripheral points. When the test terminated, at the end of the 6 min, the performance report was saved. The subjects repeated this test before and after Dance for PD, as well as before and after the matched-intensity exercise condition, generating four reports for each subject. The 6MWT reports provide values of velocity (m/s) as the average walking speed, cadence (steps/min) as the average number of steps per minute, stride cycle length (m) as the average distance covered from one initial contact to the next on the same side, as well as the symmetry index (%) which provides a comparison of the anteroposterior acceleration between the right and left gait cycles.



Dual Task Performance With the Timed-Up-and-Go Test

The TUG test is used as a tool for the assessment of lower limb mobility and function, as well as fall risk, with subjects walking at their normal pace (Podsiadlo and Richardson, 1991). A modified version of the TUG test including a cognitive task (TUG-cog) was introduced to better predict the fall risk in older adults (Shumway-Cook et al., 2000). In the TUG-cog test, subjects are instructed to count backward by threes from a random number between 60 and 100.

To perform the TUG test, the subject started in a seated position, with both arms relaxed on the thighs. The device stabilization phase took place with the subject seated in a static position and relaxed. From this resting position, the subjects were instructed to stand up, walk 3 meters, turn 180° walk back to the seat, and sit down again. A piece of tape was placed on the floor at 3 meters to be easily seen by the subject as reference. Participants were tested before and after Dance for PD as well as before and after the matched-intensity exercise condition. Since the subjects were wearing their regular footwear, they were asked to be consistent in the 2 testing days. At each of these four time-points, they were given a practice trial to rehearse the movement, followed by two formal trials for the TUG test and two formal trials for the TUG-cog test. The average of the two trials was analyzed for both TUG and TUG-cog.

We calculated an average score for single (TUG test) and dual task (TUG-cog), and then computed the dual task cost (in seconds), which represents the extra time needed for the dual task performance. Finally, we calculated the difference in dual task cost both before and after Dance for PD, as well as before and after matched-intensity exercise.



Statistical Analysis

The comparison between Dance for PD and matched-intensity exercise was based on matched pairs (every subject was tested for both conditions) leading to a series of differences (i.e., before-after Dance for PD, before-after matched-intensity exercise). The Wilcoxon Rank-Sum test for paired samples was employed to run the comparisons across conditions of the before-after differences in Dance for PD and matched-intensity exercise, respectively. A sample of 5 subjects was analyzed for both heart rate and electrodermal activity, while 7 subjects’ self-reported questionnaires on affect and self-efficacy were examined. Also, 5 subjects were analyzed for the 6 min walking test (6MWT), as well as 5 subjects for the Timed-Up-and-Go test (TUG) with cognitive task (TUG-cog). Importantly, The Wilcoxon Rank-Sum test is a non-parametric test that allows the comparison between two related-groups (Dance for PD, matched-intensity exercise) with no assumption of distribution or normality. Thus, the Wilcoxon Rank-Sum test allows comparison between the before-after differences in Dance for PD and in matched-intensity exercise, offering a non-parametric alternative to repeated measures ANOVA when the statistical assumptions cannot be met due to sample size (Oberfeld and Franke, 2013).

A correlation between electrodermal activity and general positive affect was calculated using Spearman (ranked data) rather than Pearson (continuous data). Both statistics, Wilcoxon Rank-Sum test and Spearman correlation, were run on SPSS (IBM Corp., Released 2011. IBM SPSS Statistics for Windows, Version 20.0. Armonk, NY: IBM Corp.).



RESULTS


Heart Rate (HR) and Electrodermal Activity (EDA)

The HR signal during 60 min of activity during Dance for PD and matched-intensity exercise, for the five subjects recorded (subject 3, 4, 5, 6, 7) is plotted in Figure 1. HR values are summarized in Table 5, reporting the average Heart Rate (HRact) during activity, as well as the calculated percentage heart rate reserve (PHRR), during both conditions. The PHRR values are below 30%, considered within the range of “very light” physical activity (Ignaszewski et al., 2017). Importantly, the PHHR values are not significantly different between Dance for PD and matched-intensity exercise (Z = −0.135, p = 0.893), as shown in Figure 2A.
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FIGURE 1. Heart Rate (HR) signal during 60 min of Dance for PD and matched-intensity exercise. BPM, beats per minute.
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FIGURE 2. (A) Percentage heart rate reserve (PHRR) recorded during Dance for PD (DfPD) and matched-intensity exercise (MIE). Average PHRR values are reported for both conditions with standard errors in parenthesis. (B) Electrodermal activity (SCL, Skin Conductance Level; SF, Spontaneous Fluctuations) during Dance for PD (DfPD) and matched-intensity exercise (MIE). Average SCL and SF values are reported for both conditions with standard error in parenthesis and error bars. The asterisks * indicates P values less than 0.05.


Table 6 reports tonic electrodermal features (i.e., skin conductance level, spontaneous fluctuations) computed from the EDA signal during both conditions (i.e., Dance for PD and matched-intensity exercise) for five subjects. SCL mean amplitudes correspond to the sample mean of the skin conductance signal (in μS) over 60 min. The mean amplitude of spontaneous fluctuations (SF) are calculated from the peaks in the signal that occur over the same amount of time. The mean SCL (Z = -2.023, p = 0.043) and SF amplitudes (Z = −2.032, p = 0.042) are significantly higher during Dance for PD than during the matched-intensity exercise condition, as reported in Figure 2B.



Affect, Self-Efficacy, Experience of Beauty

Figure 3 shows the differences in self-reported PANAS-X scores for the two general dimensions of affect (General Negative Affect, GNA; General Positive Affect, GPA) and other four complex affective states (shyness, fatigue, serenity, and surprise). The item composition for these affective constructs is reported in Table 7. The differences are calculated before and after Dance for PD and matched-intensity exercise, respectively. The average trend in GPA after Dance for PD is higher than after matched-intensity exercise (Z = −1.873, p = 0.061 N.S.). The next closest trends were surprise (Z = −1.476, p = 0.140 N.S.), GNA (Z = −1.265, p = 0.206 N.S.), and shyness (Z = −0.962, p = 0.336 N.S.) but all failed to reach significance. For the five subjects who completed both all PANAS-X self-reporting and electrodermal activity recordings, Figure 4 reports the significant correlation between the levels of General Positive Affect (GPA) reported after Dance for PD and the average Skin Conductance Levels (SCL) recorded during the dance session (Spearman’s rho = 0.900, p = 0.037).
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FIGURE 3. Differences in self-reported scores for the two general dimensions of affect (GNA, General Negative Affect; GPA, General Positive Affect) and other four complex affective states (shyness, fatigue, serenity, and surprise). The differences are calculated before and after Dance for PD (DfPD) and matched-intensity exercise (MIE), respectively. (∗) signifies a trend at p = 0.061. The PANAS-X score differences are reported as averages between seven subjects, with standard error in parenthesis and error bars.



TABLE 7. Item composition in the PANAS-X, Manual for the positive and negative affect schedule (Watson and Clark, 1994).
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FIGURE 4. Correlation between the General Positive Affect (GPA) self-reported scores after Dance for PD and the average Skin Conductance Levels (SCL) recorded during the dance session. The data reflects changes in the five subjects who completed both PANAS-X and electrodermal recordings.


In parallel to self-reported affect, Figure 5 shows significant differences in Body Self-Efficacy (BSE) along with changes in the beauty subscale, which focuses on 2 out of 10 BSE items. The comparison between the two interventions reveals a significant increase in both BSE scores (Z = −2.371, p = 0.018) and beauty subscale scores, (Z = −2.121, p = 0.034) after Dance for PD compared to matched-intensity exercise.
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FIGURE 5. Differences in self-reported scores for Body Self-Efficacy (BSE) and the beauty subscale, which captures 2 out of 10 BSE items. The differences are calculated before and after Dance for PD (DfPD) and matched-intensity exercise (MIE), respectively. The BSE score differences are reported as averages between subjects, with standard error in parenthesis and error bars. The asterisks * indicates P values less than 0.05.




Gait Performance During the 6 Min Walking Test (6MWT)

Figure 6A illustrates the increases in symmetry index (%) values after Dance for PD, in front of the decreases in symmetry index values after matched-intensity exercise, for each subject. Figure 6B shows the statistically significant difference (Z = −2.032, p = 0.042) between the average increase in symmetry index (%) across subjects following Dance for PD and the average decrease across subjects following matched-intensity exercise.
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FIGURE 6. (A) Symmetry index (%) values before and after Dance for PD and matched-intensity exercise in five subjects (1 dark blue, 2 orange, 4 gray, 5 yellow, 7 light blue). Increases in symmetry index indicate gait improvement. (B) Averages across subjects of symmetry index values before and after Dance for PD, as well as before and after matched-intensity exercise. Mean values are reported, error bars indicate standard error (also in parenthesis). In red, the means across subjects of the differences between before and after, for both Dance for PD and matched-intensity exercise, with standard error in parenthesis. The asterisks * indicates P values less than 0.05.


Changes in mean velocity (Z = −1.490, p = 0.136 N.S.), mean cadence (Z = −1.095, p = 0.273 N.S.), and mean stride cycle length (Z = −1.483, p = 0.138 N.S.) before and after Dance for PD are not different than before and after matched-intensity exercise, as reported in Table 8.


TABLE 8. Changes in mean velocity, mean cadence, and mean stride cycle length during the 6 min walking test (6MWT), calculated as differences before and after Dance for PD and matched-intensity exercise, respectively.
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Dual Task Performance With the Timed-Up-and-Go Test (TUG)

The overall decrease in dual task cost is significantly different following the two interventions (Z = −2.023, p = 0.043). Figure 7A illustrates that the decreases in dual task cost after Dance for PD are more pronounced than after matched-intensity exercise. Figure 7B reports the dual task cost averages across subjects before and after the two conditions, showing a larger decrease after Dance for PD than matched-intensity exercise. The before and after differences, across subjects, representing the decreases in dual task cost, are significantly larger after Dance for PD than after matched-intensity exercise. Supplementary Table S1 reports the TUG Exam Duration (s) both before and after either Dance for PD or matched-intensity exercise, separating the simple TUG (without cognitive task) and dual task TUG (with cognitive task) values.
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FIGURE 7. (A) Dual task cost (s) values before and after Dance for PD and matched-intensity exercise in five subjects (2 dark blue, 3 orange, 4 gray, 5 yellow, 7 dotted light blue). Decreases in dual task cost indicate performance improvement. (B) Averages across subjects of dual task cost values before and after Dance for PD, as well as before and after matched-intensity exercise. Mean values are reported, error bars indicate standard error (also in parenthesis). In red, the means across subjects of the differences between before and after for both Dance for PD and matched-intensity exercise, with standard error in parenthesis. The asterisks * indicates P values less than 0.05.


Supplementary Table S2 reports negative values representing decreases in dual task cost, which are decreases in the slowing down of the motor performance due to the concurrent cognitive task, defining a more efficient TUG performance. These values are reported separately for each of the following sub-phases of the Timed-Up-and-Go (TUG) test: sit-to-stand, delay before forward gait, forward gait, mid turning, return gait, and end turning with stand to sit (computed together). The decreases in dual task cost in each single subphase are not significantly larger after Dance for PD compared to the matched-intensity exercise, including the sit-to-stand phase (Z = −1.753, p = 0.080), delay before the forward gait phase (Z = −1.753, p = 0.080), forward gait (Z = −1.214, p = 0.225), mid turning (Z = −1.483, p = 0.138), return gait (Z = –1.405, p = 0.686), and end turning and stand-to-sit (Z = −1.214, p = 0.225).



DISCUSSION

This study investigated the hypothesis that dance, compared to an exercise intervention of matched intensity, may yield different outcomes based on the artistic elements of the movement experience using the same patients as their own control subjects in the two different interventions. In particular, Dance for PD classes may produce physiological, affective, self-efficacy related, and motor changes that differ from a matched-intensity exercise session lacking artistic elements like the presence of music, the use of narrative and metaphorical language, and a social reality of art-partaking, established and reinforced by dance teachers, live musicians, and a group of peers with PD addressed as “dancers.”

This study aimed to investigate how the artistic elements of a Dance for PD session may shape therapeutic changes. The presence of teachers was purposely excluded from the matched-intensity exercise intervention since the relationship between dance teachers and participants may contribute to their identification as “dancers,” “dance students,” or more in general “capable movers.” The enthusiasm and motivation cultivated by dance teachers or instructors, and experienced by dance participants, is integral to the (social) reality of art partaking, thus constituting an important feature of the artistic context conducive to therapeutic outcomes.


Participants

The subjects who participated in this study were at stages I or II of the Hoehn and Yahr scale (Goetz et al., 2004), although included a broad range of differences in terms of duration and clinical manifestations of the disease (MDS-UPDRS score), age, and levodopa administration. Because of the range of clinical characteristics in this population, the study was designed for within-subjects pre-post comparisons, investigating whether within the same subject there could be observable differences in response to a Dance for PD class and a matched-intensity exercise session. This within-subjects design was the most appropriate strategy to control for the heterogeneity of clinical features among participants in this real-world community setting (Greenland et al., 2019). Although this study did not include age-matched controls, future studies may question whether the described effects of Dance for PD classes apply specifically to those with PD or may be extended to an aging population in general.



Heart Rate (HR) and Electrodermal Activity (EDA)

Exercise prescriptions are defined by the frequency, intensity, duration, and type of exercise (aerobic, resistance, flexibility, and neuromuscular training) recommended to the patients (Garber and Deschenes, 2017; Ignaszewski et al., 2017). This study compared the effects of a one-time movement session (Dance for PD, matched-intensity exercise) of equal duration and type. Importantly, the percentage heart rate response (PHRR) values were not significantly different between Dance for PD and matched-intensity exercise, thus it is appropriate to consider these two conditions equally demanding in terms of cardiovascular effort (Ignaszewski et al., 2017). Exercise intensity did not change in the two interventions, with PHRR values below 30% which are considered “very light” exercise (Ignaszewski et al., 2017), and the specific structure of the session remained the same, from mobilizing upper and lower joints while sitting on a chair, then transitioning to standing and finally walking in space.

However, electrodermal activity revealed differences between the two conditions, in terms of changes in the average skin conductance level (SCL) and in the amplitude of spontaneous fluctuations (SF). We report significantly higher SCL and SF amplitude during Dance for PD than during matched-intensity exercise. Electrodermal activity depends on the sweat glands function mediated by the sympathetic nervous system (Bach et al., 2010; Boucsein, 2012), which takes part in the homeostatic process of thermoregulation, as well as it is modulated by psychological factors, like emotional arousal and autonomic stress responses (Critchley, 2002; Boucsein, 2012). Since both conditions share the same (“very light”) activity level, based on the PHRR analysis, it is unlikely that the activity of sweat glands would be exercise-dependent, as both interventions may involve similar processes of thermoregulation. As we compared two conditions with matching physical activity levels, taking place in the same environment with centralized thermostat control (i.e., The Mark Morris Dance Center), at the same time of the day, a couple of days apart, within the same subjects, we may rule out that the main explanation for the observed EDA changes is thermoregulation.

In particular, EDA reflects changes in skin resistance in response to the activation of the sympathetic nervous system, controlling the permeability of sweat glands associated with emotional arousal and stress responses (Cecchi et al., 2020). Importantly, skin conductance, differently from heart rate, is modulated by sympathetic activity only. Evidence of higher SCL and SF amplitude during Dance for PD than during matched-intensity exercise indicate increased sympathetic activation during Dance for PD. Furthermore, the significant correlation between the general positive affect values calculated after the Dance for PD sessions, reported through the PANAS-X questionnaire, and the average skin conductance levels measured during the class (Figure 4) suggests that these differences in electrodermal activity may be primarily attributed to emotional arousal. Since the evidence of higher SCL and SF amplitude during dance is accompanied by self-reported increases in general positive affect, we may interpret the EDA signal in light of these affective changes. It is important to remember that participants experienced a Dance for PD class taught by professional dancers with the use metaphorical language, live music, and dance peers sharing a reality of art-partaking. All these features were removed from the matched-intensity exercise session, during which participants engaged with instructional commands from a computer screen. The context of the movement experience was intentionally altered and, while not affecting participants’ physical activity levels, this manipulation may be responsible for the differences in emotional arousal suggested by EDA changes and paralleled by the self-reported affective scores. Because of the limited size of this sample, it is necessary to collect further data in future studies in order to confirm this correlation once in-person classes commence.



Affect, Self-Efficacy, Beauty

The impact of dance interventions on mood disturbances in PD, including depression, anxiety, and apathy, has been previously reported by McNeely et al. (2015). Also, a recent systematic review confirmed the effects of dance movement therapy in reducing depression in adults in general (Karkou et al., 2019). In this study’s sample, subjects reported minimal to mild depressive symptoms (Table 3), assessed through the Beck Depression Inventory-II (BDI-II) at baseline. Importantly, depression is associated with both a reduction in positive affect, a broad dimension including a range of pleasant emotions like joy, interest, enthusiasm, alertness and self-confidence, as well as an increase in negative affect, including fear, anxiety, irritability, loneliness, hostility, and shame (Nutt et al., 2007). In this study, with only seven subjects completing the self-reported questionnaires, the trend of an increase in general positive affect (GPA) after Dance for PD failed to reach significance in front of the average decrease in GPA after matched-intensity exercise (Figure 3). However, GPA after Dance for PD was positively correlated with skin conductance levels during dance, which was significantly higher than during matched-intensity exercise. Since self-reported questionnaires are typically administered to larger groups of subjects (Demetriou et al., 2015), future studies should compare affective changes following these two interventions in a larger sample to increase statistical power to examine this trend.

In Koch et al. (2016) participants’ well-being, measured by the “Heidelberg State Inventory” and including tension, anxiety, coping, positive affect, depressed affect, and vitality, was found to be significantly higher after an Argentine tango intervention in a group of 34 patients with PD. The researchers reported increased well-being, body self-efficacy, and experience of beauty after a single tango class for people with PD. However, the study did not include a control condition but only a pre-post assessment of the dance intervention. In our sample, we were able to compare a single Dance for PD class and a matched-intensity exercise session using the same people with PD, finding significant differences in both body self-efficacy (BSE) and beauty subscale (Figure 5) between these two conditions. In particular, the beauty subscale represents a sub-dimension (aesthetic experience) within the BSE questionnaire (Fuchs and Koch, 2014) comprising two items that state, “My movements are beautiful” and “I can move elegantly/with grace” (Koch et al., 2016). The concepts of beauty and grace are often intertwined with dance (Houston, 2015) and may constitute prior knowledge (Bless and Greifeneder, 2018) of dance as the art of movement. However, it is important to emphasize that Dance for PD participants directly experience themselves as more graceful and beautiful (Houston, 2015), significantly more so than after matched-intensity exercise, as evidenced by the beauty subscale self-report. Both Houston (2015) and Koch (2017) suggest that the experience of feeling beautiful is foundational to self-efficacy, identity, and dignity. Further, Lewthwaite and Wulf (2017) argue that attentional and motivational mechanisms, the latter including both positive affect and self-efficacy, are central to enhancing motor performance (Lewthwaite and Wulf, 2017). Feeling beautiful may contribute both to the beliefs of what the body is capable of (self-efficacy) and to the affective value associated with movement (positive affect) thus, ultimately, to motor performance.

As previously described, Dance for PD classes were taught by dance professionals and live musicians, while the matched-intensity exercise sessions were delivered through instructional commands on a computer screen. We chose to remove any form of social interaction from the latter condition since we argue that the sense of beauty and capability is socially reinforced (Bless and Greifeneder, 2018) by the presence of teaching artists, as well as of fellow “dancers,” affirming and validating ability, grace, and beauty in each other (Houston, 2015).



Gait Symmetry and Dual Task Performance

The role of dance practice in reducing PD motor symptoms has been previously reviewed (Sharp and Hewitt, 2014; Carvalho Aguiar et al., 2016) showing the beneficial effects of dance on motor symptoms (UPDRS 3), balance (Berg balance scale), and walking velocity (6 min walking test). Hashimoto et al. (2015) reported effects on both motor (Berg balance scale, Timed-Up-and-Go test) and cognitive functions (Frontal Assessment Battery, Mental Rotation Task). Importantly, decline in motor performance and cognitive impairment have the greatest influence on the quality of life of people with PD (Schrag et al., 2000).

In our sample, two subjects reported considerable issues with gait, falls and freezing, while two subjects scored between 24 and 25 (cutoff point) on the Montreal Cognitive Assessment (MoCA) (Table 3). Gait performance over the 6 min walking test was analyzed through a portable system for functional assessment of movement (GWALK). The symmetry index (Figure 6), providing a comparison of the anteroposterior acceleration between the right and left gait cycles, revealed significant differences between the Dance for PD and matched-intensity exercise interventions. After dance, participants showed a significantly higher symmetry of gait than after exercise. Importantly, Yogev et al. (2007) reported that, differently from healthy older adults, PD patients rely on attention and cognitive resources to maintain a bilaterally coordinated gait, and individuals who are more prone to falling score lower on executive function tasks and attention indexes. Importantly, gait symmetry has been related to freezing of gait and fear of falling (Frazzitta et al., 2013), which is an essential factor in determining balance, posture, and functional mobility (Franchignoni et al., 2005). Reduced attention has been linked to increased fall frequency in PD (Allcock et al., 2009). The observed increase in gait symmetry after Dance for PD, compared to matched-intensity exercise, may be explained by increased executive function or increased attention to walking. This finding is important in light of the significance of gait symmetry in the control of balance and its relationship to fall risk.

When testing patients during simultaneous motor and cognitive tasks, Rochester et al. (2004) reported a decrease in gait velocity compared to the single (motor) task condition in subjects with PD more than controls. The study interpreted this evidence as a result of the competition for attentional resources, particularly when cognitive resources were limited, as in patients with PD presenting executive dysfunction or mild cognitive impairment. Dual task performance can be achieved by constantly shifting or dividing attention between two tasks (Rochester et al., 2004). Difficulty maintaining the motor performance may be due to the allocation of attentional resources toward the cognitive task, thus decreasing one’s attention to gait. Subjects with PD have increased demands to cognitively attend to movements like walking that were previously considered automatic (Rochester et al., 2004). Importantly, the current study reports an improvement in gait performance during a cognitive task (reduction in dual task cost) significantly higher after Dance for PD than after matched-intensity exercise (Figure 7). In line with this finding, a recent review on the effects of dance in PD (Kalyani et al., 2019) highlighted the improvements in gait velocity during cognitive dual tasks following dance interventions, pointing out the lack of controls among the existing studies. The present research constitutes the first evidence that the enhanced dual task performance after Dance for PD was significantly different than after matched-intensity exercise (Figure 7) in a sample of subjects that completed both conditions (Dance for PD and matched-intensity exercise). Further, the Timed-Up-and-Go test with the additional cognitive task is considered a valid tool to identify fall risk in people with PD (Vance et al., 2015), thus, the present finding has important implications on the fall risk, mobility and autonomy of the participants overtime. The decrease in dual task cost may be explained with more efficient divided attention processes. However, it is also possible that after dance (but not after matched-intensity exercise) the need to cognitively attend to walking was reduced by increased gait automaticity, so that attentional resources could be allocated to the cognitive task with a smaller impact on gait performance. Automaticity could have been enhanced by an external focus of attention, an idea known as the “constrained action hypothesis” (Wulf et al., 2001; Kal et al., 2013), employed in the reduction of cognitive interference in athletic performance. Maintaining an external focus of attention, like a target or an image, has been shown to be an effective strategy in improving postural control in patients with PD (Wulf et al., 2009; Jazaeri et al., 2018), however no data has been reported on the effects of an external focus on dual task or gait performance. In dance practice, the use of metaphors may serve the purpose of directing attention externally to produce a movement through the use of imagery (Guss-West and Wulf, 2016; Lewthwaite and Wulf, 2017). Whether such images could provide a source of external focus to patients with PD, enhancing movement automaticity, needs to be further investigated. Future studies should explore the relationship between gait automaticity, external attentional focus in PD, and use of metaphorical images.

Further, gait initiation can be modulated by the presentation of emotional (pleasant or unpleasant) visual stimuli in patients with or without freezing of gait (FOG) (Lagravinese et al., 2018), as evidenced by longer reaction times and shorter steps in response to incongruent/unpleasant condition (stepping forward toward an unpleasant stimulus). This evidence may suggest an interplay between gait performance and emotional processing, since the basal ganglia act as gatekeepers in both approach motivation (Ikemoto et al., 2015) and avoidance responses (Hormigo et al., 2016). This interplay may be relevant to this study, as we reported affective responses paralleled by electrodermal activity, which significantly differed between the two conditions. In particular, after Dance for PD and differently from matched-intensity exercise, participants showed higher emotional arousal (EDA), affective modulation (positive affect), gait symmetry, and dual task performance.



CONCLUSION

This study explores the hypothesis that dance, compared to an exercise intervention of matched intensity, may yield different physiological, affective, self-efficacy, and motor effects. Using the same patients as their own controls, we compared a Dance for PD class with a matched-intensity exercise session designed for the purpose of this study to be lacking dance elements like music, metaphorical language, and social reality of art-partaking shared with dance teachers and peers. We showed that dance yields different outcomes suggesting a possible interaction between affective responses, the experience of beauty, self-efficacy, and gait performance, traditionally separated in non-motor and motor features. Another significant aspect of this study was to remove dance elements from a matched-intensity exercise condition. Since, these “embodied affective” elements (Fuchs and Koch, 2014) are experienced in interaction, in the exercise class we removed both teachers and peers. The relationship to movement, self, and others elicited by dancing may be responsible for the modulation of affective, motivational, and attentional mechanisms influencing motor behavior and symptoms in people with PD. These benefits are specific to dance but not to be considered exclusive to dance alone. Other movement interventions may strive to cultivate motivation and focus through the interaction with instructors and peers. While the positive effects of social interaction may extend to different types of physical activity, the elements of metaphorical imagery, evocative music, feelings of grace and beauty may set dance apart from other movement forms. It has been suggested that PD may interfere with a sense of embodied identity, as evidenced by the subjects’ responses to BSE scale items like, “My body often feels like it does not belong to me” as opposed to “I can express myself in movement” (Koch et al., 2016). In Dance for PD, through the beauty of movement, imagery, music, and interaction between teachers and participants, thoughts involving distress and worry, may be at times “blissfully absent” (Gail Montero, 2016), distancing the person with PD from a perception of disability and reclaiming a sense of efficacy, personhood, and agency (Houston, 2015). We argue this process of perspective-transformation within the artistic context of a dance class not only to be relevant to psychological wellbeing (affect, self-efficacy), but also to have important functional implications. Improvement in the motor performance showed by patients with PD after dance practice (gait symmetry, dual task performance) may stem from affective modulation and decreased cognitive interference (diagnosis-related self-talk), potentially resulting in increased availability of attentional resources toward motor performance (Ferrazzoli et al., 2018, 2020), or in increased external focus enhancing movement automatization (Kal et al., 2013). Future studies may explore these potential mechanisms to shed light on the specific processes that make dance a valuable resource for people with PD.


Study Limitations

Limitations to this study must be acknowledged. Although we employed a within-subjects design, this research involved a very limited sample of subjects with PD, so the ability to generalize to the population as a whole is limited. Because of the small size of this sample, it will be necessary to collect further data in future studies in order to confirm the reported findings. Further, this self-selected group regularly takes part in Dance for PD classes and willingly volunteered to participate in this study. It was not possible to recruit participants naïve to dance because of lack of volunteers’ availability. Participants were familiar with the dance intervention but not with the matched-intensity exercise condition, which might have introduced a bias toward dance in the analysis. Since all subjects were members of the Dance for PD community and participated in this research as unpaid volunteers, it was not possible to fully balance the order of the two conditions (Dance for PD and matched-intensity exercise) due to the participants’ schedule and availability of space dedicated to testing. Similarly, we could not apply a wash out period between the two conditions, since it would have meant to remove the participants from the community that they were part of as active members. With participants following their regular medication cycle, all subjects were tested during “ON” state, therefore we don’t have the ability to extend the effects reported in this study to “OFF” periods. There was no way to conceal whether dance or exercise were being presented, therefore neither the subjects nor the researcher were blind to the type of intervention; however, participants were not aware of the research questions investigated in the study. Future studies should not only expand the sample size to confirm these results and allow a broader generalization but should also include dance naïve participants and explore the qualitative differences between the two modalities presented (Dance for PD and matched-intensity exercise). A mixed-methods research design, including a larger sample, appropriate randomization, and both dance and exercise naïve participants should follow our study to further investigate the hypotheses and results here reported.



DATA AVAILABILITY STATEMENT

The raw data supporting the conclusions of this article will be made available by the authors, without undue reservation, to any qualified researcher.



ETHICS STATEMENT

The studies involving human participants were reviewed and approved by The City College of New York CUNY Institutional Review Board (IRB). The patients/participants provided their written informed consent to participate in this study.



AUTHOR CONTRIBUTIONS

CF planned and designed the study, collected the data, performed the analysis, interpreted data, and drafted the manuscript. JD contributed analysis tools, edited the draft, and approved the version to be submitted to the journal. Both authors contributed to the article and approved the submitted version.



FUNDING

This research was supported by the National Science and Engineering Research Grant of Canada (NSERC Grant # 2017-05647) Discovery grant to JD.



ACKNOWLEDGMENTS

We thank David Leventhal, Maria Portman Kelly, The Mark Morris Dance Center, and the participants who volunteered to take part in this study. This study would have not been possible without their generous collaboration and support. We thank Massimiliano Gobbo and Laura Vacchi at University of Brescia (Italy), as well as Timothy Ellmore and the research assistants at The City College of New York (CUNY) for their invaluable help in developing this study.



SUPPLEMENTARY MATERIAL

The Supplementary Material for this article can be found online at: https://www.frontiersin.org/articles/10.3389/fpsyg.2020.600440/full#supplementary-material



REFERENCES

Allcock, L. M., Rowan, E. N., Steen, I. N., Wesnes, K., Kenny, R. A., and Burn, D. J. (2009). Impaired attention predicts falling in Parkinson’s disease. Parkinsonism Relat. Disord. 15, 110–115. doi: 10.1016/j.parkreldis.2008.03.010

Bach, D. R., Friston, K. J., and Dolan, R. J. (2010). Analytic measures for quantification of arousal from spontaneous skin conductance fluctuations. Int. J. Psychophysiol. 76, 52–55.

Barnstaple, R., Hackney, M. E., Fontanesi, C., and DeSouza, J. F. X. (2018). Mechanisms of dance in the rehabilitation of neurodegenerative conditions. Brain Body Cogn. 8, 17–28.

Bautmans, I., Lambert, M., and Mets, T. (2004). The six-minute walk test in community dwelling elderly: influence of health status. BMC Geriatr. 4:6. doi: 10.1186/1471-2318-4-6

Bearss, K., McDonald, K. C., Bar, R. J., and DeSouza, J. F. X. (2017). Improvements in balance and gait speed after A 12 week dance intervention for Parkinson’s disease. Adv. Integr. Med. 4, 10–13. doi: 10.1016/j.aimed.2017.02.002

Beck, A. T., Steer, R. A., and Brown, G. K. (1996). Manual for the Beck Depression Inventory-II. San Antonio, TX: Psychological Corporation.

Bezner, J., and Rose, L. (1989). Adult Exercise Instruction Sheets: Home Exercises for Rehabilitation. San Antonio, TX: Therapy Skill Builders.

Bless, H., and Greifeneder, R. (2018). “General framework of social cognitive processing,” in Social Cognition: How Individuals Construct Social Reality, 2nd Edn, eds R. Greifeneder and H. Bless, (London: Routledge).

Boucsein, W. (ed.) (2012). “Principles of electrodermal phenomena,” in Electrodermal Activity, 2nd Edn, (New York, NY: Springer), 1–86. doi: 10.1007/978-1-4614-1126-0

Braithwaite, J. J., Watson, D. G., Jones, R., and Rowe, M. (2015). A Guide for Analysing Electrodermal Activity (EDA) & Skin Conductance Responses (SCRs) for Psychological Experiments. Available at: https://www.birmingham.ac.uk/Documents/college-les/psych/saal/guide-electrodermal-activity.pdf (accessed August 15, 2019).

Bryant, M. S., Workman, C. D., Hou, J. G., Henson, H. K., and York, M. K. (2016). Acute and long-term effects of multidirectional treadmill training on gait and balance in Parkinson disease. PM R 8, 1151–1158.

BTS Bioengineering, (2016). G-WALK User Manual English Version 8.0.0. Brooklyn, NY: BTS Bioengineering Corp.

Carvalho Aguiar, L. P., Alves da Rocha, P., and Morris, M. (2016). Therapeutic dancing for Parkinson’s disease. Int. J. Gerontol. 10, 64–70. doi: 10.1016/j.ijge.2016.02.002

Cecchi, S., Piersanti, A., Poli, A., and Spinsante, S. (2020). “Physical stimuli and emotions: EDA features analysis from a wrist-worn measurement sensor,” in Proceedings of the IEEE 25th International Workshop on Computer Aided Modeling and Design of Communication Links and Networks (CAMAD), (Pisa: IEEE), 1–6. doi: 10.1109/CAMAD50429.2020.9209307

Chou, K. L., Lenhart, A., Koeppe, R. A., and Bohnen, N. I. (2014). Abnormal MoCA and normal range MMSE scores in Parkinson disease without dementia: cognitive and neurochemical correlates. Parkinsonism Relat. Disord. 20, 1076–1080. doi: 10.1016/j.parkreldis.2014.07.008

Ciantar, S. R., Bearss, K. A., Levkov, G., Bar, R. J., and DeSouza, J. F. X. (2019). Investigating affective and motor improvements with dance in Parkinson’s disease. BioRxiv [Preprint] doi: 10.1101/665711

Critchley, H. D. (2002). Review: electrodermal responses: what happens in the brain. Neuroscientist 8, 132–142. doi: 10.1177/107385840200800209

de Natale, E. R., Paulus, K. S., Aiello, E., Sanna, B., Manca, A., Sotgiu, G., et al. (2017). Dance therapy improves motor and cognitive functions in patients with Parkinson’s disease. Neurorehabilitation 40, 141–144. doi: 10.3233/NRE-161399

de Oliveira Segundo, V. H., Brandao de Albuquerque Filho, N. J., Mendes Rebouças, G., Renee Felipe, T., Ferreira Matos, V. R., Silva Dantas, P. M., et al. (2016). Use of predictive equations of maximum heart rate for exercise prescription: a comparative study. J. Sports Phys. Educ. 3, 04–08. doi: 10.9790/6737-0310408

Demetriou, C., Özer, B., and Essau, C. (2015). “Self-report questionnaires,” in The Encyclopedia of Clinical Psychology, 1st Edn, eds R. L. Cautin and S. O. Lilienfeld, (Hoboken, NJ: John Wiley & Sons, Inc). doi: 10.1002/9781118625392.wbecp507

DeSouza, J. F. X., and Bearss, K. (2018). “Progression of Parkinson’s disease symptoms halted using dance over 3-years as assessed with MDS-UPDRS,” in Proceedings of the Neuroscience Meeting Planner. Society for Neuroscience Abstracts, San Diego, CA.

Duncan, R. P., and Earhart, G. M. (2012). Randomized controlled trial of community-based dancing to modify disease progression in Parkinson disease. Neurorehabil. Neural Repair 26, 132–143. doi: 10.1177/1545968311421614

Earhart, G. M., Duncan, R. P., Huang, J. L., Perlmutter, J. S., and Pickett, K. A. (2015). Comparing interventions and exploring neural mechanisms of exercise in Parkinson disease: a study protocol for a randomized controlled trial. BMC Neurol. 15:9. doi: 10.1186/s12883-015-0261-0

Empatica (2018). E4 Wristband from Empatica User’s Manual #E4-SP069-B-20150001. Available at: https://empatica.app.box.com/v/E4-User-Manual (accessed August 17, 2018).

Ferrazzoli, D., Ortelli, P., Cucca, A., Bakdounes, L., Canesi, M., and Volpe, D. (2020). Motor-cognitive approach and aerobic training: a synergism for rehabilitative intervention in Parkinson’s disease. Neurodegener. Dis. Manag. 10, 41–55. doi: 10.2217/nmt-2019-0025

Ferrazzoli, D., Ortelli, P., Madeo, G., Giladi, N., Petzinger, G. M., and Frazzitta, G. (2018). Basal ganglia and beyond: the interplay between motor and cognitive aspects in Parkinson’s disease rehabilitation. Neurosci. Biobehav. Rev. 90, 294–308. doi: 10.1016/j.neubiorev.2018.05.007

Foster, E. R., Golden, L., Duncan, R. P., and Earhart, G. M. (2013). Community-based Argentine tango dance program is associated with increased activity participation among individuals with Parkinson’s disease. Arch. Phys. Med. Rehabil. 94, 240–249. doi: 10.1016/j.apmr.2012.07.028

Franchignoni, F., Martignoni, E., Ferriero, G., and Pasetti, C. (2005). Balance and fear of falling in Parkinson’s disease. Parkinsonism Relat. Disord. 11, 427–433. doi: 10.1016/j.parkreldis.2005.05.005

Frazzitta, G., Pezzoli, G., Bertotti, G., and Maestri, R. (2013). Asymmetry and freezing of gait in Parkinsonian patients. J. Neurol. 260, 71–76. doi: 10.1007/s00415-012-6585-4

Frazzitta, G., Maestri, R., Bertotti, G., Riboldazzi, G., Boveri, N., Perini, M., et al. (2015). Intensive rehabilitation treatment in early Parkinson’s disease: a randomized pilot study with a 2-year follow-up. Neurorehabil. Neural Repair 29, 123–131.

Fuchs, T., and Koch, S. C. (2014). Embodied affectivity: on moving and being moved. Front. Psychol. 5:508. doi: 10.3389/fpsyg.2014.00508

Gail Montero, B. (2016). “The pleasure of movement and the awareness of the self,” in Thought in Action: Expertise and the Conscious Mind, ed. B. Gail Montero, (Oxford: Oxford University Press). doi: 10.1093/acprof:oso/9780199596775.001.0001

Garbarino, M., Lai, M., Bender, D., Picard, R. W., and Tognetti, S. (2014). “Empatica E3 — A wearable wireless multi-sensor device for real-time computerized biofeedback and data acquisition,” in Proceedings of the 4th International Conference on Wireless Mobile Communication and Healthcare - Transforming Healthcare Through Innovations in Mobile and Wireless Technologies (MOBIHEALTH), Athens, 39–42. doi: 10.1109/MOBIHEALTH.2014.7015904

Garber, C. E., and Deschenes, M. D. (2017). “Chapter 5: general principles of exercise prescription,” in ACSM’s Guidelines for Exercise Testing and Prescription, ed. American College of Sports Medicine, (Philadelphia, PA: Lippincott Williams & Wilkins).

Giladi, N., Shabtai, H., Simon, E. S., Biran, S., Tal, J., and Korczyn, A. D. (2000). Construction of freezing of gait questionnaire for patients with Parkinsonism. Parkinsonism Relat. Disord. 6, 165–170.

Goetz, C. G., Poewe, W., Rascol, O., Sampaio, C., Stebbins, G. T., Counsell, C., et al. (2004). Movement Disorder Society Task Force report on the Hoehn and Yahr staging scale: status and recommendations. Movement Dis. Offic. J. Movement Dis. Soc. 19, 1020–1028. doi: 10.1002/mds.20213

Greenland, J. C., Williams-Gray, C. H., and Barker, R. A. (2019). The clinical heterogeneity of Parkinson’s disease and its therapeutic implications. Eur. J. Neurosci. 49, 328–338.

Guss-West, C., and Wulf, G. (2016). Attentional focus in classical ballet: a survey of professional dancers. J. Dance Med. Sci. 20, 23–29. doi: 10.12678/1089-313X.20.1.23

Hackney, M. E., and Earhart, G. M. (2009). Effects of dance on movement control in Parkinson’s disease: a comparison of Argentine tango and American ballroom. J. Rehabil. Med. 41, 475–481. doi: 10.2340/16501977-0362

Hackney, M. E., and Earhart, G. M. (2010). Effects of dance on gait and balance in Parkinson’s disease: a comparison of partnered and nonpartnered dance movement. Neurorehabil. Neural Repair 24, 384–392. doi: 10.1177/1545968309353329

Hackney, M. E., Kantorovich, S., Levin, R., and Earhart, G. M. (2007). Effects of tango on functional mobility in Parkinson’s disease: a preliminary study. J. Neurol. Phys. Ther. 31, 173–179. doi: 10.1097/NPT.0b013e31815ce78b

Hashimoto, H., Takabatake, S., Miyaguchi, H., Nakanishi, H., and Naitou, Y. (2015). Effects of dance on motor functions, cognitive functions, and mental symptoms of Parkinson’s disease: a quasi-randomized pilot trial. Complement. Ther. Med. 23, 210–219. doi: 10.1016/j.ctim.2015.01.010

Heiberger, L., Maurer, C., Amtage, F., Mendez-Balbuena, I., Schulte-Mönting, J., Hepp-Reymond, M. C., et al. (2011). Impact of a weekly dance class on the functional mobility and on the quality of life of individuals with Parkinson’s disease. Front. Aging Neurosci. 3:14. doi: 10.3389/fnagi.2011.00014

Hoops, S., Nazem, S., Siderowf, A. D., Duda, J. E., Xie, S. X., Stern, M. B., et al. (2009). Validity of the MoCA and MMSE in the detection of MCI and dementia in Parkinson disease. Neurology 73, 1738–1745. doi: 10.1212/WNL.0b013e3181c34b47

Hormigo, S., Vega-Flores, G., and Castro-Alamancos, M. A. (2016). Basal ganglia output controls active avoidance behavior. J. Neurosci. 36, 10274–10284. doi: 10.1523/JNEUROSCI.1842-16.2016

Houston, S. (2015). Feeling lovely: an examination of the value of beauty for people dancing with Parkinson’s. Dance Res. J. 47, 27–43. doi: 10.1017/S0149767715000042

Houston, S., and McGill, A. (2013). A mixed-methods study into ballet for people living with Parkinson’s. Arts Health 5, 103–119. doi: 10.1080/17533015.2012.745580

Hymmen, P., Stalker, C. A., and Cait, C. A. (2013). The case for single-session therapy: does the empirical evidence support the increased prevalence of this service delivery model? J. Ment. Health 22, 60–71.

Ignaszewski, M., Lau, B., Wong, S., and Isserow, S. (2017). The science of exercise prescription: Martti Karvonen and his contributions. B. C. Med. J. 59, 38–41.

Ikemoto, S., Yang, C., and Tan, A. (2015). Basal ganglia circuit loops, dopamine and motivation: a review and enquiry. Behav. Brain Res. 290, 17–31. doi: 10.1016/j.bbr.2015.04.018

Jazaeri, S. Z., Azad, A., Mehdizadeh, H., Habibi, S. A., Mandehgary Najafabadi, M., Saberi, Z. S., et al. (2018). The effects of anxiety and external attentional focus on postural control in patients with Parkinson’s disease. PLoS One 13:e0192168. doi: 10.1371/journal.pone.0192168

Kal, E. C., van der Kamp, J., and Houdijk, H. (2013). External attentional focus enhances movement automatization: a comprehensive test of the constrained action hypothesis. Hum. Mov. Sci. 32, 527–539. doi: 10.1016/j.humov.2013.04.001

Kalyani, H., Sullivan, K., Moyle, G., Brauer, S., Jeffrey, E. R., Roeder, L., et al. (2019). Effects of dance on gait, cognition, and dual-tasking in Parkinson’s disease: a systematic review and meta-analysis. J. Parkinsons Dis. 9, 335–349. doi: 10.3233/JPD-181516

Karkou, V., Aithal, S., Zubala, A., and Meekums, B. (2019). Effectiveness of dance movement therapy in the treatment of adults with depression: a systematic review with meta-analyses. Front. Psychol. 10:936. doi: 10.3389/fpsyg.2019.00936

Koch, S. C. (2017). Arts and health: active factors and a theory framework of embodied aesthetics. Arts Psychother. 54, 85–91. doi: 10.1016/j.aip.2017.02.002

Koch, S. C., Mergheim, K., Raeke, J., Machado, C. B., Riegner, E., Nolden, J., et al. (2016). The embodied self in Parkinson’s disease: feasibility of a single tango intervention for assessing changes in psychological health outcomes and aesthetic experience. Front. Neurosci. 10:287. doi: 10.3389/fnins.2016.00287

Kunkel, D., Fitton, C., Roberts, L., Pickering, R. M., Roberts, H. C., Wiles, R., et al. (2017). A randomized controlled feasibility trial exploring partnered ballroom dancing for people with Parkinson’s disease. Clin. Rehabil. 31, 1340–1350. doi: 10.1177/0269215517694930

Lagravinese, G., Pelosin, E., Bonassi, G., Carbone, F., Abbruzzese, G., and Avanzino, L. (2018). Gait initiation is influenced by emotion processing in Parkinson’s disease patients with freezing. Mov. Disord. 33, 609–617. doi: 10.1002/mds.27312

Lewthwaite, R., and Wulf, G. (2017). Optimizing motivation and attention for motor performance and learning. Curr. Opin. Psychol. 16, 38–42. doi: 10.1016/j.copsyc.2017.04.005

McGill, A., Houston, S., and Lee, R. Y. (2014). Dance for Parkinson’s: a new framework for research on its physical, mental, emotional, and social benefits. Complement. Ther. Med. 22, 426–432. doi: 10.1016/j.ctim.2014.03.005

McKee, K. E., and Hackney, M. E. (2013). The effects of adapted tango on spatial cognition and disease severity in Parkinson’s disease. J. Mot. Behav. 45, 519–529. doi: 10.1080/00222895.2013.834288

McNeely, M. E., Duncan, R. P., and Earhart, G. M. (2015). Impacts of dance on non-motor symptoms, participation, and quality of life in Parkinson disease and healthy older adults. Maturitas 82, 336–341. doi: 10.1016/j.maturitas.2015.08.002

Müller, P., Rehfeld, K., Schmicker, M., Hökelmann, A., Dordevic, M., Lessmann, V., et al. (2017). Evolution of neuroplasticity in response to physical activity in old age: the case for dancing. Front. Aging Neurosci. 9:56. doi: 10.3389/fnagi.2017.00056

Nutt, D., Demyttenaere, K., Janka, Z., Aarre, T., Bourin, M., Canonico, P. L., et al. (2007). The other face of depression, reduced positive affect: the role of catecholamines in causation and cure. J. Psychopharmacol. 21, 461–471. doi: 10.1177/0269881106069938

Oberfeld, D., and Franke, T. (2013). Evaluating the robustness of repeated measures analyses: the case of small sample sizes and nonnormal data. Behav. Res. 45, 792–812. doi: 10.3758/s13428-012-0281-2

Peper, E., Shaffer, F., and Lin, I. M. (2010). Garbage in; garbage out—identify blood volume pulse (BVP) artifacts before analyzing and interpreting BVP, blood volume pulse amplitude, and heart rate/respiratory sinus arrhythmia data. Biofeedback 38, 19–23. doi: 10.5298/1081-5937-38.1.19

Petzinger, G. M., Fisher, B. E., McEwen, S., Beeler, J. A., Walsh, J. P., and Jakowec, M. W. (2013). Exercise-enhanced neuroplasticity targeting motor and cognitive circuitry in Parkinson’s disease. Lancet Neurol. 12, 716–726. doi: 10.1016/S1474-4422(13)70123-6

Podsiadlo, D., and Richardson, S. (1991). The timed ‘Up & Go’: a test of basic functional mobility for frail elderly persons. J. Am. Geriatr. Soc. 39, 142–148. doi: 10.1111/j.1532-5415.1991.tb01616.x

Rehfeld, K., Lüders, A., Hökelmann, A., Lessmann, V., Kaufmann, J., Brigadski, T., et al. (2018). Dance training is superior to repetitive physical exercise in inducing brain plasticity in the elderly. PLoS One 13:e0196636. doi: 10.1371/journal.pone.0196636

Rehfeld, K., Müller, P., Aye, N., Schmicker, M., Dordevic, M., Kaufmann, J., et al. (2017). Dancing or fitness sport? The effects of two training programs on hippocampal plasticity and balance abilities in healthy seniors. Front. Hum. Neurosci. 11:305. doi: 10.3389/fnhum.2017.00305

Rocha, P. A., Slade, S. C., McClelland, J., and Morris, M. E. (2017). Dance is more than therapy: qualitative analysis on therapeutic dancing classes for Parkinson’s. Complemen. Therapies Med. 34, 1–9. doi: 10.1016/j.ctim.2017.07.006

Rochester, L., Hetherington, V., Jones, D., Nieuwboer, A., Willems, A. M., Kwakkel, G., et al. (2004). Attending to the task: interference effects of functional tasks on walking in Parkinson’s disease and the roles of cognition, depression, fatigue, and balance. Arch. Phys. Med. Rehabil. 85, 1578–1585. doi: 10.1016/j.apmr.2004.01.025

Schenkman, M., Moore, C. G., Kohrt, W. M., Hall, D. A., Delitto, A., Comella, C. L., et al. (2018). Effect of high-intensity treadmill exercise on motor symptoms in patients with de novo Parkinson disease: a phase 2 randomized clinical trial. JAMA Neurol. 75, 219–226. doi: 10.1001/jamaneurol.2017.3517

Schrag, A., Jahanshahi, M., and Quinn, N. (2000). What contributes to quality of life in patients with Parkinson’s disease? J. Neurol. Neurosurg. Psychiatry 69, 308–312. doi: 10.1136/jnnp.69.3.308

Sharp, K., and Hewitt, J. (2014). Dance as an intervention for people with Parkinson’s disease: a systematic review and meta-analysis. Neurosci. Biobehav. Rev. 47, 445–456. doi: 10.1016/j.neubiorev.2014.09.009

Shumway-Cook, A., Brauer, S., and Woollacott, M. (2000). Predicting the probability for falls in community-dwelling older adults using the timed up & go test. Phys. Ther. 80, 896–903.

Soleymani, M., Villaro-Dixon, F., Pun, T., and Chanel, G. (2017). Toolbox for emotional feature extraction from physiological signals (TEAP). Front. ICT 4:1. doi: 10.3389/fict.2017.00001

Tomlinson, C. L., Stowe, R., Patel, S., Rick, C., Gray, R., and Clarke, C. E. (2010). Systematic review of levodopa dose equivalency reporting in Parkinson’s disease: systematic review of LED reporting in PD. Mov. Disord. 25, 2649–2653. doi: 10.1002/mds.23429

UK National Health Service, (2018). Physical Activity Guidelines for Older Adults-Exercise. Available at: https://www.nhs.uk/live-well/exercise/physical-activity-guidelines-older-adults/ (accessed January 16, 2018).

Vance, R. C., Healy, D. G., Galvin, R., and French, H. P. (2015). Dual tasking with the timed “up & go” test improves detection of risk of falls in people with Parkinson disease. Phys. Ther. 95, 95–102. doi: 10.2522/ptj.20130386

Volpe, D., Signorini, M., Marchetto, A., Lynch, T., and Morris, M. E. (2013). A comparison of Irish set dancing and exercises for people with Parkinson’s disease: a phase II feasibility study. BMC Geriatr. 13:54. doi: 10.1186/1471-2318-13-54

Watson, D., and Clark, L. (1994). The PANAS-X: Manual for the Positive and Negative Affect Schedule - Expanded Form. Iowa: University of Iowa. doi: 10.17077/48vt-m4t2

Westheimer, O., McRae, C., Henchcliffe, C., Fesharaki, A., Glazman, S., Ene, H., et al. (2015). Dance for PD: a preliminary investigation of effects on motor function and quality of life among persons with Parkinson’s disease (PD). J. Neural Transm. 122, 1263–1270. doi: 10.1007/s00702-015-1380-x

Wulf, G., Landers, M., Lewthwaite, R., and Töllner, T. (2009). External focus instructions reduce postural instability in individuals with Parkinson disease. Phys. Ther. 89, 162–168. doi: 10.2522/ptj.20080045

Wulf, G., McNevin, N., and Shea, C. H. (2001). The automaticity of complex motor skill learning as a function of attentional focus. Q. J. Exp. Psychol. A Hum. Exp. Psychol. 54, 1143–1154. doi: 10.1080/713756012

Yogev, G., Plotnik, M., Peretz, C., Giladi, N., and Hausdorff, J. M. (2007). Gait asymmetry in patients with Parkinson’s disease and elderly fallers: when does the bilateral coordination of gait require attention? Exp. Brain Res. 177, 336–346. doi: 10.1007/s00221-006-0676-3


Conflict of Interest: The authors declare that the research was conducted in the absence of any commercial or financial relationships that could be construed as a potential conflict of interest.

Copyright © 2021 Fontanesi and DeSouza. This is an open-access article distributed under the terms of the Creative Commons Attribution License (CC BY). The use, distribution or reproduction in other forums is permitted, provided the original author(s) and the copyright owner(s) are credited and that the original publication in this journal is cited, in accordance with accepted academic practice. No use, distribution or reproduction is permitted which does not comply with these terms.










	
	COMMUNITY CASE STUDY
published: 12 February 2021
doi: 10.3389/fpsyg.2021.599914






[image: image2]

Autobiographical Therapeutic Performance as a Means of Improving Executive Functioning in Traumatized Adults

Paula Ray1 and Susana Pendzik2*


1Private Psychology Practice, Lincoln, NE, United States

2Graduate Program in Drama Therapy, Tel Hai Academic College, Upper Galilee, Israel

Edited by:
Nisha Sajnani, New York University, United States

Reviewed by:
Laura Ros, University of Castilla-La Mancha, Spain
 Angelle Cook, Lesley University, United States

*Correspondence: Susana Pendzik, suzanp@telhai.ac.il

Specialty section: This article was submitted to Health Psychology, a section of the journal Frontiers in Psychology

Received: 28 August 2020
 Accepted: 06 January 2021
 Published: 12 February 2021

Citation: Ray P and Pendzik S (2021) Autobiographical Therapeutic Performance as a Means of Improving Executive Functioning in Traumatized Adults. Front. Psychol. 12:599914. doi: 10.3389/fpsyg.2021.599914



This article describes the pilot project Shadows & Light Within: Untold Stories—a two-phase, multi-partner community-based project that explores the hypothesis that Autobiographical Therapeutic Performance can help traumatized individuals to improve executive functioning. A group of 10 individuals ranging in age from 32 to 69, with lived experiences at the intersection of trauma, mental health, and the court system, were paired with theater mentor-coaches for a 10-month creative group process, in which they shaped their stories into autobiographical performance pieces, through movement, improvisation, story-telling, and self-discovery. In the second phase of the project, their stories were merged into a theater production, weaving movement, song, and voice, and performed by an ensemble of experienced actors from the community. Pre- and post-interviews and self-report standardized measures of executive functioning were used to assist in establishing criteria and direction for future research. The results suggest that the individuals involved in this pilot may have improved executive functioning and acquired more ability to engage in human service programs designed to increase job readiness and enhance adaptive living skills.
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INTRODUCTION

Shadows & Light Within: Untold Stories explores if and how the process of developing, performing, and witnessing autobiographical narratives using drama therapy interventions can lead to improved executive functioning for individuals with trauma history, in an attempt to facilitate their engagement in human service programs designed to increase job readiness. The project was conceived as a model community partnership between a nonprofit organization providing advocacy and support for families, and a nonprofit theater company committed to community engagement and improving the quality of life through artistic means. The project involved adults with histories of personal and family mental illness and maladaptive coping that resulted in legal/court involvement and placement of their children into state custody. A group of 10 individuals, aged 32–69, were invited to develop an Autobiographical Therapeutic Performance (ATP) based on their lived experiences. During the second phase, their ATPs were merged into a staged production presented by community theater performers, incorporating movement and music, with the original participants as members of the larger and preselected audience.

Quite often, individuals who find themselves at the intersection of mental health and the court systems have experienced multiple traumas, growing up in chaotic and sometimes violent environments. According to Siegel (2003), toxic stress associated with trauma can alter brain development and functioning, particularly in the orbitofrontal region of the brain, which is vital in developing a cohesive narrative of one's life with an integrated storyline of one's past, present, and anticipated future. Brain research has established a relationship between neural networks involved in developing a cohesive autobiographical narrative and executive functioning (EF)—often referred to as a set of goal-directed, future oriented cognitive skills (Tsermentseli and Poland, 2016) that are essential for adaptive functioning. Executive functions comprise the higher-level influences over sensory input, emotional and cognitive internal states, and motor output, thereby providing dynamic integration of external and internal environments (Gazzaley and D'Esposito, 2007).

Distinctions have been made in the literature between “cold” and “hot” executive functioning, associated with different regions of the frontal lobes and with somewhat different aspects of EF. The “cold” EF is associated with dorsolateral prefrontal cortex functioning and is evoked under nonaffective, or relatively abstract situations (Zelano and Carlson, 2012). The “hot” EF is associated with the orbitofrontal and ventromedial regions, which overlap and are strongly related to the limbic regions, associated with emotional and social processing (Peterson and Welsh, 2014). Within the framework of the Polyvagal Theory (Porges, 2011), social processing involves the autonomic nervous system which mediates a pre-conscious process on a neurophysiological level involved in detection of a person as safe or dangerous, thus determining prosocial or defensive behavior. Recovery from trauma, whether natural or accomplished through psychotherapy, involves the organization and streamlining of fragmented memories (Foa et al., 2007), integrated with change in social processing at a neurophysiological level.

Autobiographical Therapeutic Performance (ATP) is a therapeutic intervention that involves developing theater pieces based on personal material and performing them in front of an audience (Pendzik et al., 2016). As a particular form of drama therapy called performance-based, in ATP the performative frame constitutes the therapeutic setting. Drama therapy in this modality “takes place within the special time and space of the creation of a performance which eventually has an audience and a post-performance review” (Snow, 2009, p. 117). ATP differs from Autobiographical Theater in its declared therapeutic intent, which requires some sort of therapeutic accompaniment (Pendzik, 2020). The approach is essentially based on three assumptions: (a) The act of “storytelling” aspects of our lives generates more coherent self-narratives, which may help to better integrate and cope with traumatic life events (White and Epston, 1990; McAdams, 2008). (b) Transforming these narratives into live performances challenges individuals to take concrete and embodied actions that may help to solidify constructive self-narratives (Emunah et al., 2014; Pendzik, 2016) and to consolidate the repaired experience as a long-term memory item (Yaniv, 2014). (c) Performing in front of an audience validates the alternative narratives created, giving them a public scope that intensifies their healing potential (Sajnani, 2012, 2016; Emunah, 2015, 2016).

These three factors (storytelling, embodiment, and performance) have been recognized as having therapeutic implications. Storytelling seems to be an inherent human resource for integrating life experience and healing from trauma (Haven, 2007; Lahad, 2019). Embodiment is becoming a topic of interest in cognitive science with a key assumption that the mental processes we associate with cognition are fundamentally linked to bodily processes, which inform EF (Koziol et al., 2012)—an idea that has been explored in theater (Olenina et al., 2019). Therapeutic Performance has been found to help people to theatrically “work through” lived experiences (Emunah, 2020), facilitating the integration of personal experiences in the social sphere. The present study explores the idea that through the embodied performance of one's personal narrative, as done in Autobiographical Therapeutic Performances, a dynamic point of neural integration can be strengthened (Yaniv, 2014), leading to improved EF, which in turn could get people better prepared to engage in human services designed to facilitate their social integration and job readiness.

A further progression that this study seeks to assess concerns the therapeutic implications of elaborating a full professional piece based on the personal material provided by the “source”—the person whose autobiographical material is being performed (Hodermarska et al., 2016). In the current project, this phase involved a discrete participation of the sources in the rehearsals, in order to confirm their resonance with the artistic creation in-the-making, and finally, becoming an audience of their story in a wider public performance.



METHODOLOGY


Phase 1

Ten individuals (n = 10) 9 women and 1 male, ranging in age from 32 to 69, 4 Hispanic, 1 African American, and 5 Caucasian, were recruited primarily from within the existing clientele of a nonprofit organization that provides support to families experiencing mental, emotional, and behavioral health challenges. The project design and the process of developing ATPs were presented during a regularly scheduled family support group. Interested people were informed of the criteria for participation that included commitment to attend the group twice per month for 10 months and to meet and maintain regular contact with an assigned coach. An informed consent form, including steps to address grievances and/or to drop out of the project, was reviewed and signed by each person who agreed to participate.

Each participant was asked to complete a standardized self-report measure of executive functioning in daily life and assigned an individual coach to assist in the shaping of their personal narrative into an ATP to be shared within the group at the end of the 10-month period. The coaches were recruited from within the partnering community theater company and consisted of individuals with experience in acting, directing, playwriting, and theater production. Coaches were provided with ongoing training in the project modality and regular supervision sessions. Following the recruitment phase, participants met bi-monthly as a group from May 2019 to February 2020 and engaged in drama therapy interventions facilitated by the project director and theater coaches. Continued guidance and support were provided outside of the group by the coaches, to assist in shaping the narratives into ATPs to be performed within the small group setting.



Phase 2

In phase 2, a narrative thematic analysis (Braun and Clarke, 2012) of the ATPs provided the source material that was merged into an ensemble script, using design principles that combined both realistic and symbolic modes of presentation in order to encourage audience resonance (Wood, 2018). To allow for objective viewing of their personal source material and subjective intrapersonal self-reflection, in phase 2, participants did not perform themselves but were engaged in the editing of the final ensemble script, to ensure the integrity of their stories. For this part, actors were auditioned from the local community theater and connected with the participants whose source material they were representing. This enabled a continuing dialogue between participants and the performance ensemble. The initial performance was postponed due to the Coronavirus pandemic and performed 3 months later for a closed audience comprised of participants, coaches, invited guests, and others involved in the project. Three additional performances were held for general audiences.




RESULTS


Post-participation Interview and EF Self-Report

All participants attended a minimum of one performance. Post-evaluation interviews were completed, and self-report standardized measures of EF (BRIEF-A) were administered within the 2-week period following the production. One participant moved to a different location and was not available for follow-up. In the structured interview, participants were asked 6 questions (see Table 1), concerning their experience of sharing their ATPs in a small group, viewing a performance developed from their source material, as well as their reflections on the assigned coaches, and other comments they had on the experience.


Table 1. Post-evaluation interview questions.
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Qualitative Summary of Post-participation Structured Interview Responses

A qualitative feminist paradigm informed our study (Doucet and Mauthner, 2007). In our approach to participants' responses, particular attention was paid to issues related to power, relational mutuality, race, and social awareness.

Many participants reported starting the process feeling anxious, nervous, overly vulnerable, exposed, and scared of how people would judge them; some even said they did not want to do it at first. With encouragement from their assigned coaches and group support, these feelings were mostly dispelled as the process advanced, and replaced by a sense of being proud of themselves, feeling open and more accepted:

- Awkward, out of my comfort zone, but (….) I'm proud of myself for putting myself out there—never done that before and I'm proud of myself.

- Nervous, didn't want to do it. Didn't want to share—I was nervous how people would look at me. I broke some heavy themes in my life—I expressed things I always wanted to express.

- First, I didn't get it. By the end I did. It was scary and good.

The aid of the coach was extremely valuable to participants. Some expressed that the coach was instrumental in keeping them “on track” and encouraging them to take balanced emotional risks; others claimed that the coach helped them to organize the experience as a narrative and even to develop a skill for doing that. Many referred to the relational aspects of this pairing: issues of trust, vulnerability, self-esteem, and race emerged.

- We developed a relationship—we're friends now. Very interesting to make life experiences into a script, a real skill and I evolved by doing it. Didn't know it could be expressed that way.

- Helped a lot. Kept me on track. She helped me feel vulnerable and be OK.

- Thought it wouldn't work—was worried she was a “uppity white girl.” She was the best coach ever. She brought me out of my shell, helped me trust what I didn't trust.

Regarding the witnessing of the performance, common themes recurred throughout the participants' responses: A feeling of being deeply “moved” by it, combined with a sense of validation and being accompanied by others; an appreciated sense of distance from the actual experience; and many references to the aesthetic aspects of the performance:

- I was so moved by the songs! Hearing the stories of others was validating for me.

- Gave me a distance from myself. I was connected to it but not triggered by it emotionally, like I have been. Lightened the charge of that situation. I was involved in the actors doing their parts and applauding the fact it was woven together.

- I thought the sounds, movement and transitions flowed together really well—told our stories in a real way. I felt it and watched without wanting to hide.

- Beautiful—it showed me we're human, and go through things, and be able to grow empathy for others. I felt less alone. It's like birds chirping—a group chirping together—sounds like music. Touching—movement and music. I heard and really felt it.

- Amazing, very cool, neat. No words to describe. I'm watching and felt exposed in a good way, for the first time, in a positive way. Like a unique feeling, finally, I closed that book. Resolved, without shame, crying, no secrets anymore.

The overall response to the project revealed a general sense of acceptance, that something had been “resolved.” Participants report being clearer, lighter, and more at ease with their lived experiences:

- Fascinating. (The) trauma felt more resolved. It's settled. Much stronger connections. As a parent, I have less worry and feel free from some weight.

- More acceptance—acceptance on so many different layers…

- Resolved—my self-perspective is clearer. Like now we can put the band aid on the wound. I feel now I can move on with my life.

In addition, many participants attributed to the process personal changes of perspective and behavior, particularly concerning relationships with others—such as developing empathy and understanding toward others, as well as a more reflective and relaxed attitude toward life.

- Helped me prepare for my job now—I work with people and I am more aware of their feelings. I'm kinder to my mom now, I understand her more. I don't feel the need to cry anymore when I feel I'm not good enough for my boyfriend…

- I'm not using CPAP (continuous positive airway pressure) as much—not having as many incidents. Less disrupted sleep. Allowing myself to not work as much—read and relax more. More reflection on my connections with others. Less quantity, more quality.

- I took it home… (I) pay more attention to my parenting skills, my tone of voice, how much time I'm on the phone. I understand so much more. I wouldn't have thought how I set the tone (at home). I reflect more on myself, I calm down, more open-minded.

All participants reported positive results, saying that the experience brought them closer to other people; one participant suggested that it would be good that people who work in the system would see the performance, and another lamented that the pilot ended. All of them (without exception) said they would recommend the project to others.



Standardized Self-Report of EF in Daily Life (BRIEF-A)

Pre- and post-administration of the Behavior Rating Inventory of Executive Function®-Adult Version (BRIEF®-A) was obtained from 9 of the 10 project participants. The BRIEF-A is a standardized rating scale developed to provide a window into everyday behaviors associated with specific domains of EF in adults ages 18–90 years (Roth et al., 2005). The BRIEF-A Self-Report consists of 75 items in 9 nonoverlapping subscales that comprise 2 summary index scales, the Behavioral Regulation Index (BRI) and the Metacognition Index (MI), and a scale reflecting overall functioning Global Executive Composite (GEC). The Behavioral Regulation Index (BRI) captures the ability to maintain appropriate regulatory control of one's own behavior and emotional responses. Consistent with the concept of dual “hot and cold” aspects of EF, the authors suggest that appropriate behavioral regulation is likely to be a precursor to appropriate metacognitive problem solving. It enables the metacognitive processes to successfully guide active and systematic problem solving, as well as more generally supporting appropriate self-regulation. The Metacognition Index (MI) reflects the individual's ability to initiate activity and generate problem-solving ideas, to sustain working memory, to plan and organize problem-solving approaches, to monitor success and failure in problem solving, and to organize one's materials and environment. The Global Executive Composite (GEC) scale reflects overall functioning. T scores (M = 50, SD = 10) are used to interpret the individual's level of executive functioning. Lower scores indicate less report of problems. T scores at or above 65 are considered elevated to be within clinically significant range.

Table 2 displays the pre- and post-process scores on the 3 major indices for 9 of the 10 participants. Pre-process measures were obtained in March and April 2019, and post-process measures in July 2020.


Table 2. Pre and post T score comparison.
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As shown in Table 2, 3 of 9 participants obtained pre-process scores on the BRI scale within the clinically significant range compared to post-process scores within normal range, indicating self-report of increased capacity for appropriate modulation of emotional response, inhibition of thoughts and actions, increased mental flexibility in problem-solving, and monitoring of one's actions. Five participants obtained pre- and post-process scores within the normal range with some variation in subscale reporting, and 1 participant obtained a pre-process score of 60 and post-process score of 51, indicating report of decreased difficulty. Results on the MI scale show pre-process scores within the clinically significant range for 4 individuals, with 2 of the 4 obtaining post-process scores within normal range, and 2 remaining within the clinical range but with decreases of 16 and 20 points, indicating self-report of improved ability to generate and initiate problem-solving activity and sustain working memory, organize their environment, and monitor success and failure in problem solving. One participant obtained an MI pre-process score of 60 and a post-process score of 53, indicating report of improved functioning; 4 participants obtained pre- and post-scores within the normal range with some variation in subscale reporting.




DISCUSSION

Shadows & Light Within: Untold Stories explored the application of a drama therapy performative frame (Snow, 2009) to help individuals improve EF, thereby acquiring a fuller perspective on themselves and the world, and facilitating their engagement in human service programs designed to increase adaptive functioning and job readiness. The results of this pilot project suggest that the guided therapeutic process of transforming lived experience into embodied narratives during ATPs, and later, viewing an aesthetically enhanced version of this material, may have increased participants' critical thinking skills and creativity in problem solving—thereby gaining more control of their ability to guide and manage emotional, cognitive, and behavioral functions.

The changes noted in the pre- and post-self-reporting measures of EF in daily life combined with reports of the subjective experience of several participants appear to support this idea. One participant obtained a decrease from the pre-process T-score on the Metacognitive Index (MI) within the clinically significant range (T = 71) to the post-process score within the normal range (T = 64), reporting sleep improvement with less need for use of CPAP and that “the charge of it (trauma) lightened and felt resolved.” Another participant obtained a decrease on the Behavioral Regulation Index (BRI) in the pre-process T-score within the clinically significant range (T = 80) to the post-process score to within the normal range (T = 62) combined with drop in pre-process MI within the clinically significant range (T = 81) to the post-process score within the normal range (T = 65). Subjectively, this participant described the experience in terms of “validation,” “universal,” and clearer “self-perception,” reporting improved self-reflection, calmness, and enhanced parenting skills and interpersonal relations. A third participant displayed the same pattern of score changes on both the BRI and MI indices from pre-process scores within a clinically significant range to post-process scores within the normal range (BRI pre T of 72 to post T of 63, MI pre T of 85 to post T of 61), combined with interview comments of feeling “resolved” and “finally closing that book, without shame, crying…no secrets anymore.” One participant described the project as helping “to prepare for my job now.”

In trying to understand these tendencies, we noted that similar versions of the first phase of this project have been successfully applied with diverse populations: ATPs have produced valuable results with people diagnosed with psychiatric conditions (Emunah, 2015, 2020), survivors of childhood trauma and abuse (Woodland, 2009; Emunah et al., 2014; Gopalakrishna and Rao, 2017), prison inmates (Daccache, 2016), older people (Harel, 2016), and people suffering of collective trauma (Volkas, 2016), among others. However, whereas these interventions typically conclude in a culminating performance by the person presenting their own lived experience, including a subsequent integration phase, the current project added the transformation of the material into an aesthetically devised performance, with discrete involvement of the sources, in order to ensure the integrity of the piece. This distinction is important because sharing their own ATP involved a social/emotional component, whereas viewing the large performance relied more heavily on each participant's subjective intrapersonal reflection of being an audience to someone else's retelling of their own source material, allowing for increased objective witnessing and self-reflection.

With few exceptions, this particular procedure differs from more “classical” models of ATP. In a somewhat comparable intervention, military veterans were asked to write a monolog of their own trauma based on Shakespeare's monologs and then watched it being performed by a fellow veteran (Ali et al., 2018). The researchers concluded that this intervention encouraged “self-forgiveness” “because it becomes possible to forgive another for actions that you might blame yourself for” (p. 158). Likewise, Hodermarska et al. (2016) experimented with the idea of the “play as client” by separating four functions: source, playwright, director, and performer. In that study, the source provided personal material to a playwright, who created a script and passed it on to a director, who in turn directed a performer. The source never saw the script nor discussed it with the director. Witnessing the play as an audience for the first time, the source reported experiencing a profound sense of catharsis and revelation: “I was at that moment, in the deepest existential sense, not alone” (p. 263). This response coincides with those of the participants in the current project: While the first part of the process was described as a valuable building block that included creating trust, allowing themselves to be vulnerable, overcoming fears of being judged, and developing relational as well as narrative skills, the witnessing phase seemed to elicit a feeling of belonging and of collective awe that border a sense of communitas. As Turner (1982) suggested, this is a state of great intensity that uplifts participants from the constraints of ordinary life, allowing them to meet each other in a direct and intimate encounter. It is here where actual transformation takes place.

It is significant to note that participants' responses to the question of witnessing the performance (Table 1, Q3) rendered the most abundant and rich answers—including aesthetics remarks, references to the universality of human experiences, and a sense of resolution or transformation of the trauma. The place of the audience in ATP is a crucial one (Sajnani, 2012, 2016; Emunah, 2016, 2020). Volkas (2016) highlights its function as a “witness” that “provides a reparative holding and mirroring experience” for participants (p. 125), “paint(ing) their individual struggles with a collective brush” (p. 126). Unlike the “classical” ATP structure, in which performers undergo a “rite of passage” as themselves, in the second phase of this project participants also witnessed their own stories being transformed through the alchemy of aesthetics into artistically crafted pieces, thus also functioning as reparative witnesses of their own lived experience. It appears that this level added a further social dimension to the elaboration of the trauma. Perhaps in this sense, the involvement of the community theater signaled participants that society at large is now acknowledging and taking some responsibility for their traumatic lived experience.

A similar occurrence of witnessing one's lived experiences being performed by skilled actors is found in Playback Theater. There, members of the audience are invited to go on stage and tell personal stories to a conductor, who then hands these over to an ensemble of trained performers (Salas, 2009). As Playback Theater is an improvisational form, the whole process takes place on the spot, and the teller is usually not involved in the performance, except for being the provider of the story. Although Playback Theater aims to create empathic and healing renderings of the story, there are always risks of appropriation or misunderstandings, which in a performance mode, may leave tellers with a sense of being misrepresented (Rowe, 2007), thereby problematizing their ability to self-reflect. This project applied a different methodology: The piece was fashioned through a complex and gradual process that included elaborating the lived experience first in dyads (with the coach), then in the small group, and finally, at the level of the community (larger audience). Throughout all these phases, there was an interactive process of de/constructing and re/constructing the lived experience in a relational dialogue, which allowed participants to “take in” the reframed narratives and elaborate their experience by inhabiting the double role of participant and observer that characterizes aesthetic distance (Landy, 1996). Perhaps through these combined interactions, “hot and cold” aspects of EF became actively implicated, in a way that enabled metacognitive processes to develop.

Jacques (2016) poses that alterity is a sine qua non condition of theatrical phenomenology, which requires the eye of the “other” in order to create completion. He articulates five levels of witnessing, which may account for some of the therapeutic attributes of ATPs. These include the “internal witness” (performers), “engaged witness” (group members), “active witness” (director), “observing witness” (external audience), and “silent witness” (larger historic/cultural context). In the Shadows & Light Within project, participants got to consciously play at least four of these levels (the fifth entails an unconscious, collective process): They were internal witnesses of their own performances and engaged witnesses in the group; they played active witnesses during the rehearsal of the large performance, and observing witnesses of their own stories in the larger audiences. Inhabiting all these levels of reflection may have contributed to improve the participants' EF at the end of the project, as evidenced by the changes recorded on the scores of standardized self-report measures.

Emunah (2016) points out that audiences are also emotionally touched by ATPs: “Audience members who know the performer intimately may be particularly stirred, with feelings of empathy, care, love, and awe for the person on stage” (p. 47). In her view, the artistry of the piece may help to hold the unnecessary concern that the performer's struggles may elicit in close audience members. In the same vein, Wood (2018) points out that “in order for the audience to connect emotionally with the piece, there needs to be balance between authenticity and skill” (p. 29). In a qualitative research that examines how witnessing performances based on lived experience can educate and heal families, Wood (2018) states that audiences reported resonance with the performance due to a balanced approach to realistic and symbolic modes of representation, claiming that participants expressed that the artistic approach offered a sense of safety and containment and that the aesthetic distance of the medium provided a layer of protection. All this holds true for the participants the Shadows & Light Within project, who, in the role of witnesses, were moved by the personal intensity of their lived experience, and at the same time, felt protected by the aesthetic mastery of the performance.



LIMITATIONS

Autobiographical memory cannot be reduced to a single memory system or process. As McKinnon et al. (2007) assert, due to this complexity it cannot be presented in a controlled environment and any study of autobiographical memory must represent a compromise between experimental control and real-life relevance. Upon reflection of the data, it would have been interesting to administer the self-report of executive functioning in daily life (BRIEF-A) also at the end of phase one, in order to determine if the changes in the executive functioning improved more after the personal presentation. The use of a pre- and post-measure of job readiness and adaptive functioning, such as the Career Orientation Placement and Evaluation Survey (COPES), would have allowed for a more comprehensive analysis of the outcomes, as well as a follow-up in 3–6 months to assess if participants benefited from the intervention and comparison with a control group would have provided useful information. However, given the eruption of the Coronavirus pandemic, it is questionable whether the positive outcomes of the project would have translated into job findings by the participants. In addition, Shadows & Light Within: Untold Stories was a pilot study, a model community program design. Future projects would benefit from an underpinning research of combined qualitative and quantitative methods like the ones we just mentioned.



CONCLUSIONS

The Shadows & Light Within: Untold Stories project explored the role of creating an ATP out of lived experience, and later witnessing a professional rendering of it—fashioned with some involvement by the participants. The assessment of the whole process was observed vis-à-vis the improvement of the participants' EF. Although the study was limited to 10 participants, its results suggest that the individuals involved in this pilot project who have lived experiences at the intersection of trauma, mental health, and court systems may have more ability to engage in the human service programs designed to enhance adaptive living skills in daily life. As the trauma tool-kit issued by the U.S Department of Health and Human Services, Administration for Children & Families (https://www.acf.hhs.gov/trauma-toolkit/executive-function) reports, improved executive functioning skills will be needed to promote engagement in these programs for individuals who have been impacted by toxic stress, trauma, and other adverse experiences. Hence supporting further research that back projects of this sort seems extremely advantageous for everyone involved.
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Introduction: There is evidence from earlier trials for the efficacy of music therapy in the treatment of depression among working-age people. Starting therapy sessions with relaxation and revisiting therapeutic themes outside therapy have been deemed promising for outcome enhancement. However, previous music therapy trials have not investigated this issue.

Objective: To investigate the efficacy of two enhancers, resonance frequency breathing (RFB) and listening homework (LH), when combined with an established music therapy model (trial registration number ISRCTN11618310).

Methods: In a 2 × 2 factorial randomised controlled trial, working-age individuals with depression were allocated into groups based on four conditions derived from either the presence or absence of two enhancers (RFB and LH). All received music therapy over 6 weeks. Outcomes were observed at 6 weeks and 6 months. The primary outcome was the Montgomery Åsberg Depression Rating Scale (MADRS) score.

Results: There was a significant overall effect of treatment for the primary outcome favouring the breathing group (d = 0.50, 95% CI 0.07 to 0.93, p = 0.02). The effect was larger after adjustment for potential confounders (d = 0.62, 95% CI 0.16 to 1.08, p = 0.009). Treatment effects for secondary outcomes, including anxiety (anxiety scale of Hospital Anxiety and Depression Scale) and quality of life (RAND-36), were also significant, favouring the breathing group. The homework enhancer did not reach significant treatment effects.

Conclusion: We found that the addition of RFB to a music therapy intervention resulted in enhanced therapeutic outcome for clients with depression.

Keywords: depression, anxiety, music therapy, randomised controlled trial, resonance frequency breathing, homework


INTRODUCTION


Impact of Depression

Depression is one of the most disabling of diseases, causing a serious individual and societal burden (Sobocki et al., 2006). In Europe, major depression and specific phobia are the most common psychiatric disorders (Alonso et al., 2004). Almost 13% of the population report a lifetime history of major depressive disorder, with around 4% having experienced major depression in the past 12 months. Depression is often connected to other disabling disorders, such as generalised anxiety disorder and somatoform disorder, all of which show an excess comorbidity leading to higher psychosocial disability, increased suicidality, and worse clinical outcome and treatment response (Maier and Falkai, 1999). According to Turunen (2020), the prevalence of mental problems in Finland has been growing continuously in recent years; the number of anxiety diagnoses, for instance, was 25% higher in 2019 compared to the year before. Also the effect of COVID-19 can be clearly seen in the use of mental health services, the number of short-term psychotherapy referrals across countries having increased four times at the beginning of 2020, compared to the same period one year before (Khan et al., 2020). In the light of these trends, offering the best possible evidence-based treatments and improving existing therapeutic approaches has become more important than ever. The aim of this study was to investigate whether an effective form of music therapy could be further enhanced in terms of clinical outcomes.



Treatments for Depression

Pharmacotherapy and psychotherapy—used alone or in combination—are currently the main treatments for depression (Masennus: Käypä hoito-suositus, 2020), and both have been found equally efficacious (De Maat et al., 2006). However, when including risk of relapse, long-term outcomes, and suicidal risks in the evaluation, pharmacotherapy has been associated with higher relapse (De Maat et al., 2006), poorer long-term outcomes (Hengartner et al., 2018), and increased suicidal risks (Baldessarini et al., 2017), making psychotherapy an appealing and valuable option among the treatment modalities. Interestingly, a recent meta-analysis (Weitz et al., 2018) reports that psychotherapy is almost as effective at reducing comorbid anxiety symptoms as it is at reducing depressive symptoms. Furthermore, besides the reduction in depressive symptoms, psychotherapy also has a positive impact on quality of life (QoL), especially its mental health component (Kolovos et al., 2016).



Forms of Psychotherapy

When comparing the most common forms of verbal psychotherapy used in the treatment of depression, Cuijpers et al. (2014) found no significant difference in terms of response and remission rate, which suggests that the various forms of verbal psychotherapy might be largely interchangeable. A common challenge for verbal psychotherapy is the fact that major depression typically leads to psychomotor regression in the area of speech (Flint et al., 1993), noticeable in the form of retardation of speech and prolongation of quiet episodes (Hoffman et al., 1985). Consequently, verbal expression and processing during therapy may be difficult or insufficient for some individuals with depression. Psychotherapy forms that allow non-verbal expression – such as arts therapies – may offer a potential alternative. For instance, there is an increasing number of randomised controlled trials (RCT) and two Cochrane systematic reviews (Maratos et al., 2008; Aalbers et al., 2017) on the effect of music therapy for depression. According to Aalbers et al. (2017), music therapy provides short-term beneficial effects for people with depression. More specifically, music therapy added to treatment as usual (TAU) appears to be more efficacious than TAU alone. Furthermore, music therapy is not associated with more or fewer adverse events than TAU alone. Similarly, a systematic review on the effectiveness of dance and movement therapy (DMT) in the treatment of adults with depression also concludes that DMT is an effective intervention (Karkou et al., 2019).



Improvisational Music Therapy

We previously conducted an RCT on the effectiveness of music therapy for working-age people with depression (Erkkilä et al., 2011). In that trial, only one specific music therapy technique was used, called improvisational psychodynamic music therapy (IPMT) (Erkkilä et al., 2012). This decision was influenced by the first systematic review on music therapy for depression (Maratos et al., 2008), which concluded that one weakness of the existing RCTs was the variety of music therapy methods included in the same study, making it difficult to draw any conclusions on the effect of a single method, such as clinical improvisation. In that RCT, based on 20 bi-weekly music therapy sessions of 60 min each, we found that the clients in the IPMT + TAU group improved significantly more in terms of depression, anxiety, and general functioning, compared to the TAU group. Furthermore, the treatment response of the IPMT + TAU group was almost twice as high as in the TAU group, based on the primary outcome measure (depression). We concluded that IPMT is an effective treatment for depression when added to TAU, with the added benefit of significantly reducing comorbid anxiety and improving general functioning. The core element of IPMT, free improvisation, can be described as a means of “self-projection and free association” and may enable clients thereby “to connect with emotional memories and images” (Erkkilä et al., 2011, p. 132). Emphasising the creative process rather than the end product, it has also been described as “playing around with sounds until they form whatever patterns, shapes or textures one wants them to have, or until they mean whatever one wants them to mean” (Bruscia, 1998, p. 5). In the present study, we aimed to build on the positive results of our previous RCT, and investigate whether the effectiveness of integrative improvisational music therapy (IIMT; based on IPMT with certain modifications, as described in “Methods”) can be further enhanced through the addition of carefully selected elements. The two elements we chose were a slow-breathing technique called resonance frequency breathing (RFB), and a homework task where clients were encouraged to listen to the improvisations created during therapy.



Enhancement 1: Resonance frequency breathing (RFB)

Resonance frequency breathing is the core element of a method called heart rate variability biofeedback (HRVB). With the help of biofeedback equipment displaying heart and respiration patterns in real-time, clients learn to breathe at their resonance frequency, which corresponds to a specific breathing speed that is unique to each person, and is typically located between 4.5 and 6.5 breaths/min in adults (Vaschillo et al., 2006). When breathing at resonance frequency, heart, respiratory, and blood pressure rhythms become highly synchronised, and heart rate variability (HRV) substantially increases (Lehrer and Gevirtz, 2014). Within a very short time, the autonomic nervous system shifts to parasympathetic dominance (rest-and-digest), resulting in relaxation and lower stress levels. RFB is a simplified form of HRVB, as it does not involve any biofeedback equipment. In RFB, the resonance frequency is determined beforehand through a single breathing assessment. Subsequently, clients are doing paced breathing at their previously determined resonance frequency, using a breath pacer set at the right speed, according to the results of the breathing assessment. In terms of application, HRVB has proven beneficial for a wide range of physical and psychological conditions (Gevirtz, 2013; Moss and Shaffer, 2017), as well as for the enhancement of artistic creativity (Gruzelier et al., 2014) and sport performance (Jiménez Morgan and Molina Mora, 2017). More relevant to the topic of the present trial, a recent meta-analysis, based on 24 studies and 484 participants, revealed that HRVB was associated with a large reduction in stress and anxiety (Goessl et al., 2017). HRVB has also been found beneficial for the treatment of depression, both in open-label studies (Karavidas et al., 2007; Siepmann et al., 2008) and in controlled studies (Caldwell and Steffen, 2018; Lin et al., 2019). In a systematic review and meta-analysis investigating the effect sizes of HRVB for specific health conditions, the authors conclude that HRVB would be a useful addition to clinicians’ existing skill-sets, because of its proven efficacy and the ease with which it can be used alongside other forms of therapy (Lehrer et al., 2020). However, to date, very few attempts have been made to fully integrate HRVB into an existing form of (psycho)therapy, so as to create a synergy effect in support of the latter. In most studies we have come across, HRVB is used as an additional and separate treatment modality, for example alongside cognitive behavioural therapy or acceptance and commitment therapy (Reiner, 2008; Caldwell and Steffen, 2018). At the Music Therapy Clinic for Research and Training (University of Jyväskylä, Finland), we have developed and tested our own therapy format, whereby each session of IIMT begins with 10 min of RFB. Our pilot studies suggest that the inclusion of RFB helps clients upregulate and downregulate their emotions during music therapy, depending on their clinical status and current needs (Brabant and Erkkilä, 2018). These preliminary findings require follow-up with a between-group study such as the present one, to determine whether the observed effects on therapy processes also lead to better outcomes. Generally, it should be noted that RFB is an active field of research. The mechanisms behind RFB are incompletely understood, but may include baroreflex gains (Shaffer and Meehan, 2020); vagal nerve stimulation (Gerritsen and Band, 2018); enhancement of functional connectivity in brain areas associated with emotion regulation (Mather and Thayer, 2018); and the complex interplay of several neurophysiological processes (Noble and Hochman, 2019). However, there is consensus that the resonance frequency is stable in adults, around 0.1 Hz or 6 bpm, and that breathing at a frequency near 0.1 Hz promotes relaxation and other physical and mental benefits (Mather and Thayer, 2018; Noble and Hochman, 2019; Shaffer and Meehan, 2020). Slow-placed breathing may provide a parsimonious explanation of the physical and mental benefits of a number of contemplative activities such as meditation or yoga (Gerritsen and Band, 2018), but it is less clear whether breathing at the individual’s precise resonance frequency is more effective than breathing at 6 bpm (Shaffer and Meehan, 2020). Procedures for frequency assessment have been reviewed recently (Shaffer and Meehan, 2020), based on previous work by Lehrer and colleagues (Lehrer and Gevirtz, 2014; Lehrer et al., 2020).



Enhancement 2: Listening homework (LH)

The idea of the LH task arose from our earlier clinical observations, where some clients seemed to benefit from listening back to the recorded music improvisations, both during the sessions and at home. We hypothesise that, because music improvisations evoke emotions and imagery with specific therapeutic meanings, providing clients with the chance to further process these emotions at home may improve the effect of therapy. The therapeutic potential of homework is already known in the context of verbal psychotherapy (Kazantzis et al., 2000; Kazantzis et al., 2010; Mausbach et al., 2010), where it has been used for the treatment of depression (Thase and Callan, 2006). According to the meta-analysis by Mausbach et al. (2010), clients’ compliance to homework is a crucial factor, with higher compliance being associated with better therapeutic outcomes. While this body of research supports the plausibility of homework in psychotherapy in general, it is not directly related to LH in this study. First, the previous research involved predominantly cognitive and behavioural therapy (CBT), which is quite distant from IIMT. Second, LH is rather different from the types of homework assignments typically given in these other types of psychotherapies. However, the idea of LH is closely connected to a category of music therapy methods called receptive music therapy. In receptive music therapy, listening to music is used to stimulate the verbal dialogue between client and therapist, and to evoke emotions, memories, images, associations, and so on. The music is often precomposed, but can also be improvised by a therapist in a given situation. In this context, music is often seen as a catalyst and enhancer. In one of the best-known examples of receptive methods – the Bonny Method of Guided Imagery and Music (BMGIM) (Grocke and Bruscia, 2002)– pre-designed programmes of Western classical music are used to shape and support the client in experiencing unfolding imagery. The client listens to the programme while in an altered state of consciousness and simultaneously dialogues with the therapist. From a therapeutic perspective, the BMGIM approach and the experiences in altered state as an essential element of it have been found beneficial and effective (Hammer, 1996; McKinney et al., 1997; McKinney and Honig, 2017). In contrast to BMGIM, however, in our study there was no therapeutic guidance during the home listening, although there were opportunities to discuss the listening experiences when being back in the therapy room.



Hypotheses

In this RCT, we examined two hypotheses concerning the efficacy of RFB and LH when combined with IIMT to enhance therapeutic outcome. Hypothesis 1 suggested that RFB would reduce depressive symptoms and that we would observe a significant overall treatment effect over time for RFB, together with significant treatment effects post-intervention and at follow-up. Hypothesis 2 suggested that LH would similarly reduce depressive symptoms and yield significant treatment effects. These hypotheses are rationalised by the aforementioned findings, which indicate positive treatment effects of both HRVB and psychotherapeutic homework assignments in depressed clients. In addition to this, we were interested in exploring potential interaction effects between the RFB and LH interventions, although due to insufficient literature we did not have an a priori hypothesis on the efficacy of this combination for the treatment of depression.



MATERIALS AND METHODS


Design

We conducted a 2 × 2 factorial randomised controlled trial in which all clients received IIMT (Erkkilä et al., 2019). The trial was registered (ISRCTN11618310) before recruitment. Clients were randomly allocated to one of four groups (IIMT alone, IIMT + LH, IIMT + RFB, IIMT + LH + RFB) following a 2 × 2 factorial design. Conditions were derived from either the presence or absence of LH (LHyes, LHno) and RFB (RFByes, RFBno).



Participants

Eligible participants were adults with a primary diagnosis of major depressive disorder (F32/F33, ICD-10 criteria). The diagnosis was made by a psychiatric nurse with an MA degree in nursing science and assessment qualification. Musical skills were not required from participants. Exclusion criteria were a known history of psychosis, bipolar disorder, personality disorder, other combined psychiatric disorders in which depression cannot be defined as primary disorder, acute and severe substance misuse, and depression severity impeding clinical measurements or verbal conversation.



Randomisation and Blinding

After screening and diagnosis, a computerised block randomisation with randomly varying block sizes of 4 and 8 was conducted by an external person (C.G.) who had no direct contact with the patients. To ensure group allocation concealment, randomisation was conducted at another site (NORCE Norwegian Research Centre). Thus, assessor, therapists, and participants were unaware of allocation until therapy started. As this was a single-blind trial, only the outcome assessor remained blinded to allocation throughout the trial.



Assessment Procedure

Outcome measures were collected by a specialist in psychiatric assessment at three measurement points: (1) baseline, i.e., during recruitment (T0); (2) post-intervention, i.e., 6 weeks after randomisation (T1); (3) and follow-up, i.e., 6 months after randomisation (T2). The time point of primary interest was post-intervention. Demographic information was obtained at the beginning of the intervention.



Interventions

All participants were offered 12 bi-weekly sessions of IIMT over a period of 6 weeks. Each session lasted one hour. The therapeutic approach and its additional components (LH and RFB) are described in the following sections.


Integrative Improvisational Music Therapy (IIMT)

In music therapy, music experiences are used to enrich and enhance a client’s expression and interaction. Essential to music therapy is the client-therapist relationship, in contrast with music and medicine, where music can be used without that relationship. IIMT, developed at the Music Therapy Clinic for Research and Training (University of Jyväskylä, Finland), is based on clinical improvisation, which is one of the major methods of music therapy (Bruscia, 1987). IIMT is based on the interplay and alternation between free music improvisation and verbal discussion (Erkkilä et al., 2011, 2012). It was originally anchored in the psychodynamic music therapy tradition (Priestley, 1994; Bruscia, 1998), and later on, adopted elements from the integrative psychotherapy tradition (Norcross and Goldfried, 2005) as well. The fundamental aim of IIMT is to encourage clients to engage in expressive musical interaction with the therapist. The experiences arising from this interaction are then conceptualised and further processed in the verbal domain (Erkkilä et al., 2011). In IIMT, improvising is primarily understood both as a symbolic representation of abstract mental content, and as an expressive medium able to evoke emotions, images, and memories (Erkkilä et al., 2012), but other human processes–such as cognitive, behavioural, and physiological–may be involved as well.

We standardised the clinical setting so that every therapy process involved identical instruments and a similar arrangement of the two music therapy clinics. Two identical digital pianos placed opposite each other (one for the client, another one for the therapist) were used for melodic and harmonic improvisations. Two identical djembe drums placed next to the pianos were used for non-melodic, rhythmic improvisations. No other instruments or music therapy methods were used. The improvisations were digitally recorded, which made it possible to listen back to them anytime afterwards. Eleven qualified and clinically experienced music therapists (five female, six male) were responsible for conducting the therapy sessions.



Added Component: Resonance Frequency Breathing (RFB)

Each client’s resonance frequency was determined through a breathing assessment conducted before the beginning of therapy. We opted for a single assessment for the sake of simplicity, relying on the finding that adults’ resonance frequency appears to be very stable (Vaschillo et al., 2006). The assessment followed the protocol developed by Lehrer (2007), and consisted of two parts. First, the client was instructed in how to perform RFB (abdominal breathing, inhalation through the nose and exhalation through the mouth, no holds or pauses, and breathing slower without breathing deeper). Once the technique was sufficiently mastered, the client was asked to breathe at six different rates for 3 min each, while wearing a heart rate monitor. The breathing rates ranged from 7 to 4.5 breaths/min, starting from the fastest until the slowest, in 0.5 steps. Heart rate data for each breathing segment was then analysed using Kubios HRV 3.1 (Tarvainen et al., 2014). The optimal breathing rate was defined as the rate producing the highest peak in the low frequency (LF) component of the power spectrum (0.04–0.15 Hz), as obtained through a fast Fourier transform analysis of the heart beat intervals.

Following the assessment, each client’s optimal breathing speed was communicated to their respective therapist, who used this information for the RFB task. At the beginning of each therapy session, clients assigned to RFByes performed 10 min of RFB at an inhalation/exhalation ratio of 40/60 in a seated position, while following visual cues provided by a breathing app called Kardia (Tache, 2017), installed on a tablet computer placed in front of the client. Longer exhalations are known to promote parasympathetic activation (Strauss-Blasche et al., 2000) and, in a slow-breathing scenario, a 40/60 ratio has been shown to induce higher levels of relaxation than its opposite ratio (Diest et al., 2014).



Added Component: Listening Homework (LH)

Listening homework was conducted outside the therapy context, in the client’s own time, based on the clinical improvisations created in music therapy sessions using two digital pianos and two djembes. These improvisations were recorded by the therapists using Pro Tools 11.3.1. Each client had personal access through their personal computers to all of their improvisation recordings. Recordings were stored on a University server and automatically synchronized with the clients’ home computers using the continuous file synchronization program Syncthing (The Syncthing Foundation, 2017) in order to be available for listening immediately after the music therapy session. All improvisations created during the music therapy process were available to the client for listening throughout the therapy process. Clients were instructed to use headphones to listen, whenever they felt like doing so and as many times as they wished, to any of the available improvisations and could decide when and how many times they wanted to listen to the improvisations. A dedicated music player, Cantata (2017), which automatically displayed all available improvisations to clients, was installed in clients’ computers for this purpose. Software installation and guidance to clients on how to use the music player was performed shortly before the first music therapy session. Client’s mean total listening time was 02h:28m:59s (SD = 03:03:34; median = 01:10:32; Q1 = 00:26:20; Q3 = 03:34:29; range 0 to 12:11:21).

At the beginning of the trial, the clinicians were advised to encourage clients to listen to the improvisations after each session. In addition, the therapists were advised to recommend particular improvisations to be listened to at home when they were connected to specific, clinically important themes. Clients’ experiences while listening back to improvisations could be discussed and reflected upon with the therapist in subsequent therapy sessions.



Treatment Fidelity

To ensure treatment fidelity, the selected clinicians were offered intensive training in the music therapy model and in the two added components. All the clinicians were qualified music therapists. Regular clinical supervision was used for monitoring and maintaining the quality of the clinical work.



Outcomes


Primary Outcome

The Montgomery-Åsberg Depression Rating Scale (MADRS) (Montgomery and Åsberg, 1979) was the primary outcome of the study. At the beginning of the study, MADRS was used to determine participant eligibility. The MADRS has high joint-reliability, has been shown to be sensitive to change, and has been demonstrated to have predictive validity for major depressive disorder (Rush et al., 2008).



Secondary Outcomes

The anxiety subscale (HADS-A) of the Hospital Anxiety and Depression Scale (HADS) (Aro et al., 2004) was used to assess anxiety. QoL was assessed using the RAND-36 (Aalto et al., 1999), whose results were aggregated into two summary scales, physical component sum (PCS) and mental component sum (MCS) (Ware and Kosinski, 1994). A detailed explanation of this procedure can be found in the Supplementary Material. The Global Assessment of Functioning (GAF) (Jones et al., 1995) was used for assessing how mental health symptoms affected the clients’ daily life and general functioning. The measures of general functioning and QoL were chosen based on widespread use in psychological intervention studies concerning people with mental health problems.



Sample Size

Following a previous IIMT intervention, we assumed that no more than 10% of clients would leave the study early. We aimed to recruit 68 participants and allocate them into 4 conditions in a factorial design (n = 34 in each condition; n = 17 in each group) (Erkkilä et al., 2019). For each condition, the selected sample size provided statistical power of 0.80 for detecting a medium standardised effect size of Cohen’s d = 0.60 in a mixed-model analysis (see Twisk, 2013, p. 281, equation 13.3), with a 2-tailed significance level of p < 0.05 and intra-participant correlation of ρ = 0.6.



Statistical Analysis

An intention-to-treat (ITT) approach was followed, using all available data regardless of whether the treatment was received as intended. Clients who left the study before completion of the intervention were considered dropouts. All tests used two-tailed 5% significance level, with no adjustments for multiplicity. Baseline, post-intervention and follow-up outcome measures served as continuous dependent variables. Repeated-measures linear mixed-effects models (see Supplementary Material) were used to assess RFB and LH effects for each continuous outcome. An advantage of the utilised repeated measures design is that clients with missing data can be retained in the model, and thus all clients were used in the analysis. RFB and LH were entered as predictors and a random intercept term grouped by client was added to adjust for the dependency of repeated observations within each client. To adjust for baseline differences between conditions, the treatment terms were removed from the model (Twisk et al., 2018). Hence, the effects of RFB and LH were calculated from the interaction between each factor and time. As an exploratory investigation to examine potential interaction effects between RFB and LH interventions, the repeated-measures linear mixed-effects models were subsequently expanded by adding an RFB x LH interaction.

Besides treatment effect post-intervention and follow-up, we obtained an overall treatment effect over time B as an estimate of the raw mean difference between presence and absence of each factor; B was calculated as the sum of the regression coefficients between each condition and time points (Erkkilä et al., 2019). To estimate effect sizes for a given outcome, its overall treatment effect over time was divided by the standard deviation of the measure across all clients at baseline.

For each client, a dichotomous treatment response variable was calculated, defined as a reduction in MADRS of at least 50% between the pre- and post-intervention measurements. For dichotomous variables (leaving the study early, treatment response), missing data were imputed and a negative outcome was assumed for those clients (left the study early, no-response) for a conservative estimate. Fisher’s exact test and odds ratio were calculated separately for RFB and LH. To determine clinical significance, risk difference and number needed to treat (NNT) were calculated for effects that were statistically significant.

Besides the crude efficacy analysis, an adjusted efficacy analysis and two sensitivity analyses were carried out. The repeated-measures linear mixed-effects model of each continuous outcome was adjusted for prognostic covariates by adding them as random effects (random slopes) in the model: age group (i.e., grouped every 10 years), gender, medication (use of antidepressants, anxiolytic or hypnotic medication), and therapist. Two sensitivity analyses were conducted for the primary outcome: a single imputation method (Last Observation Carried Forward) that assumes no change for missing data, and a per-protocol approach (treatment as received). All statistical analyses were performed in Matlab 2019b (MathWorks, Natick, Massachusetts).



Data Sharing

The study’s data-set, except for the data that could compromise the privacy of research participants, is available from the corresponding author upon request.



RESULTS

The study was conducted at the Music Therapy Clinic for Research and Training (University of Jyväskylä, Finland). Figure 1 shows the patient flow during the trial.
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FIGURE 1. Flow of participants through the trial.


Recruitment started on February 1, 2018 and ended on October 31, 2018. Participants were recruited in central Finland through newspaper announcements. Of 102 people who were initially invited for screening, 14 declined, 11 were no-shows and 7 met an exclusion criterion. This left 70 eligible participants (74% female), their age ranging from 19 to 57 years (M = 39). Baseline characteristics in each condition are shown in Table 1.


TABLE 1. Demographic and clinical characteristics of 70 clients at baseline.

[image: Table 1]According to the results of the treatment effect analysis, there was a significant main effect of time both post-intervention and at follow-up in the expected direction (i.e., improvement of clients’ condition) on all outcome measures (see Table 2).


TABLE 2. Effects of music therapy with or without resonance frequency breathing or listening homework.

[image: Table 2]Figures 2, 3 show mean outcome scores across time points, separately for presence and absence of RFB and LH. An overall improvement over time for all secondary measures can be observed, regardless of condition.
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FIGURE 2. Mean scores of continuous outcome for presence and absence of RFB across timepoints. Error bars denote confidence intervals at 95%. T0: baseline; T1: post-intervention (6 weeks after the beginning of the intervention); T2: follow-up (6 months after the beginning of the intervention).
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FIGURE 3. Mean outcome measure scores for presence and absence of LH across timepoints. Error bars denote confidence intervals at 95%. T0: baseline; T1: post-intervention (6 weeks after the beginning of the intervention); T2: follow-up (6 months after the beginning of the intervention).


Table 2 shows the results of crude and adjusted treatment efficacy analyses post-intervention and at follow-up. The crude treatment efficacy analyses revealed significant differences between RFByes and RFBno for all outcome measures, in all cases favouring RFByes. The differences between most outcome measures both post-intervention and at follow-up reached statistical significance. Regarding LH, although the results for most outcome measures favoured LHyes (with the exception of HADS), none of them reached significance. Adjusted treatment efficacy analyses yielded similar results to those obtained in the crude analyses, except that the adjusted analyses for RFB reached significance at both time points for all outcome measures. Potential interactions between RFB and LH were examined by subsequently adding an RFB x LH interaction. This factor interaction, however, did not yield significance at any time point for any outcome measure, neither in the crude nor in the adjusted analysis.

Crude and adjusted overall treatment effect over time and resulting effect sizes are presented in Table 3. According to the crude treatment efficacy analysis, the overall effect of treatment for RFB was significant for all measures except GAF, with RFByes clients invariably improving more than RFBno clients. The adjusted treatment efficacy analysis yielded similar results, except for two differences. First, while the overall effect of treatment for GAF did not reach significance for RFB in the crude analysis, all outcome measures yielded significant differences for RFB in the adjusted analysis. Second, differences between RFByes and RFBno increased after covariate adjustment of the treatment efficacy analysis, especially for MADRS.


TABLE 3. Effect sizes of music therapy with or without resonance frequency breathing for continuous outcomes.
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Primary Outcome

Montgomery-Åsberg Depression Rating Scale scores decreased in all conditions post-intervention, as shown in Figures 2, 3. An overall improvement in MADRS from moderate (20-34 points) to mild depression (7-19 points) can be observed for all conditions. Overall, the post-intervention remission rate (defined as MADRS ≤ 9) was 31%, and the post-intervention response rate (defined as a MADRS reduction of 50% or more) was 39%.

Regarding treatment effect post-intervention and follow-up for the RFB factor (see Table 2), there was no significant difference between conditions in MADRS (p = 0.103) post-intervention (6 weeks). However, at follow-up (6 months), the decrease in MADRS score was significantly larger in the RFByes condition than in the RFBno condition (p = 0.04). No significant differences were found between the LH factor levels, neither at post-intervention (p = 0.485) nor follow-up (p = 0.297).

Overall treatment effect analyses [3] (see Table 3) showed a significantly higher decrease in MADRS for RFByes than for RFBno (Crude B [SE] = −3.55 [1.53], p = 0.02∗). These differences increased after adjustment for potential confounders (Adjusted B [SE] = −4.35 [1.64], p = 0.009∗∗). No significant differences were found between LH factor levels (Crude B [SE] = −1.70 [1.53], p = 0.27; adjusted B [SE] = −1.42 [1.76], p = 0.42). Medium effect sizes for RFB were observed in both crude and adjusted analysis, although they were higher in the adjusted analysis (d [95% CI] = 0.62 [0.16−1.08]) than in the crude analysis (d [95% CI] = 0.50 [0.07−0.93]). For LH, small effect sizes (Crude d [95% CI] = 0.24 [−0.19−0.67]; Adjusted d [95% CI] = 0.20 [−0.29−0.70]) were observed.

Results for dichotomous variables are presented in Table 4. There were fewer dropouts in RFByes compared to RFBno but the odds ratio was not significant. MADRS response rates were significantly greater in RFByes (p < 0.05) post-intervention (6 weeks), but were not significant at follow-up (6 months). A risk difference of 0.26 and NNT of 3.9 were observed, favouring RFByes condition. There were no significant differences between the LH factor levels in any of the dichotomous variables.


TABLE 4. Attrition and response rates in 70 participants randomised to music therapy with or without resonance frequency breathing or listening homework.

[image: Table 4]


Secondary Outcomes

The crude treatment efficacy analyses resulted in a significant improvement in secondary measures for RFByes either at follow-up, post-intervention, or both time points (see Table 2). HADS scores decreased in all conditions during the intervention. In regards to RFB, there was a significant difference between conditions in HADS (p = 0.027) post-intervention. At follow-up, differences did not reach significance (p = 0.054). No significant differences were found between the LH factor levels neither at post-intervention nor follow-up; similar results regarding LH were observed for the other three secondary measures (RAND-36 MCS, RAND-36 PSY and GAF). Adjusted treatment effect analyses yielded comparable results, albeit of higher significance; this was also observed for the rest of the secondary outcomes. Also, in the adjusted analysis there was a significant difference in HADS (p = 0.017) between RFBno and RFByes at follow-up.

For all conditions, both RAND-36 MCS and RAND-36 PCS decreased during intervention. For RAND-36 MCS, RFB results showed a significant difference between conditions, both post-intervention (p = 0.027) and at follow-up (p = 0.012), in favour of RFByes. Significant differences were also observed between RFByes and RFBno for RAND-36 PCS, both post-intervention (p = 0.012) and at follow-up (p = 0.01).

All conditions exhibited a decrease in GAF scores. There was no significant difference between conditions in GAF for RFB (p = 0.257) post-intervention (6 weeks). However, GAF scores at follow-up (6 months) were significantly higher in RFByes than in RFBno (p = 0.042).

Regarding the overall crude treatment effect of secondary measures (see Table 3), we observed significant differences between RFB conditions for HADS (B [SE]: −1.68 [0.67], p = 0.01∗), RAND-36 MCS (B [SE]: 1.63 [0.56], p = 0.004∗∗) and RAND-36 PCS (B [SE]: 1.41 [0.46], p = 0.003∗∗). No significant differences in GAF were observed for RFB. With respect to LH, overall treatment effect analyses did not yield significant differences for any of the secondary measures. The adjusted overall treatment effect analysis yielded similar findings, although the differences between RFByes and RFBno were larger, and GAF results reached significance. Crude effect sizes for RFB were medium or above medium for RAND-36 MCS and RAND-36 PCS, and close to medium for HADS and GAF. Adjusted effect sizes for RFB were close to large for RAND-36 MCS and above medium for HADS, RAND-36 PCS, and GAF. Regarding the LH factor, crude and adjusted effect sizes were trivial (d ≤ 0.2) for all outcome measures except GAF, which yielded higher effect sizes (Crude d [95% CI] = 0.41 [−0.07−0.89], Adjusted d [95% CI] = 0.37 [−0.17−0.92]).



Sensitivity Analyses

Two sensitivity analyses were conducted. The first assumed no change in MADRS scores for missing observations, thus providing a conservative estimate for dropouts. Overall treatment effect for RFB was still significant in both crude (p = 0.003∗∗) and adjusted analysis (p = 0.002∗∗). Furthermore, a per-protocol analysis reclassified three clients from LHyes to LHno, as they did not engage in any form of listening homework. There were still no significant differences between the LH factor levels in any of the outcome measures. Reclassification of clients for the RFB factor was not needed, since they all followed protocol.



Adverse Events and Reasons for Drop-Out

Adverse events were rare, transient, and mostly unrelated to the trial interventions. Two participants (one IIMT + RFB, one IIMT + LH) experienced a worsening of problems (sleep problems) following a change in their medication. One (IIMT) had to stop therapy due to a pre-existing comorbid condition which necessitated surgery and subsequent recovery time. One (IIMT + LH) stopped therapy because a therapeutic alliance (agreement on goals and methods of therapy) could not be established. Finally, two participants (one IIMT, one IIMT + LH) stopped therapy due to scheduling issues.



DISCUSSION

In this study, we investigated whether a music therapy model called IIMT could be further enhanced by introducing additional components known to favour emotional processing and/or stress regulation (listening homework – LH, and resonance frequency breathing – RFB). In line with our previous RCT (Erkkilä et al., 2011), we found that 12 bi-weekly sessions of music therapy were able to significantly improve MADRS scores in all four conditions. Furthermore, our results indicate that IIMT can indeed be further enhanced, at least with RFB. More specifically, the overall effect of treatment for RFB was statistically significant for all measures except GAF, with RFB clients consistently improving more than non-RFB clients (see Table 3). We also observed significant differences in all outcome measures—either post-intervention, at follow-up, or both—favouring clients allocated to RFB (see Table 2). In contrast, the LH factor did not yield significant differences in any of our analyses. However, for all outcome measures besides HADS, the observed changes did favour LHyes. In sum, these results strongly support the hypothesis of RFB as an enhancer of therapeutic outcome and speak for its inclusion in music therapy, and possibly in other forms of psychotherapy.

Interestingly, for RFByes, the treatment effect at T2 was larger than at T1 for all outcome measures except HADS, and the mean improvement in RFByes was monotonic (i.e., continued to increase between post-intervention and follow-up). Although we did not monitor whether clients kept using RFB on their own after the end of therapy, it is possible that an independent practice of RFB might have contributed to maintaining and reinforcing these positive outcomes.

In terms of clinical significance, the addition of RFB resulted in a near doubling of the MADRS post-intervention response rate, which went from 26% (RFBno) to 51% (RFByes). To put these results into perspective, in our previous depression study (consisting of 20 bi-weekly sessions of music therapy without enhancers), the post-intervention response rate was 45% (Erkkilä et al., 2011). It is not surprising that 12 sessions of music therapy without RFB would result in a lower response rate than 20 sessions. However, the truly interesting finding is that, in terms of response rate, 12 sessions of music therapy with RFB were equivalent to 20 sessions without enhancers. Although this is a post hoc comparison of two different trials, it suggests that integrating RBF into music therapy might allow similar results to be achieved with fewer sessions.

These results point to the existence of qualities specific to RFB and music therapy which, when combined, can create a synergy effect. In our experience (Brabant and Erkkilä, 2018), clients who are starting their therapy sessions with RFB tend to have deeper and more productive sessions, which we attribute to RFB’s ability to rebalance the autonomic nervous system, reduce stress, and increase emotional resilience (Goessl et al., 2017). As to improvisational music therapy, three of its unique characteristics are to offer a non-verbal way of expressing emotions, to provide an absorbing experience anchored in the present, and to allow the emergence of unconscious material (MacDonald and Wilson, 2014). Thus, it stands to reason that combining the two methods would greatly facilitate the emergence of themes and emotions that usually remain unexpressed, while making it easier for the client to face these emotions and process them.

On a more general level, these findings highlight the benefits that can be derived from integrating RFB into an existing therapy method, instead of simply using it as an adjunct or complementary exercise, as is still largely the case when RFB or HRVB are being used. While searching the literature, we only found a few instances where such integration took place (e.g., Polak et al., 2015) or was being advocated (e.g., Gevirtz, 2020). Studies employing HRVB as a stand-alone intervention could serve as a baseline to determine the magnitude of possible synergy effects obtained in studies such as ours, by comparing effect sizes.

In contrast to RFB, our second added component (LH) did not yield any significant effect, in any of the analyses or comparisons that we performed. However, the changes observed at T1 and T2 were, nonetheless, always in favour of LHyes, except for HADS. In other words, the clients in the LHyes condition benefited more from therapy than the clients in the LHno condition. A more detailed analysis which is beyond the present paper will address the question whether listening duration correlated with clinical change. For such an analysis it will be important to separate extended, likely intentional listening from very short listening such as in searching for a piece.

Lastly, it should be noted that our results are in line with the existing evidence presented in the Introduction, regarding the positive effect of psychotherapy on comorbid anxiety (Weitz et al., 2018) and QoL (Kolovos et al., 2016). Interestingly, in this case, although the addition of RFB had a positive impact on both the physical and mental health component of QoL, the effect was more pronounced for physical health. We speculate that this was due to the nature of RFB and the regular practice thereof, which might have led to a sustained increase in autonomic flexibility and HRV, thus allowing clients to better regulate their stress levels in daily life and reduce unpleasant physical sensations.



LIMITATIONS

The main limitations of this trial include limited sample size and lack of a no-treatment or placebo control group. Although the sample was large enough to detect a significant effect of breathing added to IIMT, it was not large enough to exclude a clinically meaningful effect of listening homework. Further research with a larger sample would be required to confirm or disconfirm any effects of this component. The sample was also restricted to a single site, so that conclusions generalising to other settings or world regions cannot be drawn with confidence. Second, the study did not use a no-treatment or placebo control group. However, robust effects of IIMT compared to standard care were already demonstrated in the previous study on which the present study was built (Erkkilä et al., 2011).

An issue surrounding LH is the absence of prior studies making use of this specific activity, which might have led to an incorrect estimation of the expected effect size. Although the use of homework has a long history in CBT, the kind of task given in CBT is arguably not directly comparable to what was required from the clients in the present trial. Thus, it is possible that our sample size was too small to detect a significant effect for the LH factor.

Another issue with LH might have been its possible inadequacy for the client population under investigation. Indeed, in contrast to RFB, LH was unsupervised, meaning that clients were free to perform the task or not, which led to lower task adherence compared to RFB. This raises the question of whether clients presenting with symptoms of depression should be given voluntary and unsupervised tasks in between therapy sessions, since depression typically includes a lack of initiative.

Future studies would benefit from having a larger sample size for studying LH, and being multi-centre. Furthermore, the results presented here are purely outcome-oriented, meaning it is not possible at this point to explain the results by establishing a relationship between what happened during therapy and the observed affective or behavioural changes.

Lastly, one question that remains unanswered is the extent to which the enhancement effect achieved with RFB in music therapy could be generalised to the larger field of psychotherapy. Based on our results, we presume that other forms of therapy would similarly benefit from the inclusion of RFB, especially if their approach and principles are similar to the ones used in music therapy (e.g., being emotion-focused, experiential, and integrative). Should this be the case, it would open the door to shorter and more cost-effective forms of therapy.
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Aim: The aim of this paper is to present the development and evaluation of an art psychotherapy brief treatment method for complex depression for patients referred to mental health services.

Background: Art Psychotherapy literature describes a range of processes of relational change through the use of arts focused and relationship focused interventions. Complex depression has a prevalence of 3% of the population in the West and it is recorded that in 2016 only 28% of that population were receiving psychological treatment. This study was developed to test the hypothesis of whether an accessible and acceptable approach to the treatment of complex depression could be developed in relation to existing evidence-based practice within mental health services.

Method: The United Kingdom Medical Research Council phased guidance for complex intervention development was used (Phases I and II) to develop the intervention. The process included producing a literature overview, systematic description of clinical practice, including a logic model and a clinical protocol. The art psychotherapy protocol described an arts-based dynamic interpersonal therapy approach (ADIT), offered 1:1 over 24 sessions. Further to this the intervention was tested for referrer acceptability. The intervention is in the early stages of evaluation, using changes to the patient's depression and anxiety measured pre- and post-treatment with a follow-up measure at 3 months following completion of treatment.

Results: Phase I of the study provided a good basis for developing a logic model and protocol. The authors found that there was good clinical consensus about the use of a structured clinical art psychotherapy method (ADIT) and the literature overview was used to support specific examples of good practice. The verification of clinical coherence was represented by a logic model and clinical protocol for delivering the intervention. The acceptability study demonstrated very high levels of acceptability for referrers reporting that (i) ADIT was acceptable for patients with complex/major depression, (ii) that they were likely to refer to ADIT in the future (iii) that the use of arts was likely to improve accessibility (iv) the use of arts was likely to improve outcomes and (v) that offering ADIT was an effective use of mental health resources.

Discussion: Phase I of this intervention development study (following MRC guidance) demonstrated theoretical and practice coherence resulting in a clinical protocol and logic model. Whilst Phase II of this study showed promising results, Phase II would need to be sufficiently scaled up to a full trial to further test the intervention and protocol.

Keywords: depression, art psychotherapy, psychotherapy, complex intervention development, interpersonal


BACKGROUND

Approximately three percent of the Western population are diagnosed with complex depression (CD) and this figure continues to rise (World Health Organization, 1993). Socio-economic factors (de Mola et al., 2016; Agerbo et al., 2019), intimate relationships (Zlotnick et al., 2000), gender roles (Paykel et al., 2005), genetic and familial relationships (Sullivan et al., 2000) and the physical environment (Sarkar et al., 2018) are some of the factors that influence the development of CD. CD accounts for a significant socioeconomic burden, including the high prevalence of non-communicable diseases. For example, coronary heart disease, substance use disorders, hypertension, diabetes, kidney failure have all been identified as having a significant bidirectional influence (Chisholm et al., 2016). Further to this, the true impact of caregivers with CD on their child's development has not been fully accounted for nor has the full impact of non-adherence to physical treatment during episodes of CD. Chisholm et al. (2016) calculated a cost of depression to the global economy of $1.15 trillion and found that there was psychological treatment provided for only 28% of those patients diagnosed with CD in higher income countries. Complex depression is a broad categorization, given that the formal definition offered by the National Institute of Clinical Excellence (NICE, 2009) is based on a plethora of studies that are difficult to compare given their sample ranges and diagnoses (McPherson, 2020). For this reason, the authors identified CD according to key criteria that are shared across policy makers and can be observed in practice. The authors included the clinical screening criteria as feeling deeply sad, hopeless and out of touch with oneself and the world combined with other mental health issues or complex social issues that make the person particularly vulnerable (Caspi et al., 2014). This may be accompanied by feelings that life is not worth living and social isolation; episodic rather than generalized and persistent occurrence; lasting effects on mental and physical health and sequential comorbidity (Caspi et al., 2014). The ICD11 (ICD-11 - Mortality and Morbidity Statistics, 2020, p. 11) identifies the complexity of depression according to the severity of symptoms, including suicidality being present almost all day, every day for at least 2 weeks.

The psychobiological factors that link early trauma with neurobiological correlates has been well-researched (Yehuda et al., 1998; Sansone et al., 2001; Goodman et al., 2004; Cattane et al., 2017) indicating that the complex interplay between the biology and the psychology of the individual need to be taken into account to consider a full epidemiological appraisal. In recent years there has been an increasing interest in the preverbal, non-verbal and physical expression of relational experience to help articulate and mobilize communication and reflection within a social context (Schore, 2001). The identification of the relationship between physical sensations, actions, and their emotional counterpart, described as interoception, is also central to the data that is cognitively processed in CD states, resulting in misidentifications of feeling states and beliefs about self and other intentional states of mind [see Paulus and Stein (2010)]. Therefore, the authors posit that the use of art psychotherapy enables physical engagement and expression of emotional experience and that this is a core element of the dynamic process required to treat CD, especially where mental states and emotions may be difficult to grasp within the relational context. The authors propose that the use of art psychotherapy allows underlying unconscious body bound dynamics to be expressed, identified and reflected upon. Our hypothesis is that art psychotherapy results in a process that is both a bodily expression and a record of the process within a dynamic therapeutic context that can be readily accessed through engaging in the image-making activity rather than only through talking (Case and Dalley, 2014).

The authors rationale for developing this intervention was on the basis that diagnoses are commonly comorbid (Melartin et al., 2002; Sim et al., 2004) with complex etiology that require a range of evidence informed options to reach the most vulnerable (Kazdin, 2019).



AN OVERVIEW OF THE LITERATURE

An overview of the literature examining arts psychotherapy as a treatment for depression was undertaken to consider and examine the efficacy of art psychotherapy approaches for people with CD. Predetermined themes for investigation were defined as: “arts-based,” “psychodynamic” and “effectiveness.” The authors used the following keywords: art psychotherap* OR art therap*AND depression OR time limited OR dynamic OR interpersonal to identify papers in the following databases: EMBASE, The Cochrane Library, The British Association of art therapists (BAAT), University of East London Learning Resources (UEL), PsycInfo, and EBSCO (Psychology and Behavioral Sciences Collection).


Arts-Based Art Therapy for Depression

The overview of the literature revealed that there were wide ranging theoretical frames of reference and practice principles. Most of these studies were brief group-based therapies, utilising group theoretical practices (Ponteri, 2001; Chandraiah et al., 2012; Zubala et al., 2017; Blomdahl et al., 2018; Ciasca et al., 2018; Ilali et al., 2018; Haslam et al., 2019). While a number of studies investigated dyadic approaches (Goldstein-Roca and Crisafulli, 1994; Trombetta, 2007), these were the exception. In the study by Blomdahl et al. (2016), half of the expert participants utilized psychodynamic theory in their approach. Humanistic, Developmental, Attachment, Object Relations, CBT and Integrative theoretical principles were also widely practiced, with Gestalt and TA models less widely so. A more explorative, phenomenological approach was taken in several of the studies (Trombetta, 2007; Chandraiah et al., 2012; Blomdahl et al., 2018; Ciasca et al., 2018). The shared theme for these studies was the art focused group work. Often the art focus was held in a supportive structure with an initial direction or theme provided, and space for verbal reflection, while the space for art making was openly explorative. For example, Zubala et al. (2017) took a structured approach and focused on person-centered interventions alongside psychodynamic principles. Ilali et al. (2018) also describe an art focus however is less openly explorative and more directive, with a specific thematic goal specified at the outset, while our study offered a synthesis of both talking therapies and creative approaches was trialed to create a new pluralistic “meta-approach” of therapy (Haslam et al., 2019). A predominant feature of the core practice principles within all of the arts-focused studies is the use of relational dynamics, whether within a group or dyadic relationship, as well as the use of art making to support expression.



Psychodynamic Art Therapy Approaches to Treating Depression

The study by Zubala et al. (2013) ascertained that psychodynamic principles were the preferred theoretical approach for art therapists working with depression, and Barbee (1996) provides an example of, utilising psychodynamic principles with an arts focused approach in his study. The study by Thyme et al. (2007) was also based on psychodynamic principles within a time limited psychotherapy group, although this RCT provided comparative data with a verbal psychotherapy approach. While the survey provides insight into the broad range of practice principles that are adopted when working with this client group, Barbee (1996) and Thyme et al. (2007) apply relational principles to their approach, which correlates with the findings from the previous section, whereby focusing on relational dynamics was a consistent feature within the studies.



Effective Art Psychotherapy Approaches

In 2013, Blomdahl et al., carried out a comparison of art psychotherapy approaches when working with people with depression. While there were no general conclusions to be determined due to the paucity of material, a suggestion that art psychotherapy can be undertaken successfully in a wide variety of settings, with both groups and individuals was indicated. In 2015 Korostiy and Hmain undertook a study on 150 patients with major depressive disorder (MDD). The study revealed a range of results dependent on the presenting symptoms, with an overall conclusion that art psychotherapy is an effective therapy in an integrated treatment of recurrent depressive disorder. A theoretical synthesis of group art psychotherapy literature (Gabel and Robb, 2017) as well as a systematic review considering the clinical effectiveness and cost-effectiveness of art psychotherapy among people with non-psychotic mental health disorders (Uttley et al., 2015a) included mood disorders such as depression and major depressive disorder in the eligibility criteria. Both demonstrated clear benefits of art psychotherapy as a treatment, as well as highlighting the need for further and ongoing critical analysis of group art psychotherapy practice and theory in the treatment of depression.




THE AIM OF THIS STUDY

The aim of this study was to develop a cogent, evidence informed art psychotherapy brief intervention for CD guided by the Medical Research Council's (MRC) phased intervention development process (Shahsavari et al., 2020). Whilst there has been significant inquiry into the change processes (Zubala and Karkou, 2018) and manualisation of a psychodynamic art psychotherapy treatment model for depression (Blomdahl, 2017), as yet research within an NHS context that provides art psychotherapy treatment for CD that includes a clear logic model and pilot for this population has not been developed. This paper describes the work of an NHS based clinician researcher group (CRG) working with community out-patients with a diagnosis of complex depression where there was currently a gap in evidence-based approaches and where art psychotherapy was perceived to offer accessible and effective treatment. The predominant model of art psychotherapy for CD identified in the overview of the literature, has been driven by an understanding of relational dynamics, such as processing transference and countertransference phenomena and how these dynamics are intrinsic to dynamic representations produced in the artworks in art psychotherapy (Barbee, 1996; Zubala et al., 2014; Blomdahl, 2017; Zubala and Karkou, 2018). The secondary aim was to investigate where shared practice based principles were salient to a dynamic change process, including and in particular automatic and improvised expression (Keeney, 1991; Lobb, 2003; Blomdahl et al., 2013; Haslam et al., 2019), interpersonal articulation that allows naming and reflecting on complex emotional experiences (Gruber and Oepen, 2018; Zubala and Karkou, 2018) and developing narratives within a safe therapeutic relationship (Carlson, 1997; Bochner and Ellis, 2003; Gruber and Oepen, 2018). The second aim was informed by previous studies examining practice elements and change processes (see Havsteen-Franklin et al., 2016, 2017).



METHODS

When an area of mental health need has been identified that is not sufficiently met with existing resources, commonly an intervention is adapted through practice based evidence methods to achieve outcomes through applying an existing method to a similar population (Barkham and Mellor-Clark, 2003). The MRC has provided guidelines to assist intervention development through efficient utilization of collating and drawing on evidence. The CRG used these guidelines to examine the complex change processes in ADIT and the novelty of combining verbal structural elements and image making as core elements for the treatment of CD [see also Craig et al. (2008)]. The MRC intervention development protocol has 5 distinct phases (of which the first 2 phases were completed in this study):

Phase I: Theory development

Phase II: Modeling

Phase III: Exploratory Trial

Phase IV: Definitive RCT

Phase V: Long-term implementation

Theory development forms the foundation for modeling an intervention. The MRC allows a flexible theoretical development process within the phases, and the long-term aim is to develop effectiveness studies. The clinician-researcher group (CRG) for this study aimed to complete phases I and II of the MRC intervention development phases.

The CRG comprised experienced clinicians that were dual trained in Dynamic Interpersonal Therapy (DIT) and art psychotherapy. The group was co-chaired by a consultant in Arts Psychotherapies (first author). The CRG designed the study in three phases (Figure 1); phase 0 was peer exploration of CD clinical scenarios and exploration of whether there were shared principles of practice within art psychotherapy; Phase I was modeling the ADIT intervention through the use of a nominal group technique to support the theoretical development of a logic model and phase II involved designing a pragmatic single arm pilot with a professional acceptability survey of the ADIT intervention.


[image: Figure 1]
FIGURE 1. Structure of the intervention development process.




PHASE 0—THEORY DEVELOPMENT

The CRG Art Psychotherapists attended regular meetings to record role-plays, reflect on supervision and discuss the clinical interface between verbal and non-verbal actions in the art psychotherapy process using a DIT focus. The first author facilitated the sharing of practice principles and finding a common language to develop an integrated language and understanding of the ADIT process; providing a forum for clinical exploration that would lead to key terms for the overview of the literature, and protocol development. Three examples of ADIT engagement, clinical change and the use of the arts are described in short vignettes 1, 2, 3 below. These clinical examples describe the development of the model, integrating the structural elements of DIT within an art psychotherapy framework. The CRG were supported to think about the change process during group supervision with a DIT training lead from the Anna Freud Center. DIT and art psychotherapy are both informed by the theoretical understanding that a defensive processes can enable a level of functioning alongside relational disruption and complex depression (Lemma et al., 2011; Zubala and Karkou, 2018). The theoretical model follows that defenses are in place to prevent the reoccurrence of perceived or actual relational traumas or aspects of traumatic interpersonal events and that the interpersonal affective focus (IPAF) is embedded within an attachment-based system (Bouchard et al., 2008). The use of the image-making involved respecting, exploring, reconfiguring and developing a more flexible engagement with this defensive structure and supports to develop a therapeutic alliance. Further to this, the art form within art psychotherapy, enables a greater capacity for reflection and curiosity which are considered as central to the engagement process. In the initial phase of treatment, the art psychotherapist focuses on identifying repetitive relational patterns, the IPAF, which describes the interpersonal context of the presenting complex depressive symptoms. The second, phase of treatment aims to understand the person's role, affects and narrative within the relational pattern. Working through these relationship dynamics enables alternative ways of relating through reimagining self-other states within the therapeutic relationship. Finally, the last sessions focus almost entirely on ending and separation and reviewing the aims of treatment. Given the brief nature of the work, enabling exploration and emotional expression within the parameters of a dominant relational pattern linked with the depression, is considered important to the successful outcomes of ADIT. The hypothesis being tested by the CRG was the use of art making as a process to help exploration and expression, enabling an understanding of defenses, traumas and the relational pattern within the context of a brief intervention. The CRG explored a range of scenarios and concluded that the image-making process required sensitive facilitation as the image often encapsulated an aspect of the IPAF. Image making appeared to be an important addition to the DIT model where patients who were struggling to communicate their experience, were prone to disengaging, had problems with affect regulation and required tools to enable the imaginative appraisal of self and other mental states in narrative development. The findings from the case exploration and formulation were rich and the CRG felt that there were grounds to develop the model further and carry out a pilot programme in adult mental health services.


Clinical Example 1. “Ms A”: Stage 1. Developing the Interpersonal Affective Focus (IPAF)

Ms. A was a 21 year old black British woman. She transitioned to adult mental health services in 2017 when she was 19 years old, having had previous support from CAMHS for depression, self-harm, suicidal thoughts and actions alongside low self-esteem and was considered to be vulnerable. Ms. A was a second child. Ms. A's mother was diagnosed with Schizophrenia and moved out of the family home when Ms. A was 9 and her sister 11. During her teens, Ms. A's sister had frequent admissions for Psychosis, A's father struggled to manage the children and was known to use drugs and alcohol, Ms. A was unsuccessfully placed with a number of foster families but frequently ran away, she eventually settled with a boyfriend's family although later spent time back with her father until finally being housed independently when she reached 18. After moving to adult services, Ms. A referred herself to Psychology, wanting help to “better understand” her moods, and “make sense of” her past, learn to manage the impact of her feelings. She considered that Art Psychotherapy might help and she took up the offer of the ADIT pilot.

Figure 2 is from Ms. A's assessment for ADIT. It is a castle, with people and a dog outside with a bird, hearts, a cloud, rain and sun in the sky, which she alluded to as indicating a mix of emotions and moods. Ms. A explained that she is in the castle, with her family and boyfriend on their way to visit her. She has put up bunting between the towers to let them know that they are welcome. Ms. A's dog makes sure the family are travelling in the right direction toward her. Ms. A was aware of how she puts up huge protective barriers around herself and that this can make it hard for people who care about her, to know that she would like them to approach and that they are welcome. The image was an important early indicator of the Interpersonal Affect Focus other as rejecting, cruel and unavailable, self, feeling abandoned, unwanted, and overwhelmed, resulting in an angry affect with unbearable pain and hurt. Ms. A defends herself by cutting off emotionally and disengaging from others and help, deadening her needs (Figure 3) with this image the therapist was able to speak with Ms. A about the importance of defenses for her; her ability to be in control of these protective mechanisms; her desire to let people (including the therapist) know they are welcome, despite appearances, and the need for a split off part of herself, seen in the dog, to encourage this connection to occur.


[image: Figure 2]
FIGURE 2. Image 1 (Ms A).
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FIGURE 3. Patient Ms. A's Interpersonal Affective Focus (IPAF).




Clinical Example 2. “Mr. B”: On Not Making Art

Mr. B is a 60 year old man who took up a referral for the ADIT pilot following on from his engagement in art making during a hospital admission for a Manic illness with Psychotic features, he later presented with more chronic depression and anxiety. Although Mr. B felt his admission was linked to antibiotic medication, he also thought that there may be contributing historic interpersonal issues impacting on this. These came to light in the assessment. Mr. B believed that the art making might be a helpful way to express feelings which he found hard to speak about.

Early on in the work Mr. B and the therapist identified a recurring pattern as the focus for the work, the way in which Mr. B felt shut out as a child, deprived and left in need. The interpersonal affect focus (IPAF) was linked to a cold and unresponsive father, and a mother who gave in a practical way but remained emotionally distant (Figure 4). Mr. B described a depressed childhood where his educational needs at school were not acknowledged. He now understands this was as a result of Dyslexia. Mr. B had a general feeling of being distant from others, their lack of warmth and misunderstanding resulted in him feeling resentful and frustrated at having to bear his emotional world on his own. In response, Mr. B would then deliberately distance himself, not ask for support and silence his need for connection and empathy.


[image: Figure 4]
FIGURE 4. Patient Mr. B Interpersonal Affective Focus (IPAF).


In the ADIT treatment Mr. B struggled to engage in art making. The therapist and Mr. B regularly explored the issues impacting on this; his depression affecting motivation; needing a direction from the therapist; the importance of him being able to verbally address his feelings. It was only in session nine when the therapist suggested again that art making might help him find a way to communicate his emotional experience, and allow a way to see his feelings, that he disclosed that he found the idea of the therapist watching him work unsettling. This situation echoed his IPAF where he had silenced his needs as he expected the other to be emotionally distant and unresponsive. To develop a collaborative approach in this context where the patient remained withdrawn and distant, the therapist attempted to alter the “relational pattern in a practical and concrete way, with the therapist asking would make a difference if I work alongside you?” Mr. B looked surprised and asked, “will you do that?” The therapist agreed, although this was not usual practice for her, but she recognized that making art together could be an important way of developing the therapeutic alliance and illustrating to Mr. B her understanding of his IPAF. Mr. B began to paint abstract forms on black that showed an uncertain journey and connection through a central shape, a simple but deceptively complex image of his journey to relate, and being hard to reach (Figure 5).


[image: Figure 5]
FIGURE 5. Image 1 (Mr B).


The therapist's response was experienced as crucial to the therapy development. The therapist's image echoes the darker feelings expressed by Mr. B and creates a shape which highlights the internal and external, an uncertain pointed edged shape connects the two sides (Figure 6). Mr. B was moved by the therapists hearing and responding to his need to connect, this enabled the treatment to develop and move to a deeper level.


[image: Figure 6]
FIGURE 6. “Therapist's Image.”




Clinical Example 3. “Ms. C”: The Recurrence of Trauma Through Image-Making

Ms. C was a French Algerian, 43-year-old mother of one daughter, working in cosmetic retail at the time of her referral to ADIT. Ms. C's early years were populated with violent, unpredictable neglectful and abusive figures. Ms. C described often feeling overwhelmed with anger and frustration. Ms. C said that she was highly motivated to work on her difficulties, although she recognized that this might be challenging. When she described the people who had been close to her, she stated that her attachments to others was experienced as fragmented and untrustworthy. When she attempted to defend against the pain of those chaotic attachments, she was left with a sense of abandonment, emptiness, sadness and loss prompting her to seek care giving figures and commence the cycle again. One way that Ms. C managed her anxieties was through sexualising relationships. The therapist became aware that this unconsciously repeated the abusive attachment patterns of her childhood. This sexualised behavior was often was accompanied by an experience of dissociation. Ms. C felt that she was good at adapting to others needs, trying to fit to whatever the other person wanted of her; although she would then often feel she had lost herself, and that no one could understand her. When overwhelmed, Ms. C would cut off from her emotions and feel like she was in a “bubble,” a protective place but one which prevented her from feeling. This ultimately led to severe depression and dissociation. These dynamics constituted the underlying principles of her interpersonal affective focus (Figure 7).


[image: Figure 7]
FIGURE 7. Ms. C's Interpersonal Affective Focus (IPAF).


Ms. C was motivated to make and use imagery; retrospectively describing her paintings as “a violence,” (Figure 8) which confronted her with fragments of the past. She produced several images of dresses which she recalled wearing during traumatic and significant times in her life. These were painted as abstract fragments of patterns (Figure 9). The fragmented stories and images powerfully communicated her feelings of fragmentation, dislocation and confusion through the countertransference. The image of a treasured yellow dress with blue flowers evoked memories of a summer day when driving with friends. Ms. C, in the passenger seat, described the driver falling asleep and the car plunging into a ravine. She remembered the dress being covered in blood and the doctor commenting regretfully that she would have to cut the dress to treat her, powerfully evoking the trauma experience in her need for help.


[image: Figure 8]
FIGURE 8. Image 1 (Ms C).



[image: Figure 9]
FIGURE 9. Image 2 (Ms C).


In a later image, Ms. C represented internal body parts with several balloon shapes of different sizes (Figure 10). The lack of connection between the organs, which looked as though they could float off at any moment, resonated with deeper structural and relational deficits. Ironically, this was the most coherent representation Ms. C produced of her dissociation. The countertransference during treatment was an important part of the work in bearing her projective sense of fragmentation and confusion connected to early chaotic object relations. The art making offered a vital space in which to safely project fragments so that they could be referred to and held safely between Ms. C and the therapist. At the ending of the work, Ms. C was more able to identify a range of feelings. Concomitantly her depression intensified although she noted a decrease in her anxiety, panic attacks and nightmares. Ms. C said she no longer wished to work in cosmetics, instead she wanted employment in the caring professions. The therapist and Ms. C considered how the involvement in the world of cosmetics served as a protection from the “ugly” and uncomfortable “reality” which she had been committed to confronting and understanding during her therapy and the development of a manageable relationship to reality.


[image: Figure 10]
FIGURE 10. Image 3 (Ms C).





PHASE 1—INTERVENTION MODELING

The clinicians that were invited to be part of the modeling phase were chosen using purposive sampling based on the following inclusion criteria; being an experienced art psychotherapist (more that 10 years of practice); having a good understanding of psychodynamic processes in art psychotherapy and either a training in Dynamic Interpersonal Therapy with the Anna Freud Centre, London, or in the process of completing it.

Using peer supervisory sessions and explorative roleplay, the CRG shared consensus on approaches to working with the dynamic change process. These approaches were primarily based on the use of arts to enable the patient's intrapsychic systems for managing painful events and experiences, that resulted in interpersonal defenses to be safely explored within an interpersonal context. Having identified a psychodynamic change process, the lead investigator invited participants to engage in a nominal group technique (NGT) exercise (n = 5).

The NGT has also been used in healthcare contexts to develop consensus through a staged group process identifying key concepts where there is ambiguity (Havsteen-Franklin, 2014) for example about professional competence (Steward, 2001) meeting patient needs (Peña et al., 2012) practice based evidence (Rankin et al., 2016) and exploratory health studies (Van de Ven and Delbecq, 1972). The NGT has been used as a method for identifying best practice where there are gaps in evidence-based treatment (Rankin et al., 2016). The method uses ranking within a face-to-face focus group type setting. Unlike many focus group methods, which usually facilitate an exploration of a question throughout, the NGT is a methodology that employs a structured four-stage process that provides a reliable transparent strategy for eliciting participant responses and enabling participants to make prioritisations both as an individual and a group. Having already covered significant ground during open group explorations, the NGT was used primarily as a method to consolidate complex ideas about a dynamic change process and what core competencies should be prioritized in a health context. Whilst other methods, may be used for clinical modeling, for example the Delphi methodology, which uses a reiterative process of theme identification, the NGT is a more time efficient tool. The moderator of the group begins by identifying the question being asked and whether all participants understand the question. Following this the moderator asks the participants to write their responses in brief statements and ideas. The moderator directed participants to respond to the question “What are the constructs used in an arts-based dynamic interpersonal model that are required to impact on complex depression within a mental health secondary care context?” Each person wrote down their response on paper provided and then the moderator requested the participants to share them in a round robin style of feedback. The next part of the session included clarification, summation and deletion of replication or redundant constructs. Constructs were defined as elements integral to the dynamic process and were facilitated by the art psychotherapist. The group continually refined the constructs to produce statements that satisfied all participants. Where there was a significant difference of opinion the construct was discussed and reworked until all members felt the wording was reliable and valid according to the clinical process. The NGT resulted in the following change process constructs:

1. Activating emotional expression

2. Containing affect

3. Stimulating/modeling mentalizing/play/free association/imagination

4. Re-visioning the interpersonal affective focus (IPAF)/therapeutic narrative

5. Physically engaging in expression

6. Versatile/flexible approach to enabling a range of expressions from illustrating to embodiment either implicitly or explicitly

7. Managing relational proximity

8. Allowing unconscious to be explicitly and slowly elaborated upon whilst defenses are implicitly maintained (as needed).

9. Safely moving between concrete and symbolic expression

10. Highlighting “here and now” relational processes

11. Enabling motivation and decision making to develop a sense of agency

12. Shared experience/witnessing as metabolizing and developing a shared language/epistemic trust

13. Facilitates use of free association/imagination.

In the last stage of the NGT, in order to determine a stronger potential relationship between complex depression and the constructs, the moderator asked the participants to rank which constructs they felt were “more required” for achieving measurable change with complex depression (see Figure 11). This process took into account the use of outcome measures, duration of treatment, competencies required, and the sustained reduction of symptoms.


[image: Figure 11]
FIGURE 11. NGT consensus on constructs underpinning ADIT.


The ranked results of the NGT group process described two areas of change that were considered being more required for an impact upon complex depression symptoms; firstly, identifying and re-visioning conscious and unconscious relational dynamics and affect and how these related to specific interpersonal patterns; secondly that a versatile use of arts was required to mobilize this change. The findings indicated that the group considered several approaches within the framework to be of primary importance to working with depression; relational reworking through exploratory image making as a way to imagine other ways of relating within interpersonal narratives and the use of arts to illustrate, embody and express their experience. Constructs that were considered less relevant were containing affect and enabling motivation and decision making to develop a sense of agency. These findings were congruent with the descriptions of the clinical process (see Clinical Examples 1–3). It was evident that the findings from this group illustrated a close valence to existing studies showing a strong emphasis on exploring relational dynamics (Barbee, 1996; Zubala et al., 2014; Blomdahl, 2017) and there being an expressive arts focus to enable exploration of the relational content (Chandraiah et al., 2012; Blomdahl, 2017; Ciasca et al., 2018).

DIT was used as a comparative intervention template for the new intervention. Due to the focus on depression, training and clinical experience of the NGT participants, it is not surprising that most of the clinical elements, such as referral criteria, aims of treatment, outcome measures, referral and exclusion criteria, assessment and phases of treatment were considered to be very similar. However, it was noted that the use of art materials was a novel addition to a DIT model which influenced how the process unfolded. Further to this, there was more emphasis on the narrative development as was verified in the NGT group. Once the CRG had an opportunity to reflect on each of these areas, the findings were assimilated within a clinical protocol. Table 1 describes the sections of the protocol and the main similarities and differences between a DIT and Art Psychotherapy approach to the treatment of depression.


Table 1. Protocol elements.

[image: Table 1]

Given that the key adaptation of DIT for practice by experienced art psychotherapists was the inclusion of image making as the core clinical process, the CRG discussed the change process with the addition of image-making processes and decided on the resulting acronym offering an accurate representation of the model; Arts Based Dynamic Interpersonal Therapy (ADIT) The chair of the CRG drafted a description of the clinical process that reflected outcomes of the NGT, carried out the overview of the literature, and chaired the exploratory discussions. Three iterations of a logic model were made that responded to changes from CRG members, especially the “Core components” of the model being accurately worded and the intervention actions which accompanied these (see Figure 12).


[image: Figure 12]
FIGURE 12. ADIT logic diagram.




LOGIC MODEL

A logic model is a versatile visual tool, used to describe an overview of the major practice elements where there is consensus on the perceived problem, process and outcome of an intervention or programme (Julian et al., 1995). Our logic model (Figure 12) begins with the presenting issues related to CD. Following this, the core intervention components are described and the subsequent actions that result from the facilitation of those elements. The core components were working through relational dynamics, psychophysiological use of arts and unconscious expression and communication. The box form (bottom left of Figure 12) shows the immediate, intermediate and long-term impact of the model and the interrelatedness of the perceived impact. The final outcome relates to the impact on the original problem.



PHASE 2—PILOT STUDY

Phase 1 described the theoretical modeling and the process of the proposed intervention as an assimilation of two models of treatment, DIT and art psychotherapy resulting in a blended model of Art-based Dynamic Interpersonal Therapy (ADIT). The pilot study was designed firstly to investigate the fidelity of treatment described in the protocol and secondly to investigate how the intervention impacted on CD with a small cohort.


Recruitment

Patients were recruited from secondary care NHS community teams in an urban environment, where the patient met the criteria for CD (see Table 2). As a brief treatment for patients with a primary diagnosis of CD was new to the services, the uptake was over a period of 1 year. The demographics showed that the majority of participants were women (7/10) single (7/10), with a mean age of 35 years and a range of 21–60 years old. Only one patient held a degree and 5/10 held other qualifications.


Table 2. Sociodemographic characteristics of the patients included in the pilot.

[image: Table 2]

The pilot was authorized and ethical approval given by CNWL NHS Foundation Trust and Patients were recruited and assessed by the CRG members. The pilot was registered with CNWL as a Quality Improvement project describing changes to service provision. Weekly meetings were arranged to discuss referrals, assessment and treatment methods as well as adherence to the protocol. Early in the process the authors addressed the way that the assessment was being conducted as some patients were anxious about the process exposing them to interpersonal difficulties in ways that activated unmanageable patterns of defense and vulnerability. The CRG explored the assessment criteria and made adjustments to the protocol, accordingly, adjusting the information sheet using plain English language and allowing more sessions for the assessment process. The total number of patients referred was 18, however 3 patients dropped out, 2 were considered not to have complex depression at the point of assessment. A further 3 patients chose not to complete the outcome measures (Figure 13).


[image: Figure 13]
FIGURE 13. Consort diagram.


To monitor treatment fidelity, weekly meetings were held by the CRG to explore practice in relation to the protocol. Clinicians agreed that ADIT was delivered according to the protocol summarized in Table 1. with some minor variations that were considered to be congruent with the specifics of the complex presentation, for example, as described in the first case example, the initial work was sometimes more verbal as the patient struggled to engage in image making. This contrasted with the third case example where the patient readily used the image making to explore affect, associations and memories. Further to this, in some scenarios, there was greater elaboration on the sequences of interpersonal events that constituted the interpersonal affective focus whereas at times it was more focused as illustrated in case examples 1 and 2. As well as weekly meetings, monthly clinical supervision and protocol adherence, support was provided by an experienced DIT psychoanalytic psychotherapist who also developed DIT for complex care (Rao et al., 2019) and trains DIT practitioners at the Anna Freud Center, London. The CRG also continued to have their own individual art psychotherapy supervision on a monthly basis.

The primary outcome measure for symptoms of depression was the Patient Health Questionnaire−9 (PHQ-9). The scale is a validated and reliable measure that is widely used to measure symptoms of depression in healthcare contexts (Löwe et al., 2004). The optimal cut-off score is 10 in most conditions (Manea et al., 2012). A second brief measure for assessing Generalized Anxiety Disorder (GAD-7), was used as symptoms of anxiety commonly accompanies severe depression in at least 50% of the population (Fava et al., 2000) and appears to be correlated with psychosocial functioning (Rodriguez et al., 2005). GAD-7 is a widely used measurement instrument for anxiety in outpatient contexts (Rutter and Brown, 2017, p. 7).



Effectiveness

In this study the sample size was small (n = 10) and therefore the statistical power was low, and the confidence intervals were wide. All patients were requested to complete pre- and post-treatment measures and were also seen 3 months after treatment for a follow-up session. The sample is small, however the results are consistent with trends in verbal psychological therapies treatment for depression (Saunders et al., 2019). The results (Figure 14) indicated good outcomes also consistent with the recent outcome studies being developed for verbal interventions for CD (Rao et al., 2019). For the Patient Health Questionnaire (PHQ-9), scores of 5, 10, 15, and 20 represent cut-off points for mild, moderate, moderately severe and severe depression, respectively. Sensitivity to change has also been confirmed. The total score ranges from 0 to 24. The mean pre-treatment score for CD indicated severe depression, reducing to moderately severe after 24 weeks with a slight increase still in the same range of moderately, but not progressing to severe, suggesting an overall improvement with only slight increase at 3 months post-treatment. The measure used for identifying changes to generalized anxiety disorder was (GAD-7). GAD-7 is scored similarly where 5, 10, and 15 represent cut-off points for mild, moderate and severe anxiety, respectively. Interestingly, ADIT didn't focus on anxiety specifically, but there appeared to be better outcomes in this domain. The average scores for the GAD-7 scale pre-treatment were measured as severe and reduced to moderate by end of treatment (24 weeks) and there appeared to be symptom reduction maintained at 3 months post-treatment where the average score indicated mild symptoms of anxiety.


[image: Figure 14]
FIGURE 14. Pilot outcomes (n = 10).




Mental Health Professionals Survey Responses on the Acceptability of ADIT

The role of the mental health professionals and their understanding of effective interventions is important to the development and scalability of any health intervention. According to recent research, referrer confidence in an intervention being acceptable correlates with patient take-up (Cruz et al., 2008; Levy and O'Hara, 2010; Mohr et al., 2010; Titzler et al., 2018). During the pilot phase of the project, the authors administered a survey to investigate referrers acceptability of ADIT, based on their experience of the referral process and knowledge of ADIT. The authors also asked whether ADIT was acceptable in terms of perceived benefit to patients and whether ADIT was perceived to be a good use of NHS resources. The project received Quality Improvement study status within the NHS and was ethically approved by local NHS ethics. The authors also asked questions about the parameters of the pilot being for patients with complex depression in secondary mental health community services and whether they agreed with the limitations. The total number of respondents was n = 37 and the results demonstrated a high level of acceptability of this intervention within a mental health service.

A sample of 61 subjects across mental health services in central and north west London were identified having referred patients with CD within the past year. This included arts therapies services. Each subject was notified by email and asked to complete a Google Form by clicking on a link in the email. Information about the data use and consent was provided at the beginning of the survey. The survey included demographic information and the questions were designed using an adapted version of Kazdin's Treatment Evaluation Inventory (Kelley et al., 1989) to include the following questions using a Likert type bipolar scale where 1 = I strongly do not agree and 5 = I strongly agree.

1. ADIT is an acceptable form of treatment for patients

2. I am likely to refer patients to ADIT in the future

3. ADIT is likely to be acceptable to patients with complex/major depression

4. The use of arts are likely to improve accessibility

5. The use of arts are likely to improve outcomes

6. Offering ADIT is an effective use of mental health resources

7. ADIT should only be used with patients with complex depression

8. I would recommend this treatment to a friend or family member with complex depression

9. ADIT should only be piloted within secondary care community services.

Thirty seven surveys were returned which is a 60.66% response rate. The respondents were psychological therapists (including arts therapists) (n = 34) and psychiatrists (n = 2) and a nurse (n = 1) based in community adult mental health services. In the survey, conducted between March–July 2020, 29 respondents (78.3%) agreed or strongly agreed that ADIT is an acceptable form of treatment and 25 respondents (67.56%) agreed or strongly agreed that ADIT was acceptable for patients with complex/major depression, and 25 respondents (67.56%) agreed or strongly agreed that they were likely to refer to ADIT in the future. Further to this 30 respondents (81.08%) of referrers stated that they agreed or strongly agreed that the use of arts were likely to improve accessibility and 26 respondents (70.26%) agreed or strongly agreed that the use of arts were likely to improve outcomes. Thirty respondents (81.08%) agreed or strongly agreed that offering ADIT was an effective use of mental health resources. Similarly, the majority of respondents also answered the friends and family test positively where 21 respondents (56.75%) agreed that they would be likely to refer a friend or family to ADIT and 16 respondents (43.25%) were not sure. The specificity of the intervention being provided only within secondary care community services had mixed results with 9 respondents (24.32%) agreeing or strongly agreeing, 16 respondents (43.25%) being not sure, and 12 respondents (32.43%) disagreeing or strongly disagreeing that ADIT should only be piloted within secondary care. Similarly, there were a range of responses for whether ADIT should only be used for patients with complex depression with 9 respondents (24.32%) agreeing or strongly agreeing, 19 respondents (51.36%) being not sure, and 9 respondents (24.32%) disagreeing or strongly disagreeing that ADIT should only be used for complex depression. The main findings from the survey were that from mental health referrer perspectives, ADIT was a highly acceptable intervention and that there was a high degree of confidence in art improving accessibility and outcomes for patients with a diagnosis of CD.




DISCUSSION

The advancement of an accessible and acceptable evidence-based intervention for complex depression would be a significant step for vulnerable populations who are not accessing psychological help. This study described a phased approach to intervention development following the MRC guidelines including empirical data regarding the modeling and effectiveness of a brief arts-based dynamic interpersonal intervention. A key component of the modeling of the intervention was drawing upon evidence already established within systematic reviews and pilots and using this to support the development of ADIT. Whilst many of the practice elements appear to be transdiagnostic [see Havsteen-Franklin et al. (2017)], dosage is less researched as is the optimum format of delivery. The overview of the literature described Art Psychotherapy as usually offered for complex depression in a group format for a variable period of time. This study researched a novel approach of providing 24 weeks of individual ADIT in secondary care and using a structure that is closely related to an evidence based verbal intervention (DIT).

The strength of this study was the development of an intervention through a collective consultative approach within a working clinician researcher group committed to defining practice and building on existing evidence. Within the first phase of this study (Phase 0), prior to the logic model development, the authors explored a cogent theoretical model with the evidence informed rationale that key relational factors influence the etiology, maintenance or exacerbation of complex depressive symptoms (Beck and Alford, 2009; Lemma et al., 2011). To this effect the qualities of attachment and separation, interpersonal dynamics and unconscious affects were primarily explored through the image-making process. For example, often memories and affects became vivid in the image-making process, helping to contextualize anxieties and trauma reactions. Further to this, the interoceptive emergence of affects through the arts form helped to shed light on feeling states and intrapsychic relational dynamics contributing to insecure attachment styles. It was also apparent that image making needed careful relational facilitation, respecting and attuning to defenses as not to overstimulate the attachment system or evoke unmanageable trauma reactions. Additionally, in some circumstances during ADIT treatment, talking became the principal method of facilitating the therapy, especially where image making was felt to be too threatening or exposing. This meant that the CRG required the art psychotherapist to have a good knowledge of how psychodynamic knowledge and practice competence can facilitate dynamic interpersonal therapy through verbal and arts-based means.

The authors advise cautious interpretation of the findings due to the lack of comparability with other interventions, the small scale represented by the pilot data and unknowns about the scalability of the intervention beyond the representative group of clinicians who had worked together with a shared theoretical paradigm and health context. Further to this, the methodology using MRC guidance is constantly under review and has been criticized for its overemphasis on quantitative data collection (Grant et al., 2013).

Lovell et al. (2008) argue that intervention development using the MRC framework that draws on quantitative evidence does not necessarily provide good results. In fact, methodologies that place greater emphasis on the qualitative appraisal of results have been seen to improve outcomes following the intervention development phase (Richards et al., 2006). The sample size for the pilot was small, however the outcomes appeared to be good, both in terms of reducing symptoms of anxiety and depression at the end of treatment and in follow up. The aim was to develop an accessible intervention and to pilot this with a population to develop theoretical, practice and training requirements for an evidence informed intervention that may be more accessible to patients with complex depression. Further research should be conducted through a pragmatic randomized controlled trial recruiting from a wider number of people across multiple sites to ascertain the effectiveness of the intervention. Whilst the measures used appeared to demonstrate sustainable change, understanding the psychodynamic change process and impact of arts could be supported by using other measures relating to affect regulation (for example the Action and Acceptance Questionnaire II) and reflective functioning (for example the Reflective Functioning Questionnaire). Further to this, an in-depth qualitative appraisal and acceptability study should be conducted with the patient population to ascertain the relationship between referrer perceptions of acceptability and patient experiences of receiving ADIT.

Through the phased MRC intervention development model, the authors demonstrated a clear synergy between a talking based intervention and an arts-based intervention and successful integration of therapeutic structural elements (the time frame and focus of the intervention). The acceptability survey for mental health professionals showed that the majority of respondents perceived using image-making as part of the process within ADIT as increasing accessibility and outcomes. In summary, the MRC intervention development model used in this study helped clinician researchers to systematically reflect on and describe some complexities concerning theoretical cogency, acceptability and accessibility of an intervention for CD and the important role that art psychotherapy may play in providing accessible, effective treatment. The emergence of a range of arts-based evidence informed models of practice that are supported by empirical data (Uttley et al., 2015a,b) are promising and the authors hope this study will enable the introduction of more possibilities and choices for patients who may not access psychological treatment. Research for effectiveness of art psychotherapy for CD is at an early stage of development, however, using stringent methodologies to link practice with evidence to enhance practice and improve the mental health of vulnerable people has in this early phase of intervention development demonstrated good results.



DATA AVAILABILITY STATEMENT

The datasets presented in this study can be found in online repositories. The names of the repository/repositories and accession number(s) can be found in the article/supplementary material.



ETHICS STATEMENT

The studies involving human participants were reviewed and approved by CNWL NHS Foundation Trust. The patients/participants provided their written informed consent to participate in this study.



AUTHOR CONTRIBUTIONS

DH-F coordinated the data collection, study design, and led the manuscript development process, carried-out the analysis of data and development and writing of the drafts and manuscripts and oversaw the development, the implementation of the study. DE led the intervention implementation, coordination, and contributed to the manuscript. DE and MO supported the intervention development and implementation and made the clinical scenario contributions. SS collated data and sociodemographic data and made contributions to the paper. All authors contributed to the article and approved the submitted version.



FUNDING

This study was funded by the NHS. The funding source had no influence on the design of the study, data collection and analysis, or the writing of the manuscript.



ACKNOWLEDGMENTS

The authors thank the participants who have collaborated on this study. The authors also thank the Anna Freud Centre for providing supervisory support and prior to this the Tavistock and Portman Clinic for the support during the early stages of the project. In particular the authors would like to thank Dr. Amra Rao for her contributions to the clinical model and first drafts of the protocol. The authors would also like to thank Dr. Holly Dwyer Hall, Laura Knight, Claire Grant and Tracey Hibbert for their contribution to the development and implementation of the clinical model.



REFERENCES

 Agerbo, E., Trabjerg, B., Schork, A., Vilhjalmsson, B., Climent, C. A., Wray, N., et al. (2019). Absolute risk of major depression associated with the polygenic risk score for depression, parental socio-economic status and history of mental disorders: a Danish population-based study. Euro. Neuropsychopharmacol. 29, S87–S88.

 Barbee, M. (1996). Men's roles and their experience of depression. Art Ther. 13, 31–36. doi: 10.1080/07421656.1996.10759190

 Barkham, M., and Mellor-Clark, J. (2003). Bridging evidence-based practice and practice-based evidence: developing a rigorous and relevant knowledge for the psychological therapies. Clin. Psychol. Psychother. 10, 319–327. doi: 10.1002/cpp.379

 Beck, A. T., and Alford, B. A. (2009). Depression: Causes and Treatment. Philadelphia, PA: University of Pennsylvania Press.

 Blomdahl, C. (2017). Painting From Within-Developing and Evaluating a Manual-Based Art Therapy for Patients with Depression (Doctoral thesis). University of Gothenburg, Gothenburg, Sweden.

 Blomdahl, C., Gunnarsson, A. B., Guregård, S., and Björklund, A. (2013). A realist review of art therapy for clients with depression. Arts Psychother. 40, 322–330. doi: 10.1016/j.aip.2013.05.009

 Blomdahl, C., Gunnarsson, B. A., Guregård, S., Rusner, M., Wijk, H., and Björklund, A. (2016). Art therapy for patients with depression: expert opinions on its main aspects for clinical practice. J. Ment. Health 25, 527–535. doi: 10.1080/09638237.2016.1207226

 Blomdahl, C., Guregård, S., Rusner, M., and Wijk, H. (2018). A manual-based phenomenological art therapy for individuals diagnosed with moderate to severe depression (PATd): a randomized controlled study. Psychiatric Rehab. J. 41, 169–182. doi: 10.1037/prj0000300

 Bochner, A. P., and Ellis, C. (2003). An introduction to the arts and narrative research: art as inquiry. Qual. Inquiry 9, 506–514. doi: 10.1177/1077800403254394

 Bouchard, M.-A., Target, M., Lecours, S., Fonagy, P., Tremblay, L.-M., Schachter, A., et al. (2008). Mentalization in adult attachment narratives: reflective functioning, mental states, and affect elaboration compared. Psychoanal. Psychol. 25, 47–66. doi: 10.1037/0736-9735.25.1.47

 Carlson, T. D. (1997). Using art in narrative therapy: enhancing therapeutic possibilities. Am. J. Family Ther. 25, 271–283. doi: 10.1080/01926189708251072

 Case, C., and Dalley, T. (2014). The Handbook of Art Therapy. London: Routledge. doi: 10.4324/9781315779799

 Caspi, A., Houts, R. M., Belsky, D. W., Goldman-Mellor, S. J., Harrington, H., Israel, S., et al. (2014). The p factor: one general psychopathology factor in the structure of psychiatric disorders? Clin. Psychol. Sci. 2, 119–137. doi: 10.1177/2167702613497473

 Cattane, N., Rossi, R., Lanfredi, M., and Cattaneo, A. (2017). Borderline personality disorder and childhood trauma: exploring the affected biological systems and mechanisms. BMC Psychiatry 17:221. doi: 10.1186/s12888-017-1383-2

 Chandraiah, S., Ainlay Anand, S., and Avent, L. C. (2012). Efficacy of group art therapy on depressive symptoms in adult heterogeneous psychiatric outpatients. Art Ther. 29, 280–286. doi: 10.1080/07421656.2012.683739

 Chisholm, D., Sweeny, K., Sheehan, P., Rasmussen, B., Smit, F., Cuijpers, P., et al. (2016). Scaling-up treatment of depression and anxiety: a global return on investment analysis. Lancet Psychiatry 3, 415–424. doi: 10.1016/S2215-0366(16)30024-4

 Ciasca, E. C., Ferreira, R. C., Santana, C. L., Forlenza, O. V., dos Santos, G. D., Brum, P. S., et al. (2018). Art therapy as an adjuvant treatment for depression in elderly women: a randomized controlled trial. Braz. J. Psychiatry 40, 256–263. doi: 10.1590/1516-4446-2017-2250

 Craig, P., Dieppe, P., Macintyre, S., Michie, S., Nazareth, I., and Petticrew, M. (2008). Developing and evaluating complex interventions: the new medical research council guidance. BMJ 337:a1655. doi: 10.1136/bmj.a1655

 Cruz, M., Pincus, H. A., Harman, J., Reynolds, C. F., and Post, E. P. (2008). Barriers to care-seeking for depressed African Americans. Int. J. Psychiatry Med. 38, 71–80. doi: 10.2190/PM.38.1.g

 de Mola, C. L., Hartwig, F. P., Gonçalves, H., de Avila Quevedo, L., Pinheiro, R., Gigante, D. P., et al. (2016). Genomic ancestry and the social pathways leading to major depression in adulthood: the mediating effect of socioeconomic position and discrimination. BMC Psychiatry 16:308. doi: 10.1186/s12888-016-1015-2

 Fava, M., Rankin, M. A., Wright, E. C., Alpert, J. E., Nierenberg, A. A., Pava, J., et al. (2000). Anxiety disorders in major depression. Compr. Psychiatry 41, 97–102. doi: 10.1016/S0010-440X(00)90140-8

 Gabel, A., and Robb, M. (2017). (Re) considering psychological constructs: a thematic synthesis defining five therapeutic factors in group art therapy. Arts Psychother. 55, 126–135. doi: 10.1016/j.aip.2017.05.005

 Goldstein-Roca, S., and Crisafulli, T. (1994). Integrative creative arts therapy: a brief treatment model. Arts Psychotherapy 21, 219–222.

 Goodman, M., New, A., and Siever, L. (2004). Trauma, genes, and the neurobiology of personality disorders. Ann. N. Y. Acad. Sci. 1032, 104–116. doi: 10.1196/annals.1314.008

 Grant, S., Mayo-Wilson, E., Melendez-Torres, G., and Montgomery, P. (2013). Reporting quality of social and psychological intervention trials: a systematic review of reporting guidelines and trial publications. PLoS ONE 8:e65442. doi: 10.1371/journal.pone.0065442

 Gruber, H., and Oepen, R. (2018). Emotion regulation strategies and effects in art-making: a narrative synthesis. Arts Psychotherapy 59, 65–74. doi: 10.1016/j.aip.2017.12.006

 Haslam, S., Parsons, A., Omylinska-Thurston, J., Nair, K., Harlow, J., Lewis, J., et al. (2019). Arts for the Blues-a new creative psychological therapy for depression: a pilot workshop report. Persp. Public Health 139, 137–146. doi: 10.1177/1757913919826599

 Havsteen-Franklin, D. (2014). Consensus for using an arts-based response in art therapy. Int. J. Art Ther. 19, 107–113. doi: 10.1080/17454832.2014.968598

 Havsteen-Franklin, D., Jovanovic, N., Reed, N., Charles, M., and Lucas, C. (2017). Developing a shared language within arts psychotherapies: a personal construct psychology approach to understanding clinical change. Arts Psychother. 55, 103–110. doi: 10.1016/j.aip.2017.05.002

 Havsteen-Franklin, D., Maratos, A., Usiskin, M., and Heagney, M. (2016). Examining arts psychotherapies practice elements: early findings from the Horizons Project. Approaches 8, 50–62.

 ICD-11 - Mortality and Morbidity Statistics (2020). Retrieved from: https://icd.who.int/browse11/l-m/en#/http%3a%2f%2fid.who.int%2ficd%2fentity%2f1194756772 (accessed January 27, 2021).

 Ilali, E. S., Mokhtary, F., Mousavinasab, N., and Tirgari, A. H. (2018). Impact of art-based life review on depression symptoms among older adults. Art Therapy 35, 148–155. doi: 10.1080/07421656.2018.1531276

 Julian, D. A., Jones, A., and Deyo, D. (1995). Open systems evaluation and the logic model: program planning and evaluation tools. Eval. Program Plan. 18, 333–341. doi: 10.1016/0149-7189(95)00034-8

 Kazdin, A. E. (2019). Annual research review: expanding mental health services through novel models of intervention delivery. J. Child Psychol. Psychiatry 60, 455–472. doi: 10.1111/jcpp.12937

 Keeney, B. P. (1991). Improvisational Therapy: A Practical Guide for Creative Clinical Strategies. London; New York, NY: Guilford Press.

 Kelley, M. L., Heffer, R. W., Gresham, F. M., and Elliott, S. N. (1989). Development of a modified treatment evaluation inventory. J. Psychopathol. Behav. Assess. 11, 235–247. doi: 10.1007/BF00960495

 Lemma, A., Target, M., and Fonagy, P. (2011). The development of a brief psychodynamic intervention (dynamic interpersonal therapy) and its application to depression: a pilot study. Psychiatry 74, 41–48. doi: 10.1521/psyc.2011.74.1.41

 Levy, L. B., and O'Hara, M. W. (2010). Psychotherapeutic interventions for depressed, low-income women: a review of the literature. Clin. Psychol. Rev. 30, 934–950. doi: 10.1016/j.cpr.2010.06.006

 Lobb, M. S. (2003). “Therapeutic meeting as improvisational co-creation,” in The Art of Gestalt Therapy, eds M. S. Lobb and N. Amendt-Lyon (London: Springer).

 Lovell, K., Bower, P., Richards, D., Barkham, M., Sibbald, B., Roberts, C., et al. (2008). Developing guided self-help for depression using the Medical Research Council complex interventions framework: a description of the modelling phase and results of an exploratory randomised controlled trial. BMC Psychiatry 8:91. doi: 10.1186/1471-244X-8-91

 Löwe, B., Kroenke, K., Herzog, W., and Gräfe, K. (2004). Measuring depression outcome with a brief self-report instrument: sensitivity to change of the Patient Health Questionnaire (PHQ-9). J. Affect. Disord. 81, 61–66. doi: 10.1016/S0165-0327(03)00198-8

 Manea, L., Gilbody, S., and McMillan, D. (2012). Optimal cut-off score for diagnosing depression with the Patient Health Questionnaire (PHQ-9): a meta-analysis. CMAJ 184, E191–E196. doi: 10.1503/cmaj.110829

 McPherson, S. (2020). A NICE game of minecraft: philosophical flaws underpinning UK depression guideline nosology. Med. Humanit. 46, 162–165. doi: 10.1136/medhum-2019-011658

 Melartin, T. K., Rytsälä, H. J., Leskelä, U. S., Lestelä-Mielonen, P. S., Sokero, T. P., and Isometsä, E. T. (2002). Current comorbidity of psychiatric disorders among DSM-IV major depressive disorder patients in psychiatric care in the vantaa depression Study. J. Clin. Psychiatry 63, 126–134. doi: 10.4088/JCP.v63n0207

 Mohr, D. C., Ho, J., Duffecy, J., Baron, K. G., Lehman, K. A., Jin, L., et al. (2010). Perceived barriers to psychological treatments and their relationship to depression. J. Clin. Psychol. 66, 394–409. doi: 10.1002/jclp.20659

 NICE (2009). Overview. Depression in adults: Recognition and management. Guidance. NICE. Available online at: https://www.nice.org.uk/guidance/cg90 (accessed January 25, 2021)


 Paulus, M. P., and Stein, M. B. (2010). Interoception in anxiety and depression. Brain Struct. Funct. 214, 451–463. doi: 10.1007/s00429-010-0258-9

 Paykel, E. S., Brugha, T., and Fryers, T. (2005). Size and burden of depressive disorders in Europe. Eur. Neuropsychopharmacol. 15, 411–423. doi: 10.1016/j.euroneuro.2005.04.008

 Peña, A., Estrada, C. A., Soniat, D., Taylor, B., and Burton, M. (2012). Nominal group technique: a brainstorming tool for identifying areas to improve pain management in hospitalized patients. J. Hosp. Med. 7, 416–420. doi: 10.1002/jhm.1900

 Ponteri, A. K. (2001). The effect of group art therapy on depressed mothers and their children. Art Therapy 18, 148–157. doi: 10.1080/07421656.2001.10129729

 Rankin, N. M., McGregor, D., Butow, P. N., White, K., Phillips, J. L., Young, J. M., et al. (2016). Adapting the nominal group technique for priority setting of evidence-practice gaps in implementation science. BMC Med. Res. Methodol. 16:110. doi: 10.1186/s12874-016-0210-7

 Rao, A. S., Lemma, A., Fonagy, P., Sosnowska, M., Constantinou, M. P., Fijak-Koch, M., et al. (2019). Development of dynamic interpersonal therapy in complex care (DITCC): a pilot study. Psychoanal. Psychother. 33, 77–198. doi: 10.1080/02668734.2019.1622147

 Richards, D. A., Lankshear, A. J., Fletcher, J., Rogers, A., Barkham, M., Bower, P., et al. (2006). Developing a U.K. Protocol for collaborative care: a qualitative study. General Hosp. Psychiatry 28, 296–305. doi: 10.1016/j.genhosppsych.2006.03.005

 Rodriguez, B. F., Bruce, S. E., Pagano, M. E., and Keller, M. B. (2005). Relationships among psychosocial functioning, diagnostic comorbidity, and the recurrence of generalized anxiety disorder, panic disorder, and major depression. J. Anxiety Disord. 19, 752–766. doi: 10.1016/j.janxdis.2004.10.002

 Rutter, L. A., and Brown, T. A. (2017). Psychometric properties of the generalized anxiety disorder scale-7 (GAD-7) in outpatients with anxiety and mood disorders. J. Psychopathol. Behav. Assess. 39, 140–146. doi: 10.1007/s10862-016-9571-9

 Sansone, R. A., Wiederman, M. W., and Sansone, L. A. (2001). Adult somatic preoccupation and its relationship to childhood trauma. Violence Vict. 16, 39–47. doi: 10.1891/0886-6708.16.1.39

 Sarkar, C., Webster, C., and Gallacher, J. (2018). Residential greenness and prevalence of major depressive disorders: a cross-sectional, observational, associational study of 94 879 adult UK Biobank participants. Lancet Planet. Health 2, e162–e173. doi: 10.1016/S2542-5196(18)30051-2

 Saunders, R., Buckman, J. E. J., Cape, J., Fearon, P., Leibowitz, J., and Pilling, S. (2019). Trajectories of depression and anxiety symptom change during psychological therapy. J. Affect. Disord. 249, 327–335. doi: 10.1016/j.jad.2019.02.043

 Schore, A. N. (2001). The effects of early relational trauma on right brain development, affect regulation, and infant mental health. Infant Mental Health J. 22, 201–269. doi: 10.1002/1097-0355(200101/04)22:1<201::AID-IMHJ8>3.0.CO;2-9

 Shahsavari, H., Matourypour, P., Ghiyasvandian, S., and Nejad, M. R. G. (2020). Medical research council framework for development and evaluation of complex interventions: a comprehensive guidance. J. Educ. Health Promot. 9:88. doi: 10.4103/jehp.jehp_649_19

 Sim, K., Mahendran, R., Siris, S. G., Heckers, S., and Chong, S. A. (2004). Subjective quality of life in first episode schizophrenia spectrum disorders with comorbid depression. Psychiatry Res. 129, 141–147. doi: 10.1016/j.psychres.2004.07.007

 Steward, B. (2001). Using nominal group technique to explore competence in occupational therapy and physiotherapy students during first-year placements. Br. J. Occup. Therapy 64, 298–304. doi: 10.1177/030802260106400606

 Sullivan, P. F., Neale, M. C., and Kendler, K. S. (2000). Genetic epidemiology of major depression: review and meta-analysis. Am. J. Psychiatry 157, 1552–1562. doi: 10.1176/appi.ajp.157.10.1552

 Thyme, K., Sundin, E. C., Stahlberg, G., Lindstrom, B., Eklof, H., and Wiberg, B. (2007). The outcome of short-term psychodynamic art therapy compared to short-term psychodynamic verbal therapy for depressed women. Psychoanal. Psychother. 21, 250–264. doi: 10.1080/02668730701535610

 Titzler, I., Saruhanjan, K., Berking, M., Riper, H., and Ebert, D. D. (2018). Barriers and facilitators for the implementation of blended psychotherapy for depression: a qualitative pilot study of therapists' perspective. Internet Interven. 12, 150–164. doi: 10.1016/j.invent.2018.01.002

 Trombetta, R. (2007). Art therapy, men and the expressivity gap. Art Therapy 24, 29–32. doi: 10.1080/07421656.2007.10129362

 Uttley, L., Scope, A., Stevenson, M., Rawdin, A., Buck, E. T., Sutton, A., et al. (2015a). Systematic review and economic modelling of the clinical effectiveness and cost-effectiveness of art therapy among people with non-psychotic mental health disorders. Health Technol. Assess. 19, 1–20. doi: 10.3310/hta19180

 Uttley, L., Stevenson, M., Scope, A., Rawdin, A., and Sutton, A. (2015b). The clinical and cost effectiveness of group art therapy for people with non-psychotic mental health disorders: a systematic review and cost-effectiveness analysis. BMC Psychiatry 15:151. doi: 10.1186/s12888-015-0528-4


 Van de Ven, A. H., and Delbecq, A. L. (1972). The nominal group as a research instrument for exploratory health studies. Am. J. Public Health 62, 337–342. doi: 10.2105/AJPH.62.3.337


 World Health Organization (1993). The ICD-10 Classification of Mental and Behavioural Disorders: Diagnostic Criteria for Research, Vol. 2. Geneva: World Health Organization.

 Yehuda, R., Schmeidler, J., Elkin, A., Wilson, S., Siever, L., Binder-Brynes, K., et al. (1998). “Phenomenology and psychobiology of the intergenerational response to trauma,” in International Handbook of Multigenerational Legacies of Trauma, ed Y. Danieli (Boston, MA: Springer), 639–655. doi: 10.1007/978-1-4757-5567-1_38

 Zlotnick, C., Kohn, R., Keitner, G., and Della Grotta, S. A. (2000). The relationship between quality of interpersonal relationships and major depressive disorder: findings from the National Comorbidity Survey. J. Affect. Disord. 59, 205–215. doi: 10.1016/S0165-0327(99)00153-6

 Zubala, A., and Karkou, V. (2018). Arts Therapies in the Treatment of Depression. London: Routledge. doi: 10.4324/9781315454412

 Zubala, A., MacIntyre, D. J., Gleeson, N., and Karkou, V. (2013). Description of arts therapies practice with adults suffering from depression in the UK: quantitative results from the nationwide survey. Arts Psychotherapy 40, 458–464. doi: 10.1016/j.aip.2013.09.003

 Zubala, A., MacIntyre, D. J., and Karkou, V. (2014). Art psychotherapy practice with adults who suffer from depression in the UK: qualitative findings from a depression-specific questionnaire. Arts Psychother. 41, 563–569. doi: 10.1016/j.aip.2014.10.007

 Zubala, A., MacIntyre, D. J., and Karkou, V. (2017). Evaluation of a brief art psychotherapy group for adults suffering from mild to moderate depression: pilot pre, post and follow-up study. Int. J. Art Therapy 2, 106–117. doi: 10.1080/17454832.2016.1250797

Conflict of Interest: The authors declare that the research was conducted in the absence of any commercial or financial relationships that could be construed as a potential conflict of interest.

Copyright © 2021 Havsteen-Franklin, Oley, Sellors and Eagles. This is an open-access article distributed under the terms of the Creative Commons Attribution License (CC BY). The use, distribution or reproduction in other forums is permitted, provided the original author(s) and the copyright owner(s) are credited and that the original publication in this journal is cited, in accordance with accepted academic practice. No use, distribution or reproduction is permitted which does not comply with these terms.












	
	MINI REVIEW
published: 18 February 2021
doi: 10.3389/fpsyg.2021.619936






[image: image2]

The Potential Benefits of Dance Movement Therapy in Improving Couple Relations of Individuals Diagnosed With Autism Spectrum Disorder—A Review

Einat Shuper Engelhard1,2*† and Maya Vulcan1,2†


1Faculty of Humanities and Social Sciences, Graduate School of Creative Art Therapies, Kibbutzim College of Education, Tel Aviv, Israel

2Faculty of Social Welfare and Health Sciences, Graduate School of Creative Art Therapies, Emili Sagol Creative Arts Therapies Research Center, University of Haifa, Haifa, Israel

Edited by:
Vicky Karkou, Edge Hill University, United Kingdom

Reviewed by:
Rory Allen, Goldsmiths University of London, United Kingdom
 Ceymi Doenyas, Koç University, Turkey

*Correspondence: Einat Shuper Engelhard, Einat.Shuper@gmail.com

†These authors have contributed equally to this work

Specialty section: This article was submitted to Psychology for Clinical Settings, a section of the journal Frontiers in Psychology

Received: 21 October 2020
 Accepted: 07 January 2021
 Published: 18 February 2021

Citation: Shuper Engelhard E and Vulcan M (2021) The Potential Benefits of Dance Movement Therapy in Improving Couple Relations of Individuals Diagnosed With Autism Spectrum Disorder—A Review. Front. Psychol. 12:619936. doi: 10.3389/fpsyg.2021.619936



A review of current literature indicates that adults diagnosed with autism spectrum disorder (ASD) feel the need for intimate and sexual relationships and maintain such relationships despite and alongside their difficulties in emotional communication, social interactions, reciprocity, and verbal and non-verbal expression. This understanding calls for the development of intervention programs designed to support the specific needs and address the problems of couples where one partner is diagnosed with ASD. In view of the relevance and significant part played by body and movement in emotional development and psychotherapy, the present article offers a review of studies examining the contribution of dance movement therapy to both the quality of life and functioning of adults with ASD and therapeutic processes in couple therapy. This review aims to establish an infrastructure for the construction of intervention programs and for future studies designed to enhance the quality of life and independence of adults with ASD.
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The development of adult intimate relationships and the transition into couplehood are part of most people's life cycles, but these transitions become very challenging for individuals diagnosed with autism spectrum disorder (ASD) in as much as social interactions, emotional communication, and reciprocity, which are essential for interpersonal relationships (Le et al., 2010), are made more difficult due to the condition itself (Orsmond et al., 2004).

Research on couple therapy for adults diagnosed with ASD is in its infancy, and the core issues of the studies relate to the need for a better understanding of the unique aspects of intimacy and sexuality for these clients. Studies have examined the prevalence of marital relationships, reporting that 16% of individuals diagnosed with ASD get married (Tani et al., 2012). However, the specific difficulties entailed in the condition are an obstacle to the maintenance of a steady, long-term relationship, and significant support is needed to assist the development of these relationships and, in particular, in preserving them (Seltzer et al., 2004; Schöttle et al., 2017; Strunz et al., 2017; Dembosky, 2020).

Current research also explores the experience of typically developed (TD) individuals who are married to partners with ASD. Women married to partners with ASD describe their subjective experience of struggling and loneliness, which all-too-often lead to crises after marriage (Deguchi and Asakura, 2018), and the most problematic areas involve issues of affective communication, problem-solving communication, and quarreling (Roy and Dillo, 2017). Another complexity entailed in these relationships relates to the existence of social stigmas that partners may experience (Naoko et al., 2020).

A recent study which examined the perceptions of adults with and without ASD regarding intimacy found that, among the two groups, intimacy included communication, sharing and similarity, respect and safety for self and other, and working on the relationship. Barriers for both groups included intra- and interpersonal conflicts; participants with ASD specifically highlighted uncertainty about relationships and communication, feeling that they did not have the required knowledge and skills. These findings suggest that individuals with ASD and TD individuals have similar notions of intimacy, yet they have different challenges in experiencing it (Sala et al., 2020).

An additional study (Cheak-Zamora et al., 2019) explored the sex and relationship experiences of 27 adults with ASD. The study found that the participants craved a relationship, but only few reported having partners. Among those that did, their actual relationships rarely met ideals. All of the participants expressed the need for tutoring and coaching that cover basic intimacy topics. These studies point to gaps between the desired and the actual life in the realm of intimacy and sexuality for adults with ASD. This gap highlights the need for further studies which would examine specifically tailored intervention programs intended to provide support for marital and sexual issues with this client population.

In spite of the recognition of the particular difficulties described above, the literature survey indicated that there is a distinctive lack of empirical studies that examine interventions for improving couple relationships in individuals with ASD. It is possible that one of the reasons for this lack is the fundamental question as to the efficacy of exclusively verbal work (Koegel et al., 2009; Anderberg et al., 2017) in as much as the clients' communication issues may pose significant problems for reciprocal verbal engagement and emotional reciprocity (Naber et al., 2008; Baron-Cohen, 2010; Eigsti et al., 2011; Vulcan, 2016).

At this point, in view of these lacunae, the manifested need at the clinical level, and the critical role of the body in understanding the complexity of an adult with ASD, we propose to take a step toward addressing these issues by offering a review of studies examining the advantages of dance movement therapy (DMT) to both the quality of life of adults with ASD and processes of couple therapy.We suggest that a specific focus on these two lines of research into ostensibly different “bodies of knowledge,” as offered in this review, constitutes a step toward a research protocol and effective clinical interventions that would support the formation and maintenance of intimate relationships of adults with ASD.

This review was conducted in accordance with the PRISMA Checklist (PRISMA, 2015). The following three criteria were used to select the research studies for this review: (a) use of specific key terms (“DMT,” “Couple Therapy”, “Autism Spectrum Disorder,” “Asperger's Disorder/syndrome,” and “Pervasive Developmental Disorder”); (b) publications in international evidence-based English academic journals between 1980 and 2020, and (c) adult individuals identified as having ASD, Asperger's, or pervasive developmental disorder who were involved in DMT and adult individuals in a romantic relationship who took part in DMT-C. The following electronic databases were used to conduct this research study: Medline, Pubmed, Cinahl, and Springer Link.


ASD AND DMT

DMT is based on the assumption that pre-verbal, pre-mentalized bodily memories play an important role in relationships and influence our intimate experience (Shuper Engelhard, 2019b,c,d,e). DMT fosters embodied experiences through body-based interventions and movement, and words are used to increase self-recognition, self-other distinction, and self-awareness on a bodily level, which positively influence social understanding (Fuchs and Koch, 2014; Koch et al., 2015). Moreover, it has been shown that moving between actions or inner felt experiences and their verbal expressions and practicing these transitions increase the ability to communicate feelings, needs, and emotions (Devereaux, 2012).

DMT interventions include various types of non-verbal mirroring, reflection, use of rhythm, regulatory movement, and movement synchrony–all of which are broadly aimed at helping the client practice relationship skills to attain bodily attunement and empathy and to get acquainted with feelings and needs through the experience of synchronization (McGarry and Russo, 2011; Behrends et al., 2012).

Through the body, DMT addresses issues of emotion and cognition, applying empathic reflection via mirroring of the client's movements in order to form a relationship and enhance emotional understanding of self and other. The assumption underlying this therapeutic modality is that these basic, non-verbal interactions, within the safe and secure clinical setting, serve as a bridge for the formation of relationships and for the enhancement of communicative functioning in relationships outside the clinic in day-to-day context (Baron-Cohen and Wheelwright, 2004).

Studies examining the contribution of DMT with adults diagnosed with ASD have found that their ability to synchronize in open and free movement is limited compared to TD but not completely impaired, and researchers recommend using these tools to develop the social skills of empathic tendency, emotional recognition, and affective engagement (Brezis et al., 2017). Studies, respectively, show that the practice of mirroring, synchronization, rhythm, and reciprocity in movement contributes to social involvement, body awareness (DeJesus et al., 2020), emotional engagement, rapport, and intersubjective communication (Delafield-Butt et al., 2020), emotional empathy (Mastrominico et al., 2018), and the expression of emotions (Takahashi et al., 2019). Several studies in the field describe the effect of 1-h intervention per 6 weeks on regulation, imitation, and interaction (Mateos-Moreno and Atencia-Doña, 2013), for 7 weeks on improvement in psychological well-being, body awareness, self-other awareness, and social skills (Koch et al., 2015), for 8 weeks on the ability to form relationships (Edwards, 2015), and for 10 weeks on emotional expression (Hildebrandt et al., 2016), body image (Koch et al., 2016), and cognitive empathy (Koehne et al., 2016b). The interventions in all these studies are based on movement reflection, followed by a verbal discourse that allows the experience to be processed and communicated from the body to the here-and-now. The researchers in all of these studies emphasize the contribution of the practice of empathy in movement (through synchronizing and joining others) to emotional and social understanding (Table 1).


Table 1. Adults diagnosed with autism spectrum disorder and dance movement therapy.
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Following this, our review aims to examine the theoretical basis for a DMT model that could hopefully assist adults with ASD in their intimate romantic relationships by enhancing satisfaction, working toward stabilizing the partnership, and extending its duration.



DMT FOR COUPLES

DMT for couples (DMT-C) focuses on body sensations and movement and lays the ground for symbolic discourse, insight, and processing of psychic materials that influence the couple's relationship (Wagner and Hurst, 2018). The majority of the literature on the subject is based on case studies offering movement experiences combined with verbal discourse during the couple therapy session (Table 2).


Table 2. Dance movement therapy for couples.
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Research in the field of DMT-C found that the experience of expressive movement, synchronization, and mutual attunement through movement had a positive impact on the perceived relationships, an increase of kinesthetic empathy, and an improvement of the participants' ability to attune in relation to their partners' needs (Kim et al., 2013). These skills are precisely those so essential in couple relationships (Le et al., 2010), which may be complex and difficult for adults diagnosed with ASD (Orsmond et al., 2004). Another study found that the imitation of a personal choreography, movement synchronization, and collaboration in resolving incidents of non-synchronization of movement resulted in higher marital satisfaction, more secure attachment, and higher empathy in the relationship (Pietrzak et al., 2017). Furthermore, couples reported experiences of movement with their hands (Wagner and Hurst, 2018), being led in space by their partner (Polo, 2010), mirroring and imitating movement (DeBoer, 2006; Patterson et al., 2012; Lacson, 2020), raised awareness of emotional content from the couples' daily lives, and the ability to understand the emotional needs of the partner. The interventions in the various studies range from 8 h (Kim et al., 2013) of practice to 12 h (Hawkes, 2003; Pietrzak et al., 2017) as similarly described above in DMT interventions with adults diagnosed with ASD.

In a recent research project, nine couples with TD participated in 12 sessions of DMT-C (Shuper Engelhard, 2018, 2019a,b,c,d,e; Shuper Engelhard and Vulcan, 2018; Vulcan and Shuper Engelhard, 2019). A total of 126 h of therapy were transcribed and coded. The session began with an invitation to observe the “spontaneous joint movement” (for example, the couple was invited to walk around the room while observing their personal pace and their dyadic pace). As the session continued, the “spontaneous joint movement” was expanded (for example, through the examination of different rhythms). This expansion was designed to meet diverse feelings and emotions evoked through different movement patterns of the partners. The following phase in the session included the “mirroring of movement,” where each partner was invited to move like his/her partner. After each experience of movement, the therapist asked the couple to practice an inner observation of feelings, emotions, memories, and images that emerge after the movement experience. At the end of the session, the couple was invited to share with each other their movement experience in words.

This study found that the participants learned new verbal and non-verbal communication skills, and as a result, they experienced a sense of improved intimacy, and their relationship became more enjoyable. It was also found that the shared body experience helped the partners to increase mutual engagement, responsiveness, and attentiveness (Shuper Engelhard, 2019c). They each learned about the needs of the other, including which bodily experiences bring about a sense of security in the relationship (Shuper Engelhard, 2019d).

In all the studies described, the couples were without any formal diagnosis, except for a single study involving couples with borderline personality disorder (Pietrzak et al., 2017). The review did not find any studies on DMT for adults diagnosed with ASD who are involved in a romantic relationship. All of the interventions offered for DMT with couples are similar to the type of interventions recommended for adults diagnosed with ASD (e.g., synchronization, mirroring, imitation, etc.) in order to enhance social skills and the ability to recognize the other's emotional expression and feelings. Moreover, both studies in DMT-C and studies of DMT for adults diagnosed with ASD suggest the combination of sensory and kinesthetic experience with verbal processing. In couple therapy, the partners reported that their communication improves as the somatic and kinetic information is translated into verbal discourse (Vulcan and Shuper Engelhard, 2019). This is compatible with Bird and Viding's model of empathy (Bird and Viding, 2014; Fletcher-Watson and Bird, 2020), as the contribution of verbalization of the sensory experiences among adults diagnosed with ASD (Hildebrandt et al., 2016) is important to the development of emotional cognition that should be based on learning the connections between emotional action and emotional experience (i.e., identifying the emotion through its expression). These insights reinforce the importance of an intervention that focuses on identifying the other's body gestures as a way to bring about more satisfying communication in the relationship.



DMT-C FOR ASD

We aim to offer this review as a springboard for the development of effective intervention models, which would enhance the ability of adults with ASD to form intimate relations. Further research that can validate the use of DMT-C for ASD is warranted, but based on this review, we would recommend a research plan which, we believe, is likely to generate important and novel clinical information and help to reduce social isolation in adults with ASD. The proposed intervention protocol focuses on mirroring, synchronization, and mutual coordination. A DMT-C session for ASD should consist of a warm-up phase, followed by movement experiences and a closing verbal part. This protocol should take place for at least 6 weeks, with two 1-h sessions each week, as all of these were found to contribute to both couple therapy and interventions for adults with ASD. In this proposed study, the efficacy of DMT-C with ASD will be examined by using an RCT model comparing three groups of couples: two intervention groups [DMT-C, verbal therapy (VT), and a delayed DMT-C group (DG)]. The comparison of the intervention protocol will help determine the unique contribution of each treatment modality to improvements in the subjects' capacity for communication, intimacy, and reflective functioning, whereas the comparison of each modality with the DG is aimed to verify improvement beyond natural maturation.

Moreover, literature on music therapy and ASD is continuously growing (Thompson and Elefant, 2019; Epstein et al., 2020; Nielsen and Holck, 2020), and the benefits of DMT may partly be due to the therapeutic effects of music by itself. Perhaps future research could incorporate an experimental design in which DMT-C could be compared with a control group exposed to the same music but without the dance element to determine the effect of dance on its own. Additionally, we would propose DMT as an appropriate intervention designed to raise emotional awareness and social skills and believe that a suitable manualized intervention is likely to be helpful in developing programs for community interventions tailored to the needs of people diagnosed with ASD. By working on the quality of intersubjective communication through DMT, we expect to see an improvement of the quality of the couples' relationship, of the duration of the relationship, and in the partners' satisfaction with each other.



DISCUSSION

Drawing on a number of empirical studies, the aim of this review was to create a comprehensive picture of current research addressing the issues of couple relationships where one partner is diagnosed with ASD in order to understand the potential contribution of DMT in these cases. The survey suggests that DMT-C can contribute to synchronization, adjustment, and familiarity between the partners and that this form of support may be beneficial in terms of the relationship and help the partners cope with the difficulties entailed in ASD.

Both DMT interventions with adults diagnosed with ASD and DMT-C were found to be a valuable mode of supporting interpersonal communication and empathy through movement experiences and may thus be constructively combined to help adults with ASD in engaging with and maintaining intimate relations. The review shows that bodily mirroring has been extensively referenced in the context of working with clients diagnosed with ASD (Baron-Cohen, 2004; McGarry and Russo, 2011; Koehne et al., 2016b; Feniger-Schaal et al., 2018) in order to support social skills and emotional awareness.

As described previously, this is also precisely what is practiced in DMT-C when there is a disruption or difficulty in using these mechanisms. The ability to identify with one's emotion, alongside the establishment of a distinction between the needs and feelings of each one of the partners (Siegel, 2012, p. 6), is the basis for intimate relations, symbolizing the extent of the couple's closeness and the freedom to express the self fully in the relationship while enabling the partner to possess a separate self (Lerner, 2017).

This review emphasizes that heightened emotional awareness is achieved through the transition from awareness of bodily experiences to their verbalization within the DMT session. The articles reviewed emphasize that DMT, which draws attention to the bodily experience and sensations, is helpful for individuals who find it difficult to reflect verbally on their emotions, thoughts, and feelings (Shuper Engelhard, 2019e). It is important to understand the uniqueness of movement for the processing of embodied knowledge as described by Koch et al. (2015, p. 2): “the mind is not hidden but directly expressed in other persons' embodied actions' from the earliest days of infancy.” This understanding, alongside the translation of physical and emotional experiences into verbal discourse in order to improve and support intimate relationships, will aid in the development of intervention programs for adults diagnosed with ASD.



CONCLUSIONS

The benefits of integrating movement into couple therapy and into emotional therapy for individuals with ASD are gaining more recognition and scope in research and clinical practice. This review indicates that DMT may contribute to the well-being and quality of day-to-day lives of adults with ASD. The ability to identify and express bodily sensations and to relate them to emotions may assist the partners in forming and maintaining adult intimate and sexual encounters, identifying and communicating needs, and feeling understood and loved by another. Moreover, understanding the role of the body and its movement in therapy when emotional discourse is limited can help formulate unique intervention programs for adults diagnosed with ASD as DMT can assist in improving communication and intimacy which may later lead to a higher degree of autonomy when one of the partners is diagnosed with ASD. By offering this literature review, we hope to make a contribution to a better quality of life for adults with ASD by helping them to overcome isolation and engage in meaningful and enjoyable familial and social interactions. The implications of the review will hopefully encourage researchers to take these insights further in future research.
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Concretization is a concept that has different meanings in different psychological theories and varying manifestations in different psychotherapies. In psychodrama, much of the available information on concretization draws on J. L. Moreno’s initial conceptualization, descriptive case studies, and interpretations in the various approaches. However, concretization has not been empirically studied as a concept or as a therapeutic mechanism of change. Therefore, the purpose of this qualitative study was to generate an empirically based conceptualization and operationalization of concretization as well as to identify its clinical benefits in psychodrama. To this end, semistructured in-depth interviews were conducted with seven experienced psychodrama therapists. Using a grounded theory approach for the data analysis, the model that emerged consists of three pathways toward concretization: realistic concretization, symbolic concretization, and integrated concretization. The findings suggest a sequential multistep operation that can be linear or nonlinear, depending on the protagonist’s need. The findings also underscore four benefits of concretization as a mechanism of change in psychodrama: reducing the ambiguity of the problem, externalizing the protagonist’s problem, enhancing the therapist-protagonist therapeutic bond, and bypassing the protagonist’s defense mechanisms. The model is discussed in light of the findings and the literature, and future directions are suggested.

Keywords: psychodrama, mechanism of change, change factors, psychotherapy, concretization, therapeutic factors


INTRODUCTION

Psychodrama is an experiential psychotherapy in which guided role-play is used to gain insights and work on personal and interpersonal problems and possible solutions (Orkibi and Feniger-Schaal, 2019). One of the key core mechanisms of change in psychodrama is concretization, which so far has not been empirically studied. Therefore, the purpose of this qualitative study was to generate an empirically based conceptualization and operationalization of concretization as well as to identify its clinical benefits. The term concretization comes from the verb to “concretize” that means “to make something concrete, specific, or definite” (Concretize, 2020). Concretization has appeared in various psychological theories over the years. Some scholars have used the term concretization explicitly, though without necessarily providing a definition, while others have alluded to its meaning without explicitly using the term. The next section presents several examples of the diverse uses of the term and the resulting variations of meaning.


Concretization in Psychological Theories

To the best of our knowledge, while Sigmund Freud did not use the term concretization explicitly, the fundamental meaning of the term is implied in Freud’s psychoanalytic theory. First, Freud’s theory of the human psyche (i.e., personality) is conceptualized as having a tripartite structural system consisting of the superego, the ego, and the id. This structural system can be seen as another example of Freud’s use of concretization to differentiate between parts of the client’s intangible psyche (Freud, 2018). Second, in practice, when a client’s suppressed emotions are unconsciously displaced onto the therapist (or vice versa), transferential content takes on the concrete and specific form of the “here and now” in the therapeutic relationship (Freud, 2018).

Another example can be found in the work of Milton Erickson, who used metaphorical stories as indirect pathways to his clients’ psyche (Erickson and Havens, 1996). According to Erickson, access to clients’ repressed psyche material requires a vehicle that can bypass ordinary verbal communication. Metaphorical stories not only are rich in information and elements but also enable the client to express a mental event in a distant and reserved way that ordinary words cannot. Thus, a metaphorical story can be seen as a concretization of abstract material from the client’s psyche that can be identified and analyzed with the therapist (Erickson and Havens, 1996).

In contrast, Piaget (1974) explicitly used the term “Concrete Operations” to explain the third stage in his theory of cognitive development. This stage takes place between the ages of 7 and 11 years and is characterized by the development of organized and rational thinking. In this stage, children can only apply logic to physical objects (hence “concrete operational”), and they are typically not yet able to think abstractly or hypothetically. Thus, Piaget used the term “concrete” to describe a child’s basic ability to analyze a tangible reality that is physically given. Along these lines, concretization in psychodrama may possibly enable the client to gain action insights into an abstract inner experience.



Concretization in Psychotherapies

The concept of concretization has also been integrated into certain psychotherapy methods and has acquired various meanings and forms. The following section presents examples of concretization in other forms of psychotherapy.

Emotion-focused therapy (EFT) is an empirically supported treatment approach that focuses on deep emotional processing, including increased emotional awareness and regulation, as well as the transformation of maladaptive emotional responses to personal and interpersonal issues, such as the blockage of emotional experience and expression (Greenberg and Watson, 2006). Two central procedures that have been used in the EFT facilitate concretization. One is the “empty chair dialogue” for unfinished business and negative feelings toward a significant other. The other is the “two-chair dialogue” when one aspect of the self is in opposition to another aspect (Greenberg, 2015). Note that the use of a chair in therapy was borrowed from psychodrama and Gestalt (Moreno and Fox, 1987, p. 131).

Cognitive behavioral therapy (CBT) is a structured, short-term, present-oriented psychotherapy directed toward solving current problems and modifying dysfunctional thinking that produces an improvement in mood and behavior (Beck, 2011, p. 2). CBT includes several techniques for self-monitoring to transform inner automatic thoughts and feelings into overt and external ones (at the core of behavior patterns) and to differentiate the person from their feelings and thoughts. In this sense, the separation and the flexibility of the relationship between clients and their thoughts and feelings are made possible by the process of concretization using the tangible written documentation of inner cognitions and emotions (Beck, 2011).

Narrative therapy is based on separating clients from their problems and thereby replacing a dominant problem-saturated narrative with an alternative narrative (White and Epston, 1990). Allowing clients to externalize their problems rather than internalize them gives the client a new perspective on the problem while identifying new positive facts that have been engulfed by the overall negative experience. Externalization of problems enables clients to create a multidimensional dialogue on their issues and re-author their narrative (White and Epston, 1990).

In the creative arts therapies, Blatner (1991) suggested that to concretize means “to change an abstract statement into something more concrete, which can be perceived by looking at a particular situation or by a physical experience of the emotion associated with that situation” (p. 406). Creative arts therapies can gradually bring up abstract themes and present them more tangibly in various ways, such as through the use of colors, shapes, and composition in Art Therapy, the embodied use of dramatic action in Psychodrama/Drama Therapy, the use of physical movement, posture, and gesture in Dance Movement Therapy, the use of sound, voice, and playing instruments in Music Therapy, and the use of written expression in Bibliotherapy. This may enable clients to experience their subconscious dynamics more colorfully and concretely while providing access to pre-verbal experiences. Clients’ external observation of their internal experience may increase their ability to reflect on and analyze themselves as well as receive feedback from the therapist and members in group therapy (Blatner, 1996).

Overall, as in psychological theories, different approaches to treatment also apply different definitions of the term concretization. One of the commonalities across these methods is the need for specificity to create a concrete separation – physically or mentally – between the client and his or her problem.



Concretization in Psychodrama

The following section describes various conceptualizations and applications of concretization in the psychodrama literature. Jacob Levy Moreno, the creator of psychodrama, defined and explained concretization in psychodrama theory and practice. At the theoretical level, Moreno viewed group therapy and sociodrama as methods that make it possible to concretize daily situations and social phenomena from a human experience (Moreno and Fox, 1987, pp. 7, 18–19). On a practical level, Moreno addressed concretization in the different phases of treatment through the creation of the “here and now.” According to Moreno, this dimension is part of the “surplus reality,” i.e., a dramatic reality that is the subjective extension of the client’s everyday reality, where the client’s inner feelings and thoughts can become present, visible, and tangible. Moreno suggested that “one of the basic instruments in constructing a client’s psychodramatic world is that of the auxiliary ego, which is the representation of absentee individuals, delusions, hallucinations, symbols, ideals, animals, and objects. They make the protagonist’s world real, concrete, and tangible” (p. 9; emphasis added). In addition, Moreno referred to a range of ways to help clients explore intrapersonal and interpersonal issues and make them concrete, tangible, and external, including role-playing, auxiliary ego, and the drawing of a social atom map (Moreno and Fox, 1987).

Therefore, concretization lies at the heart of psychodrama. In fact, on the psychodrama stage, the therapist offers the clients ways to represent their overt and covert life (Farmer, 1995). The therapist, together with the client, can give physical expression to real things from the client’s life, such as objects, characters, places, and times. Similarly, a physical expression can be given to abstract things from the client’s life, such as feelings and thoughts, for example, by concretizing the experience of feeling trapped, burdened, suffocated, or oppressed by something. As highlighted by Farmer (1995), “Through the director’s exploitation of metaphor, anything can represent anything else, and by a process termed “concretization,” ideas or images may be put into spatial dimensions in the form of objects or people on the stage” (pp. 14–15).

Holmes (2015) explained that through the lens of attachment theory (Bowlby, 1988), internalized object relationships can be vividly externalized in two main ways. One is in the client-therapist transferential relationship and the other is on the psychodrama stage when childhood scenes are enacted. Such concretizations of the original dyadic relationship can help explore their effects on the client’s adult relationships in the here and now (Holmes, 2015, p. xviii).

Blatner (2000) defined concretization in psychodrama as a work that helps the protagonists to convert their abstract statements and metaphors into specific life scenes (Blatner, 2000, p. 238). Blatner also points out two main forms of concretization. One involves transforming a general issue that the protagonist experiences (e.g., “conflict with authorities”) into specific scenes on the stage of psychodrama (e.g., a conflict with the boss). The second involves converting metaphors that arise in therapy (e.g., “I feel trapped”) into a tangible enacted reality on the stage (e.g., auxiliary egos enact a barrier around the protagonist; pp. 238–239).

According to Vander May (1981), who mainly wrote about individual psychodrama, “concretization is the process of making visible those invisible and often elusive qualities of the dynamic interflow that occurs between an individual and other people, animals, objects, and one’s self. It brings to life ideas, feelings, and concepts by giving them substance” (p. 35). Vander May explains that concretization is often useful in situations where the client tends to intellectualize and where the therapist’s role is divided into two stages. First, the therapist must listen attentively to the client’s words, identify and translate them (the verbal and nonverbal information) into an image. In the process of choosing the path to concretization, the therapist must consider many factors, such as height, size, location, sound, color, light, texture, temperature, body language, and symbolic language. Then, the therapist can move to the second stage using a role-playing technique and inviting the client’s image to become real on stage.

Fonseca (2004) introduced “the concretion technique of sensations and feelings …. [that] happens through body postures or through the placement and pressure of the client’s hands over regions of his own body” (p. 79). Concretization is central to psychodrama because it facilitates the client’s identification of various facets of personality. The self-observation of the client on frequently repressed facets is the result of a joint effort by the therapist and the client to concretize the same internal material. This joint effort includes analysis of the client’s body language and verbal messages that together reveal conscious and unconscious material (Fonseca, 2004).

According to Kellermann (1996), “‘concretization’ may play a part both in the onset, and in the removal of somatoform symptoms” (p. 149).1 Kellermann emphasizes the complexity of using the concretization technique in treating clients with somatic disorders and the damage that can be done in case of misidentification of the psychosomatic process in the psychodrama treatment and miscomprehension of the influence between the client’s mind and body. The therapist must be aware that incorrect guidance using concretization of inner blocked parts of the client’s psyche may worsen the client’s physical symptoms (Kellermann, 1996). The dialogue that the client maintains with these inner blocked parts must be pursued with caution, the required moderation, and by providing a sense of control to the client. One of the main purposes of Kellermann’s remark is to assist the therapist when dealing with uncertainty with respect to the content that may arise during clients’ concretization, the choice of their representation, and the manner in which clients cope with them. The use of concretization in psychodrama makes it possible to expand clients’ control and understanding of these inner parts of their psyche, without increasing their sense of powerlessness as regard these inner parts (Kellermann, 1996).

In summary, the different psychodrama approaches to concretization reflect differences in applications and definitions of the term. Some view concretization as a technique and others as a dynamic therapeutic process. In most approaches, concretization is an inseparable part of psychodrama theory and practice, which enables the client to access internal materials (some abstract and unconscious) and to transform them into external parts that have a real form on the therapeutic stage. Through the therapist’s use of concretization, clients can observe and expand their perceptions of personal and interpersonal issues. Given the relatively broad interpretation of the term concretization, it is difficult to suggest a single (operational or conceptual) definition of the term, and to the best of our knowledge, there is paucity of case studies and clinical studies that have focused on the effects of concretization in the therapeutic process and their expression.



Purpose of This Study

Given the lack of empirical studies on concretization in psychodrama, the overarching purpose of this qualitative study was to generate an empirically based conceptualization and operationalization of concretization. The findings can provide valuable information not only for clinicians but also for future experimental studies where concretization can be operationalized and its impact as a specific therapeutic mechanism can be tested. This study specifically aimed to (1) generate a conceptualization of concretization in psychodrama, (2) generate an operational definition for future experimental studies, and (3) contribute to a better understanding of the therapeutic effects of concretization as perceived by seasoned psychodrama therapists. Accordingly, the research questions were: (1) how is concretization conceptualized and implemented by seasoned psychodramatists in their practice? (2) how do they perceive the therapeutic value of concretization? and (3) in what ways is it possible to operationalize concretization for future experiments?




MATERIALS AND METHODS

This qualitative study implemented the constructivist grounded theory method (Charmaz, 2015), which was chosen given the lack of empirical studies on concretization in the psychodrama literature, for “grounded theory is well known as a method that can be employed where existing theories or areas of research are under-defined or patchy” (Tweed and Charmaz, 2012, p. 134). In addition, researchers recommend that qualitative definitional and descriptive research in psychotherapy should precede quantitative outcome research reasoning: “it is always good to know what something is before you try to measure how much of it is present” (Rodgers and Eliott, 2015, p. 560).


Procedure and Participants

After approval by the Ethics Committee for Human Research at the University of Haifa (approval # 19/139), a list of potential interviewees was created. The list included contact information of seven psychodrama therapists with more than 10 years of experience in training and supervision who were contacted by the first author to participate in the study anonymously and voluntarily. All seven psychodrama therapists agreed to participate and signed an informed consent form where it was specified that the interviews would be recorded and transcribed with no identifiers. See Table 1 for the participants’ background information.



TABLE 1. Participants’ Background Information.
[image: Table1]



Interviews

A semistructured individual interview was conducted with each psychodrama therapist. An interview guide with open-ended questions was used. The interview questions were designed to cover a wide range of experiences but at the same time be narrow enough to elicit and explore the participants’ specific views and experiences. When conducting the interviews, an effort was made to understand the participants and the concepts they used to formulate their perceptions of the topic (Charmaz and Belgrave, 2012). The interview included background questions (e.g., What is your main place of employment as a psychodramatist?) and questions about concretization d (e.g., In what situations do you apply concretization and how?).



Data Analysis

Data analysis followed Charmaz (2015) grounded theory approach, which is underpinned by a constructivist paradigm that is ontologically relativist and epistemologically subjectivist. This approach acknowledges multiple perspectives and the co-construction of experience and meaning by the researcher and participant. The first stage of data analysis involved subjecting the interviews to line-by-line initial coding of gerunds to define the actions or events described by the interviewees. This was followed by the second phase of focused coding of “the most significant and/or frequent earlier codes to sift through large amounts of data” (p. 70). This phase of coding is more focused, fine-grained, and conceptual than the previous one. Through focused coding, we built and clarified each category by exploring all the data it covered and by identifying variations within it and between other categories. The data analysis processes included theoretical sampling, which is one of the tools that allows the researcher to examine and develop the categories that were created by searching for new data by re-questioning the participants or new participants, as needed. This simultaneous data collection and analysis is a major part of developing analytic codes and conceptual categories from the data while using constant comparisons of data with data, data with codes, codes with codes, and codes with categories to find similarities and differences.

Throughout the entire study, memos were written by the first author to examine, compare, and analyze the data, codes, and emergent categories. Written memos were an important tool to develop ideas and theories in the early analytic process. In the final part of the analysis, we constructed a model of concretization to better understand and account for the concept and process as well as its possible operationalization. The various parts of the research process, including the relationships between the categories, were visualized in a diagram (Charmaz, 2015). A member-checking procedure (i.e., participant validation) was conducted with two interviewees to assess the credibility of the findings, which resulted in slight clarifications (Creswell and Miller, 2000).




RESULTS


The Two Types of Concretization


Realistic Concretization

Concretization as a mechanism of change in the realistic dimension facilitates the transition of the selected content into external and realistic representations through a dramatization of self-presentation from the protagonist’s recent, past, and anticipated future life events. This is reflected in the therapists’ descriptions: “There is the realistic concretization that produces the framework for the therapy… and afterwards, there is a concretization of the protagonist’s inner parts” (Therapist 7). Another therapist explained:


Many times, concretization begins with a realistic scene. This scene, as much as we may try to refine it and re-create it, will not be [presented] exactly as it occurred in real life. Something new happens and then there is a chance for different content to emerge from the protagonist (Therapist 6).
 

A different therapist stated:


During this process of the protagonist’s physical work of constructing the scene and making the stage realistic, he [the protagonist] undergoes a process of warming up. The purpose of concretization at its basic level is to elicit the protagonist’s spontaneity and bring him into the here and now … the therapist looks at how the protagonist builds the realistic scene: what are his priorities?… You get a lot of important information during the concretization process of a place, which may appear to be simplistic (Therapist 2).
 

In sum, concretization in the realistic dimension focuses on the reconstruction and dramatization of a realistic scene as a step toward proceeding to the core of the protagonist’s problem.



Symbolic Concretization

Concretization as a mechanism of change in the symbolic dimension allows for the transformation of the protagonist’s abstract or suppressed inner content into a tangible and external representation. This transformation can be achieved by gradually proceeding from the periphery to the center of the protagonist’s problem. The transformation of content can potentially take place at the beginning of a therapy session if the protagonist is warmed up to work and has high awareness of the content. This can be manifested in the protagonist’s ability to describe the content emotionally through an image at the beginning of the session. This is illustrated in one therapist’s explanations:


Sometimes, concretization begins with a realistic scene that produces a realistic image, or non-realistic concretization may produce an unrealistic image such as when a family that puts an emotional burden on the protagonist. In the group [therapy], we would create a representation of this burden, with the help of other participants, which will physically put the burden on the protagonist and weight him down (Therapist 6).
 

A different therapist commented:


Concretization contributes to symbolic work because many times the concretization is not just about creating the scene. Sometimes, I [the therapist] can say [to the protagonist]: “you are always talking about this bad relationship and the anger that comes out of you, let us give an image to the anger.” Then you create it [the image of anger] with the protagonist. At first, we examine colors, softness, roughness, then we’ll give it a voice and explore how it affects the protagonist (Therapist 7).
 

Another therapist explained: “Metaphors are a concretization of the abstract. You take very abstract content, diffused material … and concretize it through metaphor… working through images makes the therapy more accurate” (Therapist 3).

In sum, concretization in the symbolic dimension focuses on the transformation of the protagonist’s inner and sometimes repressed content into a physical representation during therapy. These two types of concretization thus point to a variety of ways to produce a concrete representation, including the use of group members, objects, and the verbal expression of images, which are particularly useful in individual therapy.




The Operation of Concretization as a Mechanism of Change

The interviewees pointed out that concretization as a mechanism of change may include four operations that can stand alone as a separate therapeutic intervention that can be implemented according to the protagonist’s needs. The four operations consist of capturing a potentially emotionally loaded (i.e., charged) content from the brief interview that follows the warm-up phase, the shared observation of the protagonist’s represented content, the transformation of abstract content into tangible, and the external representation of the protagonist’s insight.


Capturing Potentially Emotionally Loaded Content From the Brief Interview

In one operation of concretization as a mechanism of change, the therapist gathers as much information as possible about the protagonist’s problem during a brief interview that follows the warm-up phase and before moving to the action phase. The therapist pays close attention to content that is potentially emotionally loaded (i.e., charged) as conveyed both verbally and nonverbally such as the use of imagery, metaphors, physical experiences, analysis of body language and gestures, type of breathing, gaze, or repetition of words. Next, the therapist and protagonist decide jointly how to externally represent the internal content. Note that, in groups, the representation is done by the group members and, in individual therapy, the representation is usually done through objects and verbal expression of images. This is supported by a therapist’s examples:


Another thing that helps me to concretize is trying to capture metaphors or visual images when interviewing the protagonist. For example, the protagonist feels that he is constantly “on a cliff edge.” This is how the scene would begin – the protagonist stands on the cliff… This will often advance our [the therapist’s] ability to concretize in psychodrama (Therapist 3).
 

Another therapist echoed this idea:


Sometimes, the symbolic concretization will come straight after the interview. I can ask him about an image or picture that illustrates the feeling or situation he is trying to describe. And if it’s too hard for him [the protagonist], I [the therapist] can share the image that came to my mind to see whether it’s suitable (Therapist 6).
 

This idea was further clarified by another therapist who said:


As a psychodrama therapist, you must ask yourself: What do I hear? What do I see? And then how am I going to concretize this during therapy? I have a lot of options at this phase. For example, it would be natural to focus on the protagonist’s story and concretize it accordingly, but sometimes both the therapist and the protagonist can decide to concretize the protagonist’s fears [of the therapy process] and their physical expression during the interview (Therapist 4).
 

Similarly, another therapist explained: “Concretization is an actual experience that takes place in the actual present… It’s similar to the child’s experience [of imaginary play]: this chair is not just a chair, but anything I [the protagonist] want it to be” (Therapist 5). Further reinforcement for this idea can be seen in another therapist’s example: “I am having dinner with my family, everything goes well, and then I go into my room and I freeze.” And I [the therapist] ask him to show me this experience in the here and now (Therapist 7). In sum, this operation focuses on the therapist’s careful attentiveness to the protagonist at the beginning of the therapy session and his or her ability to identify verbal and nonverbal content that can become a concrete representation.



Shared Observation of the Protagonist’s Represented Content

In the second operation, both the therapist and the protagonist observe the representation of the protagonist’s content by using the “mirror” technique when the protagonist is played by a “double” and observes it from the audience. This “distanced” observation allows both the protagonist and the therapist to capture the current emotions that the protagonist is expressing when observing the scene from the outside that is being played. This process is illustrated in the following therapist’s examples:


I can freeze the protagonist’s scene and ask him: “What do you feel now?” [The protagonist answers:] “I feel that I am dazed, and I cannot find words because of my mom’s screams and that’s what’s happening to me… The therapist and protagonist observe the protagonist’s feeling and move from the current scene to the representation of that feeling (Therapist 7).”
 

This idea also can be seen in another therapist’s statement: “The protagonist creates a sculpture with some awareness, but observing this sculpture [from the outside] creates the action insight. After that, he [the protagonist] looks at this sculpture, and things that he was unaware of jump out. Emerge” (Therapist 5). Another therapist explained:


The most important thing in the initial phase of protagonist’s physical work or the building of the scene is my observation as a therapist of everything the protagonist is doing and that everything that happens is meaningful. My thoughts and insights as a therapist will be formulated after our joint observation of what is happening (Therapist 6).
 

This idea was also reinforced in another therapist’s explanation: “As therapists, we accompany the protagonist, learn his unique language, observe what is happening along with him, and at that moment become his ‘double’” (Therapist 1). In sum, this operation focuses on the therapist’s and protagonist’s observation of content as a way to capture emotions and proceed to the core of the protagonist’s problem.



The Transformation of Abstract Content Into Tangible

In another operation, the therapist and the protagonist create a tangible and physical representation in response to the emerging content. The focus is placed on what the protagonist needs and is capable of doing. This concept of transformation is illustrated in the next therapist’s explanation:


When you concretize abstract content, you deal with repressed and elusive content. The use of metaphor is one way of concretizing these contents. For example, ‘I have butterflies in my stomach.’ The transformation from repressed emotion into a concrete representation can occur through the use of a metaphor. This concrete representation can help the protagonist expand his understanding of the problem he brought to therapy (Therapist 3).
 

Another therapist mentioned this idea as follows:


Concretization turns the protagonist’s experience into something more accessible for understanding and coping. It’s no longer me [the protagonist] fantasizing inside my head that I’m nothing – it’s outside and it’s possible to represent this abstract experience of being nothing; it becomes concrete, tangible, and present (Therapist 5).
 

A different therapist explained: “We create an external representation according to what the protagonists tell us based on their physical behavior and taking into account my experience as a therapist dealing with this content” (Therapist 4). In sum, this operation focuses on the transformation of the protagonist’s abstract and hidden content into a tangible and physical representation. This transformation involves the ability to give shape to abstract content that needs to be explored.



Creating Representation of the Protagonist’s Insights

In the last operation, which is based on new insights from the protagonist’s psychodramatic exploration, both the therapist and the protagonist create a physical representation of this insight. In this context, the two create a realistic or abstract scene that enables the protagonist to internalize the insight through psychodramatic action. This is illustrated in one therapist’s explanation:


The protagonist internalizes this new experience he achieved in psychodrama, the insight does not remain theoretical without a substantial anchor, we experience it. Let us say he [the protagonist] does a role-play with his father and his father hugs him. The father hugs him, but the protagonist understands that he needs a physical hug and compassion from himself. With the help of the auxiliary ego, the protagonist experiences this insight physically and this helps him internalize it (Therapist 2).
 

This idea echoes the view of another therapist:


I remember a protagonist working on her relationship with her sister who had a cognitive disability… She realized the relationship had burdened her since childhood… The new insight gave rise to a dialogue between the two that was not possible until that therapy session… The “surplus reality” must come from the action we have taken, and the insights we have gained, and not from thoughts and words that were there before the psychodrama session (Therapist 3).
 

This notion is demonstrated in another therapist’s comment: “you can analyze or define lots of things, but there is a fundamental difference between understanding [intellectually] and gaining insights. Insight is comprehension based on experience, which helps to become aware of something new [about the issue]” (Therapist 4). In sum, this operation focuses on creating a concrete representation of the protagonist’s insights to help internalize them.




The Benefits of Concretization

Several specific benefits emerged from the data as the result of using concretization as a mechanism of change.


Reducing Ambiguity by the Physical Representation of Content

Concretization is posited to be the external and physical representation of the protagonist’s problem. The physical appearance of the problem provides the protagonist with initial relief, since it makes it possible to capture the problem, observe, identify, name, and define it. It can be argued that concretization in psychodrama is akin to the photographic process. In both cases, a single moment or single content is captured, which contains a wider story that now becomes more accessible and observable. This emerged in one therapist’s explanation: “The mere act of externalizing the protagonist’s problem and the fact that it takes shape and life is part of the healing” (Therapist 5). This concept was also echoed in another therapist’s observation:


Even if we created a concrete form for the content and we did not work on it beyond that, I think it can provide some relief or calm the protagonist, and possibly in another psychodrama [session], the protagonist will be able to work beyond that (Therapist 2).
 

Additional therapist said: “We offer him [the protagonist] a new language that will help him express his problem, and simply expressing the content makes things easier and is part of the therapy process” (Therapist 1). A different therapist noted: “The very fact that you [the protagonist] observed the problem tangibly on stage, allowed new things being revealed that help in the therapeutic process” (Therapist3). In sum, this representation allows the protagonist a new perspective on the content and can provide immediate relief, even before further or deeper interventions have taken place.



Externalizing the Protagonist’s Problem

Concretization as a mechanism of change serves to separate the protagonist from the problem and lets him or her view it through a physical representation. This was illustrated in one therapist’s explanation: “Concretization allows the protagonist to view himself from a distance and in a different way. It is possible to get to new places that may shed light on the protagonist’s story and introduce new information” (Therapist 6). Similarly, this notion was described by another therapist: “I’m talking about the possibility of creating an external and real representation of emotions, conflicts in relationships or roles” (Therapist 7). Additional therapist explained: “It is finally possible to create a form for it [protagonist’s content] and to allow it to exist and not only in the protagonist’s mind” (Therapist 5). This concept can also be seen in another therapist’s words:


Many times, concretization makes it possible to externalize different parts of me [the protagonist], different parts of myself, and through role-playing, I [the protagonist] can observe the concrete content and ask myself: What do I feel now? What can I see now? (Therapist 3).
 

In sum, concretization as a therapeutic operation allows for the separation and externalization of the protagonist’s content. The protagonists can then be differentiated from their problem and observe it from the outside and experience it in a new way.



Enhancing the Therapist-Protagonist Therapeutic Bond

Concretization enables both the therapist and protagonist to stand together inside the protagonist’s dramatic scene. This shared position allows the therapist and protagonist to observe the externalization of the protagonist’s inner content and, in a way, to experience the dramatic occurrence together for the first time. The therapist is actively involved in externalizing the protagonist’s content, allowing the therapist to be physically close to the occurrence while observing the scene alongside the protagonist – often even from the same body pose. This gain of concretization likely contributes greatly to the formation of the therapeutic bond between the protagonist and therapist and helps the latter intervene accurately during therapy.

As one therapist explained:


We are both on the same stage and see the same things, and not that I am] the therapist] above and the protagonist is below… In this place, we can have a dialogue… The protagonist can accept me without seeing me as an intimidating, frightening, or judgmental authority. It’s easier for him to accept me (Therapist 2).
 

This notion was also mentioned by another therapist:


I [the therapist] will really be with him [the protagonist] in this place, my focus as a therapist will not be on how I break his [the protagonist] resistance or where I want to take the concretization. It may be okay to say that it is not appropriate to move forward at the moment and then we will decide to leave it and stay it at the point in the specific session (Therapist 4).
 

Another therapist’s observation:


I think that the more we concretize, the more we avoid relying on psychological theories, and instead, we ask concrete questions. This work method allows the protagonist to move closer to himself and at the same time bring us [the therapists] closer to him (Therapist 4).
 

In sum, concretization allows the therapist and protagonist to get closer and view the protagonist from a similar physical and emotional viewpoint. This closeness can enhance the protagonist’s ability to trust the therapist, enhance the therapist–protagonist therapeutic bond, and at the same time allow the therapist to see and experience the protagonist’s content in a clear and accessible way. This unique position may help the therapist direct a more accurate therapy process.



Bypass the Protagonist’s Defense Mechanisms

Sometimes, when protagonists reach the action phase of psychodrama, without being sufficiently warmed up, their defense mechanisms may emerge. Participants may have different defenses, with different intensities and different levels of awareness of them. Concretization as a mechanism of change may allow the protagonist to access repressed content and can make the therapy more open and easier. The protagonist’s exposure to new content can take place when the protagonist acts concretely and physically in psychodrama therapy. When the protagonist works through role-playing and is assumed to be moving away from the current position, the opposite may occur. This idea was addressed by a therapist as follows: “The ‘Magic if’ in drama or theater is when I’m busy embodying someone else in a concrete way, I release my defense mechanisms… and that’s when I’m most myself” (Therapist 4). Similarly, a different therapist said:


Concretization releases the protagonist from many restricting thoughts that are replaced by concrete thoughts. Instead of thinking about “How am I going to perform? What am I going to do?” I ask myself “What does the living room look like? Where is the phone located? Where do I stand in the living room?” These concrete actions free the protagonist to bring up content s/he did not intend to, and this is when the protagonist’s defense mechanisms are lowered (Therapist 7).
 

This idea can also be seen in another therapist’s explanation: “In concretization, you let go of thinking and move forward by trusting your ‘gut feeling’ from less familiar places; then it is possible to touch an emotional space, to touch the core of experience” (Therapist 3). Another therapist noted:


Through concretization, we [the therapists] sometimes help the protagonist pay attention to the projections he is making and to differentiate between the inner subjective story and the story in the objective reality. This allows the protagonist and us [the therapists] to be precise and see things in a cleaner and more defenseless way (Therapist 2).
 

In sum, concretization as a mechanism of change allows the protagonist to bypass restrictive defense mechanisms and reach the core of the problem. This can make the therapy more open and easier for both the protagonist and therapist.





DISCUSSION

The purpose of this study was to generate an empirically based conceptualization and operationalization of concretization for future experimental studies, as well as to better understand its clinical benefits as perceived by seasoned psychodrama therapists. In this section, we discuss the findings and the model that emerged from them as shown in Figure 1.
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FIGURE 1. The Three Pathways of the Concretization Model.


Our model consists of three possible pathways of concretization as a mechanism of change in psychodrama and uses three terms that first require explanation. Transportation refers to relocating (or “re-presenting”) a realistic scene from a remembered “there-and-then” to the “here-and-now” in therapy. Transportation is contextualized by place, time, and characters present in the scene. Transformation refers to changing abstract and formless content into an externalized, tangible, embodied, and formed presentation. Transformation involves content that is not necessarily bound to a specific scene (e.g., place, time, characters), and hence is somewhat a-contextual. Translation refers to converting symbolic content into a realistic scene in the here-and-now. Thus, translation reflects the shift between transportation to transformation and vice-versa.


The Pathway of Realistic Concretization

This pathway of concretization focuses on realistic conflicts from the protagonist’s daily life, which may be close to or distant from the protagonist’s core problem. This pathway consists of four phases. (1) Capturing the potentially emotionally loaded content from the brief interview that follows the warm-up phase and before moving to the action phase: the therapist focuses on the most important information from the protagonist’s brief interview (verbal and nonverbal information) when both the therapist and the protagonist try to clarify the protagonist’s content in a specific reality-based scene. Note that the brief interview may include deeper content related to the protagonist’s problem that the therapist will choose to address later in the session or the therapy process. (2) Transportation of realistic conflicts: the therapist and the protagonist will transport (i.e., relocate or “re-present”) the realistic scene, which contains the essential part of the protagonist’s problem, from a remembered “there-and-then” to the “here-and-now” in therapy. (3) Shared observation of the protagonist’s represented content: the therapist and the protagonist observe the realistic scene from the outside (from a distance) by using the “mirror” technique when the protagonist is played by a “double.” Landy (1983) considered that distancing can be physical, emotional, and cognitive; it can be from another person, a situation, or parts of one’s self. Distancing enables the protagonist to move from a participant to an observer role and thereby maintain an esthetic balance “between the two states of separation and closeness” (p. 175). (4) Emerged action insight is externalized, embodied, and integrated: because the protagonist moves back and forth from a participant to an observer role, witnesses and reevaluates the scene (Blatner, 2000), action insight emerges, i.e., experiential, action-generated, self-understanding, and awareness of the underlying sources of emotional, cognitive, or behavioral responses and difficulties in oneself or another person (Orkibi, 2020, personal communication). This action insight is internalized and reintegrated through the replay of the same scene or a new one. The essential component of reintegration is consistent with the psychodramatic notion that catharsis of integration must come after catharsis of abreaction (Moreno and Fox, 1978, p. 546). Specifically, catharsis of integration helps the protagonist to constructively re-own feelings that may have been repressed, re-integrate what has been split off, and reclaim the vitality and power associated with previously disowned aspects of the self (Blatner, 1996).



Illustration of Realistic Concretization

To summarize and illustrate realistic concretization, we take the example of a protagonist named Adam who during the brief interview that followed the warm-up phase shared information about feeling insecure at his workplace. After focusing on the insecure theme, both the therapist and protagonist identified a specific and meaningful memory scene during which Adam’s colleague rudely silenced him in front of all the department employees during their weekly meeting. The therapist together with Adam transported this scene from the there-and-then to the here-and-now of therapy. Through the exploration and elaboration of content (by using the ability to move from role-playing inside the scene to observing it from the outside), Adam managed to see his automatic need to apologize to avoid conflict (action insight). Next, this action insight was grounded by examining Adam’s new potential and more adaptive response to his colleague. The action insight could also be integrated into a new scene where Adam confronts his parents during a family dinner when he felt he was silenced by them.



The Pathway of Symbolic Concretization

This pathway of concretization focuses on symbolic content through four main phases: (1) Capturing potentially emotionally loaded content from the brief interview that follows the warm-up phase: the therapist focuses on the protagonist’s abstract and formless symbolic content that often express a rich inner experience through minimal words (Azoulay and Orkibi, 2015) and come from the core of the protagonist’s problem. (2) Transformation of abstract and formless content into external, tangible, embodied, formed representation: the therapist and the protagonist explore and elaborate the protagonist’s symbolic content by means of embodiment, namely, through physical and body-based exploration (Koch and Fuchs, 2011, p. 276) that is multilayered and is not necessarily confined to a specific time, place, or characters, unlike the transportation of realistic conflicts. In this process, the symbolic content is gradually transformed from a formless content that needs to be “decoded” by both the therapist and the client to a deeper and more elaborate description, which eventually will turn into an external, tangible, and embodied form. This process echoes Blatner (2000) claim that concretization in psychodrama helps protagonists convert their abstract statements and metaphors into specific, enacted actualities (Blatner, 2000, p. 238). (3) Shared observation of the protagonist’s represented content: both therapist and the protagonist observe the symbolic representation from a distance, as the protagonist moves back and forth from a participant to an observer role and thereby maintains an esthetic balance, similarly to the realistic pathway above. (4) Emerged action insight is externalized, embodied, and integrated: in the symbolic pathway, the action insight is physically embodied to integrate it into the dramatic surplus reality in the here-and-now without being translated into a realistic scene. Rather, it focuses on the integration of the new understandings (i.e., insight) in a symbolic way, as illustrated below. The concretization mechanism of change is a useful way to address symbolic and abstract content, which often represents the protagonist’s core problem (Blatner, 2000; Fonseca, 2004). The ability to create a representation of content and action insight through embodiment is one of the key benefits of the arts therapies in general and psychodrama in particular.



Illustration of Symbolic Concretization

To summarize and illustrate the symbolic concretization pathway, we take the example of a protagonist named Benjamin who shared an image during the brief interview that followed the warm-up phase: “I feel like I’m about to fall off the edge of a cliff every time I imagine my ex-wife.” The therapist, together with Benjamin, explore, elaborate, and then transform the “cliff-edge” image into an external, tangible, and embodied presentation. This phase can contain verbal exploration by using leading questions about the feelings and thoughts the protagonist has at the edge of the cliff. They may also explore the protagonist’s bodily experience and what exists at the bottom of the cliff. This helps the protagonist gain action insights: Benjamin does not allow anyone to help him “get off the cliff” because he perceives help-seeking as an embarrassing weakness. Next, the protagonist’s action insight will be integrated into the same embodied symbolic scene, but a self-compassion voice will be introduced as a double by the therapists or auxiliary ago.



The Pathway of Integrated Concretization

This pathway of concretization focuses on the protagonist’s gradual transition from content in the periphery – often emerging at the beginning of the therapy – toward content from the core of the protagonist’s problem that often unfolds during the therapy in a spiral. In contrast to the two pathways presented above, the integrated pathway of concretization addresses two types of content in a sequential process. Therapy can begin with the transportation of realistic conflicts that will later be translated into the symbolic scene and vice versa. The integrated pathway goes through five phases: (1) Capturing potentially emotionally loaded content from the interview. (2) Transportation of realistic conflicts OR Transformation of abstract and formless content into an external, tangible, and embodied representation. (3) Shared observation of the protagonist’s represented content. (4) Translation to a symbolic scene OR Translation to the realistic scene. (5) Emerged action insight is externalized, embodied, and integrated. Each integrated pathway starts from the earlier phases of realistic OR symbolic pathways. The choice of whether to go through the integrated pathway or to continue with the current process is made at the end of phase 2, according to the protagonist’s ability and needs. This pathway allows the protagonist to move between the different types and layers of content to gradually approach the core of his or her problem. The core notion guiding this pathway is that the phases of concretization help bypass the protagonist’s defense mechanisms and increase the protagonist’s accessibility to realistic and symbolic content. The integrated pathway is likely to be implemented in lengthier psychodrama group sessions. Fonseca (2004) noted that a client’s self-observation of repressed parts is the result of a joint effort by the therapist and the client to concretize the same internal material. This joint effort includes the analysis of the client’s body language and verbal messages, which together reveal conscious and unconscious material (Fonseca, 2004). Thus, through concretization, a dramatic dimension can be created in which different layers of contents emerge (Moreno and Fox, 1987; Fonseca, 2004, p. 9). This pathway helps account for the interactions between the phases and their different effects, produced both individually and as part of the integrated process (Blatner, 2000, pp. 238–239).



Illustration of Integrated Concretization

To summarize and illustrate the pathway of integrated concretization, we take the example of a protagonist named Maya who during the brief psychodrama interview after the warm-up phase shared details about her problematic relationship with her older brother. The session beings with a realistic concretization where Maya’s argument with her older brother is transported to the here-and-now of therapy. After role-playing inside the scene, as well as observing the scene from the outside, Maya realizes (i.e., action insight) that she feels “like a weak dwarf whose brother is a bigger and smarter giant.” This symbolic statement helps the therapist and Maya to translate the realistic content into a symbolic form and hence getting closer to the core of Maya’s problem (through transforming this symbolic content into an external, tangible, and embodied representation). However, this sequence could have been reversed: Maya could have started by sharing her feelings through a metaphor. In this case, the reality-based relationship with Maya’s older brother would only have emerged later. In both scenarios, action insight can emerge from representing the content. In sum, the integrated pathway allows for flexibility in the implementation of concretization while adjusting the concretization phase to the protagonist’s content and needs in the therapy.



The Therapeutic Benefits of Concretization

Identifying the main gains derived from the use of concretization as a mechanism of change in psychodrama helps to break down the mechanism process into individual change factors that affect the protagonist. These gains can often be expressed immediately as the therapy session progresses at the end of a single therapy session and/or at the end of therapy, where they reflect the accumulative effect. To summarize, this study defined four main therapeutic gains deriving from the use of concretization as a mechanism of change. (1) Reducing the ambiguity of the problem: The physical enactment of the problem may provide the protagonist with initial relief, since it presents an opportunity to grasp the problem by observing, identifying, naming, and defining it. In this sense, concretization in psychodrama is somewhat akin to the photographic process where, in both cases, a single moment or single content is captured, which is part of a wider story that becomes more accessible and observable. Vander May (1981) noted that the externalizing of the protagonist’s content in itself promotes therapy (Vander May, 1981, p. 35). (2) Externalizing the protagonist’s problem: concretization as a mechanism of change serves to detach the protagonist from his/her problem. Azoulay and Orkibi (2015) viewed externalization in psychodrama as a therapeutic procedure that can provide important information about the client that cannot be expressed in words. Specifically, “externalization helps clients to objectify the problem and to dis-identify with it. As a result, they can perceive problems as changeable products of circumstances or interpersonal processes, rather than as caused by their fixed psychology or personality” (Azoulay and Orkibi, 2015, p. 11). (3) Enhancing the therapist-protagonist therapeutic bond: concretization enables both therapist and protagonist to stand together inside the protagonist’s dramatic scene. This shared position allows them to jointly observe the externalizing of the protagonist’s inner content and, in a way, to experience the dramatic occurrence together for the first time. The therapist is actively involved in externalizing the protagonist’s content, thus allowing him or her to be physically close to the occurrence while observing the scene alongside the protagonist; in fact, often, the therapist will try to be in the same body position as the protagonist. The therapist–client bond is the foundation of the therapeutic alliance and is highly significant for the therapeutic process and to achieving therapeutic goals (Orkibi et al., 2017; Adoni-Kroyanker et al., 2020). Kellermann (1992) underscored the positive influence of psychodrama techniques on the protagonist’s empowerment and cognitive aspects of the therapist–protagonist therapeutic alliance. (4) Bypassing the protagonist’s defense mechanisms: concretization as a mechanism of change may allow the protagonist to access repressed content and can make the therapy more open and easier. The protagonist’s exposure to new content can take place when the protagonist acts concretely and physically in psychodrama. This physical action helps neutralize negative thoughts that may be part of the protagonist’s defense mechanisms. Concretization is often useful in situations where the client tends to intellectualize (Vander May, 1981) and the therapist’s physical presence close to the protagonist may help deal with the protagonist’s resistance by providing support and a sense of comfort and security (Leveton, 2001). Unlike observation of Kellermann (1996), our findings do not suggest that concretization has negative effects on clients who suffer from somatic disorders likely because the interviewees pay close attention to the changing needs and abilities of the protagonist or they may be less experienced working with concretization on somatic clients. The therapeutic gains described by the therapists interviewed in this study may shed light on the reasons why concretization as a mechanism of change is effective and the specific contribution of each phase of the three concretization pathways.



Limitations and Future Directions

First, the study consists of seven interviews conducted only in Israel. Furthermore, we relied on interviews with therapists, without observing groups or individual sessions. In addition, the material collected did not include interviews with the psychodrama protagonists or group members. These shortcomings could be remedied by conducting a larger study with different types of data sources and respondents. Whereas this study focused on concretization as a mechanism of change in the protagonist, future studies could investigate how concretization can induce change in other members of the psychodrama group.

Future research on concretization as a mechanism of change should consider conducting an empirical study to examine the therapeutic effect of concretization as a mechanism of change and the effect of each pathway separately. The effectiveness of concretization as a mechanism of change should also be examined in short-term therapies and crisis interventions. Finally, research that focuses on the characteristics of concretization should be conducted to compare the situation where the group members create a physical representation to concretization that uses objects and images to create a physical representation. This would help determine the therapeutic advantages of each. We believe that further research into the underlying mechanisms of change in psychodrama will contribute to further develop psychodrama both theoretically and clinically.
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FOOTNOTES

1“Somatoform” is a psychological disorder that manifests as physical symptoms (psychosomatic).
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Background: Women's health has received renewed attention in the last few years including health rehabilitation options for women affected by breast cancer. Dancing has often been regarded as one attractive option for supporting women's well-being and health, but research with women recovering from breast cancer is still in its infancy. Dancing with Health is multi-site pilot study that aimed to evaluate a dance programme for women in recovery from breast cancer across five European countries.

Methods: A standardized 32 h dance protocol introduced a range of Latin American dances presented within a sports and exercise framework with influences from dance movement therapy. Fifty-four women (M age 53.51; SD 7.99) participated in the study who had a breast cancer diagnosis <3 years, chemotherapy >6 weeks, no indication of metastasis, or scheduled surgery/chemotherapy/radiation treatment for the duration of the intervention. Primary outcome data was collected for anthropometric and fitness measures next to cancer-related quality of life. T-tests and Wilcoxon signed ranked tests were used to establish differences pre and post intervention. Cohen's d was also calculated to determine the effect size of the intervention.

Results: Statistically significant changes were found for: (i) weight, right and left forearm circumference and hip; (ii) 6 min walking, right and left handgrip, sit-to-stand and sit-and-reach; (iii) the EORTC-QLQ C30 summary score as well as the subscales of emotional and social functioning and symptoms. In all cases the direction of change was positive, while Cohen's d calculated showed that the effect of the intervention for these parameters ranged from intermediate to large.

Conclusion: Changes on the above anthropometric, fitness and quality of life measures suggest that the intervention was of value to the participating women recovering from breast cancer. Results also advocate collaborative efforts across countries to further research.

Keywords: physical activity, dance, dance movement therapy, breast cancer, evaluation


INTRODUCTION


Breast Cancer

Breast cancer impacts over two million women each year with global rates increasing rapidly (Global Cancer Observatory, 2018). It is the most prevalent type of cancer in women, with women in developed countries having the highest incidences. In 2018 for example, more than 560,000 women were affected by breast cancer in Europe alone, with rates varying from five to 10 percent depending on the country (Ferlay et al., 2018). The World Health Organisation Europe WHO/Europe (2020) argues that in the period between 1950 and late 1980s, there was a considerable increase in mortality due to breast cancer in most European countries with a peak in rates in the 1990s. Since then, for some countries' mortality rates have remained stable (e.g., Lithuania and Bulgaria), whilst for others there have been decreased (e.g., UK, the Netherlands, and Italy) (Autier et al., 2010). These changes on mortality rates may have been the result of public measurements (e.g., self-exams and screening mammograms performed annually after women reach their 40's) that have been promoted in the last decades to detect an early development of breast cancer.

Risk of developing breast cancer is strongly associated with a range of factors including age, family history, reproductive and gynecological history, and lifestyle (Sun et al., 2017). Women over 40 with a family history of breast cancer have a substantial risk burden of developing the disease themselves (Brewer et al., 2017; Siegel et al., 2017). In addition, a history of early menarche, late menopause or prima gravida (giving birth late for the first time) also increases a woman's risk of breast cancer. Further specific risk factors include pre-menopausal estrogen levels (Dall and Britt, 2017; Horn and Vatten, 2017), oral contraceptive use (Bethea et al., 2015; Soroush et al., 2016), and using hormone replacement therapy (Beral and Million Women Study Collaborators, 2003; Narod, 2011; Liu et al., 2016). Finally, modern lifestyle impacts for increasing breast cancer risk include: excessive alcohol use (Hamajima et al., 2002; Jung et al., 2016), a diet high in saturated fats (Makarem et al., 2013), and smoking (Catsburg et al., 2015; Gaudet et al., 2017; Kispert and McHowat, 2017; Knight et al., 2017). A clear link between physical activity and risk for breast cancer is also reported in the literature (Friedenreich and Cust, 2008) with high levels of physical activity being linked with a decreased risk. This constellation of physiological, social, and genetic risk are often seen as intricately linked with poor overall prognosis.

Breast cancer treatment involves stratified treatments, which may include surgery (including breast conserving therapy, mastectomy, sentinel-node biopsy, and axillary dissection), radiotherapy, chemotherapy with or without anti-HER2 therapy (i.e., a blocker of the function of the protein in tumors whose HER2 gene is stuck on overdrive) and endocrine therapy (Senkus et al., 2015; National Institute for Health and Care Excellency (NICE), 2018), all of which have long-term impacts on women's health and well-being. For many women, the experience from diagnosis to treatment involves not only acceding to such medical and surgical procedures with their physical consequences, but also experiencing psychological and mental health sequalae. Physically, women may experience lymphoedema (swelling in the breast, arm or hand that can feel tight, heavy or full), which can be painful (Johansen et al., 2014) or increase the risk of serious infections (Fu, 2014). Shoulder problems (Stubblefield and Keole, 2014), fatigue (Berger et al., 2012), and redness of skin (Ryan et al., 2013) are also common physical symptoms; and there is further increased risk of cardiac and respiratory problems amongst some cancer survivors (Darby et al., 2005). Chemotherapy and endocrine therapy, although often a key response to treating breast cancer, can prove a serious insult leading to polyneuropathy (Grisold et al., 2011), early menopause, hot flushes and mood swings (Col et al., 2005), osteoporosis (Hamood et al., 2019), and weight gain (Vance et al., 2011). Cumulatively, the impact of these surgical and medical treatments can lead, not surprisingly, to a deterioration in quality of life for many women (Marino et al., 2008).

It has been argued that quality of life can be affected negatively from the time of initial diagnosis and treatment (Mols et al., 2005) to long after treatment has ended (Burgess et al., 2005). Cognitive function can decrease leading to what is called “chemo-fog,” affecting memory and concentration (Janelsins et al., 2017). Persisting fatigue and asthenia during radiotherapy and chemotherapy can serve to amplify existential anxiety and distress, thus decreasing the patient's quality of life (Schneider et al., 2003) and increasing symptoms of anxiety and depression. Overall, women with breast cancer report more symptoms of anxiety and depression, especially if they have gone through chemotherapy (Lim et al., 2011), with depression and anxiety persisting for a large proportion of women even 5 years after diagnosis and treatment (Burgess et al., 2005). Indeed, more recent studies suggest even longer term effects on mental health, highlighting that as treatment and survival rates increase, so will rates of long-term depression and anxiety in cancer survivors (Niedzwiedz et al., 2019).

Given the above issues, it is important that sufficient attention is given to offering appropriate support that addresses both the psychosocial and the physical concerns experienced by women surviving breast cancer. Physical activity including dance can potentially address some of the physical concerns raised, and when this is done sensitively, relevant literature suggests that dance may also have a positive impact on psychosocial outcomes.



Physical Activity

Recent studies suggest that physical activity can have positive effects on cancer prevention, with leisure-time physical activity being associated with lower risk for many cancer types; and in the main this is regardless of body size or smoking history (Moore et al., 2016). More specifically, for breast cancer, being physically active has positive benefits for both prevention and treatment (Graf and Wessely, 2010), with physical activity and weight loss closely linked with reducing the risk for breast cancer (Hardefeldt et al., 2018). Indeed, increased physical activity can decrease the risk for breast cancer by 25–30% on average, while recreational activity, lifetime engagement in physical activities and vigorous activity are regarded as important for prevention (Friedenreich and Cust, 2008).

Furthermore, Lahart et al. (2015) suggest that there is lower risk of developing breast cancer not only amongst those who engage with physical activity as a lifetime recreational activity, but physical activity is also highly beneficial post diagnosis. Grazioli et al. (2017) argue that physical activity positively affects the course of breast cancer, reducing the risk of recurrences possibly due in some part to exercise's mediating effects on hormonal and genetic expressions. The recommended physical activity guidelines by WHO (World Health Organisation) (2020) of 150 min per week of moderate intensity aerobic physical activity or equivalent are often cited as an important dosage post diagnosis, possibly due to the well-reported benefits of exercise as a result of increased endorphin production: improved cardiorespiratory fitness, musculoskeletal strength, and improvements in well-being and quality of life (Rock et al., 2020). Specific research in the dosage relevant for women recovering from breast cancer also draws attention to the volume and intensity of exercise that is relevant to the different stages of recovery from the breast cancer, mainly because of impairments of the immune system from the disease and associated treatment and the immune responses from exercise training. Lopez et al. (2020) meta-regression analysis for example, suggests that low volume resistance training may be superior to high volume resistance training for increasing muscle strength amongst breast cancer patients undergoing primary treatment.

Although physical activity can have a significant impact both mentally and physically (Cancer Research UK, 2020), few women surviving breast cancer regularly engage in physical activity (Rethorst et al., 2018). This could be the result of cancer-related fatigue. For women with breast cancer, sleep deficiency is common and distressing throughout their care. Physical and body-mind activities are promising responses for addressing sleep problems amongst breast cancer patients (Kreutz et al., 2019). However, further studies are needed to clarify type and dosage. Amongst the different types of physical activity, dance is an attractive and potentially acceptable form of physical engagement amongst women survivors of breast cancer as the following section shows.



Dance

As a physical activity, dance is often regarded as a fun and engaging activity that can arouse spontaneity, eliminate tension and increase body awareness (Malicka et al., 2011). Physically, dancing can release endorphins (Lovatt, 2020), and it can have positive effects on pain threshold (Tarr et al., 2015) which could support pain management. Psychologically it can boost self-esteem, and act as an outlet for pent up emotions (Jola and Calmeiro, 2017). As a social activity it provides opportunities for social connections and support and can be seen as an effective group bonding activity (Tarr et al., 2015). Inherent to dance is the presence of music, which has been reported to have direct impact on physical outcomes (Terry et al., 2020).

Furthermore, dance can address cancer-related fatigue and improve quality of life (Sturm et al., 2014). In a study of women with breast cancer completed by Malicka et al. (2011) it was highlighted that from a range of different activities on offer, dance alongside trips, were the most important activities for improving quality of life. If dance activities are well-structured, in terms of intensity, duration, and frequency, evidence shows that dance improves physical and psychosocial outcomes amongst breast cancer patients. Boing et al. (2017) in their systematic review of studies on dance for breast cancer, have argued that ballroom (Pisu et al., 2017), Greek folk (Kaltsatou et al., 2011), ballet and jazz (Molinaro et al., 1986), mindful movement (Crane-Okada et al., 2012), and sacred dance (Frison et al., 2014) have all led to both physical (increased range of motion and strength in upper limb and functional capacity) as well as psychosocial improvements (quality of life, self-image, femininity, mood, self-esteem, consciousness, and perceived physical well-being). They can also contribute to the reduction of psychological concerns (stress, pain, depression, anxiety and fear). Their conclusion was that dance can be an effective alternative adjuvant treatment in breast cancer.

Boing et al. (2017) study also summarizes the duration and frequency of the dance programmes in the reviewed studies. These include 3 to 24 weeks, one to three times per week with sessions lasting from 1 to 3 h each. They also suggest that for participants to receive the best physical benefits from the dance classes, they need to be involved in either 1 h long sessions three times a week or a 3 h session once a week. Moderate intensity is also recommended as falling within relevant guidelines and in accordance with WHO (World Health Organisation) (2020) recommendations referred to in the previous section.

Amongst the studies reviewed by Boing et al. (2017), it is worth highlighting the study by Pisu et al. (2017) because of the form of dance used and thus, its relevance to this study. Thirty-one breast cancer patients and their partners took part in a ballroom dance group intervention that included foxtrot, waltz, cha-cha-cha and east coast swing. It was noted that participants enjoyed spending time to move together and saw this activity as supporting them to become more physically active, improve functional capacity and quality of life. In addition to the dimensions of physical and emotional well-being, trust between the couples was built, highlighting the effect of the dyadic and social components of dance as important outcomes in this study.

More recent studies highlight similar outcomes: a small pilot study by Loo et al. (2019) demonstrated that participation is a cultural dance programme led to sustainable increases in levels of physical activity in cancer survivors as well as improvements in quality of life and vigor. A further benefit was decreased cytokine levels: important markers for inflammatory processes, pathological pain, and chronic inflammatory states associated with obesity. In another dance study, breast cancer patients attended a 12 week belly dance programme offering a viable physical activity, which was reported as offering associated benefits for quality of life, levels of fatigue, and depressive symptoms (Boing et al., 2018). Whilst in this case there was not a significant difference between the experimental and control group, the findings were sufficient to support a further larger trial that awaits published results.

It appears then that studies focusing on dance for women with breast cancer are growing in number and offering promising results. So too are studies in the more specialized discipline of dance movement therapy, which is described further in the following section.



Dance Movement Therapy

Dance movement therapy is a form of psychotherapy offering “individuals of all ages and abilities a space to explore what drives them, assisting people to develop self-awareness and sensitivity to others and also to find a pathway to feeling more comfortable in their own skin” (European Association for Dance Movement Psychotherapy, 2020, p. 1). Based on the premise that body and mind are connected and that changes in the one informs changes in the other (Karkou and Sanderson, 2006), it requires specific training, and has a growing evidence base. Effectiveness studies suggest that dance movement therapy can be useful for diverse populations, and has significant benefit for those with depression (Meekums et al., 2015; Karkou et al., 2019) and also in anxiety (Bräuninger, 2012).

Further support for using dance movement psychotherapy in breast cancer care is found in the Cochrane Review of Bradt et al. (2015), within which three randomized controlled trials from Dibbell-Hope (1989), Sandel et al. (2005), and Ho et al. (2016) evidence that dance movement therapy is well-tolerated, with small dropout rates. This Cochrane Review called for further studies to strengthen claims of dance movement psychotherapy's effectiveness for depression, anxiety, fatigue, and on improving body image (poor body image being a common issue after mastectomy). Results from Sandel et al. study 2005 suggested (with moderate risk of bias) that dance movement therapy had a large beneficial effect on the quality of life of 37 participants, while improvement in vigor and reduction of somatization was reported by Dibbell-Hope (1989; N = 31).

A later systematic review by Boing et al. (2017) considered a wider range of dance movement therapy studies alongside studies on dance. In addition, it reported on qualitative data—participants' experiences—as well as quantitative outcomes. One study in the review (Serlin et al., 2000) for example, highlighted significant patient perceived benefits, and improvements in several psychosocial aspects of breast cancer care. Another study (Ho et al., 2016) reporting qualitative results from a twelve-session intervention in China, found that dance movement therapy showed “significant effects on buffering the deterioration in perceived stress, pain severity, and pain interference” (p. 824). Similarly, qualitative results by Dibbell-Hope (2000) reported increased body awareness associated with acceptance of body and self, improvement in mood, and decrease of worry about the future. In addition, participants reported an overall sense of strength and ease within the context of social support. Further observations were that age and past experience with dance and sports, appeared to have an impact on satisfaction of body-image and self-esteem, supporting the view shared in studies on physical activity (Santa Mina et al., 2012) that, subject to medical clearance, the earlier women start being physically active or return to exercise (here dance) after breast cancer treatment the better.

After breast cancer surgery, be that mastectomy, lumpectomy, or mastectomy with breast reconstruction, or other medical interventions, many women experience anxiety, depression, and emotional distress. These issues can persist for many years after surgery, and often relate to changing body image, functional limitations, and weight gain; all of which can negatively affect their quality of life. Therefore, the importance of being physically active and receiving appropriate psychological support for women diagnosed with breast cancer cannot be overlooked. Research suggests it should be integrated as part of a holistic approach to recovery. However, despite a large research base evidencing positive effects for physical activity not only in prevention, but most importantly treatment (Blanchard et al., 2008; Mason et al., 2013) in breast cancer survivors, the majority of women diagnosed with breast cancer remain inactive.

Enjoyable and sociable physical activities such as dance, as well as creative arts therapies such as dance movement therapy that provide both physical and psychosocial benefits, are becoming increasingly relevant in supporting cancer patients with their recovery. The need to investigate this type of interventions further and thus offer additional and attractive options to women in their recovery have been reasons for conducting the current study.



Research Questions and Overall Aim

The project asked the following questions:

– What is the impact of the therapeutic dance programme titled Dancing with Health on the physical health of women recovering from breast cancer with respect to anthropometric measures, cardiorespiratory fitness, muscle strength, balance, flexibility, and activity levels?

– What is the impact of the Dancing with Health programme on the psychosocial health of the women with respect to cancer-related quality of life?

Overall, the study aimed to evaluate the impact of the Dancing with Health programme on the physical functioning and psychosocial well-being of women in recovery from breast cancer. As a multi-site pilot study in five different countries, it was also intended to evaluate the feasibility of such a programme to support future research developments.




MATERIALS AND METHODS


Study Design

This pilot study evaluated a standardized dance programme delivered in five countries, namely UK, Italy, Lithuania, Bulgaria, and the Netherlands. It followed a quasi-experimental design with pre and post intervention quantitative measures. Additional quantitative measures relating to body image, anxiety and depression, qualitative and arts-based data were collected from the UK cohort but these findings are not presented here.

The study was approved by the University Medical Centre Utrecht, Netherlands, and by the Research Ethics Committee of the Faculty of Health and Social Care at Edge Hill University, UK.



Participants

Seventy women aged 30–65 years were recruited in total across the five participating European countries, with between 10 and 18 women recruited from each country. Participants were recruited from a range of settings including a University Medical Centre (Netherlands), non-profit women's organizations (Lithuania and Italy), a sports development institution (Bulgaria) and a university (UK). They were recruited through purposive sampling process using inclusion and exclusion criteria. Inclusion criteria involved: breast cancer diagnosis of fewer than 3 years, willingness and physical ability to take part in moderate physical activity, chemotherapy concluded at least 6 weeks before enrolling. Exclusion criteria involved: no indication of metastasis or scheduled surgery/chemotherapy/radiation treatment for the duration of the intervention.



Intervention

The intervention involved delivering a standardized dance programme within a strong sports and exercise framework, informed by dance movement therapy principles. It combined an introduction to a range of dance styles (merengue, bachata, cha-cha, salsa, rumba, and tango) with exercise components. The content was developed by Università degli Studi di Roma Foro Italico in collaboration with Carolyn Smith, an international dance champion, teacher and television dance show judge (Italian Dancing with the Stars) who herself was treated for breast cancer. From a sports perspective it was considered on average to be a moderate intensity physical activity (i.e., causing participants to feel increased heart rate, respiration and body temperature, yet still able to hold a conversation (Woltmann et al., 2015) with the added value of being safe, psychologically minded, enjoyable, and social, to encourage a broad participation and a minimum drop-out. Influences from dance movement therapy offered psychological underpinnings to the work. In particular, the concept of safety, physical and psychological, was highlighted (European Association for Dance Movement Psychotherapy, 2020), the use of specific dances as metaphors for one's concerns and for life (Meekums, 2002), and opportunities to explore material creatively, while reflecting on the psychological meaning of these explorations (Karkou and Sanderson, 2006) shaped the manual of the intervention. The facilitators in each country were invited to engage with these principles depending on their background and qualifications. Also, carrying a client-centered ethos, to respond to the needs of the particular group of participants through adaptation. On the whole, the intervention became a dance practice with a strong therapeutic character (see other such examples in Karkou and Sanderson, 2006; Karkou et al., 2017 for differences between dance movement therapy and therapeutic dance).

The programme included 2 h/week for 16 weeks, and 32 h in total over a 4 month period between 2018 and 2020. Make-up sessions were given when necessary to account for inclement weather conditions or illness.

The sessions were organized as follows:

• Warm-up (10 min)

• Learning and performing dance routine (40 min)

• Cool-down (10 min)

During the main activity (40 min dance routine), although exercise intensity was not formally assessed, participants were encouraged to work at a cardio-respiratory intensity that they found challenging yet enjoyable and still able to respond verbally, corresponding to a moderate intensity of physical exertion (Woltmann et al., 2015). As diverse groups of individuals who experienced varying physical impacts of their cancer and subsequent treatment, it was necessary for the programme to respond to these individual needs, in line with safety principles (European Association for Dance Movement Psychotherapy, 2020). Therefore, rest and water breaks could be taken when desired and simplified or lower impact movements were offered as alternatives for those who found parts of the choreography too challenging or unsafe (for example turns). Facilitators used their best clinical judgement in dialogue with the participants to detect when groups required a water break. Choreography for each of the six dances in general was simple enough to be learned in one session, leaving ample additional time to build upon the basic choreography by increasing expressiveness, varying or increasing arm movements, interspersing travel around the room, using music with increased BPM and/or energy dynamics and generally increasing the more performative nature of the dance. According to Rodrigues-Krause et al. (2018), this “show” stage of dance corresponds to a more intense level of exertion (ventilatory threshold one), thus supporting and encouraging increases in activity intensity.

Over the duration of the delivering, the programme was organized in five stages that enabled the development of the group cohesion gradually influenced by the manualized intervention proposed in the Arts for the Blues project (Omylinska-Thurston et al., 2020). Latin American dance material was integrated in these five stages, informing the content of each session (mainly the middle part) as follows:

Stage 1: Focus on proprioceptive exercises and the perception of one's body in space. Breathing exercises to take diaphragmatic breathing consciousness from supine or sitting position. Reactivate joint mobility, in particular the shoulder. Individual work with the mirror, barefoot, and using a chair. All exercises were performed with a musical base, sometimes with eyes closed aiming to connect with one's self.

Stage 2: Rhythmic exercises to enhance body activation and promote coordination using the basic steps of merengue and bachata. It stimulated cognitive functions and encouraged participants to concentrate and memorize the sequence of steps performed. It also encouraged awareness of others and group connections.

Stage 3: Introduction to salsa and cha-cha. This stage aimed to increase muscle demand and required greater coordination between upper limbs and lower limbs. It was assumed that the greater energy required could stimulate an improvement in aerobic capacity. It also aimed to support release of physical tensions and associated emotions.

Stage 4: Consolidation and repetition of the already known dancing steps and choreographies. Participants were then encouraged to learn the basic steps of more complex dances such as rumba and tango that involved further core body engagement. By doing this, acknowledging and working though deeper emotional material became possible.

Stage 5: Participants were encouraged to choreograph their own dance, combining steps learned in previous months. At this point, participants were expected to not need the mirrors for instruction and to be confident to dance without the facilitators offering demonstrations. Psychologically it was the time when participants were encouraged to integrate movements and steps that were important for them and share their choreography with another.

In each country the programme was delivered by three facilitators per group of 10–18 women. Facilitators included experienced professional dancers with at least 5 years of experience (in the UK they also had additional dance movement therapy qualifications) and exercise professionals with qualifications in sports and movement sciences, reflecting the skills needed to deliver the core protocol. All facilitators attended 2 training days to ensure standardization of the protocol and its delivery, and to make it transferable and replicable in other contexts and countries. It was expected that different dance practitioners with diverse backgrounds and qualifications would be able to deliver this intervention. Depending on the qualifications of the facilitators and on participants' needs/preferences, stronger psychotherapeutic or dance emphasis was encouraged. It was expected that while standardization was encouraged, flexibility on qualifications allowed for variations on the delivery of the intervention to make it appropriate and relevant to the diverse organizational contexts, the different cultures of the participating countries and ultimately the individual needs of the participating women.



Outcome Measures

Primary outcome measures included: anthropometric data (weight, waist, hip, arm, wrist circumferences), cardiorespiratory fitness (6 min walking test), several functional capacities (i.e., handgrip test, 30 s sit-to-stand, back scratch test, and Fullerton advanced balance scale). Quality of Life was also evaluated (cancer-related EORTC-QLQ C30 questionnaire) and constituted a secondary outcome. All the measures were taken before and after the intervention by trained researchers across the sites.


Anthropometric Measurements

The participants' weight was recorded in kilograms. In addition, a range of circumference measurements were taken in centimeters from the following points: waist, hip, three points along both left and right arms (lateral tip of acromion, most distal point of acromion process, and the midpoint) and left and right wrist. The waist circumference is an accurate and simple index of abdominal adiposity and when used together with the hip circumference, the waist to hip ratio can be a useful measure of body fat distribution (Ross et al., 2008; Seimon et al., 2018). Whilst these measurements alone cannot determine a future pathological condition, it could be a predictor of future disease such as cardiovascular diseases or type II diabetes.



Cardiorespiratory Fitness

6 min walking test: This test developed by the American Thoracic Society (ATS) (2002) measures the endurance and residual functional capacity of patients and is generally recommended for diagnostic purposes, it is seen as an indication of global health and it is positively correlated with quality of life (Galiano-Castillo et al., 2016).

With regards to validity with a cancer population Schmidt et al. (2013) found that the distance walked correlated significantly (p < 0.001) with VO2peak, the maximum exercise capacity (r = 0.67) and perceived physical function on the EORTC QLQ-C30 quality of life (cancer) questionnaire and physical function subscale (r = 0.55). Reliability was r = 0.93 (95% CI: +0.86; +0.97; p < 0.001) with a coefficient of variation 3%.

In our study, the test was performed to ATS guidelines for the 6 min walking test [American Thoracic Society (ATS) Committee on Proficiency Standards for Clinical Pulmonary Function Laboratories, 2002]. The test is self-paced i.e., the participant chooses the intensity of effort, walks at their preferred speed, can perform stops and use support. The test field was flat, 10 meters were marked out and the participants were asked to walk back and forth to cover as much distance as possible within the 6 min. The total distance was calculated in meters and was used as the outcome by which to compare changes in performance capacity. At the end of the test, each participant was asked to score their perceived exertion using the Borg scale from 1 to 10, with 1 being “really easy” and 10 being “maximal effort.”



Muscle Strength

Handgrip: The Handgrip test is seen as the simplest method for assessment of muscle function in clinical practice (Roberts et al., 2011) and can be useful for the assessment of disease and/or rehabilitation progression, in particular the assessment of upper limb impairment, overall fitness and is seen to be strongly related to functional status (Reuter et al., 2011).

Measurements of grip strength taken with the Jamar dynamometer have evidence for good to excellent (r > 0.80) test–retest reproducibility and excellent (r = 0.98) interrater reliability (Roberts et al., 2011). Validity has also been tested in relation to distance walked during the 6 min walking test (Reuter et al., 2011) with a sample of healthy adults, where a significant correlation was found between “distance” recorded by the 6 min walking test and “initial max” handgrip score for both the dominant and non-dominant hands (p = 0.017 and p = 0.016, respectively), as well as “distance” and “final max” the final handgrip scores, for the dominant and non-dominant hands (p = 0.003 and p = 0.007, respectively).

A Jamar hand dynamometer reads force in both kilograms and pounds, with markings at intervals of 2 kg or 5 lb, allowing assessment to the nearest 1 kg or 2.5 lb. For this study measurements were recorded in kg. The patient performed the test in a standing position with a 90-degree flexed forearm. The assistant set the instrument and after holding the device, the participant was asked to squeeze their hand as hard as possible for a few seconds, being careful to squeeze only once for each measurement. For each subject, three contractions were recorded per side (left and right) to the nearest kilogram. If the difference in scores was within 3 kgs, the test was completed. If not, a fourth measurement was taken and the lowest value was crossed off. The mean value of the end three results was recorded as the final score with a higher handgrip score indicates higher functioning/strength.

30 s sit-to-stand test: This test can assess patient's muscular endurance (Millor et al., 2013), analyze functional lower extremity strength, transitional movements, balance, and fall risk (Bohannon et al., 2010) and is considered a predictor of physical capacity (Jones et al., 1999). With regards to validity and reliability, in a sample of elderly participants, the sit-to-stand test has proven to have excellent test–retest reliability (r = 0.89, 95% CI 0.79–0.93), interrater reliability (r = 0.95, 0.84–0.97), and criterion validity when compared to weight adjusted leg press performance (Jones et al., 1999).

The test is conducted with participants fully seated in the middle of a chair with a seat height of 17 inches, with a straight back and feet approximately a shoulder width apart and placed on the floor at an angle slightly back from the knees. One foot should be slightly in front of the other to help maintain balance. Arms are crossed at the wrists and held against the chest. The participant is encouraged to complete as many full stands as possible within 30 s, ensuring that they fully sit between each stand. The final score is the number of recorded stands in the 30 s period (Shirley Ryan Ability Lab, 2020) with a higher number of stands indicating higher functioning/muscle strength.



Balance

Fullerton advanced balance scale: This test involves a series of 10 tasks aimed to challenge the visual, proprioceptive, and vestibular systems (Evans et al., 2019). In a population of functionally independent older adults, the results of the Spearman rank correlation analysis indicated convergent validity produced a significant (P < 0.01) with test–retest reliability as r=0.96, and interrater reliability in the range of r = 0.91–0.95, when the test is administered by trained raters (Rose et al., 2006). Klein et al. (2011) also found the Fullerton advanced balance scale to have high person and item separation reliability, suggesting that the tool can discriminate among participants of varying balance abilities.

Participants are scored on how well they perform each of the 10 tasks including: standing with feet together and eyes closed, reaching forward with an outstretched arm to retrieve a pencil at shoulder height, completing a 360° turn in both the right and left directions, stepping onto and over a 6 inch high bench, a tandem walk, standing on one leg, standing on foam with eyes closed, performing a two-footed jump for distance, walking with head turns at an established pace, and responding to an unexpected trunk perturbation. Each task is scored on a scale of 0–4, and the scores for the 10 tasks are added together to form a composite score. Composite scores for the Fullerton advanced balance scale can range from 0 to 40, with higher scores suggesting an increased ability to maintain balance (Evans et al., 2019).



Flexibility

Sit-and-reach test: This test measures the flexibility of the back and hamstrings muscles and can be useful to evaluate the functional ability of legs in terms of walking speed and dynamic balance (Wells and Dillon, 1952; Jones et al., 1998). A meta-analysis of 34 sit-and-reach studies by Mayorga-Vega et al. (2014) showed that all sit-and-reach tests had a moderate mean criterion-related validity for estimating hamstring extensibility (rp = 0.46–0.67), but a low mean for estimating lumbar extensibility (rp = 0. 16–0.35). Reliability in a study with a sample of professional futsal players showed a high reliability (4.48% typical error; 0.84% change in the mean, 0.95 intraclass correlation coefficient (Ayala et al., 2012).

A step or box with a centimeter rod is required to perform the test. The participant sits on the ground with their legs extended forward and pressed to the floor. Feet should be in plantar flexion and placed flat against the box. With their arms forward and palms facing downwards, the participant performs a front flexion of the torso reaching forward along the measuring line as far as possible. The position should be held for 1–2 s while the distance is from their toes to their fingertips is recorded. If their fingers are past their toes, the results are positive, if the fingers are behind the toes, the results are negative. The measurements are in cm, with a higher score indicating higher flexibility.

Back Scratch Test: This is a test for shoulder flexibility and mobility and can also be utilized to evaluate the range of motion (ROM) of the shoulder joint that could be seriously compromised by surgery in breast cancer patients (Rikli and Jones, 1999; Jones and Rikli, 2002; Rózańska-Kirschke et al., 2006). A reliability study in 71 healthy older women (Dewhurst and Bampouras, 2014) showed high reliability (0.97–0.99 intraclass correlation coefficient; 0.92 cm typical error) of the back scratch test, replicating the high inter-day reliability of this test previously found by Rikli and Jones (1999).

This test is performed in a standing position. The upper arm performs a combined movement of flexion, external rotation and abduction; while the lower one is a combined movement of extension, internal rotation and adduction. The distance between (or overlap of) the tips of the middle fingers is measured with a centimeter tape, and one side is executed at a time. If the fingers do not touch it will result in a negative score, if they overlap, the result is a positive score. The score is recorded in centimeters, with a higher positive score meaning higher flexibility and mobility.



Quality of Life Measure

EORTC QLQ-C30 Version 3 Cancer-related quality of life questionnaire: The European Organisation for Research and Treatment of Cancer (EORTC) Quality of Life group developed the EORTC QLQ-C30 (Aaronson et al., 1993) one of the most widely used health-related quality of life questionnaires in cancer research. The EORTC QLQ-C30 is a validated, self-reported measure composed of both multi-item scales and single-item measures. These include five functional scales (physical, emotional, role, cognitive and social), three symptom scales (fatigue, nausea/vomiting, and pain), a global health status/quality of life scale, and six single symptom items (Dyspnoea, insomnia, appetite loss, constipation, diarrhea, and financial difficulties). In the version used for this study (version 3), the first 28 items are rated on a response scale of “not at all” (1), to “very much” (4). The scoring algorithm results in the responses to values on a scale of 0 to 100 (Fayers et al., 2001). For the functional scales, a higher score corresponds to better functioning, likewise a higher score on the global health scale indicates higher quality of life. For symptom scales, a higher score corresponds to a higher level of symptoms/problems. EORTC also developed an overall quality of life summary score—calculated from several of the function and symptom scales. In oncology research, this single summary score appears to be a meaningful, reliable, and robust measure, with a higher score indicating a higher quality of life (Kasper, 2020). A validation study of the domains of the core EORTC quality of life questionnaire found substantial construct validity (Niezgoda and Pater, 1993) with all inter-scale correlations statistically significant (p < 0.01) (Aaronson et al., 1993). In a study with 348 Kuwaiti women with breast cancer the QLQ30 internal consistency values for the full questionnaires and their multi-item scales (i.e., ≥3 items) met the 0.7 Cronbach's alpha value requirement for the responses of the patients (Alawadhi and Ohaeri, 2010).




Data Analysis

The number of participants who completed both the pre and post intervention outcome measures were different across outcome measures. For this reason, a per protocol (PP) approach to data analysis was chosen.

The analysis was conducted using the Statistical Package for the Social Sciences (SPSS) version 25 for Windows (IBM, 2020). At first each variable was checked for normality using the Shapiro–Wilk test (Shapiro and Wilk, 1965). As a result of this process outliers were identified and cleaned leading to each variable having different numbers of participants (n). The variables with no normal distribution were tested for pre and post intervention differences using the non-parametric Wilcoxon signed ranked test. Median and interquartile range were chosen to represent statistical dispersion for these variables. For variables that showed normal distribution, parametric paired t-tests were performed, whilst mean and standard deviation scores were chosen as appropriate descriptors of measures of central tendency.

To fully understand the impact of the intervention Eta squared values which reflect on the amount of variance accounted for in the sample were also calculated. Those values were used to determine the effect size for all tests performed by converting them to Cohen's d using a free online software by Psychometrica (Lenhard and Lenhard, 2016). The suggestions offered by Cohen (1988) were used to interpret the magnitude of effect sizes (<0 = adverse effect; 0.2–0.4 = small effect; 0.5–0.7 = intermediate effect; 0.8–>1 = large effect).




RESULTS

Over the course of the 16 week programme, 12 women dropped out (Bulgaria = 5, UK = 4, Netherlands = 3). Reasons included illness, travel problems, difficulties attending during winter/weather, inability to commit, childcare issues. An additional four were excluded from the dataset as they did not attend a minimum of 50% of the sessions. The remaining 54 were deemed as having followed the programme (N = 54). Participants were distributed as follows: Netherlands n = 15, Italy n = 14, Lithuania n = 11, Bulgaria n = 8, UK n = 6. The mean age was 53.51 (Standard Deviation = 7.99). Table 1 shows treatments for the women who completed the programme before and during the intervention.


Table 1. Treatments Pre and During Intervention per % of women who completed the programme.
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Despite exclusion criteria involved no indication of metastasis or scheduled surgery/chemotherapy/radiation treatment for the duration of the intervention, in reality 2% of women (n = 1) underwent further radiotherapy and 9% (n = 5) had unscheduled cancer related surgery which included cosmetic surgery, bilateral oophorectomy (ovaries removal), uterine polyps and cholecystectomy (gallbladder removal).

The anthropometric and fitness scores pre and post intervention are shown in Table 2. Weight, waist, arm, forearm, wrist (right and left in all cases), 30 s sit-to-stand, Fullerton, sit-and-reach and back scratch for the left arm all had p < 0.05 on the Shapiro Wilk test. They were therefore, regarded as lacking normal distribution and were subjected to Wilcoxon's signed-ranked test. The remaining parameters were also tested for normality and reached a p > were regarded as normally distributed; paired t-tests were used to establish differences in these parameters.


Table 2. Anthropometric and Fitness Measures Pre–Post Intervention Comparisons.
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As shown in Table 2, the use of Wilcoxon's signed ranked test showed significant differences for the following variables: weight (Z = −3.10, p =0.001, η2 = 0.25, Cohen's d = 1.16), right forearm circumference (Z = −2.54, p =0.006, η2 = 0.14, Cohen's d = 0.80) and left forearm circumference (Z = −1.67, p =0.048, η2 = 0.07, Cohen's d = 0.59); all indicating improvements. Cohen's d calculated showed that these improvements had intermediate to large effect sizes. The Wilcoxon's signed ranked test also revealed statistically significant differences with improved scores after the intervention in the 30 s sit-to-stand test (Z = 2.82, p = 0.003, η2 = 0.15, Cohen's d = 0.86) and sit-and-reach (Z = 2.03, p = 0.021, η2 = 0.10, Cohen's d = 0.68). The Cohen's d scores indicate intermediate to large effect sizes.

Furthermore, paired t-tests performed indicated some statistically significant changes, while the calculation of Cohen's d showed large effect sizes for hip circumference (t = 2.87, p = 0.003, η2 = 0.14, Cohen's d = 0.81), right handgrip strength (t = −3.56, p = 0.001, η2 = 0.19, Cohen's d = 0.99), left handgrip strength (t = −3.91, p = 0.000, η2 = 0.23, Cohen's d = 1.10) and the 6 min walking test (t = −5.08, p = 0.000, η2 = 0.32, Cohen's d = 1.38). While the hip circumference score was reduced after the intervention, handgrip for both right and left hand and the 6 min walking test showed an increase; in all cases the scores changed positively.

Table 3 shows scores on functional aspects, symptom scales and the summary score of the quality of life measure used, namely the EORTC QOL-C30.


Table 3. EORTC QLQ-C30 (V3) Cancer-Related Quality of Life Questionnaire Pre–post Intervention Comparisons.
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When we tested for statistical significant changes and for effect sizes on this outcome measure, we found the following important results: there were statistically significant changes with a large effect on the emotional (Z = 2.82, p = 0.003, η2 = 0.15, Cohen's d = 0.86) and social functioning scales (Z = 2.82, p = 0.003, η2 = 0.14, Cohen's d = 0.83). On the scales relating to symptoms, there were statistically significant changes with intermediate to large effects for fatigue (Z = −2.83, p = 0.003, η2 = 0.14, Cohen's d = 0.83), nausea (Z = −3.68, p = 0.000, η2 = 0.25, Cohen's d = 1.18), insomnia (Z = −1.77, p = 0.038, η2 = 0.06, Cohen's d = 0.52) and financial difficulties (Z = −1.86, p = 0.031, η2 = 0.06, Cohen's d = 0.53). The total summary score (Z = 3.12, p = 0.001, η2 = 0.17, Cohen's d = 0.93) also showed a statistically significant change with a large effect size.



DISCUSSION

This pilot study aimed to measure the impact of the therapeutic dance programme titled Dancing with Health delivered across five European countries. Results suggest that study participants demonstrated positive changes in both physical as well as quality of life measure after attending at least 50% of the sessions offered in the Dancing with Health programme, despite the fact that over 10% had unplanned surgery and radiotherapy during their participation in the programme. The size of the intervention effects on the physical and psychosocial measures used in this study as measured through Cohen's d are also promising with a range of intermediate (>0.5) to large impact (>0.8).

Specific results are also worth discussing. For example, one important anthropometric finding involved weight loss. Obesity is a risk factor for breast cancer (Seiler et al., 2018) and weight gain is certainly a concern amongst women post-chemo and endocrine therapy (Vance et al., 2011). However, while there is a growing number of studies on the value of physical activity toward weight loss for cancer patients (Hardefeldt et al., 2018), the research literature is particularly thin on the use of dance for weight loss in the same population (Boing et al., 2017). Loo et al. (2019) is the only study with relevant results reporting decreased levels of circulating cytokines that are linked with obesity and inflammation. In this respect, findings from this study on the impact of the dance programme on weight loss are therefore, particularly important.

Weight loss may also explain the statistically significant reduction on hip circumference scores. However, similar changes on measurements on waist circumference were not found. It is possible that estrogen blockers such as tamoxifen, commonly used in hormone therapy [National Institute for Health and Care Excellency (NICE), 2018], may be responsible for lack of changes on this measure; half of the participants in this study were on hormone therapy during the intervention.

Interestingly, changes on forearm measurements were found, but no changes on circumference of arms and wrists. The use of gentle free movement in the sessions with no weight-bearing activities may be responsible for these results. The process of opening arms and reaching out to others during the different dances may have had an impact on the circumference of the forearms but not on any other parts of the arms. It is possible that participants, not being encouraged to use weight-bearing activities, have had no opportunities to reduce inflammation and edema on the arms and wrists, areas of change reported on other similar studies (Boing et al., 2017). It is also possible that further engagement of the upper body during the intervention could have had positive results on more measures. In this case, safety would need to be carefully considered given that breast cancer surgery particularly affects arms and shoulders.

Nevertheless, changes in handgrip strength for both right and left hand were statistically significant. Participants appeared to be able to “get hold of their lives” with both hands. This was a particularly promising result since strong handgrip is a positive prognostic indicator for reduced mortality and overall health post hospitalization and surgery (Bohannon, 2008). Such findings echo work by Kaltsatou et al. (2011) on Greek group dance reporting similar positive changes.

Positive changes were also detected in the 30 s sit-to-stand exercise: participants in the dance programme developed lower limb strength as also indicated in other dance studies (Bohannon et al., 2010). They appeared to be able to “get on their feet” and “get back up,” and thus they may had become more able to manage the health problems they were faced with. This test is widely used and validated in aging populations (Macfarlane et al., 2006; Rikli and Jones, 2013; McAllister and Palombaro, 2020) and has been used with cancer patients with head and neck concerns (Capozzi et al., 2015) as well as within a wider cancer rehabilitation exercise programme (Smith et al., 2016). Results from this study supports its use in future research suggesting it is a sensitive enough method to pick changes in strength following a dance interventions.

Similar assumptions can be held regarding flexibility. Although there were no significant changes on the back scratch test, the positive results for the sit-and-reach test suggests that the overall flexibility of the participants was improved. Participants appeared to be able to “reach further” in their lives, a potential metaphor of better coping with their illness. Relevant research results for breast cancer patients suggest that increased flexibility is linked with improvements on several health measures including quality of life (Kolden et al., 2002). It is possible that the improved flexibility found in this study is linked with improvements in quality of life, an association that deserves further explored in future studies.

Finally, the cardiorespiratory fitness of the participants in the study also improved as indicated by the 6 min walking test. This is particularly important given that the dance intervention was offered for only 2 h per week, 1 h less than the recommended weekly input suggested by Boing et al. (2017). Still, there were clear cardiorespiratory benefits for the participants. A large total number of sessions offered in this study (larger than the recommended dosage by Boing et al., 2017) within the recommended moderate intensity might be responsible for this positive outcome. Furthermore, it is possible that, as suggested in the literature (Schmidt et al., 2013; Galiano-Castillo et al., 2016), improvements in cardiorespiratory fitness as recorded by the 6 min walking test can be linked with other health indicators such as quality of life. Further exploration of this relationship is needed within the context of dance research.

Finally, positive changes were found on perceived quality of life. Positive changes in the total score for the quality of life measure, as well as large improvements on the emotional and social scales, do back similar findings in the literature. For example, both the systematic review by Boing et al. (2017) and the Cochrane Review by Bradt et al. (2015) highlight that dance and dance movement therapy programmes can make an important contribution to the quality of life of women recovering from cancer. Qualitative findings (Dibbell-Hope, 2000; Serlin et al., 2000, 2017; Ho et al., 2016) explore this issue further by referring to working through the body (using the body as a vehicle for emotional exploration), as an opportunity to create new associations and perspectives of/with themselves, as well as share emotional difficulties within a supportive environment. Dance movement therapy literature in particular highlights the need to do this in a safe way, stressing the importance of the presence of a qualified dance movement therapist as a facilitator in such groups. In the absence of this, the need for training into safe uses of dance with this client group and awareness of limits of one's practice seem to be essential pre-requisites.

Cancer-related fatigue was also part of the cancer-related quality of life measure (see symptom scales on Table 3). Given how prevalent fatigue is amongst women with cancer (Schneider et al., 2003), identifying perceived improvement on this measure amongst the participants in this study was important and in accordance with relevant literature (Sturm et al., 2014; Boing et al., 2017; Loo et al., 2019). Lower scores in perceived fatigue may also be linked with improved physical fitness. Arnett et al. (2008) argue that when cardiorespiratory fitness is improved, greater aerobic reserve may be associated with a delayed onset of muscle fatigue, improvements in functionality and physical independence. Fatigue may therefore, explain why people avoid engaging in physical activity (Rethorst et al., 2018) but at the same time the need to reduce fatigue is why physical activity can be helpful post-surgery, acting as an important antidote. Making physical activity attractive and safe through creative work can be one of the ways of motivating participation; people may engage more readily with something they find pleasant. This may also have a direct impact on reducing nausea and improving sleep as we found for the participants in this study. Although physical activity literature reports on such changes (e.g., Kreutz et al., 2019), until now, there have been no reports that dance and/or dance movement therapy may be linked with improved sleep and reduction in nausea for women recovering from breast cancer.

Interestingly, unlike other studies on dance for Parkinson's disease (Hackney and Earhart, 2010; Duncan and Earhart, 2012) for example, we found no changes in balance measures. It is possible that people with Parkinson, participants in this study did not present balance issues before the intervention, creating a ceiling effect on the pre-intervention measures. Therefore, improvements on pre-existing good scores on balance were not possible.

The study was ambitious, collecting data from several countries and thus with several inconsistencies in the data collection process leading to an inevitable heterogeneity. Different recruitment processes and settings could explain differences in the samples across the countries. In the UK, Lithuania, and Bulgaria for example, the study took place in the community in cultural organizations and sports centers, settings that were very different from the medical center in the Netherlands, and the university in Italy. Participants fell within the specifications of the inclusion/exclusion criteria, but different countries did not collect demographic information in a consistent manner. Furthermore, the facilitators had quite different backgrounds, qualifications, and levels/types of experiences. In the UK for example, the facilitators were all qualified as dance movement therapists in addition to having expertise in Latin dance teaching and exercise. These differences must have had an inevitable impact on the way the intervention was delivered despite the rigorous training of the facilitators prior to the commencement of the work. These differences sat on top of cultural and practical variations. In the UK for example, the intervention was delivered once a week because both the facilitators and the participants, coming from further afar could not commit to being in the particular setting twice a week. Longer sessions were offered instead. As exercise frequency is a very important variable for physical fitness, it is possible that improvements on physical measurements have been affect by other factors (e.g., overall increase in daily physical activity levels), rather than the dance intervention solely. Other variations from the protocol were not reported. Adherence measures were not used to establish numerical diversion from the agreed protocol. Nevertheless, despite the reported differences, the study was possible and the intervention impactful, alleviating concerns around the feasibility of the study across five countries. Furthermore, the heterogeneity of the group reflected common practice, indicating how this intervention could be implemented after the completion of the study without losing important characteristics.

Further limitations of the study design were in the absence of a control group and randomization which restricted the study's ability to conclude a causal association between the Dancing with Health intervention and the outcome measures with certainty. The absence of control group presented difficulty in measuring and controlling for important confounding variables, particularly unmeasured confounding variables such as ongoing medications, age, lifestyle, social-cultural background. The presence of an active control such as an exercise group could have allowed for comparisons of the effects of dancing with other types of traditional types of exercise already studied with breast cancer patients (e.g., aerobic and resistance training) (Herrero et al., 2006). This type of active control would give a more real magnitude of the fitness gains provided by regular dance practice and can be considered for future studies. In the current study however, due to the absence of a control group there is a possibility for wrongly concluding that the positive effects are due to the intervention when in reality they are due to chance leading to the possibility of committing a Type II error. Furthermore, the presence of several outliers in the dataset leads to a threat from regression to the mean (Morton and Torgerson, 2003; Bland and Altman, 2008). For these reasons, causation cannot be assumed; findings need to be interpreted with caution and cannot be generalized.

Further caution is needed due to the use of PP analysis. It has been argued that the PP approach can potentially offer an estimate of the true efficacy of an intervention among those who completed the intervention programme as planned (Ranganathan et al., 2016), who, in this study, were all those who attended at least 50% of the sessions. Nevertheless, since the PP approach considers only those who attended the intervention it increases the risk for distorted representation of the real-life situation as it is likely to show an exaggerated intervention effect (Ranganathan et al., 2016). Reporting both Intention to treat (ITT) and PP analysis has been argued as an option to address the issue of overestimation using imputation techniques by Schulz et al. (2010) in the CONSORT statement. However, the quasi-experimental design of this study restricted the implementation of an ITT approach and hence there is an expected bias influencing the estimate of true efficacy of the intervention, limiting the results to those who attended the intervention.

We would also suggest that the type of methods included (or not included) in the study needs additional consideration. For example, nutritional habits were not monitored during the intervention. Any change on weight, hip or forearm could be due to changes in nutritional habits. Absence of data on this domain limits our capacity to attribute changes to the programme only. An overall measure of physical fitness is also missing. Although it was planned initially for the International Physical Activity Questionnaire (IPAQ) to be included in this study, different versions were used across countries, which prevented the research team from creating a coherent data set. Furthermore, data from the EORTC QLQ-FA12 Cancer-related fatigue was collected across countries, but the information included in this questionnaire was also captured in the quality of life EORTC QLQ-C30 measure used under the symptom measures. For this reason, we decided to not include the results from this measure in this paper. Instead, and as a way of strengthening our understanding of the psychological impact of the intervention, in both the Netherlands and the UK additional measures for depression and anxiety were used, which were perceived as balancing out the more physical data collected. However, since these measures were used in only two countries, they did not constitute complete data sets for analysis and reporting purposes. Finally, in the UK study, it seemed important that qualitative data were collected alongside movement-based analysis of segments from the video recorded sessions. It was decided that these additional data sets could offer information on the process of implementing the programme and expand our understanding of some of the quantitative outcome-based results. Again, this type of data was collected in one site/country only and can be considered for inclusion in future studies. Further qualitative information about the intervention could be gathered across sites, informed by movement-based observations used in dance movement therapy. Assessing the movement quality of session participants before, during, and after sessions offers additional, insightful and potentially useful qualitative data not previously considered in the context of complex interventions. Furthermore, video recording dance sessions can lead to an easy reproduction of the programme. It can be used as a tool for quantitative analysis of data related to exercise tolerance and prescription. For example, it is possible to select the types of moves at moderate-vigorous intensity, the number of repetitions of selected dance routines, effective exercise time (ways in which dance routines are performed, with or without pauses) and so on. The use of video as a method of data collection can therefore, also be valuable in future studies.

As a preliminary study attempting to offer a first evaluation of the intervention, it axiomatically requires further refinements of processes and intervention design, as well as even though improvement in the design, the choice of measures and the analysis of the results. However, this remains an extensive evaluation, which, as with all complex interventions, is perceived as an important first step before larger studies are completed [Medical Research Council (MRC), 2019]. Research informing the design, type or optimal duration of such interventions is useful before a sufficiently powered study is conducted. In future studies, the presence of a control group is certainly recommended that can allow for the calculation of the sample size.

Finally, although a 3 months follow up was included in the current study, the impact of Covid-19 did not allow for all the countries to complete follow up measures. In further studies, follow up measures are certainly important to consider and report on. Future studies could also include a longer follow-up period to better elucidate potential benefits and sustainability of the intervention presented here.



CONCLUSIONS

Results from this study shows that the Dancing with Health programme had both physical benefits on anthropometric measures and fitness levels, as well as psychosocial benefits for women with breast cancer. We found positive changes on weight, hip and forearms as well as on changes on cardiorespiratory fitness, overall flexibility and strength. The quality of life measure also indicated positive changes after the intervention.

Furthermore, the study highlights that joint effort across different countries can enable the development of an intervention which, with cultural variations, can be compared and treated as sufficiently homogeneous. Whilst most breast cancer dance studies are small, and larger randomized control trials are needed that are sufficiently powered, together our findings indicate that dance, or an integrated dance and exercise programme, could be a viable way of encouraging breast cancer patients to participate in physical activities. This attractive intervention for women can be engaging, having the potential to benefit them physically as well as improve the quality of their lives at a time when additional and holistic support is certainly needed.
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The ability of dance to address social isolation is argued, but there is a lack of both evidence of such an effect and interventions designed for the purpose. An interdisciplinary research team at University of Calgary partnered with Kaeja d’Dance to pilot test the effects of an intervention designed to facilitate embodied social connections among older adults. Within a mixed methods study design, pre and post behavioral tests and qualitative surveys about experiences of the body and connecting were administered to thirteen participants along with test instruments of loneliness and body appreciation. In the short-term, no significant changes were found on quantitative tests. Exploratory analysis revealed intervention improvements on individual body appreciation questions only. This indication of change was strongly supported by converging qualitative data and identified as relating to: increased connection through task-based collaboration, increased awareness of interpersonal boundaries, and a shift to experiencing the body as responsive. These indications of increased relational capacity were deemed likely to cause further impact in the long term. Examining this possibility and the subsequently arisen factor of COVID-19 risks and restrictions, test instruments were administered again to 10 participants 4 and 5 months after the intervention. A significant increase in loneliness was found. Despite this negative impact of COVID-19 isolation, several positive intervention changes remained detectable and some continued to increase over time. Seventy percent of the participants, who made new social contacts during the intervention and later sought continued contact, improved significantly across all body appreciation measures over the full study. The qualitative data from the last two time-points revealed both consistent values and new, negative changes. While these preliminary findings speak to the durability of intervention changes, they also identify areas of urgent priority to help older adults restore embodied relational capacity that has declined during COVID-19. Within the limitations of a small-sample pilot study, converging mixed methods results support the hypothesis that dance interventions designed for the purpose can positively affect the social inclusion of older adults. Although we recommend further study, these promising results also indicate that dance interventions can help older adults recover from pandemic isolation.
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INTRODUCTION

This mixed methods pilot study was conducted in Canada by an interdisciplinary arts-psychology research team at the University of Calgary and in partnership with the established dance company Kaeja d’Dance. The Intervention Phase of the study was completed shortly before COVID-19 broke out and a Phase II assessed the durability of short-term intervention tendencies and effects as well as additional longer-term effects over the first 7 weeks of the pandemic.

The study tested the hypothesis that a dance intervention designed to facilitate meaningful connections through collaborative movement creation tasks, touch, and exchange of embodied memory would have positive effects on the body appreciation and capacity to connect socially of older adults. This hypothesis was both based on the partner organization’s long-term experience working with intergenerational community members and on the theory presented below.

The initiation of the study was motivated by a gap in evidence-based knowledge about the effect on social isolation and loneliness of dance-interventions for older adults, as well as a need to determine and understand characteristics of dance interventions that provide social inclusion benefits.



THEORETICAL FRAMEWORK


Aging and the Related Issues of Loneliness, Social Isolation, and Body Appreciation

With reference to the growing population of older adults, research attention has recently been directed toward the social and emotional impacts of aging, and how these influence mental and physical health. In the context of the COVID-19 outbreak, the risk of social isolation and loneliness among older adults has become an urgent and prominent concern (Berg-Weger and Morley, 2020; Gorenko et al., 2020; Hwang et al., 2020; Robb et al., 2020; Smith et al., 2020). Gaps in the research result in limited tools to effectively address these concerns.

We know that social isolation and loneliness greatly influence emotional, behavioral, and cognitive functioning (Hawkley and Cacioppo, 2003; Holt-Lunstad et al., 2010; Coyle and Dugan, 2012; Taylor et al., 2018); are strong predictors of mortality (Pantell et al., 2013); and are of critical importance particularly in later life (Hughes et al., 2004). Nevertheless, research demonstrates that at least 10% of older adults frequently feel lonely (Pinquart and Sörensen, 2003). When adults age, their number of social relationships decreases as new relationships become harder to establish, the few connections that remain are deepened (Hughes et al., 2004), and many experience multiple, traumatic losses in their lives (Victor et al., 2000; De Jong-Gierveld and Havens, 2004; Cloutier-Fisher et al., 2011). These changes position older adults at unique risk of developing feelings of loneliness and becoming socially isolated. Thus, loneliness (Jylha, 2004) and social isolation (Jose and Cherayi, 2017) are seen to grow with age.

Although referring to inter-related phenomena, the two concepts used here differ. Social isolation has been defined as a quantitative measurement of the number, type and duration of contact between the individual and their social connections (Wenger et al., 1996; Victor et al., 2000); while loneliness is recognized as a more complex construct reflecting the individual’s subjective evaluation of the level and quality of social contact they participate in contrasted with their desired amount and quality (Weiss, 1973; Andersson, 1998; Perlman and Peplau, 1998).

A study by Smith concluded that loneliness furthermore is an embodied experience because it is “expressed through the participants’ bodies in several ways, including fatigue, tension, withdrawal, and emptiness” (Smith, 2012, p. 45). The limited research available on body satisfaction among older adults does not focus on loneliness and social inclusion. A series of individual findings do, nevertheless, indicate that a multidirectional relationship could exist between body satisfaction, social support, and access to social and embodied activities. Studies have identified negatively perceived physical appearance as a primary source of socially excluding ageism (Hurd Clarke, 2010; Hurd Clarke and Korotchenko, 2011) and interpersonal body acceptance and reappraisal as indicators of positive body satisfaction and well-being (Watt et al., 2017). A positive body image has been linked to older women’s participation in social, public, and active leisure (Liechty and Yarnal, 2010), and people with greater social support have also been found to be more likely to participate in long-term physical activity (Smith et al., 2017). These under-researched connections motivate further study as they seem to affect social isolation and partake in the complex construct of loneliness.



Arts and Dance Interventions for the Social Inclusion of Older Adults

Helping older adults feel more socially included involves enabling them to pursue lifelong activities, meet their basic needs, maintain important relationships, have meaningful participation in their community’s development, and discover new interests and means to feel fulfilled (Levitas, 2004; Moody and Phinney, 2012; Scharlach and Lehning, 2013). Targeted intervention offers are needed to achieve these desired effects, and arts-based approaches, in particular dance (Keogh et al., 2009), have been recognized as potential methods to provide distinct and relevant benefits for aging populations (Moody and Phinney, 2012; MacLeod et al., 2016; Skingley et al., 2016).

Studies with music, singing, and visual arts interventions have demonstrated positive impacts on older adults’ depression, quality of life, perceived stress, and both mental and physical health (Ronzi et al., 2018). For example, a study conducted by Moody and Phinney (2012) that involved Community-Engaged Arts (CEA) Programming was able to enrich participants’ relationships with each other and with their community by providing an opportunity to connect in new ways, and by strongly emphasizing inter-group collaboration. Participants’ ability to engage with agency in artistic collaboration and public spaces were also identified as important factors (Matarasso, 1997; Moody and Phinney, 2012). Nevertheless, overall intervention effects in this area are still under-researched and inconclusive (Findlay, 2003; Ronzi et al., 2018), in part because the idea of fostering social inclusion through arts-based mediums remains a relatively novel scholarly idea (White and Rentschler, 2005).

Scholars in the fields of dance science and dance psychology have begun researching the impact dance practice can have on older adults’ overall health and wellbeing. However, much of this research has investigated and found physical or cognitive benefits (Keogh et al., 2009; Kattenstroth et al., 2010; Kshtriya et al., 2015; Rodrigues-Krause et al., 2016; Fong Yan et al., 2018; Meng et al., 2019) or focussed on specialized subsets within the aging population (Guzmán-García et al., 2013; Lötzke et al., 2015; McNeely et al., 2015a; Cann, 2016, p. 191–192; Skinner et al., 2018). Yet, it is recognized in the literature that dance-based interventions have great potential to address social isolation and loneliness among older adults (Crumbie et al., 2015), and studies have laid the groundwork for applying dance broadly for this purpose by examining inclusive language and frameworks of delivery (Houston, 2018; Lehikoinen, 2019) and suggesting associated policy development (Cann, 2016).

Dance is noted as being a specifically appealing medium to facilitate social inclusion interventions for older adults because of its many forms, flexible settings, relatively low cost (Keogh et al., 2009), and accessibility (McNeely et al., 2015b). Some scholars theorize that dance may be more enticing to older adults than other options because participants have positive memories of dance from when they were younger (Lima and Vieira, 2007), and because of the supportive, social nature of the artform (McNeely et al., 2015b). Overall, research results appear to support these claims; dance-based interventions have been shown to improve participants’ quality of life, satisfaction with life (McNeely et al., 2015b), mood, and depression (Crumbie et al., 2015; Hyvönen et al., 2020). To these benefits one should add the physical and cognitive effects of dance participation that might support social inclusion. The improved balance and mobility caused by dance practice (Kshtriya et al., 2015) can positively affect the ability to partake in social and cultural offers out of the home. The maintenance of executive functions that dance improvisation has been found to affect (Coubard et al., 2011; Hansen et al., 2020) may support the ability to overcome expectations of social barriers through problem solving and cognitive flexibility.

Previous research has outlined the promising potential of dance-based interventions to reduce the social isolation and loneliness of older adults (Hackney et al., 2007; Duignan et al., 2009; Keogh et al., 2009; Houston and McGill, 2011; Guzmán-García et al., 2013) with reference to the unique format of dance programs and the opportunities they offer for social interaction (McNeely et al., 2015b). Schwender et al. (2018) also found that social dance interventions caused marked improvements in participants’ sense of self and body-awareness of relevance to the connection between loneliness, body values, and bodily practices previously mentioned. It is no surprise then that these socioemotional aspects of dance-based interventions are frequently repeated in the literature (Franco et al., 2015), yet the evidence-base for these claims is both limited and inconsistent (Laban, 2010; Lötzke et al., 2015; McNeely et al., 2015b; Silva et al., 2018).

Although more research is needed into the empirical effect of dance interventions on social inclusion and loneliness, it seems equally important that dance interventions are developed specifically for this purpose. Due to the well-documented physical and cognitive benefits of dance, widespread interventions for older adults tend to be designed with these two benefits in mind. A prominent example of this tendency can be found in the National School of Ballet’s broadly applied programs for older adults in Canada (Skinner et al., 2018). Their promotional videos feature rows of older adults mirroring a younger dance teacher’s movement demonstration without reciprocal interaction. To facilitate social connections, while providing physical and cognitive maintenance that help counter bodily withdrawal, we reasoned that effective dance interventions would require: (1) meaningful tasks of interpersonal exchange with agency to make choices, (2) improvisational exploration of embodied memory, and (3) engagement with proprioceptive and kinaesthetic exercises that may enhance positive body awareness. These principles informed the design of the intervention for our pilot study.



STUDY DESIGN


Overall Design

The triangulation mixed methods model of this intervention study was chosen with reference to the phenomenon studied, the sample size available, and the specific aims of the intervention. Loneliness as it relates to social inclusion is a complex, multifactored construct, which makes it difficult to measure changes over time with accuracy. The partnership opportunity to conduct this pilot study was confined to a small sample of participants, further reducing the efficacy of stand-alone quantitative measures. The dance intervention was developed to support participants’ ability to connect socially through collaborative generation of movement that was based on their autobiographical memory of touch and connection. While standardized quantitative measures of loneliness and body appreciation might produce some relevant information about far transfer trends and effects, the research team expected that qualitative data about relational experiences, comfort levels with touch, and body attitudes would be needed both to triangulate the quantitative results and to consider near and target transfer effects more closely associated with intervention targets in our interpretation.

To distinguish between such effects with clarity, this study draws on Morrison and Chein (2011) to define levels of transfer. Far transfer effects are arrived at using generalizable, standardized measures of changes and are assumed to have impact for participants in situations that differ from the intervention (e.g., when writing an email). Near transfer results are arrived at through measures that are more sensitive to the intervention situation; such results are thus expected to impact the participants in related situations and/or when related factors are consistent (e.g., when involved in an interpersonal activity). The impact of target transfer results is typically limited to similar circumstances (e.g., another collaborative and improvisational dance activity) because instruments primarily measure skills trained within the intervention.

The quantitative and qualitative datasets were processed independently to enable comparative analysis and identification of convergent findings as recommended by Creswell (Creswell and Plano Clark, 2007, p. 62–67). Due to both the known limitations of small sample quantitative data and the more detailed information provided in qualitative data, we anticipated the need to also pursue additional, sequential analysis of the findings, interpreting indications or trends in the quantitative data through the qualitative findings (Morgan, 2017)1.

The study was completed in two phases: the Intervention Phase that took place in early December 2019, and a Phase II from early April through May 2020, which replaced a planned follow-up test due to the outbreak of COVID-19. As a result, quantitative test instruments and qualitative surveys were administered at four time points: (1) on the morning of the first intervention day (pre-intervention), (2) in the afternoon of the last and fourth intervention day (post-intervention), (3) 4 months after the intervention (Phase II), which also was 2 weeks after COVID-19 broke out in Canada, and (4) 1 month later and 7 weeks into the COVID-19 outbreak (follow-up). A task-based, behavioral test was only administered at the two time points of the Intervention Phase. An information survey was furthermore distributed pre-intervention and participants were asked to report changes to this information at the Phase-II time point.

The overall study design follows the “Research-based Practice” model for multi-disciplinary research involving the performing arts (Hansen and Barton, 2009; Hansen, 2017). This model enables team members conducting quantitative, qualitative, and artistic research with shared research questions and empirical sources to systematically apply the methodologies of their respective disciplines and to arrive at results with high discipline-specific validity. These results are then exchanged, cross-disciplinarity connections are explored, and application possibilities are identified. Offering additional ethical integrity, the model furthermore ensures that the research team’s arrival at results remains independent from the interests a partner organization may have.

The present study was designed by the research project leader who has expertise in interdisciplinary performing arts psychology (Hansen). Instruments testing participant-reported values were selected in collaboration with the psycho-gerontologist Candace Konnert. The task-based behavioral test was developed collaboratively by the project leader (Hansen) and the partner (Kaeja). The project leader managed recruitment and administered test instruments supported by a research assistant, and the partner delivered the task-based, behavioral test. The partner developed, led, and delivered the dance intervention with dramaturgical and theoretical input from the research project leader. Based on Hansen’s previous research (e.g., Hansen et al., 2014, 2020; Hansen, 2018a, b) and the previously discussed theory, this input focussed on the safety of methods for sourcing dance creation in autobiographical memory, the exchange of such embodied memory, and the prioritization of creation and improvisation over demonstrating and teaching choreographed movement material. Quantitative and qualitative data were processed separately by two research team members with experience in the psychology of aging and education (Hartling) and artistic performance research (Main) who did not witness the intervention. This processing was tested by the project leader who found no errors and strong inter-rater coding consistency (coding differences were small and did not affect the primary patterns found). Preliminary results were exchanged and discussed within the team, further data mining was completed individually to answer questions and review convergences deriving from patterns across the findings, and interpretations (including sequential explanations) were arrived at in team collaboration and while considering the full set of results. Findings, interpretations, and advice for how this knowledge can be used to advance dance offers for older adults were reported to the partner that then began to apply them.



Participants

Kaeja invited older adults above 60 years in age to sign up for a free dance session on the topic of touch (no dance experience required, first come, first served admission). The advertisement of Kaeja’s invitation was distributed to their news subscriber base and more broadly, through their own social media accounts and the accounts of related community and dance organizations. 26 older adults registered for the dance session.

These individuals received an independent email from Hansen, explaining that a study had been initiated and inviting them to consider participating on voluntary basis2. Thirteen of the 15 participants who signed up for the Intervention Phase made it through a snowstorm that closed public transit on the first intervention day. All 13 study subjects received invitations 4 months later to extend their participation to Phase II, and 10 accepted. Neither of the study phases involved a control group. Consent forms were signed, and a demographic information questionnaire was filled in-person prior to test administration and behavioral tasks engagement in the Intervention Phase. A consent addendum was given on a secure online system (Qualtrics) alongside questions about demographic changes, which then released online versions of the test instruments of Phase II. As evident from the presentation of demographic information in Figure 1, the Phase II group remained comparable to the Intervention group. Note that the specific demographic information collected reflects variables that have been found to impact experiences of loneliness in other studies (Hughes et al., 2004).
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FIGURE 1. Participant demographic information by group.




Intervention

The process, regarded for research purposes as an intervention, was a free community dance session, offered over four consecutive days of 3.5 h each. The dance session was titled “The Moving Connections Project” and designed by the mature choreographer Karen Kaeja from our partner organization with research-based feedback from Hansen. For the design, Kaeja drew on more than three decades of creating large-scale dance works with community members, choreographic and improvisational approaches honed through her praxis (see Hansen et al., 2014), and her BA-level training in dance therapy3. The work was furthermore informed by—and contributed to—Kaeja’s process of artistic inquiry into intergenerational memory of touch, which would lead to a future professional dance production with community participation. The delivery of the session was supported by Kaeja’s community engagement manager, a rehearsal manager, and four professional dancers. In addition, a psychologist and professional therapist joined the session at the end of each day to witness and offer support for participants. Each day also included a half hour break with snacks to rest and encourage less structured social exchange.

To protect Kaeja’s intellectual property, the creative contents of the intervention are here described in general terms with individual examples, selected to demonstrate the kinds of interaction and experience that were designed to facilitate embodied, social connection4.

Each day started with a 10–15 min circle greeting followed by a 20 min warmup. A 45–60 min creation session was facilitated on each side of the mid-session break and every day ended with a circle debrief, inviting participants to share impressions and experiences from the day.

In the circle greeting, each participant was acknowledged and welcomed, a shared space of mutual trust and confidentiality was established, and participants were reminded of how to take care of their bodies during the work (e.g., use a chair or ask a dancer in the room to help adjust a phrase for physical accessibility). The warmup evolved from directing attention toward each person’s proprioceptive experience of their own body while performing gestures through expanding awareness to others in the room while moving in space or interacting with touch. An example of the latter was to take turns “leading” the movement of a partner’s arm by placing one’s wrist under the partner’s and taking part of their weight while moving together.

The first creation session typically involved a process of individual writing in response to a prompt such as “the last time you connected with someone new” or “a meaningful experience of being touched by something or someone.” Participants were instructed to circle three words or phrases and use them to create gestures. Then a scored list of tasks would usually be taped to the wall and participants were asked to work in pairs and later, in groups. They would string their gestures into phrases, teach their phrases to each other, and build choreography with different “conditions.” At times, such conditions were arrived at through improvisation tasks. Participants might for example be asked to cross the space sensing that they were moving through different elements (e.g., water or wind), and then later see the environmental condition listed as a step on a group choreography score. Most scores included options for partners and groups to choose between and required collaborating participants to interpret tasks in addition to engaging with one another’s embodied memories in the form of movement phrases.

The second creation session was largely dedicated to generating one shared group choreography. One by one, over the 4 days, each participant came to the front of the room to share a personal gesture created on the first day. They taught it to the remaining participants and professional dancers while verbally describing the meaning behind the gesture. Everyone in the room was attentive and celebrated the act of sharing. A lead dancer then memorized the gesture, devised a connective transition from the previous gesture to the new one, and worked the full group through a process of learning it step by step. Once 3–4 gestures had been learned individually, the group practiced performing them stringed together. Such smaller phrases of gestures were then combined in larger choreographic sections that were rehearsed, led by the dancer. On the last day, all participants’ gestures had been integrated choreographically and the group performed the full choreography, embodying one another’s memories5.



Quantitative Tests

The two quantitative test instruments administered were the Three-Item version of the UCLA Loneliness scale (3I-UCLA) and the Body Appreciation Scale-2 (BAS-2).

The 20-question Revised UCLA Scale has been a standard measure of participant-reported experiences of loneliness since the 1980s (R-UCLA; Russell et al., 1980). The shorter version of this scale was developed in the 2000s to ease the administration of the instrument (Hughes et al., 2004). It was chosen for this study to avoid the confounding risk of directing participants’ attention toward negative social experiences with a long list of negative concepts. A study testing the psychometric comparability of the two scales from 2004 on 229 older adults found that the correlation between R-UCLA and 3I-UCLA is high (p < 001). The questions of the 3I-UCLA scale are: (1) How often do you feel you lack companionship, (2) How often do you feel left out, and (3) How often do you feel isolated from others? Labels included in the response scale are “hardly ever” = 1, “some of the time” = 2, and “often” = 3. The score is calculated as the sum of all items. Higher scores represent higher degrees of loneliness.

The Body Appreciation Scale-2 is a 10 question version of an original 13 question test that aims to turn a common research focus on negative body image and body dissatisfaction to a focus on identifying adaptive body attitudes. This same shift of focus was deemed relevant for our study because of the possibility that adaptive body attitudes might reduce interpersonal barriers. A recent review of BAS-2’s psychometric construct validity found that the scale is strongly related to established measures of body image (Tylka and Wood-Barcalow, 2015, p. 58). The test instrument lists statements such as “I feel that my body has at least some good qualities” or “I appreciate the different and unique characteristics of my body” and asks participants to indicate how frequently they agree with the statements on a 5-item Likert scale ranging from “never” (= 1) to “always” (= 5). The score is calculated as the average of responses to all items. Higher scores represent higher body satisfaction. Subscale scores are reviewed in this study to analyze variance across body appreciation topics and indications of partial changes that relate to qualitative evidence, they do not represent effects in an off themselves.



Qualitative Data Collection

The qualitative survey administered in the Intervention phase of this study included seven questions, each of which was followed by space for a short, written response. The survey was designed to indirectly reveal changes in behaviors and attitudes toward forming social connections, touch, and the body. The first two questions asked when the participants had last had meaningful, personal exchange with someone they (1) knew well or felt connected to and (2) did not previously know well of feel connected to. These questions instructed the participants to name the context and situation of the exchange and characterize how they felt during the exchange. Question three asked for examples of what made participants feel (non-intimately) connected. Questions four through six inquired about comfort levels around exchange with people participants do not know well that involves (4) sharing personal information, (5) physically touching or being touched, and (6) being emotionally touched. These questions encouraged participants to add examples if an answer depended on the situation. Question seven invited participants to describe their body as they experienced it in that current moment. A research assistant was on site to take dictation from participants who were unable to write; one person made use of this service.

In Phase II, the survey was reduced by removing the two questions about touch (question 5–6). Under COVID-19 restrictions in Western Canada at the time physical touch between non-cohabitants was to be avoided and consequently, these questions were no longer appropriate.

The task-based test of the Intervention Phase was designed to gage whether self-reported changes in attitudes toward social connection and touch manifested in changed behavior. The 40 min test was video recorded and was led by Karen Kaeja. It involved a physical warm-up, private autobiographical writing, individual creation of three gestures from the writing, and either individual or collaborative creation of choreographic phrases by sequencing the gestures. Participants were given the choice between three conditions: (1) working on a solo phrase alone, (2) working on a duet phrase with a partner they did not know well, and (3) working on a duet phrase with a partner they did not know well while also sharing their personal writing. Participants who selected condition 2 or 3 were given the additional option of inserting moments of connection and touch. At the end of this test, participants shared their phrases with the group. The conditions gave participants options, reflecting different levels of interaction and personal sharing with others (which relate to the survey questions about comfort levels with social connection and touch). In addition to observing changes in these explicit choices, the tasks were also designed to provide evidence of more implicit behavioral changes, such as for example the comfort levels revealed by the kinds of touch initiated by participants.



RESULTS


Quantitative Results at Far Transfer


Methods of Analysis

The objective of exploratory statistical analyses was to identify both significant effects and inconclusive trends as a contribution to the triangulated and sequential mixed methods analyses. All statistical analyses were conducted using SPSS Statistics software. Prior to conducting statistical testing, normality of the data was determined through analyses of mean, median, mode, skewness and kurtosis values; all of which fell within acceptable ranges. Additional visual inspection of the sample was conducted using histograms and boxplots.

Repeated measures ANOVAs were conducted to determine the presence of significant changes in loneliness and body appreciation across the four timepoints outlined: pre-intervention, post-intervention, Phase II (4 months after the intervention), and Phase II follow-up (1 month later). The significance of Mauchly’s Test of Sphericity was analyzed to determine sphericity of the data. In instances where sphericity could not be assumed, the Greenhouse-Geisser correction was implemented to account for such discrepancy.

When main effects from repeated measures ANOVAs were found to be statistically significant, post-hoc analyses in the form of paired samples t-tests were conducted to determine the specific timepoints where scores differed. Here, despite the presence of multiple comparisons, it was determined that the Bonferroni correction should not be applied to prevent potential Type 1 errors, as doing so to a study with a limited sample size would increase the risk of a Type II error. Additionally, the Bonferroni correction may have masked potential trends in the data, which it would be relevant to further investigate through the qualitative data. Given this decision, all post-hoc analyses were planned in advance to theoretically reduce the potential risk of a Type 1 error.



Short-Term Intervention Phase Results

Regarding direct, measurable intervention effects between pre- and post-intervention timepoints, there were no significant changes on overall loneliness or body appreciation scores to note.

Exploring subscales for indications of variance across body appreciation themes and partial changes, statistically significant improvement was indicated in responses to two individual body appreciation questions (Q3) “I feel that my body has at least some good qualities” [t(11) = −2.35, p = 0.039, d = 0.67] and (Q10) “I feel like I am beautiful even if I am different from media images of attractive people” [t(11) = −2.74, p = 0.018, d = 0.77).

Hundred percent of the participants furthermore replied on an open participation survey, administered by our research partner, Kaeja, that they would like to participate in dance offers by Kaeja again.



Long-Term Findings Discovered in Phase II

From the Phase II survey, administered 4 months after the intervention and 2 weeks into COVID-19 social isolation, it was evident that 80% of the participants acted on their wish to continue dancing with Kaeja and signed up for classes and sessions in the first 4 months after the intervention, although only 40% were able to take in short classes before COVID-19 broke out and the remaining, longer sessions were canceled. Seventy percent of the participants also indicated that they had reached out to connect with other participants from the December dance session that they did not previously know well. In other words, new connections that arose during the intervention were actively pursued afterward.

Taking into account all four timepoints, a significant main effect on loneliness was found [F(3, 27) = 4.52, p = 0.011, ηp2 = 0.33, see Figure 2]. At the Phase II time point (while most still believed COVID-19 measures to be temporary) we found a statistically significant increase in overall loneliness across the full sample of participants from scores reported post-intervention [t(9) = −2.54, p = 0.032, d = 0.80].
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FIGURE 2. Mean UCLA Loneliness Scale total scores across time (pre-intervention, post-intervention, phase II and phase II follow up).


Despite this negative effect, the 70% of the Phase II participants who sought out further contact with individuals from the intervention experienced significant improvement of their overall body satisfaction score across all four points in time measured [F(3,18) = 3.73, p = 0.030, ηp2 = 0.38]. The increase in scores is particularly pronounced when comparing the pre-intervention timepoint with the follow-up, 7 weeks into COVID-19 social isolation [t(6) = −3.42, p = 0.014, d = 1.31, see Figure 3]. That said, the improvement in their score was gradual and consistent across the four time points, indicating a continued, long-term effect of the intervention on body appreciation levels that is associated with the active and continued pursuit of new social connections made during the intervention.
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FIGURE 3. Mean Body Appreciation Scale total scores for participants who continued contact across time (pre-intervention, post-intervention, phase II, and phase II follow-up).


Note that the ability to sustain or improve body appreciation through COVID-19 measures did not eliminate the increased experience of loneliness. We do not know whether individuals in this demographic would have felt even more lonely without the positive effect of the intervention, but it seems that it is possible to have increasingly positive feelings about the body while also feeling lonely due to isolation or distancing from social connections.

Returning to our preliminary exploration of subscore indications for mixed methods purposes, the intervention changes on individual body appreciation questions were still detectable in Phase II. In the case of question 10 about body beauty, scores furthermore significantly increased over the following weeks [F(3, 27) = 3.52, p = 0.28, ηp2 = 0.28]. When comparing scores from the pre-intervention to the Phase II follow-up, this noted increase was even higher than the significant change measured after the intervention [t(9) = −3.00, p = 0.015, d = 0.95, see Figure 4]. Part of the positive intervention change measured on answers to question 3 about positive body qualities remained intact at the time of Phase II. However, the follow-up test revealed that this change declined to the pre-intervention level over longer-term exposure to COVID-19 social distancing measures (see Figure 5). Interestingly, this decline in positive qualities, was more than matched by a significant increase in body appreciation expressed in responses to question 5 “I am attentive to my body’s needs” [F(3, 27) = 3.30, p = 0.035, ηp2 = 0.27], specifically between the pre-intervention and the follow-up timepoints [t(9) = −2.45, p = 0.037, d = 0.78, see Figure 6]. This indicates that participants shifted their focus from positive body qualities to the need to remain physically healthy during COVID-19. In other words, the positive, indicative subscale intervention changes discovered on two questions were still detectable 4 months later, despite the spike in loneliness reported, and the change found on one of these questions continued to grow, while the participants’ body appreciation focus otherwise seemed to shift from qualities to basic needs.
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FIGURE 4. Mean Body Appreciation Scale Q10 scores across time (pre-intervention, post-intervention, pahse II, and phase II follow-up).
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FIGURE 5. Mean Body Appreciation Scale Q3 scores across time (pre-intervention, post-intervention, pahse II, and phase II follow-up).
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FIGURE 6. Mean Body Appreciation Scale Q5 scores across time (pre-intervention, post-intervention, pahse II, and phase II follow-up).




Contribution to Mixed Methods Analysis

It is rare that short-term interventions with a small sample yield statistically valid quantitative results on generalizable, far transfer tests. That said, a more granular exploration of subgroup effects and subscale change indications, as the one presented here, can provide preliminary evidence of subgroup impact and indications of possible trends to be further examined through the qualitative data. Within this study, strong convergence was discovered between qualitative results and our findings on the subgroup of participants who sought out continued contact as well as the indicative discoveries from individual body appreciation questions. Together, the quantitative and qualitative results provide promising evidence of the intervention outcomes and the effect on these outcomes of short-term and longer-term COVID-19 measures. We will return to this convergence in the discussion section.



Qualitative Results at Near and Target Transfer


Method of Analysis

The qualitative data was processed inductively using thematic coding. Changes caused over time by the intervention and COVID-19 restrictions were understood through the analytical comparison of coding patterns at the four time points (pre-intervention, post-intervention, Phase II, and follow-up).

Video recordings of the task-based test from the Intervention Phase of the study were first time-stamped and annotated, and then coded in subthemes under the following thematic categories: (1) the participants’ choice of the three conditions for collaboration, (2) methods of collaboration used (e.g., discussion, trying out ideas), (3) evidence of body language (e.g., physical hesitation), and (4) moments of touch (e.g., spontaneous or choreographed). While theme category 1 matched the pre-determined task conditions a priori, categories 2–4 emerged inductively from the empirical data and were then applied systematically to the analysis of the full video dataset. Patterns in coding revealed behavioral changes at target transfer, which were contextualized through the survey findings.

Thematic coding was also used to identify changes (constituting near transfer effects) in the experiences and attitudes that participants self-reported on qualitative surveys at the four time-points of the study. Nvivo research software was used to systematically identify thematic codes and further analyze relationships between thematic coding categories. Participant responses from the pre- and post-intervention surveys were first annotated and coded to synthesize key information with attention to variations. Preliminary thematic categories and subthemes emerged from this work. Participant responses to survey question 1 and 2 about meaningful exchange with social connections produced coding themes about context, type of relationship, nature of exchange, feelings, and self-characterization of the exchange. The thematic coding categories that emerged from answers to question 3 reflected the qualities and methods through which participants felt connected non-intimately. Questions 4 through 6 codes characterized levels of comfort and personal tendencies when forming new connections. Responses to question 7 (“describe your body”) generated body relationship coding themes; in particular, the participants’ attitudes toward their body and focus on specific features/qualities stood out. Comparing preliminary coding patterns, the research team identified more extensive, relational awareness as a qualitative effect of the intervention. To further analyze this pattern with a focus on emergent relationships between the induced themes, the following new thematic categories were applied to the full set of survey data: (1) participants’ attitudes toward the body as state-based or relational/experiential and (2) participants’ awareness of boundaries and reciprocity during exchanges. The described process and codes were subsequently applied to survey responses from Phase II and the follow-up, and results from the two study phases were compared. Relationships between near and target transfer results were furthermore explored.



Results of the Behavioral, Task-Based Test

Several participants indicated vocally that their choice between the three conditions (i.e., solo, duet with private writing, and duet with shared writing) was based on interest in trying out different options rather than comfort level with social connection, and thus comparison of these choices did not effectively measure changes. Thematic coding and analysis of the participants’ behavior during their work on the task proved capable of providing evidence. We identified qualitative behavioral tendencies and post-intervention changes, which are reported below with supporting descriptions of observations from the video data.

In the task-based pre- and post-intervention tests, all participants were given 5 min to individually create and sequence three gestures from private autobiographical writing prior to their solo or group work. Pre-intervention results were characterized by a feeling of cautiousness toward the task. This affect was embodied via delayed task initiation and physical expression of hesitation with participants remaining seated for an extended period of time. Once participants began to devise movement, use of space was limited by the overall group formation; participants stood in a semi-circle with a large empty space in the center. Furthermore, the majority of participants worked stationary, creating within their kinesphere and selecting movement isolated to the upper body. Only participant 15, one of the more comfortable dancers, broke from the rigid group formation to explore floorwork.

Behavioral changes in the post-intervention results marked increased comfort with this individual dance creation task. Participants filled the entire studio hall and created individual gestures with an awareness of others’ movements. Faster task initiation allowed for more exploration of space and expanded movement. Gestures utilized the participants’ whole body and different spatial orientations (e.g., more levels, indirect/direct movements, turns). The cautious atmosphere of the pre-intervention test was contrasted by exploration and play in the post-intervention test.

Behavioral changes exhibited in the individual creation processes are comparable to changes in the methods of collaboration participants had access to in the collaborative stage of each test. For participants who selected duets, collaboration in the pre-intervention test was more rigid and structured. Participants used mirroring techniques and verbal explanation to learn each other’s solo. Few suggestions were offered amongst partners and as a result, the solos were sequenced together nearly unchanged. All duets included some degree of mirroring, unison, and stationary, upper-body movement; 4 out of 7 performances had all these features. In contrast, the overall methods of collaboration in post-intervention data were more fluid and responsive. While direct mirroring was still employed to learn choreography, the solos evolved through their translation into duets. For instance, a duet between participant 1 and 4 incorporated a call-and-response technique wherein participant 1 clapped and participant 4 responded by rolling. Such a moment emerged through the collaborative means of verbal negotiation and physical improvisation. Other examples of expanded movement and collaborative possibilities included: the use of cannon timing, explicit accommodation of different physical capabilities, and the exploration of spatial relationships between partners.

Changes in touch also occurred between the task-based pre- and post-intervention tests. While the amount of choreographed touch increased minimally, participants who chose to touch demonstrated changes in comfort levels. Participants who touched during the pre-intervention test typically also described themselves on the survey as generally comfortable with touching or being touched. Some participants who indicated discomfort with physical touch and personal exchange on their pre-intervention survey chose to perform choreographed touch post-intervention. In addition, six participants engaged in instances of “friendly touch,” such as a hug or pat on the back, during the post-intervention test, which is an increase from the two individuals in the pre-intervention test.

In summary, behavioral changes observed were faster task-initiation, more comfortable and expanded use of space, transition from partial- to whole-body movement, more direct (faster) access to collaboration, and new emergence of “friendly” touch. While these changes in part reflected improved dance skills, they also showed improved interpersonal connections and increased bodily comfort of relevance to the study hypothesis and the intervention design objectives.



Results of Short-Reply Intervention Phase Surveys

The relevance of the target transfer results was further supported by qualitative findings from both the pre-intervention and post-intervention surveys.


Meaningful Connections With New and Old Social Contacts

According to the participants’ self-reported experiences, new connections were formed through meaningful exchange while performing a task and/or sharing an autobiographical memory. Other methods of meaningful exchange included in survey responses were difficult conversations or acts of service—although these methods were more common amongst well-established (old) social connections than newly formed ones. In fact, task-based sharing of autobiography remained the most popular method of exchange across all pre- and post-intervention surveys. This emphasis was equally strong in the pre- and post-intervention tests, and thus not derived uniquely from the intervention. Interestingly, it nevertheless pointed toward several of the characteristics chosen as the focus of the intervention as central for experiences of forming connections in general. Examples of tasks named on the pre-survey included community gardening and serving on an arts board. These examples also included references to light autobiographical exchange. In the post-intervention survey, nine participants explicitly described the Kaeja dance session as a form of meaningful task-based and autobiographical exchange. For example, participant 1 described the dance session as an opportunity to “connect on a richer level with another participant” and later stated, “it’s been wonderful to share stories.” Participant 4, who struggled to verbalize a “painfully personal” autobiographical memory, recognized another participant in a similar situation. Participant 4 described how they used dance to communicate implicitly: “We began to consciously respond in silences to help one another.” Collectively, these examples from the Kaeja workshop illustrated conditions fruitful for the formation of new connections and, in some cases, exhibited moments of emotional touch, which otherwise were only reported from exchanges with well-established long-term connections.

Meaningful exchanges that included “service to” vs. “reciprocity” with a person was another key difference between old and new relationships. Examples of meaningful exchange in old relationships often described a major life event (e.g., serious injury or a graduation) with emotionally loaded language. As a result, these events tended to involve an act of service for another person. For instance, participant 6 supported an injured friend by bringing food and offering company. This participant “felt happy to hear [the friend’s] whole story and let her vent.” On the other hand, new relationships tended to include tasks that were collaborative in nature and involved reciprocal exchange as the foundation for meaningful connection. For participant 1, the conditions for meaningful exchange were created while performing the shared task of cleaning with a future in-law relation. As a result, willingness to engage in deeper conversation was reciprocated, leading to a perceived change in relationship status: “This time we learned so much about each other and our lives. Now we are much closer—a new friend I think.” The importance of reciprocity was further emphasized in responses to the question “What makes you feel connected (non-intimately)?” Here reciprocity was a key quality named alongside common ground, support, and openness.



Expressions of Body Value and Experience

When compared to the pre-intervention tests, post-intervention results demonstrated near transfer effects on bodily openness. Two factors related to bodily openness—body awareness and body value—changed after the Intervention Phase. Body awareness was generally characterized using either state-based or relational/experiential language. State-based understandings of the body were expressed as definitions (e.g., “my body is …”), indicating that participants viewed the body as relatively stable/permanent and tended to assign value judgments to certain aspects of it. For example, “I am not happy with my mid-section. I never have been.” On the other hand, relational and/or experiential awareness of the body typically focused more on body feeling as changing according to contexts. Such experiential awareness of the body can be found in participant 9’s description, “I’m currently experiencing my body as healthy and strong… and vulnerable.” Notably, the majority of participants’ body awareness shifted to relational/experiential after the intervention (pre-intervention: 9 state, 2 relational / post-intervention: 3 state, 9 relational). Furthermore, participants experienced changes in body values caused by the intervention from an even split between negative and positive attitudes toward 87.5% majority of positive and neutral (pre-intervention: 7 neg, 7 pos, 1 neu/post-intervention: 2 neg, 11 pos, 3 neu).



Comfort Levels With Personal Exchange

Increased awareness of the self in relation to others was found to relate to the increased body awareness described above. Participants’ self-reported comfort levels with personal exchange, physical touch, and emotional touch were typically more contextual in post-intervention surveys (e.g., “The context is very important as it can clarify expectations: why is this personal exchange happening?”), while they predominantly were reflective of personal tendencies in the pre-intervention surveys (e.g., “I am a touchy person”). All participants demonstrated increased awareness of interpersonal boundaries in both the task-based post-intervention test and the post-intervention survey. These changes, however, were particularly useful for participants who were initially uncomfortable with exchange. Participants identified additional factors as crucial in development of new connections. These factors included (1) sustained interaction with another person over time, (2) understanding of social scripts, and (3) clear intentions, and they were described as manifested in Kaeja’s dance session. One participant characterized the session as a “safe” and “ethical” environment, and another participant articulated feeling “understood” by the group during a difficult experience. The movement tasks/exercises were described as “breaking barriers” of physical touch, a way to “empathize, humanize, and connect deeply,” and an opportunity to learn about others and connect with those one might not initially be attracted to. As expressed by participant 14, the dance environment fostered comfort during exchange: “Even if I might think that I might not be comfortable in touching, as soon as the movement begins, barriers are erased.”



Intervention Phase Survey Summary

Near transfer results suggest Kaeja’s intervention was an effective method for establishing fruitful conditions for new relationships. Reciprocal collaboration on choreographic tasks and autobiographical exchange produced a greater fluidity of body definition; increased comfort with touch, movement, and space; and expanded awareness of boundaries and how to articulate/respect them. The research team considered it likely that these changes, if maintained, could lead to new relationships and a positive effect on both social inclusion and body appreciation in the longer term, particularly as participants offered examples of meaningful connections made during the intervention in their post-surveys.



Results of Short-Reply Phase II and Follow-Up Surveys


Meaningful Connections With Social Contacts in Phase II Survey

At the time of Phase II, 4 months after the intervention and 2 weeks into the COVID-19 outbreak, participants showed slight changes in how and why they connected with others. Reports of connections tended to be task-based and less autobiographical in nature. The threshold for what appeared meaningful was lowered, simply “being together” was experienced as a meaningful connection. This indicated a shift in emphasis from development of new connections to basic maintenance of pre-existing ones.



Comfort Levels With Personal Exchange and Body Values in Phase II Survey

Collaboration, shared tasks, and awareness of boundaries were predominantly related to COVID-19 risks and comfort levels, pointing toward COVID-19 risks gradually becoming a barrier to many forms of interpersonal exchange. The shifts toward more positive body value terms and toward a more fluid and relational experience of the body that was affected by the intervention remained consistent at this time-point despite the expression of growing concerns about remaining healthy.



Follow-Up Survey Consistencies and Changes Across All Topics

Many of these consistencies and developments remained detectable a month later. However, there were a few notable exceptions where longer-term COVID-19 conditions showed an effect on participants. One of these exceptions was a partial decrease in awareness of the body as relational/experiential followed by a matching increase in defining the body as a fixed state. This was mostly the case for the 30% of the participants who did not seek out continued contact with participants in the intervention. The 70% who did initiate such contact were more able to sustain the effect of the intervention on body awareness. The increased focus on physical health on the Phase II surveys did by the time of the follow-up evolve into a focus on fitness and how the body is felt, indicating a shift from concerns to active and positive self-care with relevant body awareness. However, 7 weeks into the COVID-19 outbreak, the respectful, interpersonal understanding of boundaries expressed after the intervention had turned into a hypervigilance and protectiveness of individual bodily boundaries with strong contextual awareness, which likely would make the emergence of new relationships more difficult.

This combination of lasting or recovered intervention effects and new barriers offers strong indications of both the long-term effect of Kaeja’s dance intervention and the new social barriers that COVID-19 risks have caused.



DISCUSSION

As previously explained, our mixed methods analysis first aimed to triangulate findings through examination of convergence between the quantitative and qualitative results. Secondly, additional explanations of quantitative indications (sub-scale observations) were explored through the qualitative results. The following presentation of these integrated findings includes discussion of the theory and hypothesis of the study.


Integrated Findings


Convergences

Overall, participants’ qualitative descriptions of meaningful connections collected both before and after the intervention featured shared tasks and autobiographical exchange. This strong pattern supports the prior research finding that social relations require deeper connections later in life (Hughes et al., 2004), and further specifies such connections as genuinely personal and based on shared activities. It also validates the part of our intervention design that matches experiences from visual arts interventions (Moody and Phinney, 2012); namely, that social inclusion interventions for older adults benefit from incorporating collaborative tasks. Finally, it supports the value of the second leg of our intervention design reasoning: that basing such tasks on personal memory provides further opportunities to form new connections that feel meaningful. The effectiveness of these approaches is further supported by the converging quantitative fact that 70% of the participants formed social connections during the intervention that they continued to pursue afterward.

Indications of positive changes on body values and individual areas of body appreciation, which were found independently in both the quantitative and qualitative data across all four time points, did—according to the statistical data—evolve over time to a significant quantitative effect across the full test instrument for the 70% of the participants who sought out continued contact with such new social connections. The converging qualitative finding that this same group found it easier to maintain relational body awareness in the long term, despite pandemic social distancing and isolation, supports the association between body appreciation and social connection that was hypothesized in our theory section. In addition, the most consistent body appreciation change across all time points was found in responses to the sub-scale question 10 about appearance and beauty. This, merely indicative, quantitative observation gains relevance when interpreted through the converging qualitative discovery of a consistent, long-term positive intervention effect on value descriptions of the body in the survey responses. Interestingly, question 10 is also the one BAS-2 scale question that most directly addresses the link between negative values of physical appearance, ageism, and social exclusion that has been identified in previous research (Hurd Clarke, 2010; Hurd Clarke and Korotchenko, 2011).



Sequential Interpretations

Another discovery, that our results add to these developing understandings of the field, and which was more surprising to us, is the specific importance of body fluidity and relational awareness of interpersonal boundaries. Although body appreciation and kinesthetic awareness would be a beneficial place from which to initiate new social connections, and it might help break—possibly internalized—barriers associated with both ageism and age-related changes in social support structures, the openness and acceptance mentioned by participants as a precondition for forming new connections seem to require additional kinds of body awareness. The experience of the body likely needs to be adaptive and responsive to exchange. This finding offers a focus on more specific qualities than the attention to “adaptive body attitudes” embedded in the quantitative body appreciation test instrument (Tylka and Wood-Barcalow, 2015) or the “proprioceptive and kinesthetic enhancement of body awareness” that formed the third and final leg of our intervention design reasoning.

The examples offered in the qualitative data show us that points of connection with a new individual are best established through reciprocal exchanges, based in shared tasks and a sensitivity to the personal boundaries of the other. Remember that comfort levels with touch remained largely unchanged on the survey and only improved in the behavioral data after the intervention, while the positive experience of negotiating boundaries made a difference for participants who otherwise felt uncomfortable with touch. The same was true for individuals who initially felt less interested in other participants. Their interest grew through collaboration. Looking at Kaeja’s intervention, we do thus have strong qualitative evidence for the effect of tasks to create choreography collaboratively. While proprioceptive and kinaesthetic training exercises likely helped participants gain skills of body awareness of relevance, the collaborative exchange and negotiation was the greatest contributor to the shift toward the adaptive and fluid body experience mentioned above.

It should be noted that the importance of developing and maintaining an adaptive and fluid experience of the body and relational awareness of boundaries through task-based exchanges was further supported by the changes encountered during COVID-19 restrictions. A fluid and adaptive body experience was found easier to maintain during COVID-19 restrictions for participants who continued to have contact with connections made during the intervention.

Despite this positive finding, the loss of access to collaborative exchange during COVID-19 restrictions and the fact of heightened personal risks caused both increased a hypervigilant and non-relational understanding of interpersonal boundaries, which could be connected with the increase in loneliness measured. Meanwhile, both quantitative and qualitative results point toward an increased focus on maintenance of basic physical health, which according to the qualitative data evolved into positive, but non-relational self-care.



Concluding on Integrated Findings

It is encouraging to learn that new social connections arose from the intervention and that positive body appreciation changes were sustained and developed into a significant effect over the long-term despite COVID-19. It is useful to now understand how a positive relationship between social connection and body appreciation can be established and maintained through collaboration and relational body awareness.

That said, the increase in loneliness measured and the qualitative changes found give cause for concern. This evidence of negative COVID-19 impact supports researchers of social work and clinical psychology who have been predicting a COVID-19 related surge in social isolation and loneliness among aging populations and recommending the delivery of interventions to address the issue (Berg-Weger and Morley, 2020; Gorenko et al., 2020; Hwang et al., 2020; Smith et al., 2020). Our study adds to these predictions and recommendations the more specific insight that interventions for older adults will be needed to soften self-protective barriers and re-establish the relational capacity that pandemic circumstances have reduced.

Within the limitations of this pilot study, the converging mixed methods results support our hypothesis by providing preliminary evidence that dance interventions designed for the purpose can positively affect the body appreciation and capacity to connect of older adults and thus also their social inclusion. Theoretically, these findings may also partake in the complex factors that cause experiences of loneliness and therefore help reduce loneliness over longer time and under non-pandemic circumstances.



Limitations

The small sample size underpowered quantitative parts of the study statistically. It made the sample vulnerable to outliers and it inhibited statistical analysis of several relevant demographic factors because some demographically based subgroups became too small for statistical analysis. The invitation to the study was inclusive of all the older adults registered in the dance session. Additional exclusion criteria were not added to eliminate demographic variables. With some exceptions, the sample was drawn from active older adults self-identifying as white and did not reflect the more diverse demographics of most Canadian municipalities. Because the administered tests were measuring changes in attitudes and experiences as indicators of relational capacity, rather than changes in performance, there was no risk of results being confounded by participants learning how to perform better on the tests. The unanticipated pandemic outbreak meant that the long-term intervention effects measured were limited to this specific circumstance. The effects could vary under different long-term circumstances. Addressing both the sample size limitation and the changed follow-up condition, we interpreted quantitative results through the qualitative data to identify and differentiate between causal connections. The fact that only 10 of our 13 participants opted to contribute to Phase II after the COVID-19 outbreak could have affected the comparability of the two phases if the demographics of the groups were different. In our case, the demographics supported comparability.



Implications

This pilot study provides promising evidence that can help fill the gap in knowledge about the effects of dance interventions for older adults on body appreciation and social inclusion. The study also identifies important connections between these two concepts. Drawing on this evidence, the study points toward intervention characteristics that programs designed for the purpose of addressing social isolation in aging populations can consider implementing to increase the benefits of their offers.

This study furthermore supports growing evidence that such interventions have become even more urgently needed due to the negative effects of COVID-19 restrictions. Older adults will require support to relax protective barriers and regain embodied, relational capacity when COVID-19 restrictions can be safely released. The findings of this study indicate that dance interventions with collaborative tasks and exchanges of memory can offer the needed support.

These implications rest on results that are limited by sample size and homogeneity, and furthermore, are more strongly supported by context-dependent near transfer measures than generalizable far transfer effects. Thus, we recommend the following future steps toward further confirmation and application:

(1) Complete multiple, standardized repetitions of the intervention study with a more diverse sample, that—with a sample size increased through accumulation—might corroborate findings and, possibly, expand their transferability. A comparative analysis will need to factor in changed, post-pandemic circumstances.

(2) Integrate collaborative, task-based creation and memory-based exchange in dance interventions for older adults that are meant to address social isolation.

(3) Offer interventions with the key features identified here for older adults to help re-build post-pandemic social capacity.
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FOOTNOTES

1 Following Morgan’s consolidation of methods for integrating quantitative and qualitative findings, “sequential” here refers to the sequence of analyzing data types that were collected simultaneously (Morgan, 2017).

2 Ethical standards required the study recruitment to take place independently of the dance session advertisement in order to avoid making the dance opportunity dependent on study participation.

3 Lau’s dance therapy program at York University with geriatric care internships at Baycrest hospital (1980–1984).

4 For more information about the intervention, please consult the primary author or future publications on this study.

5 After Phase II was completed and during the pandemic, Kaeja offered a series of online dance sessions in which a large group of community members, including members from the December dance session, learned and rehearsed this group choreography from their own homes—live streamed and together (www.kaeja.org/movingconnections).
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Previous studies examining EEG and LORETA in patients with chronic pain discovered an overactivation of high theta (6–9 Hz) and low beta (12–16 Hz) power in central regions. MEG studies with healthy subjects correlating evoked nociception ratings and source localization described delta and gamma changes according to two music interventions. Using similar music conditions with chronic pain patients, we examined EEG in response to two different music interventions for pain. To study this process in-depth we conducted a mixed-methods case study approach, based on three clinical cases. Effectiveness of personalized music therapy improvisations (entrainment music – EM) versus preferred music on chronic pain was examined with 16 participants. Three patients were randomly selected for follow-up EEG sessions three months post-intervention, where they listened to recordings of the music from the interventions provided during the research. To test the difference of EM versus preferred music, recordings were presented in a block design: silence, their own composed EM (depicting both “pain” and “healing”), preferred (commercially available) music, and a non-participant’s EM as a control. Participants rated their pain before and after the EEG on a 1–10 scale. We conducted a detailed single case analysis to compare all conditions, as well as a group comparison of entrainment-healing condition versus preferred music condition. Power spectrum and according LORETA distributions focused on expected changes in delta, theta, beta, and gamma frequencies, particularly in sensory-motor and central regions. Intentional moment-by-moment attention on the sounds/music rather than on pain and decreased awareness of pain was experienced from one participant. Corresponding EEG analysis showed accompanying power changes in sensory-motor regions and LORETA projection pointed to insula-related changes during entrainment-pain music. LORETA also indicated involvement of visual-spatial, motor, and language/music improvisation processing in response to his personalized EM which may reflect active recollection of creating the EM. Group-wide analysis showed common brain responses to personalized entrainment-healing music in theta and low beta range in right pre- and post-central gyrus. We observed somatosensory changes consistent with processing pain during entrainment-healing music that were not seen during preferred music. These results may depict top–down neural processes associated with active coping for pain.

Keywords: music therapy, EEG, LORETA (Low Resolution Electromagnetic Tomography), case study, chronic pain, cancer, pain


INTRODUCTION

Chronic pain is a complex, multi-dimensional phenomenon that, by its nature, is difficult to effectively treat. This is particularly true in the United States where chronic pain affects more than 100 million per year and has a profound effect on quality of life partly due to the nation’s healthcare and medical systems. The economic cost of pain in the U.S. ranges from $560–$635 billion annually including up to $336 billion due to lost work productivity [Institute of Medicine (US) Committee on Advancing Pain Research, Care, and Education, 2011]. Chronic pain also affects morbidity, immune function, sleep, cognition, eating, mobility, psychosocial state and behaviors, and overall functioning. For this reason, chronic pain is often regarded as a disease in itself, due to its long-term physiological and psychological effects that require unique assessment and treatment. Opioid analgesic pain relievers continue to be the cornerstone therapy for the treatment of moderate to severe pain in the U.S. (Dowell et al., 2016). Between 1999 and 2016, the number of prescriptions for opioids in the US has quadrupled [Substance Abuse, and Mental Health Services Administration (US) Office of the Surgeon General (US), 2016] making opioid analgesics the most prescribed class of medications in the nation at more than 289 million prescriptions per year (Volkow et al., 2011; Levy et al., 2015). The increase in prescriptions for opioid pain relievers has been accompanied by dramatic increase in misuse and by a more than 200% increase in the number of emergency department visits (Crane, 2013). From 1999 to 2015, more than 183,000 people have died in the U.S. from overdoses related to prescription opioids. Complicating the treatment of chronic pain, patients present with very diverse responses to similar physical causes of pain and treatments for pain (Turk and Monarch, 2002). Therefore, chronic pain treatment requires an individualized approach, with increased potential for non-pharmacological interventions.

Pain has been defined as not only a physical sensation, but also an affective and psychological phenomenon, that can be shaped by life experience (International Association for the Study of Pain, 2017). Music therapy interventions designed for pain management seem to be well-suited to address such needs because clinicians can address these biopsychosocial domains in an integrated, synergistic way (Bernatzky et al., 2011). Thus, health practitioners have long utilized music interventions for alleviating pain, and systematic reviews and meta-analyses of the literature over the past 15 years have found that music interventions reduce pain and reduce requirements for morphine-like analgesics (Cepeda et al., 2006; Dileo, 2006; Bradt et al., 2016a; Lee, 2016). Subsequent research adds to this evidence base, demonstrating that listening to music reduces both acute and chronic pain (Nilsson, 2008; Guétin et al., 2012; Roy et al., 2012; Garza-Villarreal et al., 2014; Korhan et al., 2014).

Most research regarding music intervention for pain utilizes listening to commercially recorded music chosen by the participant with available selections containing relaxing, sedative qualities, and often administered by medical personnel such as nursing staff. Dileo (1999) has referred to such applications as music medicine, in comparison to music therapy which requires an interpersonal, music-based relationship with a music therapist. A contrasting music therapy intervention called Entrainment (Dileo and Bradt, 1999) utilizes live music as specified by the participant with the assistance of a trained music therapist; based upon the phenomenon of rhythmic synchrony of oscillations observed in physics, this music is designed to “entrain” with the participant’s internal experience of the pain and then shift to a healing sensation or experience. A main theoretical premise for these two phases involves the therapist’s empathetic relationship with both the client and his/her pain, through the process of an extensive verbal interview and musical experimentation and improvisation between client and therapist to imagine the sound of the pain through various musical elements including instrument choices, tone color, dynamics, pulse, rhythm, and/or pitch. For example, Metzner (2012) described how a client chose to scrape a metal rod on the edge of a cymbal to depict a sharp, icy sensation of her pain perception. Through a similar process of interview and sound exploration, the client and therapist then develop a depiction of healing music. Metzner (2012) also described how the same client chose the sound of an ocean drum as her healing music to connect with a positive memory of a visit to the ocean and a rainstorm. After assisting the participant in objectively describing the pain through music, the therapist then resonates with the participant’s pain and healing experience by playing the participant-created music while the participant is in a relaxed, aware state. Simultaneously, the participant directs the therapist’s playing in terms of volume, pace, and intensity through non-verbal cues–for example, if the pain has a pulse or rhythm, sharpness or dullness, the participant indicates these qualities to the therapist as the therapist plays. Thus the therapist validates the participant’s pain and healing experience and provides unique support for the participant in coping with the pain. Metzner (2012) refers to this intervention by its German term Musik-imaginative Schmerzbehandlung (“music-imaginative pain treatment”) and describes how the intervention incorporates the subjective experience of pain sensation and perception, followed by the intersubjective phenomena of pain description and expression. Because the purpose of this intervention is to increase focus on the physical experience of pain and healing as a means of promoting increased control over pain perception, Hauck et al. (2013) describe Entrainment as the use of music as a means of active coping. We would add that the participant’s recollection of the music improvised in an entrainment session would also involve the memory of the shared experience of pain and healing with the music therapist, providing another essential component of “active coping” that would last beyond the intervention itself. Several studies have demonstrated the effectiveness of Entrainment on pain perception (Rider, 1985; Schwoebel et al., 2002; Bradt, 2010; Hauck et al., 2013).

Despite the clinical evidence of music’s effect on pain perception, there are inconsistencies across studies, which Howlin and Rooney (2020) attribute to a lack of attention to prospective cognitive mechanisms for music interventions for pain. Furthermore, there is no published evidence of neurological correlates of music interventions for chronic pain. Preliminary research shows a possible relationship between musical reward (both listening and singing) and activation of the nucleus accumbens (NAc) as well as midbrain nuclei found to regulate morphine analgesia and descending inhibition of pain (Chanda and Levitin, 2013). Based on this knowledge, music therapists have theorized that music can reduce chronic pain perception by influencing activity in these brain regions while simultaneously modulating mood and cognitive reactions to the pain in the prefrontal cortex and the limbic and paralimbic regions (Bradt et al., 2016b).

Studies on neural oscillations in patients with chronic pain have produced mixed findings. Two recent reviews (Pinheiro et al., 2016; Ploner et al., 2017) into neuronal responses to pain highlight a common theme of overactivation of theta frequencies linked to thalamocortical pain networks. Two such studies include Stern et al. (2006) and Sarnthein et al. (2006) which examined resting-state neuronal oscillations in patients with neuropathic pain (versus healthy controls) to discover an overactivation of high theta (6–9 Hz) and low beta (12–16 Hz) power in central regions, including insula and insular cortices. In their review, Pinheiro et al. (2016) also reported increased alpha power in chronic pain patients at rest, and Ploner et al. (2017) noted a pattern of increased beta oscillations in frontal regions. Both Pinheiro et al. (2016) and Ploner et al. (2017) note that neuronal behavior in chronic pain patients occurs in an extended network of regions, including somatosensory, insular, cingulate, and prefrontal cortices, as well as the thalamus, subcortical areas, and the brainstem. This indicates that pain perception and processing involves a dynamic network of activity across brain regions, rather than localized activity. Whereas results in the reviewed studies are inconsistent, nevertheless changes in theta and beta oscillations and slowing of peak frequency seem to be common observations in patients with chronic pain (Ploner et al., 2017).

In a groundbreaking MEG study of responses to induced pain during listening to preferred music versus recordings of personalized entrainment music, Hauck et al. (2013) found that preferred music led to decreased delta power in the cingulate gyrus, whereas entrainment music led to changes in gamma power in somatosensory regions. Specifically, the ‘pain’ segment of the entrainment music led to increased gamma power, and the ‘healing’ music led to decreased gamma power. Hauck et al. (2013) hypothesized that the different attentional demands toward or away from pain could influence the perception of pain in different ways, and these demands would be reflected in neuronal oscillations. The increased gamma activity during the pain portion of the entrainment condition could reflect top–down neural processing, involving attentional demands to modulate the perception of pain as controllable. In contrast, the decreased delta activity in the MEG during the preferred music condition reflects known responses to distraction; this indicated that participants shifted their attention away from the pain and toward the preferred music.

Lu et al. (2019) reported lower ratings on pain unpleasantness while listening to preferred music and ‘reduced magnitude of prestimulus EEG oscillations’ (p. 3337) in lower frequency ranges (4–15 Hz) compared to white noise or silence. Ploner et al. (2017) discuss the mechanisms of top–down and bottom–up processes as studied in research of evoked, or phasic, pain. In studies of intracranial recordings, researchers found that when participants attended to pain stimuli, the medial prefrontal cortex exerted causal influences on the primary sensorimotor cortex; the causal influences were reversed when participants were distracted from pain. As with Hauck et al. (2013), these dynamics relate to evoked pain perception rather than chronic pain, but these mechanisms may also be relevant to chronic pain because of the different attentional demands of preferred music versus entrainment music interventions.

Therefore, to obtain preliminary data toward understanding the effects of preferred versus entrainment music interventions on chronic pain in vivo, we conducted EEG case studies with three randomly selected participants out of the 16 participants (see Figure 1) to compare neuronal responses to entrainment (requiring careful attention to the nature and parameters of the pain, including its musical features) and preferred (using pre-recorded commercial music selected by participants) listening conditions. Pinheiro et al.’s (2016) systematic review suggested that quantitative EEG ‘could be considered as a simple and objective tool for the study of brain mechanisms involved in chronic pain’ (p. 1), therefore we applied an objectivist case study design (Ridder and Fachner, 2016) to study proposed changes of brain processes of music therapy interventions in-depth with three chronic pain patients utilizing quantitative EEG (qEEG).
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FIGURE 1. Procedural diagram for Phases 1 and 2 of the current study. This report focuses on the data and analysis of Phase 2.


As in Hauck et al. (2013), we were interested in how the two segments of the entrainment music, namely the pain and the healing music (defined below), differed in their representation in the EEG. As this music was based on an interactive process between a therapist and the client, this music was individualized and consequently, these interventions had different durations. To control for the personal connection to this music we also asked the participants to listen to the entrainment music of another participant.

Previous research on entrainment music indicated that personalized music has a strong impact on patient’s pain perception. Based on the EEG literature on pain processing, we developed four propositions for the corresponding EEG frequency ranges and the related qualitative data. Expecting that personalized music has a stronger impact on pain processing our propositions for the planned EEG comparisons and the related qualitative data were:


(1) We expected differences in absolute power at theta, beta, and/or gamma frequencies according to the personalization of the segment depicting “pain” in the entrainment music (comparing personalized pain music to another participant’s pain music).

(2) We expected differences in absolute power at theta, beta, and/or gamma range according to the personalization of the segment depicting “healing” in the entrainment music (comparing personalized healing music to another participant’s healing music).

(3) We expected differences in theta, beta, and/or gamma frequencies when comparing post-entrainment resting state with baseline resting state.

(4) We expected differences in absolute power at delta, theta, beta, and/or gamma frequencies when comparing participants’ personalized healing music segments from the entrainment music to their individualized preferred music condition.



Given that there is no evidence of one-to-one correspondence of pain processing at any brain region (Ploner et al., 2017), we first focused our examination on power changes in different frequency bands and then utilized Low-Resolution Brain Electric Tomography (LORETA) (Pascual-Marqui et al., 1994) for absolute power differences at those frequencies to determine localized activity.



MATERIALS AND METHODS


Design

The present study was the second phase of a two-phase research project. Phase 1 (Dileo et al., in preparation) was a pilot project examining the effects of two different music interventions on chronic pain in cancer patients, whereas Phase 2 (the present study) involved a subset of Phase 1 participants to examine their neuronal responses to recordings of the music interventions from Phase 1. Figure 1 depicts the design of the entire research project from which the present data and propositions were derived in Phase 2.


Summary of Phase 1

In Phase 1, participants individually met with a music therapist for two separate sessions. In one session, the therapist offered participants a selection of commercially recorded instrumental music from which they could select music that matched their preferences given their current physical and psychological state. With the assistance of the music therapist, the participants listened to this music for the duration each of them individually deemed necessary to alleviate their pain (“preferred music” condition). In the other session, participants worked with the music therapist to select instruments and musical sounds to create music that, first, portrayed and matched the sensory experience of their pain, and then, second, portrayed a healing experience (“entrainment music” condition, with a “pain” component and a “healing” component). As part of the protocol for implementing the Entrainment intervention (Dileo and Bradt, 1999), participants directed the music therapist to start and end each component of the improvised music. The therapist audio recorded both the control and experimental sessions to monitor treatment fidelity and for use in the second phase of the study. At the end of Phase 1, participants were interviewed during their final visit to gain their perspective about the two interventions’ effects on their pain. The interviewer conducted the interview using a phenomenological approach, asking open-ended questions to understand the participants’ experiences during each intervention, including their own understanding of the similarities and differences of their experience in each condition. The interviews were audio recorded and transcribed. Sentences or phrases from the transcriptions were coded according to their essences, and these codes were sorted into categories (Saldana, 2015). Themes emerged within and across each music condition, for example, “Relaxation and body responses,” “Connection with music,” “Negative reactions,” “Positive reactions,” “Time,” etc. The full report of these qualitative results from Phase 1 will be detailed in Dileo et al. (in preparation).



Summary of Phase 2

We selected three participants from Phase 1 to participate in Phase 2. These participants underwent individual EEG sessions under several listening conditions, including music from their sessions in Phase 1. Phase 2, the present study, incorporates both quantitative and qualitative data in the forms of quantitative EEG and qualitative interviews. Figure 1 shows the points of data collection for each type and set of data in the overall project. The thematic results of these participants’ qualitative interviews from Phase 1 were integrated into the results from the quantitative EEG outcomes and interpreted according to our propositions. Temple University’s Institutional Review Board approved both phases of the research study.



Participants

We recruited potential participants for Phase 1 from the pain clinic at an outpatient cancer center at a major urban hospital. Eighteen participants consented to participate and, of these, 16 completed the full protocol of Phase 1. Twelve weeks after Phase 1 ended, we randomly selected three right-handed participants who still met the study criteria to participate in Phase 2. Each participant in Phase 1 had been assigned a participant number for data management and tracking. Eighteen participants enrolled in Phase 1, and two participants withdrew prior to data collection. We used a web-based random number generator to select three numbers between 1 and 18, eliminating the participant numbers of the participants who had withdrawn from the study. We then contacted the participants assigned to those numbers selected by the application.

These participants then gave their informed consent to this second phase. Table 1 shows the participants’ demographic information and their pain and analgesic history entering Phase 1. We obtained general information about the type, dosage, and frequency of each participants’ medications and did not ask participants to refrain from taking any medication for the EEG studies so as to keep their pain under control. Because participants served as their own controls, and the effects of all the participants’ medications on their EEGs would be difficult to isolate, we proceeded with the understanding that this project would provide preliminary data toward a study with more controls on medication effects on EEG.


TABLE 1. Participant information.
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EEG Conditions, Music Presentation, and Pain Assessment

Given the small physical space of the EEG lab, the logistics of providing live entrainment music during EEG acquisition would have been very challenging and limited. Because the entrainment sessions were recorded during Phase 1 to assure treatment fidelity, we determined using these recordings would provide a wider array of instrumentation and musical potential than using very limited, live instrumentation inside the lab. Therefore, during each EEG session, we presented a recorded series of music conditions, customized for each participant, in a block design (Figure 2), which would also provide uniformity in auditory presentation. The block design included segments of audio recordings collected from the individual participants’ entrainment and preferred music therapy sessions from Phase 1 of the study. We also presented a recording of an entrainment music session of a fourth participant (pain and healing) to compare with each participant’s entrainment music as a control condition. These recordings were obtained using an omnidirectional microphone and Garageband software to ensure high-quality audio recordings in the clinical setting (in Phase 1). The duration of each music condition in the block design was determined by the length of music available from each participant’s session. Because the improvised music from the entrainment sessions was shorter in duration than the music selections from the preferred music sessions, the entrainment segments were shorter, utilizing a minimum of 30 s of music for each of the pain and healing conditions. Though the preferred music sessions in Phase 1 of the study were 10 or more minutes long for all the participants, we chose to use between 60 and 90 s of each participant’s music in the block design in the present study, so it would not be significantly longer than the entrainment segments. The resting conditions following the entrainment music conditions were 5 min long. The music therapy clinician from the first phase of the study selected the most salient segments of music from each participant’s sessions for each music condition and created a playlist of the music and silent segments in the appropriate sequence for the block design. The clinician also included 10–20 s of silence in between each music transition (e.g., from both presentations of entrainment “pain” to “healing” music, and between “Preferred” and “Other Pain” conditions) to most closely replicate a realistic clinical scenario. Regarding presentation order, we kept the “pain” and “healing” segments together from their respective entrainment sessions to again ensure the presentation was as close to a real clinical situation as possible. Because we were working with only three cases, there was little need to randomize the presentation order. The length of the resulting block designs ranged from 19 to 21.5 min for each participant.
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FIGURE 2. Block design of stimulus conditions (presented in order from left to right). Resting state, eyes closed; Personalized Pain Music (Entrainment) Recording; Personalized Healing Music (Entrainment) Recording; Post Personalized Entrainment Music Rest Period; Preferred Music; Control Condition: Other Pain (Entrainment) Music; Control Condition: Other Healing (Entrainment) Music; Post Other Entrainment Music Rest Period. Note: 10–20 s of silence for transitions between each Pain/Healing recording, and between Preferred Music and Other Pain (Entrainment) Music.


Immediately prior to and after the EEG study, the music therapist asked each participant to rate the severity of his/her pain on a scale of 1–10 and to answer focused interview questions inquiring about each participant’s experience during each condition of the EEG session, as well as what part of the session, if any, was most helpful for the participant’s pain. The music therapist notated the participants’ responses in their own words. Because of the brief nature of these interviews, the responses stood on their own without need for additional coding or analysis and served to provide context for interpreting the quantitative data (EEG) in Phase 2. See Appendix A for a description of each participant’s music conditions.



EEG Assessment


Recording Technology

We recorded EEG with 21 scalp (Ag-AgCl) electrodes using a NicoletOne station with a v44 amplifier, integrated Video EEG, and NicVue recording software v.3.0.6 (Nicolet Biomedical, Madison, WI, United States). Electrodes were attached to the scalp according to the international 10/20 system at Fp1, Fp2, F3, F4, C3, C4, P3, P4, O1, O2, F7, F8, T3, T4, T5, T6, Fz, Cz, and Pz. EEG and artifact control signals were amplified with a band pass filter of 0.053–55 Hz with sensitivity set at 7 mV. Impedance was under 5 ohms with a sample rate of 256 Hz.

We recorded EOG from two additional electrodes placed at the outer canthi of each eye and ECG from one chest electrode. Two electrodes on each earlobe served as reference, with an additional pair of electrodes placed on the mastoids for ground.



Procedure and Recording Setting

The EEG sessions took place in the outpatient EEG lab at the same hospital which housed the participants’ cancer clinic. The individual sessions took place after normal clinic hours in the late afternoon to limit noise disturbance from outside the examination room. We connected each participant to the acquisition station and checked conduction and impedance. Once setup was complete, the music therapist then briefed each participant on what would occur during the EEG study. Participants were instructed to rest with eyes closed, listen to each music segment, and focus on the effects of the different segments on their pain. The therapist then started the session by playing the CD created for each respective participant on a Sony portable stereo placed in the room and instructed participants to use hand signals to indicate if the therapist should raise or lower its volume during the session. The Nicolet station records synchronous video, and we marked the start/end of each condition post session at the EEG lab where sessions took place on the Nicolet recording software before export to edf+, which was then imported into the analysis software.



EEG Signal Processing

We imported the EEG recordings, including reference channels and artifact recordings, into NeuroGuide analysis software (version 2.7.3) (Thatcher et al., 2011). The EEG traces were re-referenced to averaged linked ears using a montage set including both mastoid channels recorded with the EEG. The NeuroGuide software downsamples the EEG data to 128 Hz, and baselines and filters (<1 Hz and >55 Hz) the raw data with a 5th Order Butterworth filter. Using NeuroGuide’s artifact toolbox which calculates split-half and test–retest reliability measures for selected EEG data, as well as semi-automatic detection of eye movement, we selected reliable, artifact-free EEG traces for each condition from each participant’s data. We also visually inspected the EEG, ECG, and EOG recordings to manually exclude segments of data affected by eye movements, blinks, or muscle activity. NeuroGuide baselines and filters the artifact-free, spliced EEG selections a second time (at < 1 Hz and >55 Hz). Then NeuroGuide performs a Power Spectral Analysis (PSA) for the artifact-free EEG selections with a Fast Fourier Transform (FFT) and divides EEG selections for the FFT into 2-s epochs. This results in a frequency range of 0.5 to 55 Hz at a resolution of 0.5 Hz using a cosine taper window. NeuroGuide then divides the EEG data from each channel into predetermined frequency bands.1



Statistical Comparisons

Table 2 presents the analyses we conducted on each set of EEG data using NeuroGuide’s statistical toolbox. Of the three cases, only one participant (Darryl2) reported experiencing pain at the time of the EEG study. Furthermore, one case (Will) had limited clean data available for analysis due to technical problems, therefore preventing analysis of data related to Propositions 1–3; however, we were able to extract reliable EEG traces from Will’s data for the fourth and final analysis, which enabled us to conduct a group paired t-test comparing all three participants’ personalized healing music condition to the preferred music condition (Proposition 4) with the Alpha level for all paired t-tests set at 0.05.


TABLE 2. Quantitative EEG analyses.

[image: Table 2]For the comparisons within the different entrainment conditions and the pre–post entrainment rest conditions (Propositions 1–3), we conducted paired t-tests on the absolute power of the usable EEG traces from each set of Darryl’s and Carolyn’s data. Based on these EEG data, we conducted low-resolution brain electromagnetic tomography (LORETA) to localize the EEG data to a three-dimensional brain model. Given Darryl’s reported change in pain response during the music intervention, we focused this report on Darryl’s data regarding propositions 1–3 as a case study.

Given that EEG frequency bands reflect different functions and behave statistically independently (Kubicki et al., 1979), Low Resolution Electromagnetic Tomography (LORETA) (Pascual-Marqui et al., 1994, 1999) can estimate the three-dimensional intracerebral current density distribution for the frequency bins as set in Neuroguide software. These distributions were used to estimate localizations of activity within a 3-D brain model, based on the Brodmann Areas (BA) that are in the core or nearest proximity of the LORETA solution space (2394 voxels with a spatial resolution of 7 mm) to which the LORETA algorithm projects the EEG source localization. The localization is restricted to cortical gray matter and hippocampi referring to the digitized Talairach and probability atlases of the Brain Imaging Center, Montreal Neurologic Institute (MNI305). BAs are associated with a distinct cytoarchitecture of neuroanatomical pathways, and through extensive empirical study, are correlated closely with particular neuropsychological functions as described in Kolb and Whishaw (2009). The LORETA version implemented within the Neuroguide software utilized in the current study utilizes a three-shell spherical head model registered to the Talairach brain atlas (Talairach and Tournoux, 1988) and EEG electrode coordinates derived from cross-registrations between spherical and realistic head geometry (Towle et al., 1993).

When conducting analyses in the frequency domain, LORETA values at each voxel represent the power (i.e., squared magnitude) of the computed intracerebral current density (units of amperes per square meter). To analyze raw source current values, Neuroguide uses Non-Transformed Raw Values or Square Root Transformed Raw Values. The non-transformed raw values are the squared source current vectors (i.e., square root of the sum of squares of x, y, and z) with units of (amperes2/meter2)2 and the units for the square root transform of the squared source current vectors are amperes/meter2. To check against incorrect use of input electric potential power (Pascual-Marqui, 2002), we ran all LORETA analyses using both Non-Transformed Raw Values and Square Root Transformed Raw Values and compared output for differences; we found no differences in LORETA output in our comparisons. For more detailed discussion on the calculation of these statistics, we refer you to Appendix H of the Neuroguide Help Manual (Thatcher, 2018).



RESULTS

The EEG results reported here are twofold:


(I) Single case results (Darryl) regarding propositions 1–3: regarding his active listening to (1) The two entrainment music segments [(a) pain and (b) healing music] against control music (both entrainment music segments from another participant) and (2) pre/post entrainment resting-state comparison.

(II) Group case results (Darryl, Will, and Carolyn) regarding proposition 4: on the difference of resting states after entrainment healing music compared to preferred music.




Darryl: Case Results


Darryl’s Clinical Background

Darryl was under treatment for a hematologic tumor at the time of the study. According to the assessment from his referring physician, his pain was neuropathic in nature and had been ongoing for more than a year. The pain was in his lower spine and hip, and he reported this resulted from bone damage. When he enrolled in the study, he was taking between 30 and 100 mg of narcotic medication daily to manage his pain, which he reported would come and go, and would build in intensity “like a toothache – after a while it starts throbbing.”

In his interview after completing Phase 1 of the study, Darryl shared that he found both the preferred music and the entrainment music conditions helpful for relieving his pain. During the preferred music, he stated that he attempted to focus on the music along with images and memories of his family to distract himself from feeling pain. During the entrainment condition, he sought to focus on the different instruments and the therapist’s singing. He said that this was effective in “taking my mind off being hurt.” He stated there was not much difference in pain relief between the two conditions, though he also similarly approached both conditions by concentrating on the music moment-by-moment. However, several times he reflected on the immediacy and physical activity of the entrainment condition, saying, “the live music is right there, you can see the person performing, concentrating and stuff.” However, though the music helped him feel some relief from the pain, as soon as either music intervention stopped during the sessions, the pain returned. For a detailed description of the duration and characteristics of each of the music segments, see Appendix A.



Darryl’s Pre–Post EEG Pain Ratings and Reported Responses to Music for Pain

At the time of the EEG study, Darryl described his pain as having a throbbing sensation in his lower back; his pain ratings were unchanged from pre to post EEG session (4/10 to 4/10). However, he stated after the EEG study that both entrainment conditions (personalized and control, see Figure 2) met his pain/healing needs and that the preferred music was also helpful. He felt that his own healing music was the most helpful out of all the conditions, as he could recall the lyrics of the familiar hymn tune used for this segment (the lyrics were not sung in this case, though the therapist vocalized the melody), and he enjoyed the way the therapist performed it. He also stated that “when I listen to the music, I don’t even acknowledge or feel [the pain is] there… music has a way of taking away pain – to me, it takes the focus off the pain.”



Darryl’s EEG Results


Proposition 1: comparing Darryl’s personalized pain music with control pain music (Entrainment)

This proposition stated that when participants listened to entrainment music depicting the participant’s “pain” experience versus the music depicting a non-participant’s “pain” experience as control, we expected differences in theta, beta, and/or gamma range.

Paired t-tests showed no significant changes in theta frequencies. Significant differences occurred in the beta range from 12 to 18 Hz, with power increases for the personalized pain music along central electrodes C3, Cz, C4, representing sensorimotor areas (see Figure 3). Table 3 presents these significant changes and results of the LORETA analysis at Beta frequency range (12–18 Hz), including regions with highest t-values and significance level at left middle temporal gyrus, right inferior frontal gyrus/inferior temporal gyrus, superior temporal gyrus, and middle occipital gyrus. There were no significant differences at the gamma range for this proposition.


[image: image]

FIGURE 3. Darryl’s paired t-test significance map at beta frequency range for Personalized-Control Pain music conditions; Personalized Pain music induced changes in sensory-motor regions (Proposition 1). Colors indicate significance levels.



TABLE 3. LORETA results for Darryl: Propositions 1–3.

[image: Table 3]


Proposition 2: comparing Darryl’s personalized healing music to control healing music (Entrainment)

This proposition stated that when participants listened to entrainment music depicting the participant’s “healing” experience versus the music depicting another participant’s “healing” experience as a control, we expected power changes in theta, beta, and/or gamma range.

There were no significant changes at theta (4–8 Hz), however, LORETA analysis at 8–10 Hz found the highest t-values indicating activity change in inferior parietal lobule and precuneus (Table 3 shows significant electrode sites and Figure 4 illustrates paired t-test significance). These changes are notable given Stern et al. (2006) defined high theta range at 6–9 Hz, and in this range found overactivation in chronic pain patients.
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FIGURE 4. Darryl’s paired t-test significance map at alpha-1 frequency range for personalized-control healing music conditions (Proposition 2). Colors indicate significance in right frontal and parietotemporal areas.


Personalized healing music elicited significantly increased power in the low beta range at F4, Fz, Cz, and Pz. LORETA analysis at 13–15 Hz indicated highest t-values for increased activity in the anterior cingulate, cingulate gyrus, ITG, and left SFG (Table 3). There were no significant changes at gamma power in this comparison.



Proposition 3: Comparing Darryl’s resting state after entrainment music to baseline rest

This proposition stated that we expected differences in absolute power at theta, beta, and/or gamma frequencies when comparing the resting period after the entrainment condition (including both pain and healing music) to the first period of eyes-closed, resting condition in silence.

Paired t-tests showed no significant differences in absolute power at the delta or theta ranges, however, there were significant changes at beta frequencies at midline sites. LORETA analyses (Table 3) showed increased beta power in the parietal cortex, precuneus, and ITG. At the high beta and lower gamma range (28–40 Hz), left hemisphere activity decreased. LORETA imaging indicated these changes occurred in Broca’s area, ITG, primary auditory cortex, primary gustatory cortex, insula, and primary motor cortex.

Simultaneously, gamma activity (between 34 and 39 Hz) significantly increased in the right hemisphere, involving the insula, ITG, MTG, and parietal cortex. Additionally, central sites at the gamma frequency showed significant decreases in the SFG. Figure 5 shows the corresponding p-value LORETA image at 28 Hz.
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FIGURE 5. Darryl’s p-value LORETA image at 28 Hz, comparing post entrainment music rest period with baseline rest (Proposition 3). This example of activity changes in the high frequency ranges (observed in 22–40 Hz) shows the overall change of the right hemisphere (red: increase of activity in Insula, Temporal, and Postcentral Gyrus) after listening to entrainment music.




Integration of Interview and EEG Results for Propositions 1–3

Interviews conducted with this participant after undergoing both the Entrainment and Preferred music sessions in Phase 1 indicated that the participant experienced both intentional moment-by-moment attention on the sounds/music rather than on pain which led to the participant’s decreased awareness of his pain. These experiences could relate to the EEG data in these ways:

Proposition 1 (personalized pain vs. control pain music): Darryl had remarked during Phase 1 that he found himself noticing the therapist’s motions as she played the entrainment music, and this brought the music “right there” to the location of his pain. When comparing neuronal responses obtained while Darryl listened to music composed for his own pain compared to music composed for another person’s pain, his sensorimotor regions were more active, as were auditory and language processing regions. In addition, the IFG has been implicated in processing both melodic and rhythmic musical improvisation (Berkowitz and Ansari, 2008), as well as visual-motor activity related to reading music (Sergent et al., 1992; Bengtsson and Ullén, 2006); this latter result might imply that Darryl actively responded to the music he created with the music therapist in a manner consistent with musicians improvising music, whereas he did not respond in this way to the control music he did not create with the therapist.

Proposition 2 (personalized healing vs. control healing music): Given Darryl’s report that the healing music alleviated his pain, it seems that the EEG results here more likely point to the inhibitory function of alpha frequencies in the precuneus and the inferior parietal gyrus (whose functions include somatosensory integration, pain, and body image; Cavanna and Trimble, 2006; Shomstein, 2012) rather than the overactivation at 6–9 Hz in somatosensory regions Stern et al. (2006) observed in patients with chronic pain at rest. Increased beta power in the anterior cingulate, cingulate gyrus, ITG, and left SFG may relate to active attention and concentration on functions in these regions. Other imaging methods have shown that the anterior cingulate is associated with motor imagery (Munzert et al., 2008), the ITG with visual-motor integration (Indovina et al., 2016), and the SFG with introspection (Goldberg et al., 2006) and reward anticipation (Ernst et al., 2004). These observations align with Darryl’s description of his moment-by-moment focus on the active music-making during the entrainment condition, including his awareness of the therapist’s movements and concentration while playing. Involvement of reward processing might relate to Darryl’s choice of the melody of a familiar, comforting hymn for the healing portion of the entrainment condition (see music description in Appendix A).

Proposition 3 (resting state after entrainment vs. baseline resting state): Darryl reported after the entrainment session in Phase 1 that “I could tell it was working because I was more relaxed, concentrating on the music.” In the rest period immediately after his personalized entrainment music, LORETA indicated increased somatosensory and visual processing as well as increased right hemisphere activity for auditory and visual processing. The gamma power increase may reflect cross-modal processing of auditory phenomena, working memory, and interoceptive awareness in the right hemisphere, whereas corresponding functions, as well as memory, music perception, and primary motor functions, decreased in the left hemisphere. This lateralization is clear in Figure 5 and seems to be consistent with Darryl’s report of integrating his physical awareness with his experience of the music and reflection on his relaxed state after the conclusion of the entrainment condition.

Thus, regarding Darryl’s experience of the entrainment music, the data for each of these comparisons focusing on both pain and healing music showed involvement of visual-spatial and motor imagery areas, as well as areas related to improvising music during the pain music. These responses could reflect Darryl’s recollection of creating the entrainment music with the therapist, as well as his somatosensory experiences corresponding to his moment-by-moment focus on the music as he listened to it.



Group Results

This section begins with clinical background for the remaining two participants (Will and Carolyn), followed by group analysis of all three participants’ data on Proposition 4. The music therapist compiled the music conditions for both Will and Carolyn in the same manner as for Darryl, following the block design (Figure 2). Appendix A contains details of the duration and musical characteristics of their music conditions.


Will’s Clinical Background

Will had been experiencing pain for less than a year when he enrolled in the study. The pain was in his head and jaw and caused by a solid tumor. He had difficulty opening his jaw due to the pain. He reported upon enrollment in the study that the pain would come and go and would often resolve after taking PRN medication. In the interview after participating in both the preferred music and the entrainment music conditions, Will stated that he preferred the commercial music because of his ability to relax and “meditate” on the music experience. In contrast, the entrainment experience required him to interact with the therapist throughout, which he felt made it difficult for him to fully relax and focus on the music. He stated he preferred listening to soft music, relaxing to the point where he would fall asleep, and the pain would be gone.



Will’s Pre–Post EEG Pain Ratings and Reported Responses to Music for Pain

Will rated his pain as a 0/10 both before and after the EEG study. After the study he explained that his entrainment music “somewhat” matched his pain/healing needs; he said as he was not in much pain he could not really state the relationship between the music and his pain, though he “liked” the music, and it “sounded nice.”



Carolyn’s Clinical Background

Carolyn had been coping for more than a year with both somatic and neuropathic pain in her upper legs and knees because of a solid tumor. At the time of enrollment in the study, she was not undergoing active therapy for the tumor. She was taking less than 30 mg of narcotic pain medication per day and was also taking anticonvulsant adjuvant medication for pain. At the time of enrollment in the study, she reported that her pain was constant, usually rating around a 3–4 on a 1–10 scale of intensity.

In the interview after participating in Phase 1, Carolyn stated that she found the entrainment condition “entertaining” and that she preferred the therapist’s piano and guitar playing for easing her pain rather than the sound of live drums. She felt she was more relaxed during the preferred music condition, but that she felt more “alive” during the entrainment condition: “It brought me back to life. The recorded music settled me down a little.” She felt both conditions served as a distraction from her pain; while her pain did not disappear completely, “I felt a difference.” She also referred to sound images that came to mind during both music conditions that helped distract her from pain, such as the sounds of ocean waves breaking on a beach.



Carolyn’s Pre–Post EEG Pain Ratings and Reported Responses to Music for Pain

At the start of the EEG study, Carolyn stated that she had pain in her left knee that she rated at a 3/10; at the end of the study, the pain was slightly worse, between a 3–4. In the post-EEG interview, Carolyn stated that her own healing music caused her more pain, which she described as “banging in my leg.” Thus, it did not match her healing needs, but her own pain music matched her experience of her pain. She felt the preferred music was “a little bit relaxing.” The control entrainment music “didn’t really help [the] pain any… it was not my music.”



Proposition 4: EEG Group Analysis Comparing Personalized Healing Music to Preferred Music Condition

In this final analysis, our proposition stated that, for the group of three participants, we expected that the personalized healing music would lead to changes in delta, theta, beta, and gamma power compared to the preferred music. For this proposition, we pooled the EEG data for all three participants to conduct a group paired t-test on the absolute power difference between participants’ listening to their personalized healing music from the entrainment condition minus their preferred music condition. Table 4 lists these significant differences according to each frequency bin, electrode site, Brodmann area, and significance level.


TABLE 4. Group comparison of localized differences between personalized healing entrainment and preferred music conditions according to 1 Hz frequency bins, electrode, and source estimation.

[image: Table 4]Delta frequency (1–4 Hz) changes were significant at F7, T3, Cz, and C4; LORETA analysis indicated significant decreases in limbic structures as well as decreases in left STG, right SFG and MTG, and right MFG.

Significant differences occurred at the theta frequency at F3, C3, P3, Cz (6 Hz), and C3 and F3 (8 Hz). LORETA analysis identified decreased power in the right MFG and increased power in the right STG.

T-tests showed several significant changes at the beta frequency. At the low beta range, differences occurred at C4 (12 and 18 Hz), T6 (15 Hz), Fp2 (16 and 17 Hz), and LORETA analysis showed increased power in right hemisphere somatosensory areas and primary motor cortex. LORETA analysis also indicated significant increased power at 12 Hz in the right cuneus, and right superior and middle occipital gyrus. Figure 6 shows the paired t-test, 3-dimensional map of LORETA t-value, and t-value LORETA image at 15 Hz for this comparison, indicating increased beta in the somatosensory cortex in the right hemisphere. At the upper beta range, significant changes occurred at O1 (25 Hz) and Cz (28 Hz), and C3 (29 Hz). In connection with these changes, LORETA analysis identified limbic system activity increased in the parahippocampal gyrus, hippocampus, posterior cingulate, and fusiform gyrus. There were no significant differences beyond 29 Hz, therefore there were no changes in gamma power for this proposition.
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FIGURE 6. Results of group comparison of Personalized Healing and Preferred music conditions (Proposition 4). (A) Paired t-test 15 Hz significance mapping, (B) 3-Dimensional Map of LORETA t-value at 15 Hz, (C) t-value LORETA image at 15 Hz, (D) p-value LORETA image at 15 Hz. Colored areas on image (A) indicate significant changes at T4 and T6; red areas on LORETA images [exact t-value location in (C); probability spread of increase in (D)] indicate increased power and lateralization of activity during the Personalized Healing condition.




Integration of Interviews and EEG Results for Proposition 4

Despite different subjective reports, the group analysis revealed a specific brain response in the right hemisphere somatosensory areas to their personalized healing and preferred music conditions, as evidenced between both conditions in the theta and low beta range (Table 4 and Figure 6). Furthermore, the participant reports suggested involvement of visual, sensorimotor, and motor processing.

Subjective reports from all three participants revealed mixed responses to their personalized healing music compared to the preferred music condition at the time of the EEG studies. As discussed in the first case study, Darryl felt that listening to his personalized healing (entrainment) music and his preferred music were both very helpful for his pain, whereas Will experienced no pain during the EEG session and had a neutral stance on the effect of the music on his pain, and Carolyn had a negative reaction to both the music conditions with slightly worsening pain as a result.

The significant decreases in the delta range involved parahippocampal, frontal, and temporal structures, implicated in functions such as working memory, memory encoding, experiencing/processing emotion, and novelty discrimination. These are compatible with the descriptions of the participants’ engagement with the entrainment conditions, for example, Carolyn’s description of this music as being “entertaining” and Will’s awareness of the amount of attention on the therapist the entrainment music required. These phenomena are also consistent with the decreased theta power in the MFG, which has been associated, for example, with cognitive branching (BA10) and working memory, memory retrieval, encoding, selective attention to sounds, executive function, behavioral inhibition, processing negative emotional stimuli, and calculation (BA 9).

The observed high theta/low alpha increased power may involve auditory processing, specifically familiar voices (right pole) and aversive auditory stimulation (see Zald and Pardo, 2002) and familiar voices (Nakamura et al., 2001). Given the prominent involvement of the music therapist’s voice in Darryl’s healing music and the overall harmonic nature of all three segments of healing music, it seems more likely these phenomena were actively functioning at theta rather than inhibited by alpha frequencies.

The increased low- and high-beta power changes prove highly interesting. Together they implicate increased somatosensory, motor, and visual processing, along with increased hippocampal and parahippocampal activity potentially involving memory encoding and emotion formation, in addition to increased power in the posterior cingulate, which has been linked to processing pain and episodic memory (Nielsen et al., 2005). When considered with the decreased delta power observations, the location and direction of these beta changes correspond to the participants’ recall of the music-making with the therapist, and their awareness of their body responses to the entrainment music. For example, as seen in Darryl’s responses to the entrainment conditions, these responses may reflect the participants’ recollection of the therapist’s movements to play the instruments for the participants’ personalized sessions.



DISCUSSION

Sarnthein et al.’s (2006) and Stern et al.’s (2006) studies examining neuronal oscillations in patients with chronic neurogenic pain utilized continuous EEG to discover an overactivation of high theta (6–9 Hz) and low beta (12–16 Hz) power in central regions. These two studies have interesting implications for Darryl’s case but in two different ways. First, Darryl’s paired t-test comparing his own versus control pain music from the entrainment condition showed increased somatosensory activity at the low beta frequency range. In this case, the music created by this patient and improvised for him, which was intended to represent his pain, induced neuronal activity consistent with that seen in patients with chronic neurogenic pain in Sarnthein et al. (2006) and Stern et al. (2006). Second, in comparing his own healing music to the control healing music, Darryl reported that his music alleviated his pain (neuropathic in nature), and concurrently activity in the 8–10 Hz range (classified as alpha by Neuroguide) increased in the right SMG and precuneus. In this instance, given Darryl’s report of alleviated pain, these neuronal responses may reflect the inhibitory function of alpha rather than overactivation of theta seen in Stern et al. (2006).

Meanwhile, the group paired t-test comparing personalized healing music compared to preferred music showed significant decreased power at the theta frequency range at Cz, C3, and C4; thus, there was no overactivation at this frequency observed among the group. Furthermore, the decreased delta observed in this comparison does not seem to correspond to changes seen in Hauck et al. (2013) which occurred in the centroparietal and somatosensory cortex during the preferred music condition. Thus, these decreases in delta and theta indicate a strong response at these frequencies to the participants’ own entrainment-healing music compared to the preferred music condition.

Related research demonstrates increased alpha power evoked from meditation intervention corresponding with decreased reports of pain. Jensen et al. (2013) found that separate meditation and hypnosis provided to patients with chronic neuropathic and mixed (neuropathic and nocioceptive) pain led to both decreased pain ratings and increased alpha in post-treatment resting conditions. Specific changes included increased central–left parietal activity after meditation and widespread alpha after hypnosis. Though not the focus of our propositions, we observed consistent findings in Darryl, in the comparison of Own healing vs. control healing (P2), showing increased alpha at supramarginal gyrus and precuneus (Table 5). Though alpha also increased in the group comparison of personalized healing vs. preferred music (P4), these changes occurred in postcentral gyrus, left posterior cingulate, and STG (Table 6); In contrast with our findings, Jensen et al. (2013) found increased theta after meditation (left frontal and posterior regions) and no changes in theta after hypnosis. Whereas our findings were consistent with Jensen et al. (2013) regarding a single participant’s response to his personalized healing music, the similarities end there. The unique properties of the music experiences in our study may have been a factor in the location of increased alpha and the decreased theta activity seen in the group comparisons.


TABLE 5. LORETA results for Darryl; Proposition 2 (own healing – control healing), alpha range.
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TABLE 6. Group comparison of localized differences between personalized healing entrainment and preferred music conditions at alpha range according to 1 Hz frequency bins, electrode and source estimation.

[image: Table 6]Hauck et al. (2013) found that entrainment music appeared to induce gamma band activity in the somatosensory (SI) cortex, whereas commercially recorded music correlated with delta activity in the midcingulate cortex and contralateral insula. Specifically, the authors found that the pain portion of the entrainment music correlated with increased gamma band activity in the SI cortex; this same region and frequency also showed a strong relationship to the laser-induced pain stimuli alone. The same subjects also rated the positive/negative valence of the pain as well as the intensity of the pain, and the correlation of these ratings with the music conditions found that both the pain and healing music from the entrainment condition were significantly associated with unpleasantness and intensity ratings of the pain as well as gamma-band activity in the somatosensory cortex. In our study, Darryl’s post-entrainment LORETA imaging did show significant changes at the gamma range at the right insula, and temporal and postcentral gyrus. At the delta range, the present study only revealed significant increases in delta power in frontal regions in the comparison of personalized versus control pain music (entrainment music) for Darryl.

Though our results only show involvement of the SI cortex at the beta frequency, the involvement of Darryl’s insula at the gamma range (Proposition 3) may reflect Hauck et al.’s (2013) conclusions, which argued that participants’ improvised pain and healing music can modulate sensory perception at an early stage of processing. Hauck et al. (2013) noted the binding and cross-cortical information-transfer properties of gamma coherence (Fries, 2005), and that gamma coherence is enhanced during attentional selection of sensory information (Herrmann et al., 2004). Furthermore, cortical synchrony (or Imaginary Coherence, as calculated in Hauck et al., 2007) at the gamma range may indicate re-routing pain signals across cortical layers toward limbic structures, which are involved in emotional processing, monitoring, and descending control of pain (Lorenz and Garcia-Larrea, 2003). Therefore, we undertook secondary post hoc analysis3 of Darryl’s gamma coherence comparing neuronal responses to his own pain music from the entrainment condition to the control pain music and found a large number of widespread, cross-hemispheric networks during his own pain music (Figure 7).
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FIGURE 7. Darryl’s coherence map at gamma frequency range comparing average absolute power values during Own Pain (entrainment)-Control Pain (entrainment) conditions. Connected electrode pairs in red indicate stronger coherence during Own Pain music condition compared to Control Pain condition.


In addition to research that supports a top–down influence through gamma activity in response to pain (Gross et al., 2007; Hauck et al., 2013), other studies have shown that when subjects perceive pain as controllable, the brain recruits top–down mechanisms of pain modulation (Moll et al., 2002; Wiech et al., 2008). However, gamma responses are most prominent in studies where pain was induced, and authors discuss gamma binding in the experience and modulation of the acute pain stimulus (Pinheiro et al., 2016; Ploner et al., 2017); in contrast to these studies, our patients had chronic pain. Nevertheless, the LORETA images in Figure 5 and the gamma coherence increase shown in Figure 7 may depict this top–down process in Darryl during the pain portion of his own entrainment music. The top–down processing theory fits with the rationale for Entrainment as an intervention, in that the music therapist seeks to help clients perceive their pain more objectively and as a more manageable phenomenon (Dileo and Bradt, 1999).

Our results are unique compared to most of these related studies in that we observed more right-hemispheric lateralization in our participants, including in the high frequency ranges of the resting EEG changes from pre- to post entrainment music in Darryl (see Figure 5). Such lateralization has been consistently related to music processing in electrophysiological studies of the auditory domain (Tervaniemi and Hugdahl, 2003). Interestingly the group differences of the music conditions showed predominant right hemisphere activity for participants’ personalized healing music (Figure 6), which may indicate a different kind of involvement and processing of entrainment music compared to preferred music. Further research could determine whether such lateralization is a common phenomenon for patients with chronic pain during entrainment music, and how this lateralization affects pain perception and modulation.

In addition, the involvement of visual-spatial, motor, and language/music improvisation processing in Darryl’s responses to his own entrainment music may reflect the active recollection of creating this music with the music therapist. In interviews following both phases of the project, he commented on his recollection of the therapist performing the music; after the first phase, he specifically referred to the visual modality, stating, “you can see the person performing, concentrating and stuff.” These reports seem to support the involvement of the processing observed in our data. It is possible that these results reflect some elements of the interpersonal process of the intervention. In listening to recordings of music for EEG acquisition, the participants might have recalled the live music intervention created with their input and performed by a music therapist with whom they had discussed, in detail, their pain experience as well as a sonic representation of pain relief. This potential recollection of the interpersonal processes provides an added relational dimension of active engagement in the music intervention, whose implications in pain processing require further investigation. This is in contrast to the participants’ reports of their internal focus during the preferred music condition, which involved memories, images, and concentrating on the music as a form of meditation. Thus, though Hauck et al. (2013) characterized the preferred condition as “music as distraction” and the Entrainment intervention as “music as active coping,” the qualitative data suggest the possibility that these cases could be examples of “music as intrasubjective coping” (Preferred Music/Music Medicine) and “music as intersubjective coping (Entrainment/Music Therapy).

Preliminary findings regarding musical reward as a pain inhibitor due to activation of the NAc and midbrain nuclei have guided music therapists in developing pain interventions that also influence mood and cognitive responses to the pain (Chanda and Levitin, 2013; Bradt et al., 2016b). Darryl’s description of his experience during both music interventions appear to mirror this process, and LORETA localization of the involvement of the right insula at the gamma frequency in the comparison of post-entrainment rest vs. baseline rest may also reflect Darryl’s interoception (Craig, 2002). However, since our imaging lacked the capability of determining the involvement of the midbrain nuclei, this possible connection remains open to further investigation. Future studies should incorporate imaging such as PET or fMRI to validate these mechanisms and pinpoint their location.



LIMITATIONS AND CONCLUSION

This preliminary research examines only three cases, with mixed results in terms of pain management at the time of the EEG studies. For practical purposes, we did not control for the effects of the participants’ medications on the EEG. However, we are aware that opioid medications such as Tramadol have been reported to lead to changes in alpha and beta frequencies, with dose-dependent decreased power in high alpha (Thürauf et al., 1996), whereas Oxycodone has been shown to lead to decreased spectral indices and brain source activity in delta and theta frequency bands (Lelic et al., 2017). Thus, our results may have been influenced by the medications the participants were taking at the time, yet most pharmacological EEG studies (for example in depression) analyze responses during resting states (Saletu et al., 2010) in contrast to our comparison and analyses of responses to music interventions. On the other hand, these participants served as their own controls, and comparisons were made (at least for Darryl) within-subject, thus any difference between conditions should not be strongly influenced by pain medication. Therefore we do not expect any major confounding issues from the participants’ pain medication alone.

Regarding limitations to spatial resolution in our EEG analyses, we had access to a clinical EEG acquisition station and software platform certified for clinical diagnostics that included 21 channels. Whereas Michel and Brunet (2019) recommend a set-up of at least 32 EEG channels, they also state that “results do not necessarily mean that imperfect spatial sampling precludes source localization. Even with <32 electrodes, source localization allows to gain valuable insight about the underlying sources. “ (p. 8). The FDA-approved Neuroguide software embedded the LORETA version with 2394 voxels which allows cubicles of 7 mm to be separated, with which we used LORETA implementation for our explorations. Furthermore, the FDA has approved Neuroguide with LORETA for use with 21 channels because this setup is standard in clinical settings.

We also recognize the diminished ecological validity of using pre-recorded entrainment music with these patients. Whereas we would have preferred to provide live entrainment music and obtain rich qualitative data at the time of the EEG studies, the logistics of doing so in a working neurology clinic with participants being treated for chronic pain limited our ability to examine neuronal and subjective responses to a true clinical intervention. One consequence of this limitation was highlighted by Carolyn’s case, where her pain experience at the time of the EEG study did not match the music we provided. Yet the purpose of this initial investigation was to focus on positive pain responses to these music interventions, and future research should include comparisons with different or unexpected, negative responses. Despite these ecological limitations and the mixed effects of the music conditions on the participants’ pain ratings, both the individual and group results corroborated previous research on brain responses in individuals with chronic pain, and identified some unique responses that appear to relate to the nature of the entrainment condition. We also note that these case studies provide additional evidence to support the proposition of top-down versus bottom-up processing of pain modulation according to the functions of music as intersubjective coping (Music Therapy/entrainment music) versus music as intrasubjective coping (Preferred Music/Music Medicine), respectively. Accordingly, the results from the present study bear out Pinheiro et al.’s (2016) recommendation regarding the utility of qEEG to investigate neuronal responses to pain, and particularly for investigating responses to Entrainment and preferred music interventions for chronic pain relief. In addition to utilizing live entrainment music to ensure ecological validity, future research should investigate the degree to which these different music interventions utilize different neural networks, and how these networks are affected by variables such as pain and other medications, music and sound variables, and type of pain. To investigate the EEG of the intersubjective experience of interventions such as entrainment, researchers would need to involve the therapist’s brain activity in a hyperscanning investigation (Hunt, 2015; Fachner et al., 2019). Such information is essential to understanding the mechanism of these greatly needed interventions to add effective, beneficial, and low-risk pain relief options to patients.
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FOOTNOTES

1Appendix H, NeuroGuide Help Manual, Thatcher, 2018.

2The participants’ names have been changed to pseudonyms to maintain confidentiality and for ease of reference.

3Done with Brainvision Analyzer Version 2.1.2.
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APPENDIX A


Descriptions of Darryl’s Music Conditions for EEG Session

Own Pain music: 33 s duration; solo bell tree played with repetitive motif of single ascending notes (approximately F, F#, G#, A, returning to F and repeating) at approximately 30 beats/min. Gradually increasing in volume and intensity; timbre included ringing overtones with some dissonance.

Own Healing music: 84 s duration; strummed acoustic guitar played in 4/4 meter, approximately 112 beats/min; therapist’s female voice vocalizing “Ah” and “ooh” on melody of a Christian hymn in major key (“All Creatures of Our God and King”/ “Lasst uns erfreuen herzlich sehr” [using melody from an arrangement by Dearmer and Vaughan Williams, 1906]), with a bright sound.

Own Preferred music: 83 s duration; “St. Croix” from The Sounds of the Caribbean by Heintz and Higgins (2001a); ambient music; 4/4 meter, quarter note at approximately 84 beats per minute; soprano saxophone alternating with flute playing long descending phrases over textured electronic percussion and pedal tones, with treefrog song throughout.

Other Pain music: 42 s duration; thunder tube sounding in long phrases, gradually increasing in waves of sound, then diminishing in volume.

Other Healing music: 70 s duration; metallophone and voice together, C major tonality, repeating a melodic phrase with voice (on “oooh”) doubling metallophone on G above middle C and descending in long phrases of melody (each pitch dotted half-note length) from G to E, then F to D, and then E to middle C. Left hand played metallophone on harmonizing pitches underneath voice, playing on downbeat of each measure, with occasional passing quarter notes; 3/4 meter, quarter note approximately 76 beats/min.



Descriptions of Will’s Music Conditions for EEG Session

Personal pain music: 43 s duration; glockenspiel played with repeated descending scalar motif (major mode, often tonic to dominant, occasionally subdominant to median) in upper range in quarter notes (4/4-like meter) with accompanying repeated single notes in left hand on dominant or other notes on beats 1 and 3 of measure; sound had occasional dissonance and sharp timbre; approximate tempo of quarter note 90 beats/min.

Personal Healing music: 87 s duration; metallophone played in lower range, with slower tempo than Pain music; more freeform, unclear meter at first, but settled into 4/4 meter after several seconds; repeated short melodic motif in higher register with short intervallic leaps mixed with quarter notes, accompanied with drone-like lower notes on downbeats (1 and 3 of measure) often on tonic; melody had major tonality; approximate tempo of quarter note 45 beats/minute.

Preferred music: 76 s duration; “Rain Forest” (Heintz and Higgins, 2001b): chirping birds; soprano sax playing melodic phrases in major key over piano in light jazz style; bass guitar countermelody underneath; pulse approximately 70 beats per minute.



Descriptions of Carolyn’s Music Conditions for EEG Session

Personal pain music: 30 s in duration; solo cowbell played at steady pulse, at first at moderate volume, then gradually softer at 92 beats/min.

Personal healing music: 73 s in duration; soft volume electric keyboard, improvised scalar passages with phrases ending in chords in treble range with arpeggiated chords in bass, major tonality, 4/4 meter, soft volume with very gradually increasing volume about 2/3 through; quarter note approximately at 100 beats/min.

Preferred music: 76 s duration; Native American flute, playing an arrangement of the hymn Amazing Grace (Nakai, 2004); played freely in 3/4 meter at quarter note approximately 60 bpm; String ensemble playing sustained chords and harmonies underneath solo Native American flute; melody of the popular Christian hymn; major mode, occasional trading melodic role between flute and strings.
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“Dance” has been associated with many psychophysiological and medical health effects. However, varying definitions of what constitute “dance” have led to a rather heterogenous body of evidence about such potential effects, leaving the picture piecemeal at best. It remains unclear what exact parameters may be driving positive effects. We believe that this heterogeneity of evidence is partly due to a lack of a clear definition of dance for such empirical purposes. A differentiation is needed between (a) the effects on the individual when the activity of “dancing” is enjoyed as a dancer within different dance domains (e.g., professional/”high-art” type of dance, erotic dance, religious dance, club dancing, Dance Movement Therapy (DMT), and what is commonly known as hobby, recreational or social dance), and (b) the effects on the individual within these different domains, as a dancer of the different dance styles (solo dance, partnering dance, group dance; and all the different styles within these). Another separate category of dance engagement is, not as a dancer, but as a spectator of all of the above. “Watching dance” as part of an audience has its own set of psychophysiological and neurocognitive effects on the individual, and depends on the context where dance is witnessed. With the help of dance professionals, we first outline some different dance domains and dance styles, and outline aspects that differentiate them, and that may, therefore, cause differential empirical findings when compared regardless (e.g., amount of interpersonal contact, physical exertion, context, cognitive demand, type of movements, complexity of technique and ratio of choreography/improvisation). Then, we outline commonalities between all dance styles. We identify six basic components that are part of any dance practice, as part of a continuum, and review and discuss available research for each of them concerning the possible health and wellbeing effects of each of these components, and how they may relate to the psychophysiological and health effects that are reported for “dancing”: (1) rhythm and music, (2) sociality, (3) technique and fitness, (4) connection and connectedness (self-intimation), (5) flow and mindfulness, (6) aesthetic emotions and imagination. Future research efforts might take into account the important differences between types of dance activities, as well as the six components, for a more targeted assessment of how “dancing” affects the human body.

Keywords: wellbeing, brain, emotion, mindfulness, aesthetic emotion, recreational dance, hobby dance


INTRODUCTION

“Wherever the dancer steps, a fountain of life will spring from the dust.”—Rumi

In the past 20 years or so, empirical research in psychology and affective neuroscience has started to report important psychophysiological and medical health effects for individuals who practice “dance.” Especially, longitudinal assessments suggest that “dance” outperforms other types of recreational activities in terms of their health enhancing potential, including ball sports, crosswords, swimming, etc. (King et al., 2003; Verghese et al., 2003; Merom et al., 2016). However, in meta-analytic assessments and reviews about intervention studies that specifically use “dance” to target different mental and physical health-related variables yield an inconclusive picture, piecemeal at best (Bradt et al., 2015; Mansfield et al., 2018; Karkou et al., 2019; Millman et al., 2021). We believe that varying definitions of what constitutes “dance” have led to this heterogenous body of evidence.

As a recreational practice (or sport), dance is gaining momentum, slowly reaching the attention of policy makers and stakeholders in health disciplines. However, a more practice-informed approach to dance would help this endeavor greatly.

Different dance styles may have differential effects on the practitioner, depending on each style’s specific features. Heterogeneity in movement form, practice features, music and movement intention of different dance types should be taken into account. As for any empirical research, we must identify the components (or parameters) of a phenomenon, and then research them systematically. As put by Hauser et al. (2007), “parameters can be added or subtracted in order to determine which parameters contribute most significantly to the output” “output” in the case of dance being the important health and wellbeing effects that have already been observed for some dance practices.

To give an example, comparing the effects on individuals of practicing say, Haka dance (an energetic group fight dance), with Ballet dance (a highly athletic and technically very complex dance style, that often tells a story, mostly with no touch between dancers, but with important demands of synchronicity), with Greek Sirtaki (a group dance with generally simple movement patterns, danced at social events for shared enjoyment, cardio as an exercise, performed usually holding hands, or shoulders between dancers), or with Salsa dance practice (a partnering dance with constant touch and proximity of one single partner) is impossible without a clear consideration of the variables that differentiate these activities, even if they are all called “dance.”

These dances share some basic important components which we will also review in section “Dance Domains and Dance Styles—and Psychophysiological Effects” of this paper, because they surely are beneficial in themselves for human psychological and physical health. The very different movement patterns of these dance styles, exertion levels, emotional tone, amount and type of social contact, cognitive demand, movement intention and music type yield a whole different set of challenges, opportunities and demands for the dancer that are relevant for empirical research. There are also similarities between dance styles, and it is often a question of degree. Therefore, we also review important similarities between the dances of the world, to motivate a more targeted approach also to these similarities (section “A Wheel of Dance”).

With the help of dance professionals, we first outline a differentiation between (a) the effects on the individual when the activity of “dancing” is enjoyed as a dancer within different dance domains (professional-“high-art” type of dance, erotic dance, religious dance, club dancing, Dance Movement Therapy (DMT), and what is commonly known as hobby, recreational or social dance), and (b) the effects on the individual within these different domains, as a dancer of the different dance styles (solo dance, partnering dance, group dance; and all the variants within these). Another separate category of dance engagement is, not as a dancer, but as a spectator of all of the above. “Watching dance” has its own set of psychophysiological and neurocognitive effects on the individual (section “Dance Domains and Dance Styles—and Psychophysiological Effects”), that depend on, e.g., the context where dance is witnessed.

Next, we outline similarities between dance styles, and identify six basic components that are part of any dance practice, to a larger or lesser degree, as part of a continuum. We review and discuss available research for each of them concerning the possible health and wellbeing effects of each of these components, and how they may relate to the overall health effects that have been reported so far for “dancing.” These are (1) rhythm and music, (2) sociality, (3) technique and fitness, (4) connection and connectedness (self-intimation), (5) flow and mindfulness, (6) aesthetic emotions and imagination (section “A Wheel of Dance”).



DANCE DOMAINS AND DANCE STYLES—AND PSYCHOPHYSIOLOGICAL EFFECTS

It is firmly established that dance is an artform. However, in addition to “being an artform,” dancing puts special physical demands on the body, like no other artform. Therefore, the dance practitioner is both an artist and an athlete (Koutedakis and Jamurtas, 2004). To see dance as only and artform and not a sport (and vice versa) is purist and considering today’s scientific evidence, somewhat ignorant. This multi-layered nature of dance is, in essence, what makes dance a unique type of activity, even if domains and styles within the broad umbrella term of “dance” may vary. This special combination of creative artistry and physicality may make “dance” an important utility for health promotion for individuals (Millman et al., 2021). Please note that we do not consider any of the now following attempts at definition as orthogonal or otherwise exclusive categories, but as situated on continua of various parameters that together constitute what we may label as “dance.”

Therefore, a first important differentiation is in order. Dance can be practiced within very different domains and with different intentions. Intentions and the motives that inspire a person to dance vary greatly between recreational dance, and other dance domains.

For instance, in professional dance, the intention is to perform for an audience and express specific states (or even to create different unspecific states in the audience just with the transmission of abstract choreographic information, not always linked to a clear narration), emotions and sometimes stories through dance movements. In erotic dance, the emphasis is on movements that seduce and entice. In religious dance, the intention is to connect with a divine force or agent. In club dancing, the intentions of individuals to go dancing can vary greatly (get out of the house, socialize, find a mate). Dance Movement Therapy (DMT) is a therapy form, taking place in well-controlled clinical settings for purposes of therapy and personal growth. Another, separate domain of dance, is the perspective of the audience, of those watching dance, researched by Reception Theories in Performing Arts, and by empirical and neuroaesthetics in the empirical sciences.

All of these domains happen in very varied locations and social settings, that all have their own socio-cognitive variables that need to be part of the assessment of any psychophysiological effects of “dancing,” since these more domain-specific variables are likely to contribute in their own way to the effects. Dance doesn’t happen in a vacuum, and certainly the borders between these domains can be fuzzy, depending on the preferences of the dancer. However, for empirical research, these domains must be considered and delineated, depending on the objective of any experiment.


Dance Domains

Like other professional domains (e.g., in other sports domains), professional dance practice puts additional pressures and demands on the dancer’s mental and physical health, and will not be considered within this piece (see e.g., Koutedakis and Jamurtas, 2004; Shah, 2008; Twitchett et al., 2009; Nordin-Bates et al., 2011; Mainwaring and Finney, 2017, for different demands on the professional dancer, including challenges relating to physical injury, eating disorders and body dissatisfaction, etc.). One important aspect that differentiates recreational vs. competition/professional dance sport is that performative dance is generally evaluated in terms of how it looks, while recreational dance is evaluated as much as possible in terms of how it feels, a fact which may explain why recreational and professional movement practice have differential effects on practitioners’ emotion regulation (Gruzelier et al., 2014; Zajenkowski et al., 2015). This also has repercussions on hormonal signatures and the psychological appraisal mechanisms of dancers (Rohleder et al., 2007; Quiroga-Murcia et al., 2009; Quiroga-Murcia et al., 2010; Quested et al., 2011; Berndt et al., 2012). Very little work is available about this, although it is very important to understand more about how to achieve the emotion and immune regulatory effects of dancing (and what aspects of a dance practice might impede them—e.g., variables related to performance and competition).

Likewise, erotic dancing will not be considered within this paper, as it has its own psychological, physiological and social complexities (Maticka-Tyndale et al., 2000; Footer et al., 2018). Unfortunately, comparisons of human dance with dance-like behaviors in the animal kingdom have led to some confusion. The latter occur in the animal kingdom exclusively in courtship contexts for mate attraction. However, such comparisons have led to misunderstandings regarding human dance, as being an activity for sexual seduction only (Christensen et al., 2017b). An example of such misconceptions about some dance styles is the “Cabaret Dancer” that started to conquer the stages world-wide in the early twentieth century. Too often has the public eye confused this type of dancing with erotic dances for attraction and seduction with considerable socio-economical costs for dancers (Shay, 1999; Mefthai, 2017). This is not to say that dance cannot have an erotic component. As we mention above, the boundaries between the different domains are fuzzy, and may need to be delineated clearly when in an empirical context.

It is very likely that dance has had important ritual and religious functions since the dawn of human civilizations. Religious or sacred dance is its own special domain where dance is used as a special way of connecting with a divine force or agent (Vinesett et al., 2015; Peoples et al., 2016), often related to religious or ritual experiences (Kaeppler, 1981; Hanna, 1995, 2010; Pušnik, 2010; Fischer et al., 2013). Cognitively, but also emotionally, such dance experiences are qualitatively, if not also quantitatively different from recreational dances.

Club dancing is also to be considered a category of dance by itself. It is mostly entirely improvised and does not follow any specific technique or personal development path. Club dancing is an important activity for emotional catharsis and time out for many on a Saturday night. However, it also comprises unique psychosocial elements related to the club scene and the particular environment of night club dancing (Kurtz et al., 2011; Schifferstein et al., 2011; Gripenberg-Abdon et al., 2012; Ellamil et al., 2016; Beselia et al., 2019), that may at times obstruct health benefits related to dancing in other domains (Foley et al., 2019). This domain of dance requires separate assessment and will not be considered here.

“Dance Movement Therapy” (DMT) is a dance “style” that has been developed by psychologists, medical doctors, and dancers as an integral type of dance training that should help people in the clinical domain to gain health on various psychological and physiological health effects (Koch et al., 2014; Millman et al., 2021). However, also here, the evidence spanning from interventions with DMT is very heterogeneous, potentially due to the very different types of clinical problems it is being applied to, ranging from depression to cancer to behavioral problems (Jeong et al., 2005; Duberg et al., 2013; Bradt et al., 2015; Ho et al., 2016, 2018; Karkou et al., 2019; Koch et al., 2019; Predovan et al., 2019). We will not include DMT in the present article.

Watching dance is another category of dance engagement that merits a separate “domain,” even if, of course, “watching dance” is profoundly intertwined with any dance activity. Dance spectators all over the world join dance performances to watch dance, without dancing themselves, or, dancing alongside. Population-scale survey data about health and arts engagement have illustrated that there may be health and well-being benefits for individuals from merely attending arts events (as opposed to participating in them), including attending museums, concerts, cinemas, and also “watching dance.” While these studies currently group “watching dance” in with other arts activities (Fujiwara et al., 2014; Wheatley and Bickerton, 2017), future research may address the question about the effects of watching dance regularly, in particular, on individuals’ health and well-being.

From the perspective of neuroscience, “watching dance” has become a hot topic since seminal studies in the mid-2000 used dance movements as stimuli to uncover important neurocognitive evidence about how movement expertise shapes the human Action Observation Network (Calvo-Merino et al., 2005a, 2006; Cross et al., 2006, 2009). Research in this domain is concerned with how the human brain processes complex actions (e.g., dance moves; Vaessen et al., 2018) in laypeople and in experts (Calvo-Merino et al., 2005a, b; Cross et al., 2006; Jola et al., 2012, 2013; Jola and Grosbras, 2013; Kirsch et al., 2015, 2018). The aesthetic, affective, and social components of a “dance watching” experience are multilevel and have also attracted much attention. Especially, from the perspective of empirical and neuroaesthetics, an endeavor preoccupied with understanding the processes that are at play when human observers consume and engage with art objects, activities, situations and materials that can give rise to aesthetic appreciation (Chatterjee, 2003, 2011). Empirical and neuroaesthetics of dance is a relatively recent endeavor, as compared to other arts domains (visual arts, music, film, etc.; Christensen and Calvo-Merino, 2013; Calvo-Merino and Christensen, 2014; Christensen and Jola, 2015; Kirsch et al., 2016). One important question for this discipline with regards to dance movements is whether and how dance viewers understand emotions and intentions of a dance movement (Jola et al., 2011; Grosbras et al., 2012; Kirsch et al., 2013; Christensen et al., 2014, 2016a,b, 2018; Bachrach et al., 2016), what audiences find aesthetically pleasing in a dance movement (Calvo-Merino et al., 2008, 2010; Cross et al., 2009; Daprati et al., 2009; Miura et al., 2010; Orgs et al., 2016), how audience members’ bodies synchronize with each other (Pollick et al., 2018), or with the dancer during the performance (Bachrach et al., 2015; Theodorou et al., 2019). Interindividual difference measures that illustrate different reasons why people choose to dance, and which dance styles are preferred are also recently gaining momentum (Maraz et al., 2015a, b), as is research into dance style preferences for watching dance by people with different personality profiles (Jola et al., 2014). Cognitive, affective and social effects of regular “watching” of dance have received little empirical attention so far (though see Jang and Pollick, 2011). Likewise, interindividual difference measures about who dances what and why is also still rather elusive. However, these are clearly areas ripe for expansion (Sevdalis and Keller, 2011).

See Figure 1 for an illustration of the different dance domains.
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FIGURE 1. Domains of dance practice and enjoyment. Professional dance, club dance, religious, and erotic dance, and Dance Movement Therapy (DMT) all also contain the 6 elements. However, they also possess additional variables that can be more complex to analyze in terms of their health effects, often related to the level of physical exertion required (and risk for injury), and/or the social context that can be hostile or otherwise complex (competitiveness, drugs, predatory, aggressive). Of course, it is possible that these different domains of dancing overlap or that they are part of a continuum (e.g., a professional dancer of ballet may go club dancing and their dance is then infused by ballet technique, however, here used in a completely different domain), depending on the choices of each dancer. Many dances can be sexualised, depending on the intention of the dancer and of the viewer (e.g., in belly dance that can be both a dance used for personal growth, but also is often misunderstood as a form of attraction). Some people perceive dance in a club as a religious experience, and within any of these domains one can chose to become a professional dancer (except maybe for club dancing). However, these domains should each be considered and analyzed each in their own right, depending on where the dance happens, their usage, intention, movement patterns, and psychosocial variables distinguish them. © Sina HN Yazdi, 3fish.co.


The illustration of the domains in this figure may be seen as a hierarchy or a classification, with recreational dance as a domain of dance somewhat elevated, because it can include all of the other domains. The proximity to the watcher of the different dance domains can be seen as a measure of the importance that an audience may have in a given domain of dance for the effects that it may produce. The latter two points are the expression of the imagination of the creator of this figure. © Sina HN Yazdi; artist/filmmaker, 3fish.co.

In addition to the above differentiations of dance domains, let us turn to the differentiations that are required within the recreational dance domain.



Dance Styles—Same, but Different

Dance styles of the world share some components that we will review in section “A Wheel of Dance.” However, they vary greatly on other aspects, and so may any psychophysiological effects that may result for individuals. This fact is not being sufficiently taken into account by the empirical sciences. Dances may differ in terms of:


(i)Interpersonal contact during the dance, and type of contact. The level of interpersonal contact varies between individual/solo dances, partnering dances, group dances, and of dances that encompasses in a mix of all the above. For example, the recreational training regime of classical ballet or Persian dance includes half to two-thirds of the class dedicated to practicing technique and expressivity individually (or, “solo”). Then follow sequences as group dances, couple or triplet dances, where synchronicity is very important. Dancers don’t necessarily touch during these dance episodes. Folk and traditional dances are usually performed in a group, or couple dances with hand, finger or shoulder holding. Partnering dancers mostly train with their partner in a duo, and occasionally “solo,” but mostly with uninterrupted touch between dancers.



As we will review in section “Sociality, Culture and History,” touch has special effects on the human body. Therefore, dance styles that involve much touch, and dance styles that do not, are not necessarily comparable at a psychophysiological level. Besides, some dances involve practitioners to synchronize their movements between each other, while others do not. Given the important effects of synchrony on the human brain, the type of interaction is an important variable to take into account, as we discuss in section “Sociality, Culture and History.”


(ii)Physical exertion. The level of physical exertion and effort required varies greatly between dance styles (Koutedakis and Jamurtas, 2004; Rodrigues-Krause et al., 2015). Ballet, Haka dance, capoeira, step dance, Zumba, etc. are high exertion dances and may have different effects on the human body than dances that do not rely on high complexity and cardio workout features, see section “Technique and Physical Fitness Effects.”

(iii)Cognitive demand. The cognitive demand of a dance style is related to the level of complexity of the movements to be learned. Dances like Ballet and Persian solo dance have a very complex movement repertoire that needs to be learned, like the vocabulary of a language. Some other dance styles are much less complex in terms of the vocabulary of movements to be learned. See section “Technique and Physical Fitness Effects.”



Ratio choreography/improvisation. Dance styles vary in terms of how much choreography/improvisation they include. A dance can be fully improvised i.e., it relies on no pre-choreographed steps or technique (e.g., club dancing). The other extreme would be a dance that is only performed following a fixed choreography (e.g., the Ballet Nutcracker is danced exactly the same, with the same steps, all over the world). Recreational dances differ in terms of how much improvisation is commonly engaged in by practitioners, using pre-choreographed steps/technique/vocabulary of a dance style. For instance, Argentine Tango only has about 5 basic steps that are combined repeatedly over and again, according to the improvisational desire of the dancers. Persian solo dance or classical Ballet repertoires have hundreds of movement-units or basic steps that are combined improvisationally too. However, these dance styles have a much larger level of constraints regarding the combinations than Argentine tango, making them more demanding cognitively. Folk or traditional dances are group dances and mostly rely on simple patterns, usually following one leader that indicates the next sequence of movement, although there is a large variation in terms of movement and improvisational complexity (compare, e.g. some Central Asian group dances, with American Square dance and with Rueda Cubana [a very complex Cuban social dance]). All of the latter are social group dances that rely on the direction of one leader that calls out the next movement sequence. Different dance styles—within the recreational dance domain—may therefore have differential physical, emotional and cognitive effects on practitioners, and even within a dance style these can vary. See Figure 2.
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FIGURE 2. Illustration of non-exhaustive list of dance styles and usages. Dance can be (A) something you watch as a spectator, (B,C) an artform and sport that connects you with your culture (e.g., Persian, Indian dance), (D) a fight dance (e.g., Capoeira, Haka), (E) something you do as a group (e.g., folkdances, other group and traditional dances), (F) a type of fitness activity (e.g., Zumba), (G) something you do with a partner (e.g., Argentine Tango, Swing dance, Ball room and Latin dances, Salsa, Bachata, Kizomba, etc.), (H) something you do on your own, as self-intimation, a fitness enhancer, to come to terms with emotions or situations, mood management, (I) as a form of free expression of your feelings, (J) an activity that connects you with a specific sub-culture (e.g., Hip hop, lyrical, Cabaret, tap dance), etc., (K) a therapy with a dance movement therapist, (L) a performative art form that you do in front of an audience, (M) something to do free style in a club dancing context, (N) something you do for intimacy and seduction in a couple dance, (O) as an erotic dance forms (e.g., some types of pole dancing, Belly dancing—please note that these can be practiced both for professional purposes and for purposes of self-intimation with no seductive or erotic intentions of the dancer). © JF Christensen.


All the named points in this section differentiate dance practices. But they can also be found simultaneously in others, for instance, in a classical and/or contemporary choreographed ballet. All of this is a matter of degree or continuum. There are no exact categories. However, the dances of the world vary along these variables, and empirical evidence from neurobiological research shows that these variables (Interpersonal contact, Physical exertion, Cognitive demand, and Ratio choreography/improvisation) have differential effects on the human body and cognitive systems when controlled systematically in other domains than dance. Thus, they must also be taken into account in empirical research with “dance.” Therefore, for empirical research, it is important to collaborate with dance practitioners that are sensitive to the specific features of dance practice that scientists might have to consider for their experimental design involving “dance.”

Future research may want to work toward a “differential diagnostics” between dance forms, regarding their specific psychophysiological effects. “Differential diagnostics” between styles is unfortunately not yet possible, since comparative studies are very scarce. In what follows we will give a brief overview of the heterogeneity of evidence.



A “Differential Diagnostics”?

We hope that the proposed practice-based framework may trigger targeted research into dance sport as a recreational and health-promoting activity, informed by dance practitioners. Longitudinal studies have shown that dance sport as a hobby is an important protector against diseases that are very costly from a personal and socio-economical point of view, including heart disease and dementia (Verghese et al., 2003; Merom et al., 2016).

Several positive effects of hobby dance sessions have been reported in the empirical literature of psychology and affective neuroscience. However, no clear pattern is emerging. Sometimes “dance” research uncovers important health effects, and sometimes it shows nothing at all. This is likely due to some heterogeneity in the dance styles used, and due to the way participants are assigned to experimental groups.

In the naturalistic context, individuals may self-select into specific dance practices that bring them desired effects (e.g., on dependent variables including health effects, mood management, etc.). However, another person with other personal characteristics may not derive the same effects from that same dance practice. Personal preferences for a dance style choice may play an important role too. Person A may find ballet right for them, while another prefers swing dance. Much research in experimental psychology has shown that personal preferences modulate important variables that determine the success of any intervention, including motivation and compliance. This is a topic to consider when we assign participants to intervention groups “randomly.”

Besides, lack of conclusive results can also be due to a poor selection of control groups for intervention-type studies using “dance.” As mentioned above, different dance styles put different physical, cognitive and emotional demands on the dancer (even if they happen on a continuum rather than in categorical terms), and control groups must be identified that are as closely aligned to these characteristics, while not being a dance (e.g., other movement practices including sports, movement meditations, etc.). This is particularly important if researchers have specific hypotheses about the contributions of individual parameters of a dance style to specific enhancements (dependent variables). For example, some dance styles include backward walking while others don’t. As we will see later, regular backward walking may lead to some cognitive benefits. Empirical work would now need to establish whether the parameter “backward walking” in a dance style makes the practice of that particular dance style outperform an activity chosen as control condition that includes backward walking.

We will give three examples for such divergent findings that need follow-up research with valid control conditions to allow for a “differential diagnostics” in the future: research shows that (i) some dance styles seem to increase salivary cortisol, others lead to the opposite, (ii) some dance practices seem to increase bone density, others lead to the opposite, and (iii) some dance styles seem to lead to a better attentional focus, and other cognitive enhancement, however, other studies are unable to find such cognitive effects.

Recreational dance episodes have been found to decrease cortisol in the blood, while professional, competitive dance episodes increase the stress hormone (Rohleder et al., 2007; Quiroga-Murcia et al., 2009, 2010; Quested et al., 2011; Berndt et al., 2012). However, the true picture seems more nuanced than that. It is well-known that the idea “high cortisol = bad vs. low cortisol = good” is too simplistic, and using different types of dance and dance domains may help to shed light on this question. One study compared two types of recreational dance practice: Haka dance and Japanese dance. After the sessions, differential activation patterns were observed (both subjective and objective) between the two (Kuroda et al., 2017). After Haka dancing, participants had higher levels of cortisol and felt more energized than after a session of the Japanese dance, after which participants felt poised and calm, and their salivary cortisol levels had decreased. A similar differential pattern was observed in a comparative study between an African group dance and another movement practice, Hatha Yoga (West et al., 2004). After the African dance session, participants felt energized and their salivary cortisol had increased, as compared to the Hatha Yoga session, where it decreased and participants reported completely different affective effects. The hormone cortisol is often related to stress responses, however, comparative studies with different dance styles may help to clarify any beneficial effects that a heightened activation pattern may have. Participants of all groups in these studies with recreational dance reported important emotion regulation effects after the sessions, suggesting outright positive effects of any of the dance practices, despite the differential salivary cortisol profiles. Targeted assessments of which dances produce what type of psychobiological effects would be beneficial for making the right choice for empirical assessments of psychophysiological and neuroendocrine effects of “dance.”

A similarly inconclusive pattern emerges if we compare studies that assess whether or not “dancing” is related to increases or decreases in bone density. While some studies with Waltz dance show increased bone density (Young et al., 2007; and see also Kudlacek et al., 1997; Matthews et al., 2006), a study assessing dancers of ballet dancers’ found the opposite (Amorim et al., 2015). An assessment of what is causing these differences would be helpful, taking into account different domains and styles of dance, and what behavioral patterns within the dance culture might trigger these effects, other than the movement practice itself (e.g., eating patterns, social comparison processes, etc.), instead of speaking about “dance” in general.

A similar “differential diagnostics” on dance styles might be useful in terms of what is causing cognitive enhancement effects that are found after some dance intervention but not others. Some studies have reported increases in concentration and attention in participants of dance interventions, yet, again, results are mixed (Cofini et al., 2018; Levin, 2018; van den Berg et al., 2019). Thus, it may be the case that some dance styles have features that help dancers develop their attentional capabilities, while other dance styles train other cognitive abilities, but not attention. For example, one movement aspect (of many!) to focus on would be to analyze whether the dance style includes backward walking. Studies with children and adults with ADHD seem to suggest that episodes of backward walking develop patients’ attentional capabilities (Viggiano et al., 2015). Comparing the effects of dance interventions with dance styles that include substantial proportions of backward walking vs. dance styles that do not would be helpful (e.g., compare Argentine tango that includes substantial amounts of backward walking for the follower, to Bachata dancing which mainly involves sideward walking for both partners). Besides, comparative efforts should be made to assess whether the complexity of movement patterns (e.g., Persian solo dance [very complex] vs. Siritaki [not complex]), impacts post-intervention attentional abilities.



Clinical Considerations

The heterogeneity of the field of “dance” research is also leading to very heterogeneous results of dance interventions in the clinical domain, where dance has been applied as therapy with very limited success only (Levine and Land, 2016; Millman et al., 2021). However, if we lack a clear understanding of what causes desirable emotional, cognitive and physiological health effects through different dance practices, applying any dance style to any clinical domain feels somewhat blindfolded, and could be optimized, once we understand the mechanisms better.

For example, some research points toward the differential effects of dance styles to improve movement-related problems. One comparative study showed symptom reduction for participants with Parkinson’s Disease after an Argentine Tango course, while a Waltz course did not yield such effects (Hackney and Earhart, 2009, 2010). As discussed by the authors of the latter study, one reason for these differential results might be in the specific movement patterns of the dance styles. Argentine tango involves many stops and movement re-initiations (which is particularly difficult for people with Parkinson, so practicing it, aided by the rhythmic cues of the music, might be why Argentine Tango is helpful). Another point is that Argentine Tango involves movement cues for the body that calls the body to action, e.g., a foot that stops the other foot, and such cues are particularly helpful for patients with Parkinson to help them initiate gait. Besides, in Argentine Tango the follower walks backward most of the time, and backward walking has been shown to improve balance in general (Hao and Chen, 2011), which is another issue that Parkinson patients struggle with. Waltz on the other hand, does not have these features to the same degree, it moves continuously with no designated stops and pauses. On the other hand, other comparative studies have shown that Waltz dancing can have positive results for people with other clinical conditions. One study compared a Waltz course intervention to a traditional exercise intervention in the recovery phase of patients in a hospital after a stroke. The group that underwent the Waltz course improved their cardiovascular symptoms over and above the traditional exercise and control group (Belardinelli et al., 2008). But what is it about the different partnering dances (Argentine Tango, Waltz, Ballroom, etc.) that have good effects, and for which movement disorder? And which dances are good for other types of clinical problem, such as heart disease?

The authors of this article, too, believe that dance can help individuals recover from clinical levels of dysfunction. However, different clinical populations would likely benefit from different dance practices. Thus, also, using hobby dances (e.g., Argentine tango, ballet, ballroom, hip hop, etc.) as a therapy for clinical conditions (cancer, trauma, Parkinson, dementia, ADHD, etc.), still needs substantial empirical backup from research in healthy populations to be able to formulate clear hypotheses about why the choice of one specific dance style (and not another) might be beneficial for a specific health problem. Such targeted assessments are currently not common practice, and researchers seem to choose “dance” as one specific thing, which it is not. This heterogeneity makes the results appear hopelessly inconclusive and piecemeal, certainly deterring policymakers from targeted investments into the health effects of dance practice as a recreational activity with important psychophysiological and health effects.




A WHEEL OF DANCE

Dance is perhaps the most multi-dimensional of all art forms. Visual arts such as painting and sculpture happen in space, whereas music happens in time. Movement happens in both space and time simultaneously. The dancer physically senses their own emotions, the motion in her/his body, often in connection with an external sound or an internal drive to dance (a feeling, a sensation, a thought, etc.), and in addition, dance often happens in connection with sensing the body of one or several other dancers around (Mettler, 1947; Kostelanetz and Anderson, 1998). To dance is a multisensory, multicomponent experience.

However, there are also universal features of dance, all over the world (Hejmadi et al., 2000; Jola et al., 2012; Christensen and Calvo-Merino, 2013; Jola and Grosbras, 2013; Christensen et al., 2016b). Usually, dance (i) happens to a rhythm (often music), (ii) involves learning a technique (series of steps and movements, a movement vocabulary of a style), which stimulates mental and physical fitness, (iii) sociality (social interaction with other dancers and a broader dance community, its culture and history), (iv) a sense of connectedness (with oneself, a partner, with the community, the music, and/or with a greater whole, e.g., “nature”), (v) requires mindfulness (mental focus and concentration on the here and now) and triggers flow (a state of consciousness that is characterized by loss of time and space perception, mental relaxation and enjoyment), and (vi) produces different types of imagery (imagination, fantasy), and aesthetic emotions that can range from a simple change of current mood state, to life changing emotional insights (happiness, sadness, attraction, awe, being moved, etc.).

Dance practitioners and teachers might be interested in information about the scientific evidence that is currently available about different types of dance, and in particular, about the six components that all dances share. Dancers have intuitively used these six in their practice ever since, without any need for science. However, mutual cross-fertilization between arts and sciences can lead to progress in both domains. We hope that pointing out the specific benefits that practitioners can obtain by aiming their dance practice at obtaining these 6 components through their practice, this might encourage dance practitioners to share this knowledge within the communities of dancers; and also, importantly, to share these with new recreational dancers, to open doors into this exciting type of activity and hobby, that is dance.

The authors of this article became aware of a teaching resource that is being used by several dance teachers in the Argentine tango community, called the Wheel of Dance (Argentine tango teacher couple, Natalia and Agustin1, based in La Plata, Argentina, and Tango School Oh Lala in Luzern2, Switzerland). The basic idea is that the practice of any dance style should include, not only the learning of specific steps but careful consideration of 6–7 different components that the training should focus on equally. We set out to review the scientific literature about these different components from an interdisciplinary point of view. Our team includes psychologists, neuroscientists, and dance practitioners from several different dance styles (Persian dance, Ballet, Armenian folk dance, contemporary dance and Argentine tango). We review available scientific evidence about each of these different components for individual health and well-being when used from a recreational dance perspective, plus we include experience reports from two professional dancers from our team.

Dance practice of any style, be it Russian ballet, Persian dance, Spanish Flamenco, Armenian Kochari, Argentine Tango, Kurdish Halparke, or Cuban Salsa, involves six basic components: (1) music and rhythm, (2) sociality, (3) technique and physical fitness, (4) connection and connectedness, (5) flow and mindfulness, (6) aesthetic emotions and imagination.

These six components unite the dance styles of the world, although each dance style has its own specific sub-components which should be taken into account, especially for empirical research into the health and well-being effects of dancing, as referred to in the section “Introduction.” Each of the six components may be more or less strongly represented in a dance style and this may affect any psychophysiological and medical health effects that can be expected from an intervention with this style. We review available evidence of some psychophysiological and medical health effects of each of them in this section, and each section will be accompanied with a text box with experience reports from the professional dancers on our team.

Please see Figure 3 for coarse illustration for the Wheel of Dance.
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FIGURE 3. The components for any dance style are: (1) rhythm of the music of this style, (2) sociality, culture and history behind it, (3) technique and fitness effects that it involves, (4) connection and connectedness experienced while dancing (self-intimation), (5) flow and mindfulness during training, (6) imagery and aesthetic emotions triggered by the practice, and as part of it. We propose the “Wheel of Dance” as a cognitive tool to illustrate these six components, both to empirical researchers, as well as for dance practitioners and teachers: If each part of the wheel receives equal amounts of attention in class, the wheel will be round and fulfill its function as a wheel: roll, and transport us to a new place, for our mental and physical health and well-being. Knowing about these 6 healthy components of dance practice might help practitioners aim their dance activities more specifically toward achieving these goals, and thus, enhance the efficiency of their practice, and the well-being within the practice, and beyond. For a more practice-based approach about how to teach this, see the web pages of this Argentine tango teacher couple, Natalia and Agustin, based in La Plata, Argentina, and of Tango School Oh Lala in Luzern, Switzerland. Dance teachers of other styles may take from this analysis the importance to teach students equally in all components, and how to avoid aspects of dance practice and the dance community that are detrimental for their (and their students’) mental and physical health. Thinking of these six intertwined components as the six parts in-between the spokes of a wheel offers an excellent metaphor for illustrating the different elements and how they should be considered in equal terms, and explains why each of them has its own relevance and importance, both for practice and for empirical research.



Music and Rhythm

Recreational dancers are exposed to considerable amounts of music, and coordinate their movements and their emotions to the musical stimulus for hours on end.

Professional dance may happen in time and space alone, without the accompaniment of music. Especially in the Western contemporary dance scene, it is often proposed that dance is not necessarily dependent upon music (Stevens et al., 2009; Jola et al., 2014). However, in the hobby/recreational dance domain, dance is mostly associated with music, and in most traditional dance forms, and in many contemporary cultures, music and dance are practiced together, and the strong connection and harmony between them is a vital part of the practice (this is not to mean that a dancer from any domain, the recreational domain included, cannot suddenly start dancing, in response to an internal drive, feeling, sensation or thought, without the need for music at all; see Box 1).


BOX 1 | Dance and music.

View from a dancer: a dance without music?

Life is based on rhythm. We vibrate, our heart pumps blood. We are a machine with rhythm, that’s what we are (Van der Kolk, 2014).

One very common aesthetic expectation that exists toward dance is the following: dance should be depending on music. Let’s be clear about this point, dance is a fully independent form of art, and it doesn’t need any other art form to exist. Think about it. Dancers can be the engines of music (paraphrasing William Forsythe). Our movements create our own rhythm and this gives a positive self-reassuring feeling for people who start experimenting with dance. While we dance, we create different possibilities of rhythm, speed and tempi (of course, normally following a choreographer’s indications but not always). My personal experience as a professional dancer in choreographies without music was always a very fulfilling one. I could focus internally in my coordination and mechanics in between/with my limbs and different parts of my body much more. It became always a kind of internal meditation, following my own rhythms – the ones I was creating on my doing.

Luisa Sancho Escanero; Dresden-Frankfurt Dance Company, Germany.

View from a dancer: how to “get” the music of a new style?

As in most cultures, Persians dance is common at social gatherings, and in this case, the dancing is always accompanied by Persian music. How the dancer hears and relates to the music is a big part of the cultural experience and emotional expression. When teaching Persian dance to non-Persians, I often have to analyze the music and explain dynamic cultural nuances that happen in the music and it is always very interesting for non-Persians to understand and experience these nuances. The most common Persian rhythm is in the 6/8-time signature, and it is accented and syncopated in a special way that makes it very recognizable as “Persian,” and also difficult for non-Persians to hear. Many Westerners cannot figure out when to snap their fingers or clap to the beat because they cannot quite find where the beat is, or they clap on the wrong part of the rhythm. The Persian 6/8 is accented on the first and the fourth beats, so that the rhythm creates a swing. However, the melody is so syncopated on top of the rhythm that it is difficult to hear the meter. Yet, once you do hear it the swing quality becomes very playful and irresistible to dance to.

Shahrzad Khorsandi; Shahrzad Dance Company, San Francisco, United States.



The human auditory system has evolved in such a way that our species is the only one capable of complex motor entrainment (e.g., tapping along to the rhythm of a beat), and of categorization of auditory input into “chunks.” One explanatory hypothesis about this is referred to as the “audio motor evolution hypothesis.” It implies that large scale projections via ganglia connect the auditory cortices of the human brain with the muscular systems, enabling complex rhythmical behaviour including speech and dance (Merchant and Honing, 2014; Ackermann et al., 2014; Honing and Merchant, 2014; Merchant et al., 2015). The motor and auditory systems of the human brain are narrowly interrelated and, in some instances, sounds are in fact translated into electrical signals that travel to the muscles and result in motor potentials (for important studies see: Paltsev and Elner, 1967; Xenos et al., 1976; but see also: Thaut et al., 1999, Thaut, 2003; Molinari et al., 2003; Zatorre et al., 2007; Schmahmann and Pandya, 2009; Kornysheva et al., 2010; Cesari et al., 2014; Mainka, 2015; Olshansky et al., 2015; Poikonen et al., 2016). Thence, likely the human drive to groove along any rhythm that presents itself in our environment (Bernardi et al., 2018).

Music itself has a very special effect on our body, including immunoregulatory effects (Fancourt et al., 2014; Sachs et al., 2015; Finn and Fancourt, 2018); and see for sad music: (Frey et al., 1981; Messmer, 2009; Sachs et al., 2015). Besides, interaction with other people through music has been shown to have several remarkable social effects, including enhancing emotional empathy in 8–11 years old children (Rabinowitch et al., 2013), and increasing spontaneous helping and cooperative behavior among children and adolescents (Kirschner and Tomasello, 2010), and adults (Kniffin et al., 2017; Ruth, 2017). Moreover, shared musical experiences increase group cohesion, affiliation, collective thinking, social inclusion (Welch et al., 2014), and cross-cultural understanding (Brown, 2000; Cross and Morley, 2008; Clarke et al., 2015). Furthermore, research shows that music listening can have positive effects on emotion regulation in infants (Trehub et al., 2015), and playing and listening to music helped university students improve their emotional awareness and regulation (Saarikallio and Erkkilä, 2007; Van Goethem and Sloboda, 2011; Dingle and Fay, 2017). Interestingly, research shows that only dance in conjunction with music, but not without music, lowers levels of cortisol in blood (Quiroga-Murcia et al., 2009), a finding that has been associated with subjective stress reduction and immunoregulatory effects.

For any dance practice that is danced to music, its music is an integral part of it. Rhythmical patterns vary greatly between dance styles and cultures. See for example, Box 1 for a description from Persian dance.

Future research: The neurocognitive and neurohormonal effects of music on health and wellbeing are being explored. What is lacking is a targeted, differential assessment of (1) how this exposure contributes to health and wellbeing effects in the dance domain (enhancement of healthy function and treatment of dysfunction) and (2) what effect different types of music and rhythmic patterns in the different dance domains may have.



Sociality, Culture and History

Learning a dance style as a recreational activity comes with an increase in social contact. Dancers relate to other people during the dance class, in social dance evenings, in festivals, etc. This affords many opportunities to simulate others’ state of mind and others’ movements. Therefore, the ability to “simulate others” is “practiced” extensively in the dance world and should be considered an important experience-based component that differentiates people that dance from people that don’t.

Sociality (associating with others in groups), is a key driver of mental and biological health and well-being for individuals. The Polyvagal Theory by Steven Porges explains the careful interrelations between the social environment and inner medium of the human body. Friendly and safe social interaction in “our” group can help activate the body’s relaxation response, promoting cell reparation, immuno-regulation, and metabolic- and digestive regulation. This happens through the facial feedback loops via the cranial nerves that receive input from the motoric activity of our facial muscles in facial expressions that happen while we navigate a social situation (Porges, 1991, 1992, 1995, 2007, 2009; Porges et al., 1994; Carter et al., 2008). This happens, of course, regardless of which “group” is yours, but the point is that recreational dance affords a high quantity of high-quality opportunities for direct interactions with likeminded people.

Another mechanism by which beneficial effects of sociality come about is through an affective touch mechanism. Ct-cells are a special type of receptor in hairy skin (Olausson et al., 2016). These are a special neural interconnections with systems of the body responsible for homeostatic regulation and immunoregulation. Trustful social interactions with touches and hugs are therefore likely to have important health benefits for individuals (Heinrichs et al., 2003; Keysers et al., 2004; Hansson et al., 2009; McGlone and Spence, 2010; Morrison et al., 2011; McGlone et al., 2014; Lloyd et al., 2015). One study showed that having regular hugs reduced participants’ risk of developing a cold after controlled exposure to an innocuous respiratory virus (Cohen et al., 2015), and having a hug after an argument was related to more positive affect in subsequent days (Murphy et al., 2018).

Dancing, and the dance communities afford very varied opportunities of sociality, where dance communities can become more or less tightly knit social networks of mutual support and friendship (Maraz et al., 2015a; Lakes et al., 2016; Schwender et al., 2018). It is thought that dance has filled such social functions ever since humans started to live together in social groups (Radcliffe-Brown, 1922; Evans-Pritchard, 1928; Schögler and Trevarthen, 2007; Dissanayake, 2009). Historically, and in all cultures, dance has been a social activity, a form of stress relief, or a type of community ritual (Kaeppler, 1981; Hanna, 1995, 2010; Pušnik, 2010; Fischer et al., 2013). This continues to be the case in both rural and urban areas of contemporary society (Shay, 1999, 2002; Neveu-Kringelbach and Skinner, 2014; Gholami, 2016). See Box 2 for an example of support from dance communities.


BOX 2 | Dance communities in Corona times.

Dance communities in Corona times

For an example of bonds within dance communities: During the Corona virus lock down 2020, there has been a massive online demand from the dance communities, for dance contact, presence and practice online. From professional companies offering their dancers online trainings, to dance schools transforming their program completely online to the creation of online platforms to guarantee different kind of daily trainings by professional dancers themselves. The opportunities for dance classes go beyond boarders, time zones and other limits.

For Swing dance check out Dax & Sarah’s Rhythm Juice and Jo & Kevin’s iLindy from California. For Argentine Tango, Argentine teacher Raquel Greenberg in London offers both couples’, leader and ladies’ technique online. For Persian dance and some Central Asian dance classes, go to Pomegranate Garden Dance. You can dance with the Batsheva dancers by tuning in to Gaga Online Classes with Ohan Naharin in TelAviv and New York City. For Ballet and more, check the online offer of the Centre of Dance an der Kulturbrauerei Oliver Detelich, Berlin, Germany. Or, go to Dance Live Europe in Basel, Switzerland with Jorge Garcia Perez. And don’t forget to check out the Dancing Classrooms with Paul Dulaine from the wonderful movie Dancing in Jaffa. For a new app, try the one by Tanzschule Gutman from Germany. There’s plenty out there now, just google it. And of course: don’t forget to support your local dance community by taking their online classes! You can dance in your living room.



Another mechanism by which dance facilitates psychological and physical health effects is imitation and simulation. Imitation is at the core of the human ability to learn such intricate movements as a pencil grip to pick up a pencil and write, as well as for a ballerina to go on pointe and spin the night away. This capacity for simulation and imitation gives us the ability to simulate other minds and movements too (Noy et al., 2011), and thus, to learn from them (Freedberg and Gallese, 2007; Shafir et al., 2015; Sumanapala et al., 2017). Dancers practice this mental and movement simulation of others repeatedly. In fact, in both recreational and professional dance domains, it is common practice to ask new students to place themselves behind the best students of the class and to copy. Over and again.

Therefore, on a daily basis, and in high quantity and quality, dance students imitate the movement of the teacher and others in the class, and their partner or group during dancing and they must understand the minds and movements of the others during the dance parties for a successful dance experience (milongas, socials, etc.). This ability of our brain to simulate and then to imitate using the body is why we’re able to learn from others, why we understand others’ mental states (Theory of Mind), and why we can feel what the other feels (empathy). Research investigating differential effects of empathy in dance and non-dance populations are still relatively heterogenous. However, measuring the amount of simulation (copying) that a person is engaging in, in terms of quantity and quality, may help shedding light on this question.

Several studies show that participating in synchronous movement engages action mirroring mechanisms in the human brain, the action observation network (Cross et al., 2006), which seems to be one possible basis for the phenomenon that individuals bond after a dance session (Schmidt and Richardson, 2008; Tarr et al., 2014, 2015). A group of people moving in unison feel more personally connected to each other afterward (Hove and Risen, 2009; Launay et al., 2014), conform more to each other’s opinions, and like each other more than groups that haven’t moved in unison together (Reddish et al., 2013; Codrons et al., 2014; Tarr et al., 2015; von Zimmermann et al., 2018), and develop a more prosocial behavior, for instance, evidenced by more efficient cooperation on a post-dance task (Wiltermuth and Heath, 2009; Valdesolo et al., 2010; Fischer et al., 2013; Lumsden et al., 2014). You can dance together for 3 min and you know each other much better than after 10 years of working together (Nazemi, 2020). Dancing together creates strong bonds between us.

Another mechanism by which dance has social bonding effects is through the facial mirroring of emotions, touches, and hugs that happen both during dancing, and within the dance community. The social context of dance classes and social dance evenings afford important opportunities for social exchange, both verbal and biochemical. Neurohormonal bonding mechanisms involving oxytocin and prolactin are implied in these bonding effects (Dunbar, 2010; Algoe et al., 2017).

Additionally, dance training helps to develop social skills because dance comes with a set of social etiquette rules and protocols that make this activity a type of multilevel social hobby (Novack, 1990; DeMers, 2013). Studies show that dance training encourages the development of group awareness, self-discipline, impulse-control and, respect for others (Lobo and Winsler, 2006; Staiano et al., 2018). For example, a study showed that a creative dance program could enhance the level of social competence among pre-schoolers, while also reducing their behavior problems (Lobo and Winsler, 2006). In another study, Staiano et al. (2018) showed that the experience of dance exergaming is linked to subjective health, stabilized peer conflicts, and pleasurable physical activity in adolescent girls (Staiano et al., 2018).

Hobby dance affords countless opportunities for social interaction, simulation, imitation, touch, complex emotional exchange and social reward. However, of course, negative experiences during the dance, including competitiveness, negative social comparison processes (e.g., jealousy), social exclusion and so on during dance practice or in the dance community more generally, are very relevant because they release stress-related biochemicals in the body, which may impede important health effects otherwise associated with dancing. These processes may vary, depending on the dance community. Future research could help to disentangle the various roles played by negative and positive affect in such protective potential of “dance.” Here, we reiterate the importance of distinguishing between professional dance practice and different hobby practices, and between other sports or meditative practices (see e.g., Ermutlu et al., 2015; Mansfield et al., 2018; Vrinceanu et al., 2019). See Box 3.



Technique and Physical Fitness Effects

Recreational dancers practice cognitively demanding technical skills of full body movement coordination, in combination with emotion regulation and engage in different levels of physical exertion while doing so. Dance includes complex movement coordination of trunk, arms, legs and head, complex spatial navigation, memory and implementation of movement sequences stored in memory into new variants, and, importantly, all this happens in coordination with the music, and often the interaction and coordination with a partner, or group, requiring high levels of multisensory integration. Of course, humans use their full body every day, however, in dance training the body is twisted and bent in new ways, and steps are done in ever new combinations. This makes dance practice qualitatively and quantitatively different on the cognitive side from many other recreational practices. Besides, dance training regimes are much less repetitive, and require more new combinations than most other recreational activities. This is obviously a question of degree and not of absolute categorical terms, neither for dance, nor for other recreational activities.

All these might constitute the brain “work out” aspect of dance practice, which is related to important cognitive effects in hobby dancers and professional dancers alike (Bläsing et al., 2012; Kattenstroth et al., 2013; Rehfeld et al., 2018), though future assessments might focus specifically on what aspects of dance practice yield which cognitive effects (for mixed results, see Niemann et al., 2016), to target them more efficiently, also in the domains of cognitive problems, including Parkinson disease, dementia, ADHD, etc., as discussed in the introduction.

Every formal dance style has a technique, sometimes even several techniques developed by different teachers and choreographers (e.g., ballet: Russian Waganova style, Danish Bournonville style, Italian Cecchetti style, etc.). There are always particular dynamic and expressive qualities within the aesthetic parameters of distinct movement repertoires (Peterson Royce, 1978; Hanna, 1995, 2010; Hejmadi et al., 2000; DeFrantz, 2005; Anakesa and Jeannin, 2008; Christensen and Calvo-Merino, 2013; Ramaprasad, 2013; Christensen and Jola, 2015). The technique of a dance style is a vocabulary through which the dancer can then express him/herself through the specific language of that dance style, what s/he feels. For hobby dance, the effect of the dance on any audience becomes secondary. Especially for recreational dance, the dance can simply be a means of emotional expression, and self-intimation for the dancer (Orgs et al., 2013; Christensen et al., 2017b, see also component 6, section “Aesthetic emotions and the imagination.”).

The technique aspect of dance practice is one of the aspects that could be hypothesized to be at the core of the cognitive effects of recreational dancing. Contrary to what may be assumed, recreational dancers spend considerable time on learning the technique of their dance style. The technique can mean learning steps and placement of the body in space, but also involves mastering many subtle micro movements of the body, e.g., how to place the foot on the ground (e.g., heel-ball (tango) or ball-heel (ballet), learn to transpose pressure during step from inside heel to outside toes, etc.), how to turn in (or out) the hips during movement, how to use head movements for balance (e.g., spotting during pirouettes), etc.

Another important point here is the “Marking” experience (Warburton et al., 2013). “Marking” is something that dancers engage in on a daily basis. They go through dance movements, without dancing them full out, reducing and minimizing the physical effort almost to zero while going through the choreographic material with the body, focusing on the mental activity. Therefore, for example, a dancer can reproduce mentally a choreography lifting their legs and prolonging their hips and legs much more than in reality while they use the mental imagery (Karin, 2016; Karin et al., 2016). Their quality of movement is optimized by this process, it becomes very articulated, and they don’t tire their muscles as much as they would if they would dance out the movements full out each time.

Practicing such complex motor actions in connection with music and often a partner or group constitutes an important challenge for the brain, and an opportunity for neuroplasticity. One longitudinal study found that dancing was a protective factor against developing dementia in old age (Verghese et al., 2003), and dance has been shown to trigger the brain to form new interconnections (Hänggi et al., 2010; Karpati et al., 2016; Gujing et al., 2019), improve memory (Zhu et al., 2018), attention (Coubard et al., 2011), and the ability to multitask and to plan (Alpert, 2011; Hamacher et al., 2015). Interestingly, another cognitive effect that has been found is that, especially, when the dance form connects us with our own culture and the aesthetics that it comes with, it is intrinsically motivating for us to engage with, for instance, to gain physical fitness (Murrock and Gary, 2008, 2010; Hwang and Braun, 2015; Vahabi and Damba, 2015; Lukach et al., 2016; Serrano-Guzmán et al., 2016). Culture-based dances have been found to be effective in improving mobility, balance, and levels of physical fitness (Serrano-Guzmán et al., 2016), reducing blood pressure (Kaholokula et al., 2017), and diabetes (Murrock et al., 2009).

In addition to the cognitive health effects of dance practice, dancing also yields physical health effects. Dancing burns between 4 and 11 calories per minute, depending on the dance style (Williford et al., 1989), and increases heart rate up to around 140 BPM, making it an aerobic type of exercise for our body (Wigaeus and Kilbom, 1980; Blanksby and Reidy, 1988; Hogg et al., 2012; Nogueira et al., 2014; Cugusi et al., 2015). Dance practice has also been shown to have a positive effect on exercise ability and reduction of systolic (SBP) and diastolic (DBP) blood pressure, sleep and quality of life in people with hypertension and obesity (Mangeri et al., 2014; Conceição et al., 2016; Serrano-Guzman et al., 2016). It also boosts psychological and physical health of obese patients by increasing quality of life, body consciousness, mental representations linked to self-body image (Muller-Pinget et al., 2012; Allet et al., 2017), and cardiorespiratory capacity (Casilda-López et al., 2017).

Future research: cognitive and physical health measures vary considerably between different dance styles, something that might encourage differential assessments between different dance styles in the future (Lopez Castillo et al., 2015; Domene et al., 2016; see Box 4).


BOX 3 | Dance and sociality.

View from a dancer: sociality?

Dance is an exemplary micro society in which nobody expects to be more right than the other because of his or her provenance, passport or birth place. It is not relevant where we come from, we speak a common language: dance, and that is sufficient. Dance and choreography make us equal humans while sharing a common experience. At the moment we come together to dance, it doesn’t matter who are we, where we come from, or how much money we have in our bank account. It is only important that we are fully present in our experience and open and communicative to share it with our companions in the moment. Therefore, dance breaks down social and economic barriers.

Luisa Sancho Escanero; Dresden-Frankfurt Dance Company, Germany

View from a dancer: sociality?

In today’s culture we are not accustomed to expressing ourselves through our body at any time we feel inclined. At the workplace we must maintain our physical composure to be considered “professional”; and in public places such as the market or the bank we must to the same lest we are seen as strange or even dangerous. It is only in specific social gatherings that we are permitted to let go of our composure- to an extent- and move in a way that would otherwise be considered inappropriate. These social events, such as parties and celebrations, provide us the opportunity to express joy and release tension by flailing our arms step in random or rhythmic patterns to the music, and throw our heads back and smile. These acts, done outside of the designated environments, would certainly get us in trouble, and perhaps get us labeled as mentally unstable. I cannot imagine what our lives would be like if we did not have these social outlets. Built-up tension and lack of emotional release would certainly lead to deep psychological and psycho-somatic issues. In our contemporary diverse communities, we meet people from different countries, and try to build relationships by learning about each other’s cultures and customs. Cultural subtleties that are difficult to understand through verbal explanations can be learned more effectively through movement and dance.

Shahrzad Khorsandi; Shahrzad Dance Company, San Francisco, United States




BOX 4 | Dance and its many faces of technique and fitness. It happens that dancers become overly focussed on perfecting technique, on how they look, and they forget the important expressive exercises that would allow them to gain full potential from their practice (Karin, 2016; Karin et al., 2016). This finding merits further exploration in the future, to determine which aspects of dancing constitute health hazards for recreational dancers, and that obstruct the enjoyment of dancing.

View from a dancer: What is the technique of a dance style?

Any dance technique is our tool, our method, our skill, and our foundation. The technique of a dance style is the method we take, the more or less accurate approach. The codification of such a dance style: it is our grammar. But, we must not forget: it is a means not an end in itself. It is our path to freedom. We were taught that through the mastering of a dance technique (no matter which one in this case: classical, modern, contemporary…etc.) during our training years, we may get to enjoy more freedom and therefore, to enhance our capacity to focus intensively in the expression and/or interpretation of the dance. And this assumption is completely correct if we take classical ballet for this example. For more abstract contemporary ballet, the focus of the dancers is completely in the execution of the technique and through it, we achieve an abstract interpretation of the choreography. Historically, for instance in classical ballet, technique is considered the path to artistic freedom. The more technique I possess and/or I develop, equals to a bigger freedom in my execution. Therefore, I would be able to evolve higher artistically since I don’t have to worry about the execution of the choreography itself –which became a natural part of me, as if it was a new limb!

Luisa Sancho Escanero; Dresden-Frankfurt Dance Company, Germany

View from a dancer: what happens when we practice a dance technique?

Dance movements offer more variety in movement, a much bigger range of motion in the joints that do most sports or gym exercises. Increased range of motion in the joints leads to increased mobility and circulation and overall movement longevity. It may seem unnecessary for someone dancing for pure joy as a hobby, as opposed to preparing for a performance, to need technical training. However, technique does not have to be confined to a professional dance studio. It is simply the breaking down of any movement to its basic elements, such as geometric shapes, bodylines, foot patterns, and dynamic expression. This is especially true if the dance style is from a culture that is foreign to the dancer. It is intriguing, though not surprising, that common aesthetic elements exist in various art media within any particular culture within a given historical time period. The dances of a culture share aesthetics with other media of that culture, such as calligraphy, painting, textiles, sculpture, or architecture. These cultural aesthetics are woven into the fabric of the collective unconscious of both the artists and the viewers in that culture. Thus, the technique used in training a dancer in a particular dance form is informed by aesthetics that exist in the cultural context of the dance form. Technique and aesthetics are intertwined components of dance, because the goal of technique is to help the dancer gain mastery over her/his body in order to express him/herself with the language of aesthetics distinct to that culture and dance form. There is emotional gratification in both performing and watching movement performed with technical mastery and precision, resulting in an aesthetically pleasing dance.

Shahrzad Khorsandi; Shahrzad Dance Company, San Francisco, United States





Connection and Connectedness

“Connection” is something that dancers refer to as a feeling that results from dancing together. It can refer to a connection with oneself as much as with the partner and/or group during the dance itself (Fitch, 2016; Christensen et al., 2017b), and/or to the music (Bernardi et al., 2017).

This is different from the social cohesion effect that we discussed in point section “Dance Styles” in that connectedness refers to a subjective impression that happens during the dance itself (even measurable via physiological synchronization such as breathing patterns among dancers Codrons et al., 2014), though some of the studies reported about in section “Dance Domains” specifically included questionnaire measures about feelings connectedness and subsequent trust in their assessments (Wiltermuth and Heath, 2009; Tarr et al., 2015). According to subjective reports from dancers, the stronger the connection during the dance, the more pleasing is the whole experience (Duberg et al., 2016; Bernardi et al., 2018). Another shade of this connectedness is the emotional link between audience and dancer that becomes established during some performances. Professional dancers may extend this feeling to the connectedness with the audience during a performance, a phenomenon that has even been related to a synchronization of physiological rhythms between dancer and audience (see e.g., Bachrach et al., 2015, for an exploration), however, this is not part of the current analysis.

Due to the strong emotional effects on the dancer of “feeling connected” during a dance (Himberg et al., 2018; Tarr et al., 2018), connectedness is an important phenomenon both for the dancer to focus on, but also, important for any researcher, seeking to research any effects produced by dancing, as the most important health effects of dancing are likely to occur only if genuine connectedness is perceived during the practice, i.e., it might not be enough to only “trail along.”

Dance can also connect people with a culture as it accounts for exclusive spiritual and cultural values and can be delivered within a familiar community setting that encourages a mind-body connection through traditional approaches which improves both physical and social functioning (Eyigor et al., 2009; Mavrovouniotis et al., 2010; Robinson et al., 2010; Zhang et al., 2013; Lukach et al., 2016; Kaholokula et al., 2017).

Future research: We are aware of no research that specifically explores this connection aspect of dance, though it seems of utmost importance for psychological wellbeing, if not also for physical health (see Box 5).


BOX 5 | Dance and connectedness.

View from a dancer: what does connectedness mean?

When it comes to movement, I can think of three ways of connectedness: (1) connections between two or more bodies, (2) connections within one body, and (3) connection between a dancer and an outside entity. Whether a person is dancing in a “couple dance” such as Waltz or Tango, or dancing in a group, a connection is made between the bodies of the dancers through their common experience.

During dancing, one thinks, imagines, and feels (both emotion and kinetic sensation), while physically moving the body. Thus, there is a strong connection and interdependent relationship between the dancer’s mind and his/her body. This connectedness is dynamic as the sensations and imagery change during movement. Some dance forms imitate nature, such as the movement of cosmos or molecules, by moving in patterns that are circular and spiral. These organic movements satisfy a primal instinct by fostering a connection between the dancer (and also the viewer) and the movement found in nature. Also, in some dance forms a connection is made between the dancer and a spiritual entity, where the dancer is believed to become a channel of expression between the spirit and the audience. In all three types of connection, both the dancer and viewer often experience a sensation that is deep, rich, and cohesive, resulting in a “whole” experience that balances the mind-body interconnectedness.

Shahrzad Khorsandi; Shahrzad Dance Company, San Francisco, United States

View from a dancer: how do dancers and audience connect?

Humans have a tendency to search for connectedness. Take the example of a narrative classical ballet: if we dance together (24 women in a corp de ballet scene) we are feeling a living organism from inside, we are part of something bigger than each one of us. In this situation we are socializing (wanted or not), and connecting. We have to be aware not only of our movement, choreography, tasks, etc. We must be aware of our fellow dance colleagues, their steps, tasks, even their difficulties and/or possible mistakes. Spectators connect to us through empathy, empathy toward the ballet stories being dance on stage (in the case of classical narration) or through another kind of “aesthetic emotion”: the challenge of understanding and processing abstract choreographic information. The more of this abstract information being dance, the more attention it requires from the spectator. This is the catch, so to say.

Luisa Sancho Escanero; Dresden-Frankfurt Dance Company, Germany





Flow and Mindfulness

Dancers often experience periods of flow and seek to increase the frequency of flow moments deliberately. For many dancers, their training is like a meditative practice.

Flow is a special state of consciousness that has been found related to many beneficial health effects (Csikszentmihalyi, 2008; Pfeifer et al., 2015). It is thus desirable to have flow moments in everyday life and dance has been proposed as an activity that produces flow (Vitebsky, 1995; Gore, 1997; Jeong, 2012). In particular, the feeling of “groove” during dancing has been found to be correlated with feelings of flow (Bernardi et al., 2018). Moreover, using imagery in dance practice increased the experience of flow (Jeong, 2012). However, it is still not entirely clear which aspect(s) of dance causes these flow effects.

Mindfulness meditation is difficult to describe for empirical research. However, in absence of a better definition, it can be described as a comprehensive wholesomeness training involves non-judgment, loving kindness and present-centered awareness (Marich and Howell, 2015). It requires concentration on aspects of the present by demanding a firm relation with the body and interoception (which is the perceptual process that provides us with the sense of inner body). A number of studies outside the dance realm revealed that mindfulness programs improved coping skills and self-regulation, decreased tendencies to take negative emotions of others (Beddoe and Murphy, 2004; Vago and David, 2012). Moreover, enhanced level of empathic concern was observed after mindfulness trainings (Lesh, 1970; Shapiro et al., 1998). Some dance forms are based on, or inspired by rituals and are by nature meditative and involving mindfulness. Could argue that any dance style that is practiced and performed can have meditative qualities for the dancer. The goal and definition of meditation is to contemplate or reflect upon a thought. In order for this to happen, the mind must be able to free itself of clutter and focus on the thought at hand. Similarly, a dancer’s mind must be free of clutter to be able to focus on embodying the movement exercises that are presented during class (see e.g., van Vugt, 2014; for such a first proposal regarding ballet dance). During dance practice, attention must be entirely focussed on the present moment and on one’s body from within, for instance, to be able to do a pirouette without falling over (Denardi and Correa, 2013), or to practice complex movement sequences, to balance. All these challenge the dancers’ attentional demands and helps keeping the attention in the here and now.

Mindfulness meditation has previously been proposed as an avenue to flow states. Some comparative studies assess several different dance forms in terms of how much the practitioners experience mindfulness and life satisfaction (Moyle, 2016). One study compared contemporary hobby dancers to a non-dance control group and found that the dance group reported high levels of mindfulness and life satisfaction (Muro and Artero, 2017), and a randomized controlled trial another found that Argentine tango classes were significantly related to decrease of depressive symptoms and increases in feelings of mindfulness (Dinzel, 1999; Pinniger et al., 2012).

Future research: Given the beneficial effects of mindfulness and flow experiences, and given first evidence that dance produces these states, future research might explore (1) which aspects of dancing give dancers flow and (2) whether there are differences between dance styles (very likely) (see Box 6).


BOX 6 | Dance, flow and mindfulness.

View from a dancer: How to get flow?

Focussing on movement transitions (the moment when one movement stops and the next one begins) is significant to creating flow. To produce smooth transitions, the spatial pathways and planes of motions through which the body—or parts of the body—move at the moment of transition must be considered. In some art forms the characteristics of flow, ease, and effortlessness are essential, and help to create a mesmerizing or hypnotic effect on the audience, which is often the goal of the artist. In music, notes are sometimes suspended or played with a Legato quality to create smooth flow within the melody, and compositions are often cyclical, with progressions that produce melodic flow. A painter may use circular composition and techniques to dissolve one image into another, to produce smooth transformations of images. The viewer is then visually engaged by the circular motions of the composition and mesmerized by the smooth transformations of the images. In the same way, a dancer uses fluid and sweeping motions that surrender to gravity, and organic movement transitions, to create a flow that engages and mesmerizes the audience. This flow of movement can be very satisfying and even have physically and emotionally healing effects for both the dancer and the viewer.

Shahrzad Khorsandi; Shahrzad Dance Company, San Francisco, United States

View from a dancer: How to get flow?

I used to speak about “hyper reality” when referring to my moment performing on stage. Nothing else was happening in the Universe while I was on stage. It was only present existing: seconds last hours, and the most complicated choreographic tasks became slow motion in reality. There was a unique serenity and hyper-awareness while taking necessary artistic decisions. It is the creation of a reality in life. Those are the feelings on stage while performing. A creative way to get flow or “to stay in the flow” while executing very complex choreographies was/is to stay with our breath and try to keep it regular, no matter what difficulty we are going through physically at that very moment. To take our brain out of the complexity and make it focus in what is considered a mechanical function of the body. This was a thought (in my case, of course) which allowed me to achieve and deliver high complexity and at the same time, release my mind of a pressure that could paralyze me while trying to achieve the choreographic tasks. Besides, maybe due to this special flows state that dance gives us, dance/movement can make us change our current emotional state. E. g: being angry, depressed or upset at the beginning of a dance training. My emotional “mood” was completely transformed during the training. Toward the end of it, I could feel much more relaxed, calm and enjoying a positive “mood.”

Luisa Sancho Escanero; Dresden-Frankfurt Dance Company, Germany





Aesthetic Emotions and the Imagination

Dancers use imagery and fantasy to improve their movements, and derive enjoyment from doing so. One type of enjoyment that dancers feel is aesthetic emotions like awe, being moved, tenderness etc. Such emotions can induce behavior change and a wish to grow and evolve.

The motor system of the human brain consists of different components that together give rise to the complex movements of a dance (sensorimotor cortices, sensory cortices, primary motor cortex, the premotor area, the supplementary motor area, the cerebellum and frontal association cortices; Carlson, 2004). All of these components are interconnected into feedback loops and it’s thanks to these loops that we’re able to move with such precision and grace, be it while walking down a narrow lane, or while dancing. The fact that the movement is “made” via feedback loops (and not, say, as a chain reaction), is a master piece of evolution, as it allows movements to be optimized online, i.e., while we move. We’re able to adjust our movements based on the ongoing sensory and motor feedback that keeps coming into the motor planner of our brain (Carlson, 2004; Karin et al., 2016). And this is also why the use of imagery to improve a dance movement is effective (Perica, 2010; Karin et al., 2016; Pavlik and Nordin-Bates, 2016).

It is not unusual to hear instructions in a dance class that tap into the brain’s capacity to act on imagined movements, sounds, metaphors or sensations. Instructions like “move your arms like a swan,” or “straighten your spine as if I were pulling your hair upwards”—make perfect sense to a dancer (recreational and professionals alike), while this might sound odd to the non-dancer.

Fortunately for those who have not yet tried to use their imagination to improve movements, this ability can be trained and improved with time (see also: Williams et al., 2013). Movement neuroscience has illustrated why such instructions are effective to optimize any movement. Imagined movements access the motor planner of our brain directly, without the slower and more error-prone feedback loop via the online sensory and motor input e.g., verbal and tactile feedback and corrections from a teacher). All movements that we have ever seen and can imagine, are stored to the greatest detail in our memory systems and are there to be used for movement optimization.

Janet Karin, OAM pioneered what she has coined Mental Training in dance teaching, and has differentiated and systematized the different types of imagery that are useful for dancers (Karin, 2016; Karin et al., 2016). Dancers can rely on internal or external motor imagery (Mahoney and Avener, 1977). Internal imagery means that the dancer imagines to be inside their body with all the sensations that it would entail to do a particular movement (Goldschmidt, 2002; Overby and Dunn, 2011). External imagery means that the dancer imagines being seen from the outside and feels how they would want the movement to unfold from the viewer’ (Golomer et al., 2008; Giron et al., 2012; Coker et al., 2015; Pavlik and Nordin-Bates, 2016).

As reviewed elsewhere (Karin, 2016; Karin et al., 2016; Christensen and Borhani, 2020), there are several types of imagery that assist all dancers in their practice. These include:


(i)mental imagery (imagine how the movement would look if it were completely correct). Dancers always rehearse choreographies mentally. They reproduce each step exactly with a mix of accuracy and idealism: they see in their minds the perfect execution of each choreographic step. For example, “my body is empty internally, I visualize only skeleton and joints exist in that internal topography.”

(ii)visual imagery (use an image of something in the physical world, e.g., “move your arms in diagonal, as if you are shooting an arrow”). Working with non-existing surfaces while dancing and/or transforming them mentally: “I open an imaginary door, I go around a corner that doesn’t exist to square a step, I flap my arms against surfaces that are not there to give the movement a specific density. Rest your head on the imaginary wall. I imagine the floor as shifting platforms that move against my limbs, thus not taking for granted the floor, and change my gravity while dancing.”

(iii)kinesthetic imagery (use physical sensations from the physical world: “walk as if you’re smelling fresh bread”). For example, “I imagine my lungs to be at my groins. My goal is to not jam myself against the floor with my movements because then, if my lungs are where my groins are I would suffocate. I imagine my eyeballs to be on my hands because in that way I could discover space with them in a different way while holding them in front of me. My hands with my eyeballs on them process the space and explore it in a brand new way.”

(iv)metaphorical imagery (use fantastic images, something that doesn’t quite make sense in the real world: “move our arms like a swan’s wings”). Any kind of animalist transformation: insects, animals in general, octopus with many limbs… For instance, “I have a million joints in my arms/legs and I must go through each one of them while moving my arms/legs (to over-articulate a movement). You are a 3,000 years old mummy coming back to life. Or I affect space with my metaphorical imagery, for example: I exit the stage, thinking that I am going to an endless, infinite space. This thought affects the quality of my leaving a scene.”

(v)Musical imagery. Dance is the only sport that systematically comes with music, and music is another way to imagery that can help with movement optimization. Music evokes imagery of many different forms by itself. Dancers can use imagery of auditory features (e.g., loudness or quiet), verbal imagery (words, dialog, interior monolog), nonverbal sounds imagery (e.g., musical melodies), and so on (Jakubowski, 2020). Imagined sounds, and other auditory events activate the same brain systems as if the sounds or events were really there (Hubbard, 2010). And many dancers can’t help it but imagine movements as soon as they hear music (Juslin and Vastfjall, 2008).

(vi)Emotional imagination is another category of imagery that helps the dancer optimize and enjoy their movements. For shy/introverted people, imagining that one is dancing completely alone (even if the room was full of people) can be reassuring and calming. When dancing, it can help to imagine the audience/those watching as if they are friends who give us a warm sense of approval, recognition and a feeling of being wrapped in that “home” sense. Our emotional states influence the way we move, walk, and do things. A sad person moves differently than an angry one, or than someone in love. With practice, using the vocabulary of a dance to intimate emotions into our movement, we automatically endow our movements the qualities of that emotion (Shafir et al., 2013; Shafir, 2016; Tsachor and Shafir, 2017). The motor commands composing these emotional movements are stored in our brain. The “Alexander Technique” (an acting technique) draws on this special capacity of our brain to make emotional movements. For instance, by recalling emotional episodes, the dancer can re-experience—through their imagination—what that episode felt like, and act it, or dance it out through their movements. This type of approach to emotions through dance affords important benefits in the therapeutic domain (Hanna, 1995; Jeong et al., 2005; Shafir et al., 2013, 2015; Koch et al., 2014; Shafir, 2016), because dancers can “try out” these emotions in the safe space of the dance studio (that is not the real world). Dance happens through the human body, as no other art form, and is therefore an instance of expressivity par excellence. Any emotion can be embodied by an individual in a dance. Just like any emotion that we feel may reflect itself in the way we walk, sit or do things at work and at home, dance movements are just prolongations of such everyday movements in that it allows the dancer to use an extended vocabulary of movements of a dance style, often aided by the musical accompaniment, to put emotional states into movement. This emotion-aspect of dance, that you can use dance as a way to intimate emotions, has been said to aid and develop emotion regulation abilities in practitioners (Shafir et al., 2013, 2015; Tsachor and Shafir, 2017).




BOX 7 | Dance, the imagination and aesthetic emotions.

View from a dancer: aesthetic demands?

Should we free ourselves from aesthetic demands while dancing? I think this is a challenging question and a great debate to be taken in and developed. As I understand it, in any form of art, there are always aesthetic demands – even breaking all aesthetics demands it is in itself an aesthetic demand (which any avant-garde form of art tried to fulfill and/or achieved to fulfill). Dance is a human activity and, as such, evolves together with humans. We need to revisit our aesthetics demands in dance; we need to interrogate ourselves about our aesthetics expectations, how these demands are fulfilled and specially, with which quality toward ourselves these demands are fulfilled.

Luisa Sancho Escanero; Dresden-Frankfurt Dance Company, Germany

View from a dancer: emotion and fantasy?

Imagination plays a significant role in movement. We often imagine something before we can embody it. Imagery is used very often in dance, in order to express specific movement qualities or emotions. For example, to perform movement with an elongated quality (similar to the musical expression of Legato), a dancer may imagine as if she/he is moving in water, or honey, or “swimming in chocolate” to invoke imagery in my dance students that will help to convey this legato movement quality. There is a Persian dance movement that I refer to as Ahiz (Aaheez), which comes from an ancient Persian word referring to a warrior’s pulling a sword out of its scabbard, and lifting it with the intension of swinging it downward. While one arm lifts upward, the other arm stays low as an anchor, creating tension between the arms, and the spine lifts and elongates as the arm rises. Using the image of a sword being pulled out of its scabbard helps dancers create the necessary tension in the muscles to perform this movement with the correct quality.

Shahrzad Khorsandi; Shahrzad Dance Company, San Francisco, United States



The important point for researchers seeking to investigate the effects of recreational dancing is that the use of imagery is very commonplace, used every day in the practice, both to enhance the movements, but also, simply, because it’s fun. For the empirical scientist: What does it do to a person to continuously involve themselves in imagery and execute this imagery with their body? This is a very important component of any dance training; however, very little research explores this ability in terms of generalizability of skill to other domains of cognitive enhancement, for instance, together with the mnemotechnic tools that dancers develop to be able to remember large amounts of choreography (hour long performances).

As a side note: for the recreational dancer and teachers, this section should encourage them to use imagery of all kinds systematically and whenever possible to enhance movement and enjoyment alike.

Inseparable from any dance is the special aesthetics of each style that is learned with the technique. There is emotional gratification in both performing and watching aesthetically pleasing movement. Aesthetic emotions are normal, discrete, every-day emotions that we may feel in response to artworks, films, music, dances, architecture, nature scenes and many more situations and stimuli, whether we do these arts ourselves, or if we consume them (see the Multicomponent Model of Aesthetic Emotions Menninghaus et al., 2019, or one of the Vienna Models of Aesthetic Appreciation Leder et al., 2004; Pelowski and Akiba, 2011; Pelowski et al., 2016, 2017, and see also Chatterjee, 2003, 2011). When these emotions occur in the context of what the person experiences as an art that they derive an aesthetic experience from (and this may vary from individual to individual), an emotional distancing seems to occur, which enables us to derive enjoyment also from negative emotions, like, for instance, from a sad dance, and angry song, or a scary movie (Menninghaus et al., 2017). Aesthetic episodes activate the body’s physiology as normal emotional experiences do (e.g. quantifiable as changes in heart rate, pupillary responses, galvanic skin response, etc.), goose bumps/chills, shivers, tears (Pelowski and Akiba, 2011; Pelowski, 2015; Pelowski et al., 2016; Tinio and Gartus, 2018). The exploration of aesthetic emotions and their functions in dance are still scarce and is mostly focussed on liking and beauty ratings of observers (Calvo-Merino et al., 2008; Cross et al., 2011; Christensen and Calvo-Merino, 2013; Jola and Grosbras, 2013; Kirsch et al., 2015, 2016; Christensen et al., 2016b, 2018; Orgs et al., 2016; Reason et al., 2016), but very little empirical assessment is available about the dancers’ own aesthetic emotions as they dance (Bernardi et al., 2018). However, this is an area ripe for expansion, as aesthetic emotions are an important component of hobby dance (sport).

One mechanism that has been proposed to be at the core of dancers’ emotional advantages is interoception, because dancers and musicians have heightened interoceptive accuracy (Schirmer-Mokwa et al., 2015; Christensen et al., 2016a, 2017a). Interoception the sense that integrates bodily signals from within the body into a coherent whole, of “me,” as an autonomous agent in the world (selfhood) (Tsakiris, 2017). The experience-based interpretation of these signals (experiences as contingent to preceding events and other relevant contextual information, Seth, 2013; Seth and Critchley, 2013), has been proposed as a mechanism that affords emotional and homeostatic function (Craig, 2002, 2003, 2009; Critchley et al., 2004; Critchley, 2005, 2009). Studies have shown that interoceptive accuracy is positively related to components of a well-functioning person, such as emotional sensitivity (Dunn et al., 2010), empathy (Herbert et al., 2010), interpersonal sensitivity (Ferri et al., 2013), altruistic behavior (Weng et al., 2013), emotional resilience (Haase et al., 2016), and efficient decision-making under pressure (Werner et al., 2009, 2013; Wölk et al., 2014; Kandasamy et al., 2016).

However, in addition to such a physiological mechanism to boost emotional function, the regular experience of aesthetic emotions that have a strong motivational component (e.g., as a result of being moved, feeling awe, tenderness, etc.) might also make individuals more prone to behavior change and simply be more experienced in and used to feeling.

Future research: The effects of these types of imagery, of simulation and of physical and emotional enhancement through imagination is likely to induce changes at neurocognitive level, as is the frequent experience of aesthetic emotions. Such components of experience, however, are, to our knowledge, largely elusive in empirical research (see Box 7).




CONCLUSION

Dance as a hobby affords many positive effects for the individual and their social group. However, more targeted research is needed that takes into account the important components that are part of any dance practice. Namely, effects of the music and rhythm on the individual, the sociality variables, the neurocognitive effect of the practice of technique and the special fitness effects derived from the exercise, the connectedness experiences, the flow and mindfulness aspects of the practice, and the imagery and aesthetic emotions that hobby dancers experience within and beyond practice.

Likewise, dance practitioners should embrace these various components more fully in their practice, since this allows a more holistic approach to the practice that will lead to increases in health and well-being, as shown by empirical research. Raising awareness and promoting discussion about these components within and across both scientific and dance domains is necessary for dance to become established as a fully recognized form of sport, while, at the same time, recognizing its artistic components fully, too (Vassallo et al., 2018).

Professional dancing, club dancing, religious and erotic dancing were specifically not considered within this paper, neither was Dance Movement Therapy (DMT).

Reductionistic views on dance as “for professionals only” or “for seduction only” have led to dance prohibitions of dance in different cultures throughout recorded history, e.g., in Japan, Germany, the United States, Iran, just to name a few. However, such perspectives are not aligned with modern scientific findings that suggest that many forms of dance afford health and wellbeing effects, over and above, any other sports and recreational activities. Furthermore, we have outlined that effects on the individual may depend on the dance style chosen (Shay, 1999; Verghese et al., 2003; Bremer, 2007; Merom et al., 2016; Christensen et al., 2017b). Awareness campaigns are strongly needed to educate the world’s societies on the benefits of recreational dance. It is up to future research to clarify the exact contributions of the different components that constitute recreational dances, and the specificities for each dance style to health and well-being effects.
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This study explored parental mentalization processes as they unfolded during a sculpting task administered to fathers of toddlers. Parental mentalization—the parent’s ability to understand behavior (his/her own as a parent and that of their child) based on its underlying mental states (Luyten et al., 2017)—is considered crucial within parent–child relationships (Fonagy et al., 1998) and child development (Steele and Steele, 2008). Eleven Israeli first-time fathers (n = 11) of children aged 2–3 (mean = 2.3) were asked to sculpt a representation of themselves with their child using clay. Following the task, the fathers were interviewed while observing the sculpture they had created. Qualitative thematic analysis integrated three types of data—video footage of the sculpting processes, the sculptures themselves, and the transcripts of the post-sculpting interviews. By focusing on data extracts relating to mentalization processes, three main aspects of the clay-sculpting task and interview were identified as processes that either preceded controlled mentalization instances and/or related to their underlying dynamics: (1) discussing the sculpting process elicited the father’s curiosity and wonder; (2) observing the sculpture/sculpting process revealed gaps in paternal representations; and (3) the preplanning of the sculptures sparked non-verbal exploration of metaphors and symbolism. Special attention was given, in the analysis, to the interplay between verbal and non-verbal aspects of mentalization as they appeared in the metaphorical representations that arose through the sculpting process. Comparing this sample to a previous sample of mothers who were given the same task, similarities and differences were explored, with specific reference to topics of embodiment, gender roles, paternity leave, and an active approach in art therapy. The discussion indicates that clay sculpting may offer unique insight into implicit parental mentalization. Possible clinical applications are discussed, with reference to attachment theory and clinical art therapy approaches.
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INTRODUCTION

Parental mentalization—parents’ ability to understand and reflect upon the mental states that lie beneath their child’s and their own behaviors—is a concept that has been researched extensively (Allen et al., 2008; Sharp and Fonagy, 2008). It has been linked, among other factors, to the child’s attachment security (Fonagy et al., 1998; Schechter et al., 2005) and social-cognitive development (Sharp and Fonagy, 2008). Research has focused specifically on maternal mentalization and mind-mindedness, i.e., the mother’s ability to see her child as a mental agent and to use mental state terms in her narratives (e.g., Slade, 2005; Schiborr et al., 2013). Although an individual is born with an innate disposition to develop mentalizing capacities, parental reflective functioning (RF), the parent’s capacity to mentalize about their children and themselves as parents, is crucial for a child to develop mentalizing capacities (Slade, 2005). This is especially true during the first 6 years of life, as the child gradually passes critical developmental milestones (see Fonagy et al., 2002; Allen et al., 2008). Research has focused mainly on maternal mentalization; paternal mentalization has yet to be fully explored.

Allen et al. (2008) distinguish between explicit and implicit mentalization. Explicit or controlled mentalization is a verbal narrative or symbolic form of relatively conscious reflection requiring intentional cognitive effort. By contrast, implicit or automatic mentalization requires a less controlled and declarative effort; though not necessarily unconscious, it is intuitive and unreflective. We mentalize implicitly mainly during interpersonal interactions (Allen et al., 2008) when we are required to react quickly. Based on neurobiological studies, Luyten and Fonagy (2015) defined three mentalizing polarities: (1) internal mentalizing, which focuses on internal features and involves more active and controlled reflection, versus external mentalizing, which focuses on external features such as a smile or a physical gesture; (2) self-mentalizing, which involves understanding one’s own mental states, versus mentalizing that involves understanding the mental states of the other; (3) cognitive mentalizing, which relates to someone’s thinking—their desires, beliefs, and reasoning—as opposed to affective mentalizing, which relates to feelings—to identifying, modulating, and expressing emotions. These mentalization polarities are complexly linked and interrelated. For example, empathizing links affective and automatic mentalization; partially implicit in nature (Behrends et al., 2012), it stems from a mirroring, less conscious emotional response to others. To summarize, mentalization is an intricate multicomponent process (Fonagy and Allison, 2012), and its assessment requires a sensitive and multifaceted approach.

Methods for the assessment of parental RF, such as the Parent Development Interview (PDI) (Slade et al., 2004), are predominantly based on parents’ verbal descriptions of their relationship with their child. Interventions to facilitate mentalization are also predominantly verbal, including such techniques as reflective mentalizing questions about the child (e.g., Suchman et al., 2017) and parental group mentalizing sessions (Slade, 2007; Baradon et al., 2008). Within clinical settings, four main therapeutic interventions appear to facilitate and enhance parental mentalization (Slade, 2007). In order to represent the child’s mental states to the parent, the clinician may: (a) continuously model reflectiveness; (b) facilitate wonder by enhancing curiosity about the child’s experience; (c) elicit affect by talking about concrete situations, enhancing mentalization by reflecting on “hot” unregulated moments (which include implicit mentalization); and (d) hold the parent in their own mind, enabling access to childhood memories too painful to remember, since memories based on non-verbal experiences often cannot be accessed through verbal paths alone.

Attachment is transmitted intergenerationally (Lyons-Ruth, 1998; Shai and Belsky, 2011) via the implicit process by which the parent’s representations of early experiences with their own parents, combined with daily parent–child interactions (Dollberg et al., 2010), are eventually internalized by the child. Bowlby (1969) called this “the internal working model mechanism.” Fonagy and Target (2007) coined a new term, “embodied cognition,” to emphasize the significance of bodily sensations in addition to cognition-based internalization in forming the attachment behaviors on which parental symbolic representations are founded. Therefore, many forms of arts, which induce embodied experiences, may tap into memories of physical sensations, auditory, kinesthetic, and symbolic representations and access preverbal, physical, and implicit representations (Verfaille, 2016). This is also true within the realm of arts-based parental representations (Bat Or, 2010; Bat Or and Grenimann Bauch, 2017). In art therapy, by using artistic expression within the context of a therapeutic relationship (Rubin, 1999), reflecting on such experiences serves to facilitate personal growth and change.

Central therapeutic features of clay work, such as revealing unconscious materials, concretizing, symbolization, and facilitating verbal communication, can contribute to a significant exploration of self and other (Sholt and Gavron, 2006). Symbolizing uses a mark or character as a conventional representation of an object (Oxford Dictionary, 2019), while a metaphor, according to Lakoff and Johnson (1999), “allows conventional mental imagery from sensorimotor domains to be used for domains of subjective experience” (p. 45). The body–mind bottom-up hierarchical approach, based on the expressive therapies continuum (ETC) model (Hinz, 2009; Lusebrink and Hinz, 2016) gradually moves from the somatosensory aspects of clay work to making meaning on a metaphorical and symbolic level (Nan and Ho, 2017). Self-expression through touch and movement may elicit primary modes of communication and trigger implicit memories of touch (Souter-Anderson, 2010; Elbrecht, 2012). This may be observed across different artistic media, such as drawing, collage-making, or creating with found objects (Moon, 2010). Specifically, the plasticity of clay enables a dynamic search for a desired expression, while its multidimensional aspect may unearth multiple meanings. Within the clay work, the move toward metaphorical thinking allows for an exploration of the creator’s inner world from different, fresh, and novel perspectives (Henley, 2002; Sholt and Gavron, 2006).

Bat Or’s qualitative study found that clay sculpting of mother and child figures facilitated mentalization among Israeli mothers (Bat Or, 2010). Four specific characteristics of the task were found to elicit parental mentalization: visual reflectiveness, wondering, transformation, and implicit memories. Case studies have suggested that when an affect is represented in concrete terms—such as an absence of legs representing feelings of immobility—the therapist’s active curiosity and questioning may help link the visual experience to an emotional one (Havsteen-Franklin, 2016a; Verfaille, 2016). These qualities of clay work may be beneficial when developing much needed specific father-based assessments and interventions (Scott and Crooks, 2007; Bureau et al., 2016)—a need stemming from a shift in Western societal norms regarding paternal roles (Wheelock, 1990) and the concurrent increase in positive paternal engagement (Pleck, 2010).

Father engagement has been found to have a positive effect on children’s social, behavioral, psychological, and cognitive outcomes (Sarkadi et al., 2007). Specifically, paternal RF appears crucial to children’s socioemotional development (Benbassat and Priel, 2015). Accordingly, fathers who possess greater mind-mindedness capacities have children who demonstrate higher theory of mind performance (Lundy, 2013). In addition, higher levels of paternal sensitivity are associated with mentalizing capabilities (Haßelbeck, 2014) and, subsequently, more infant–father attachment security (Lucassen et al., 2011). Paternal RF levels appear to influence the development of child anxiety (Esbjørn et al., 2013).

Studies of paternal brain activity suggest a neurobiological adaptation process in the first 2 years of the child’s life, supporting the idea of a gradual attachment-building process for fathers, while mothers show similar attachment brain activities earlier on (Mascaro et al., 2013). Tharner et al. (2016) also suggest that past caregiving experiences and personal involvement with the child affect a father’s mentalizing capabilities and behavior when interacting with his child.

Studies of father-focused mentalizing and subsequent early intervention models are scarce (e.g., Lawrence et al., 2012; Söderström and Skårderud, 2013), and only a few include non-verbal input as well, such as video feedback of parent–child interactions (Lawrence et al., 2012). The present study is part of a qualitative study that used a clay-sculpting task to inquire into the parental representations of fathers of toddlers. Four main paternal representations were observed: encouraging the child’s independence versus protecting, movement and playfulness, using abstraction and metaphors, and being satisfied with imperfections. Focusing on instances of mentalizing as they arose during and after the clay task, we asked: What processes preceded the appearance of paternal mentalization, and what was their nature? What are the underlying dynamics of controlled paternal mentalization as it relates to the non-verbal aspects of three-dimensional creative processes?



MATERIALS AND METHODS


Participants

The non-clinical sample included 11 Jewish Israeli married fathers, each with a first and normative child aged 2–3 years old (mean = 2.3). Six of the children were boys and five were girls, for gender balance. The fathers’ ages ranged between 30 and 37 (mean = 33.8). Most of the fathers (72%) rated themselves as having an above-average income and level of education. Specific information can be found in Table 1. All fathers rated themselves as very involved during the pregnancy and birth. Only one father had previous experience sculpting with clay.1 Participants were recruited by purposeful sampling (Patton, 2002), such as announcements in playgrounds and kindergartens, or social media outreach to parents. This was carried out concurrently with data collection and analysis. The interviews were held during the summer of 2014 when most of the region was affected by geopolitical events; the participants all lived in areas that experienced sirens, rocket attacks, and calls to military reserve duty. Possible effects of these events on the study are discussed toward the end of this paper.


TABLE 1. General demographic data—age, partner’s employment, and paternity leave1.

[image: Table 1]


Procedures

The study was approved by the local academic ethics committee, and participants signed informed consent forms. Individual meetings were held with the fathers in their homes and included a sculpting task and a sculpting interview. These were not limited in time and lasted between 40 min and an hour and a half.2 Each father was given a single round 15 cm × 15 cm lump of clay placed on a mobile wood surface with five wooden sculpting tools nearby. At the warm-up stage, the researcher provided a few basic instructions about creating three-dimensional sculptures with clay. The participants were then told: “Please make a three-dimensional sculpture of yourself with your child, or the relationship between you and your child.” The sculpting process was videotaped from the approximate angle of the fathers’ sight, focusing on their hands.



The Interview

The sculpting process was followed by a semistructured interview (Patton, 2002) constructed for the purpose of this study and based on Bat Or’s (2010) study with mothers, with specific modifications for fathers. The interview included the following components: observation of the sculpture from all angles by slowly rotating the sculpture in front of the participant; elicitation of the participant’s subjective understanding, by asking, for example, “What do you see?” (Betensky, 1995); verbal reconstruction of the sculpting process, by asking, for example, “Do you remember whether you experienced obstacles or frustrations during the sculpting process, and if so, at what point in the process?”; a few projective questions regarding the clay figures, for example, “If the father figure could talk, what would it say?”; and the elicitation of possible resemblances or differences between the sculpture and the image the participant has of himself as a child with his own father. Additionally, fathers were given time to comment and share their thoughts about fatherhood and about the influence of the interviewer’s gender and profession.



Data Analysis

Data included the sculpting process, the sculptures, and the postsculpting interviews. A thematic analysis approach was used, with the aim of discerning, examining, and outlining patterns within the entire body of visual and verbal data (Braun and Clarke, 2006), as described in Figure 1. A primary theoretical approach was used to focus particularly on data extracts relating to mentalization and RF (based on Slade, 2005; Allen et al., 2008) and specifically on the processes that may have fostered the appearance of controlled mentalization. An underlying contextual approach (Carson and Samura, 1997) attempted to acknowledge the way the individual fathers make meaning of their experiences while also considering the influence of the broader social backdrop. The content of the data was examined at a latent level—through a conceptual mentalization lens—which involved interpretive work during the development of themes.
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FIGURE 1. Phases of thematic analysis.


The process of interpreting both the observable and the unobservable (for example, the mentalizing underlying a metaphor that a participant described) was inspired by the hermeneutic circle which embraces the subjectivity of the interpreter (Ricoeur, 1981) while trying to stay as true as possible to the subjects’ own descriptions. To create an embodied bracketing and meta-reflection process (Luca, 2009), the researchers and authors reflected consciously on their perspectives as women therapists with prior knowledge. A specific consideration was given to the researchers’ identities as mothers and potential related biases were discussed. The thematic analysis consisted of six phases, as described in the following diagram.

The primary purpose of the study was to explore the nature of paternal mentalization and the processes that preceded its appearance within the context of the fathers describing their experiences through non-verbal and verbal means. Therefore, there was no overall classification of the fathers’ mentalizing capacities; the study included only detection and analysis of controlled mentalizing instances relating to fatherhood and the processes that appeared to foster or hinder their appearance. Concurrent to the coding of themes related to paternal representations, mentalization was detected in the verbal data, for example, when the father interpreted his sculpting process or sculpture contents in mental terms and spoke of mental states underlying his behavior and that of his significant others (his child or partner). Non-verbalized mentalization was also detected in metaphors and symbols that arose, including specific content that involved reflection on mental states, such as the child’s or father’s wishes, intentions, desires, thoughts, or feelings. These data extracts were coded and organized, taking into consideration Luyten and Fonagy’s (2015) four mentalizing polarities (controlled/automatic, self/other, cognitive/affective, and external/internal). Switches in mentalization, a rapid shifting from controlled to automatic thinking (Fonagy and Luyten, 2009), were found when the participant: (1) suddenly changed the topic of the discussion (e.g., offered remarks which revealed curiosity or questioned his own underlying intentions and mental states when making his sculpting choices, but then gave external explanations or discontinued the exploration of mental content); (2) generalized or used non-mentalizing words such as “just,” “always,” “never,” “it’s nothing important,” and similar expressions (Allen et al., 2008). Salient verbal and non-verbal mentalization data were sorted and compared in tables according to the prompts, probes, and/or events that preceded them and a second reviewer assessed them for reliability purposes. The final data was synthesized and analyzed relating back to the relevant literature. The names of the fathers and children have been changed to ensure confidentiality. All interview excerpts were translated from Hebrew by the researchers and are rendered in language as close as possible to the source regarding grammar and word use.



FINDINGS

In all 11 interviews, instances of controlled parental mentalizing were observed, either verbally or visually (within the metaphorical content of the sculpture). Almost all the verbal evidence of explicit parental mentalization (95%) was found in the interview transcripts as opposed to the sculpting process; only in two cases, verbal indications of controlled mentalizing also appeared during the sculpting process. The Findings section outlines three main themes that relate to the context within which the instances of paternal mentalization appeared: (1) discussing the sculpting process elicited curiosity and wonder; (2) observing the sculpture/sculpting process revealed gaps in paternal representations (for example, explicit vs. implicit); and (3) the preplanning of the sculptures sparked non-verbal exploration of metaphors and symbolism.


Discussing the Sculpting Process Elicited Curiosity and Wonder

In seven of the sculpting interviews (63%), indications of mentalizing appeared in response to sculpting process questions, whereas in only two instances (18%) was mentalizing evidence noted in reaction to the visually reflective question “What do you see?” Table 2 presents the prompt, probe, or event preceding mentalizing instances during the interviews.


TABLE 2. Prompt, probe, or event preceding mentalizing instances during the interviews.

[image: Table 2]Among the seven fathers who mentalized in response to sculpting-process-related questions was Nachshon, the father of Dekel, a boy aged 26 months. Nachshon quickly sculpted two very simplified human figures of father and son, sculpting first the father figure and then the son (Figure 2). He then spent circa 2 min moving the child figure closer to the father, changing and fine-tuning the figure’s positions and gestures. As he described the process, he explained his movements and spoke of distance and closeness, which led to a more general reflection about himself as a father, his son’s experience, and his own feelings:
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FIGURE 2. Nachshon’s sculpture.


Nachshon: The first instinct is that I’m not there enough, that I’m not attentive enough to him, so he’s, like, behind me. I’m very occupied with myself… but if I think of it, taking a second, gentler view, then I do see him. I just… I allow the distance at which he walks. I’m not necessarily with him, or face to face (yes). I’m, in this way, around, from a distance. But I think that he does feel me. He leans on me with his step forward (interviewer: he is connected to you) {both interviewer and Nachshon looking at the connection part of the sculpture} yes, he is connected to me. Very sad, very sad…

Nachshon’s exploration of the sculpting process led him to consider the gap between his first intuitive impression of himself as a father and his later reflective, “gentler” look at himself. He went on to describe feelings of sadness and guilt at not being present enough and missing out. “Some sort of feeling, also, that my son is moving forward, walking into the world.” Through physical movement and slight changing of the sculptures, Nachshon’s initial impression of the frequency and closeness of his interactions with his child shifted, and he gained another perspective. His experience of the gap in paternal representations and his affective reaction to it elicited a questioning and wondering stance that encouraged controlled mentalization.

Three fathers responded with an apparent mentalizing stance to questions specifically focused on their thoughts and feelings during the sculpting process. Their thinking process was at times explorative and revealed curiosity, but then they stopped and gave a very simple, matter-of-fact, external explanation in response to their own questions. For example, Roi, father of Shira, a 39-month-old girl, expressed wonder while observing his sculpture. Roi sculpted out of the lump of clay one figure that he described as an abstract representation of a hug, or a yearning for a hug (Figure 3). When Roi was asked to describe the sculpting process, he appeared to try to understand the meaning of his sculpting choices:


[image: image]

FIGURE 3. Roi’s sculpture.


Roi: A thought that comes up now is that… I think you didn’t limit me in the… I mean, in the figures… You didn’t say to me “you need to make yourself,” and I’m trying to think why I didn’t sculpt the child…

However, he quickly resolved his wonder with a very matter-of-fact answer:

Roi: I don’t think it’s a special reason. Just because I thought that he… that one needs… that what… what he represents here, that is, because it is about me, so {gesturing with his hands toward the sculpture} (yes) but my identity as a father, so…

Roi first said he was “trying to think,” appearing to self-mentalize about his motives and choices when sculpting. At the same time, he seemed to be mentalizing about the interviewer’s expectations or judgments. After dismissing the possibility of any “special reason” and using the word “just”—a common indicator of the closing down of a mentalizing process (Bateman and Fonagy, 2013)—he then answered his own question by attributing it to his choice of subject matter. The interviewer sensed and respected his reluctance to discuss the topic further, despite the opportunity to examine it from different perspectives. This example may indicate the power of clay work to potentially stimulate a deeper, mentalization-based discourse about implicit parental representations; however, it also signals the need for caution when using this task in a research setting.

In Nachshon’s case, the physical dynamics and transformative character of the clay appear to have fostered non-verbalized (controlled) mentalization during the sculpting process and subsequent explicit reflection. For Roi, reflection on his sculpting choices elicited wondering and provided opportunities for controlled mentalizing. In both cases, the affective experience evoked also generated switches between controlled and automatic mentalization (lapsing into a less-reflective, implicit state of mind). However, they appeared to engage in controlled, reflective mentalizing as implied by their choice of subject matter and use of symbolism and metaphors (e.g., the dilemma of protecting or encouraging independence), as will be discussed in the following sections.



Observing the Sculpture/Sculpting Process Revealed Gaps in Paternal Representations

As in Roi’s case, the sculpture served as a visual reflective object for six of the fathers (54%). Through visual descriptions of the sculptures, gaps between wishes, fantasies, and real actions divulged, which in turn enabled a fresh look at implicit paternal representations. In some cases, this led to a more explicit, contemplating look at themselves as fathers. Three of the fathers offered examples of new insights about themselves, using words such as “now that I look at it…” and “now… it came to my mind.” Table 3 summarizes the events of potential non-verbalized mentalization processes, identified by integrating the thoughts fathers shared about their presculpting planning phases with the main themes appearing in the interviews and the sculptures themselves.


TABLE 3. Indications of potential non-verbalized mentalization processes.

[image: Table 3]For example, Tamir, father of Ram, a 24-month-old boy, quickly sculpted father and son figures standing face-to-face but not touching each other. He explained that the child was reaching up so his father could lift him and hug him (Figure 4). The situation that appeared in the sculpture, in Tamir’s words, was his return home from work, when his excited son comes toward him and looks up at him in amazement. In his initial description of the sculpture, he observed the father as having room to contain the child. He expressed pride and joy in his sculpture and the way his son looks up to him. However, as the interview unfolded, Tamir mentioned that at first, he wanted to sculpt a bicycle, but then he discarded the idea. When asked if he wanted to add anything, he said (while reflecting on the sculpture):
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FIGURE 4. Tamir’s sculpture.


Tamir: I don’t have a problem with it being in the Museum, but […] like, I didn’t invest much effort into it, that’s the truth. It’s a little, maybe also some kind of criticism toward me, that I don’t […] maybe don’t even invest enough in the relationship. (or that you are tired, coming in the evening and…) First of all, I arrive, I’m there, I’m not [..] don’t disappear. But […] it could be that not […] Why didn’t I make a bicycle, actually? It would have taken five more minutes? Maybe it would have looked terrible, but it doesn’t matter, but uh… (yes) Like, it could be that sometimes I also really give up, uh… I give up on myself, and don’t come back early enough to take him with the bicycle or…

Sparked at first by the question “What do you see?,” Tamir’s reflections on the visual outcome of the sculpture developed slowly, throughout the interview, in relation to the content of the interview itself. The sense of pride and containment described at first gradually turned into self-criticism and the desire to be more present and invested during the time spent with his son. Verbally reflecting upon this implicit paternal representation appears to have evoked a deeper mentalization process with potential for more elaboration. Similarly, other fathers related to gaps between wishes and reality—observations with the potential to unveil implicit paternal representations and facilitate mentalization. However, not all fathers elaborated on these issues verbally; some used the process of sculpting and the sculptures themselves.



The Preplanning of the Sculptures Sparked Non-verbal Exploration of Metaphors and Symbolism

The prevalent appearance of symbolism and metaphors—before and during the sculpting process—indicate a reflective stance. These symbolic reflections included instances of perspective-taking (considering the child’s perspective, for example) and comparing ideals or desires to reality. Nachshon, mentioned above, appeared to be mentalizing while sculpting and using the distance between the father and child figures as a metaphor for the inner conflict between his desire to be a close and present father and his occasional feelings of mental and physical distance.

Another example is Shalom, father of Yoel, his 30-month-old boy. Shalom sculpted a sitting father and a similar-looking son sitting in his lap (Figure 5). While sculpting the child figure, he expressed wonder about the clay process, using the word “shaping,” which can signify both the physical shaping of clay and the educational and emotional shaping of his child and himself:


[image: image]

FIGURE 5. Shalom’s sculpture.


Shalom: it’s interesting {whispering} [..], trying to shape, shape yourself, shape someone else (yeah). {sharp change of tone – into a louder, clearer voice} But this is what I meant, like, that it’s hard for me to, like [..] to [..] to have [……] {voice fades away}, (to open up?) yeah, to open up, or to like, to, like, sort of just let it flow. There’s no flow in me.

The contemplation of the sculpting process may be seen here as a form of wonder, or a shift from conscious and concrete issues (wanting to sculpt the child sitting in his lap) to discovery of new insights. He later used the similar metaphor of “uterine thing” (in his words), reinforcing the associations of both holding and creating. Switching this metaphorical train of thought into personal observations on his difficulty to “open up” and his tendency to “overanalyze” at times, he went into a short discussion of his parents’ similar tendencies and his wish to give his son a different experience. In other words, metaphorical thinking during the sculpting process led to observations on self and implicit parental representations, which in turn led to reflection on intergenerational transmissions.

All 11 fathers described having had an idea in mind of the sculpture’s concept, main theme, or figure positioning before starting to sculpt (see Table 3). Since many of them focused on symbolizing preconceived ideas during the sculpting process, one might assume that the fathers were contemplating and possibly mentalizing explicitly, though not out loud, about the meaning of these ideas. While we do not know this for sure, the metaphoric and conceptual aspects of the final sculptures as described by the fathers indicate the appearance of controlled mentalizing that was essential for their creation. The main themes chosen for the sculptures include dilemmas between protecting versus encouraging independence and gap between wish about fatherhood and reality. Visual representation of these themes requires a certain amount of reflection, such as recollecting specific interactions with the child, and self-questioning in a reflective way, for example: “What do I wish for as a father?”; “In which moments do I feel a connection to my child?”; “What does my child feel in this situation?” (in the three cases, the fathers smiled to themselves as they drew a smile on the child’s figure); and so forth.

To summarize, Shalom and Nachshon’s examples may shed light on the mentalizing that they, and other fathers, experienced during the sculpting process. Using symbols and metaphors, the fathers appeared to mentalize without verbally describing all their explicit reflections. The fathers described a train of thoughts that began with planning the sculpture and continued through the process itself, ending in observation of the outcome. The verbally articulated observations included expressions of curiosity and wonder in response to reflections about the sculpting process and sculptures. Gaps between implicit and explicit paternal representations were also observed. These post-sculpting descriptions appear to be the tip of the iceberg of implicit thoughts and processes that could potentially be explored further in the context of long-term clinical interventions.



DISCUSSION

The main aim of this study was to identify what preceded the appearance of controlled mentalization among fathers of toddlers during a clay figure-sculpting task. An additional aim was to explore the nature of these processes underlying controlled paternal mentalization. The findings suggest that, within this context, controlled mentalizing may appear in two different channels: verbal mentalization, which appeared primarily during the interview in relation to sculpting-process-related questions; and non-verbal mentalization, which was deciphered through the conceptual nature of symbols and metaphors among the sculptures. Non-verbal mentalization requires verbal elaboration to be observed, since “we cannot translate the language of the unconscious into consciousness without lending it words from our conscious realm” (Klein, 1957, p. 180, footnote.). In the transition into words, the use of the sculpture and sculpting process as a reflective tool revealed gaps between verbal and non-verbal information, as will be elaborated below.


Switches Between Implicit and Explicit Mentalization

There is no clear-cut borderline between implicit and explicit mentalization (Verfaille, 2016), and since their different forms are interconnected, they are at times difficult to distinguish. When observed, fluctuations between automatic and controlled and between cognitive and affective mentalizing appeared primarily with the sharing of deeply personal and/or emotional information, or when an apparent conflict between intentions and results was noticed by the father. These switches may, therefore, be a result of high arousal, i.e., feeling overwhelmed, ashamed, embarrassed (due to performance anxiety, for example), threatened, or confronted with out-group members (Luyten and Fonagy, 2015). They may have resulted from the absence of a therapy-alliance-related safe setting (Frank and Frank, 1991). The use of art materials may have contributed to high arousal resulting in mentalization switches. Attachment dimensions appear to be linked to responses to artistic media, with specific gender differences, pointing to a link between men’s attachment anxiety and negative attitudes toward art materials that provide a controlled experience, such as markers (Snir et al., 2017). While clay tends to evoke much arousal, it may also enable a controlled experience (Moon, 2010). While the fathers did not verbalize this, the preplanned nature of the sculptures and their topics could also be connected to a need to focus on a safe and familiar subject. Avoiding the experience of playing with clay without a preconceived plan reduces the risk of diving into the unconsciousness and uncovering unknown and potentially uncomfortable material (Sholt and Gavron, 2006).



The Facilitation of Paternal Mentalization

The findings appear to strengthen Bat Or’s (2010) observations that the elicitation of wondering through the sculpting process, the transformative character of the clay, and the use of the sculpture as a visual reflective object all facilitate mentalization. The clay work’s elicitation of implicit childhood memories was not explored in this study, because its appearance, in most cases, was very subtle. Implicit knowledge is difficult to put into words (Verfaille, 2016), and it is possible that performance anxiety, indicated by mentalizing switches, hindered affective mentalization (Fonagy and Luyten, 2009) and, thus, the sharing of childhood memories. However, it is precisely these switches that allow us to observe, in vivo, implicit paternal representations in the form of activation of early, deeply rooted attachment systems and coping methods as an automatic reaction to stress (Luyten and Fonagy, 2015). The fathers rarely initiated discussion of intergenerational transmissions. One possible explanation could be that the fathers’ implicit and embodied parental representations are more maternal than paternal oriented and therefore the embodied attachment-related sensations are more abstract and difficult to access and represent. This is consistent with Zarfaty-Asherov’s (2007) findings that children of both sexes tend to represent the father figure less than the mother figure when using the story completion task. This explanation is reinforced by many of the descriptions, during the interviews, of participants’ fathers being distant, less physically close, and busy providing for the family. Based on his clinical experience in Israel, Samana (2016) expresses a need for a more active and goal-oriented paternal therapeutic stance. In art therapy, Kramer’s (1979) third hand concept encourages the therapist to assist with materials and remain active as an artist within the therapy. It may be that in a clinical and safe setting, if the therapist/researcher took a more active role, such as creating an artistic response during a mentalization-based session (Havsteen-Franklin and Altamirano, 2015), this could be especially appropriate for fathers, allowing for a gradual move from implicit to explicit mentalizing through non-verbal communication and on to verbal reflection on the art and process.


Non-verbal Explicit Mentalization and Verbal Implicit Mentalization

Within the sculpting processes, the appearance of controlled mentalization insinuated by symbols and metaphors was noteworthy. The fathers were presumably putting a lot of cognitive efforts into visually defining and expressing their declared preconceived topics and concerns. Despite this, the nature of the clay work appeared to have affected the controlled planning of the sculpture’s symbolic aspects, through its sensory-motor, difficult to control, transformative attributes. Even without intention, our minds and bodies are constantly in motion and changing—this dynamic flow constitutes forms of vitality (Stern, 2010). Implicit parental representations arose through these dynamic experiences, eliciting, in some cases, wondering and visually induced reflection. As a result, complex alternation between automatic and controlled mentalizing emerged; some non-verbal data expressed controlled reflective mentalizing (complex, planned, symbolism, and metaphor) and some verbal data expressed automatic, implicit mentalizing (giving reflexive, externally based explanations for discrepancies, for example). Mentalizing through non-verbal communication is possible even when the core capacities of the language system are dysfunctional (Willems et al., 2011).

In these specific sculpting processes, non-verbal mentalization does not necessarily imply not using language, since explicit thoughts may require the use of language as well (Newton and de Villiers, 2007). Some of the mentalization that was present during the sculpting process may have been explicit to the fathers themselves without being articulated to the interviewer. Stern (2009) defined the non-verbal-reflexive domain as an experience that is refigured into implicit, corporal-based knowledge but is not language-based. Verbal reflexivity, by contrast, consists of body-based experiences refigured into language. Based on this theory, the non-verbalized explicit mentalization noted in this study may fall somewhere in between these two domains, as a refiguration into bodily experience as well as language, in the form of thoughts or visual symbols. An example of a non-verbal switch in mentalization can be found in Nachshon’s (Figure 2) sculpting process, in which he automatically puts his son’s figure at a certain distance (applying implicit, quick mentalization about his closeness to his son) and then, switching to controlled reflection about himself as a father, places his son’s figure closer to him. By describing his thought process, Nachshon revealed this initially non-verbal mentalization. The use of a sculpture and a sculpting process makes the noting of links, biases, and discrepancies more tangible and harder to dismiss while still allowing the fathers to escape into silence or to gain an understanding or contemplative stance that does not always require words. The viewing of the sculpture during the postsculpting interview also enables embodied simulation, as the artwork evokes mirror mechanisms in the brain that in turn trigger bodily feelings, mimicking the physical experiences and sensations involved in the process of sculpting (Gallese, 2017). Essentially, while the fathers are asked to cognitively re-experience the sculpting process, they may also be re-experiencing it on an embodied level, adding an implicit, self-mentalizing dimension to the whole experience.



The Use of Symbolism and Metaphor: Embodied Versus Abstract and Distanced From Bodily Sensations

Not all conceptual metaphors are manifested in the words of a language; some are manifested in gesture and art, for example, but they may be “secondarily expressed through language and other symbolic means” (Lakoff and Johnson, 1999, p. 57). The capacity for basic mentalizing precedes the capacity to play with symbols (Havsteen-Franklin, 2016a). Accordingly, to create a metaphor, the patient cannot be overly aroused or underaroused (Havsteen-Franklin, 2016b), as this would hinder the ability to mentalize and, therefore, to think metaphorically (Barnett, 2008). Therefore, to create a sculpture with explicitly declared symbolism or metaphors (as articulated by the fathers), it is probable that an underlying mentalizing process has taken place.

Primary metaphors are acquired automatically and unconsciously, based on embodied experiences, while universal conceptual metaphors are learned without being innate (Lakoff and Johnson, 1999). One might assume that men acquire gender-specific metaphors based on their embodied experience as well as learning them from others; however, both processes are influenced by societal gender norms. Goss (2008) suggests that “although attributes, behaviors and perceptions free-float and are shared between men and women, there are nevertheless some key differences in how men and women generally experience life, and how they embody and present these shared elements” (p. 147).

When compared with the mothers’ sculptures in Bat Or’s (2010) study, an explicit symbolic and metaphorical inclination was more dominant among the fathers’ sculptures.3 The fathers’ sculptures related primarily to objects, animals, “mini-me” figures (e.g., Figures 2, 4, 5) or depictions of an ideal father–son activity, whereas the metaphors offered by mothers in Bat Or’s (2010) study were primarily representations or extensions of their own body, for example holding or containing. The mothers created mother–child figures intuitively and developed the sculpture themes gradually during the sculpting process. Their experiences may have been linked to affective empathy, associated with automatic and embodied mentalizing (Sabbagh, 2004), connected to bodily sensations, and only subsequently integrated into cognitive knowledge (Luyten and Fonagy, 2015). While the mothers were drawn to this sensation-related body-based process, the fathers’ less body-based experience of the child (not having experienced pregnancy, birth, or breastfeeding) may have led to a more cognitive, controlled mentalizing during the sculpting process, as they attempted to process information about self and other in a more abstract and symbolic way.

This hypothesis is strengthened by the data about the fathers’ paternity leave (Table 1)—on average, they spent less time than the mothers being physically close to the child in the first months of life. Additionally, some fathers explained that their physical closeness to the child was partially dependent on the mother’s ability to “let go,” encouraging the father to take an active role in raising the child. This is consistent with clinical observations that mothers play a pivotal role in supporting or undermining the father–child relationship, reinforcing the concept of maternal “gatekeeping” (Fagan and Barnett, 2003). The fathers described excitement and anticipation toward the growing language and motoric abilities of the child that would allow them to get closer to their child through learning and playing, after not having been as physically close to the child as the mothers were through pregnancy and breastfeeding.

In a study among Australian parents of 12-month-old children, higher paternal mentalizing capacities were associated with parenting self-efficacy, family functioning, and fathering role perceptions (Cooke et al., 2017). Differences between maternal and paternal mentalizing capacities were found, suggesting a slightly higher mentalizing capacity among mothers. However, fathers who spent more time with their children on weekends showed higher mentalizing capacities.

Based on his clinical observations and lived experiences as a male art therapist, Vick (2007) asserts that men in therapy connect emotionally through physical as well as mental actions such as choosing, reflecting, and evaluating without words, and they eventually verbalize the psychological dimensions of these experiences. Based on Pollack (1998), he describes the male client’s need for a period of quiet to process emotions before sharing them. This may explain why verbal instances of mentalizing among the fathers appeared primarily after the sculpting process, especially toward the end of the interviews. Many of the fathers appeared to require time to think and/or needed action (sculpting) before elaborating about emotions. Thus, the use of art may have started a process of explicit mentalizing through actions and experience (Havsteen-Franklin, 2016b; Verfaille, 2016).



Suggestions for Use in Clinical Practice

This task could potentially be expanded to include fathers in different clinical circumstances. The unique processing time and active exploration involved in the sculpting process seems to foster paternal mentalization. In the appropriate clinical environment, it might enable the father to gain a more profound understanding of his relationship with his child and to reflect upon implicit paternal representations.

This method could be used by clinicians in two potential contexts: (1) in the course of therapy, either as an additional tool to assess the father’s mentalizing capacities or as a parental intervention at a critical point in the course of his child’s therapy (e.g., Bat Or, 2012); and (2) as important information that contributes to a deeper understanding of paternal mentalization and of fathers’ subjective experiences within a mentalization-based art therapy intervention. Art therapists might be able to use this research to examine their attitudes toward fathers’ mentalization in their clinical practice.

Encouraging fathers to use metaphors as well as asking direct questions about their subjective experiences in relation to fatherhood may be an effective way of bypassing their initial inhibitions or concerns about taking an active role in their child’s therapy and participating in parental education.



Limitations and Suggestions for Future Research

Due to the small sample size and specific demographic and sociocultural background of the participating fathers, it is hard to draw generalized conclusions from this study. Adding questions to the preinterview questionnaires, such as how actively involved each father was in his child’s daily routine and the mothers’ perception of the fathers’ involvement, might have contributed to a broader understanding of the context.

Another important point to consider is the influence of the geopolitical events in the region at the time of the interviews, namely, the Israel-Gaza conflict in the summer of 2014. Some of the fathers were soldiers in the reserves, had experienced war in the past, and knew they might be called up. Others lived in areas that were at risk of being hit by rockets. Both experiencing and inflicting trauma are associated with impaired mentalizing capacities (Allen et al., 2008). Parents and children risk the collapse of their mentalization abilities during trauma (Cohen, 2009), but parents are also usually preoccupied with providing a safe and healing setting for their children. Stress and awareness of death may have impeded mentalization. At the same time, a re-examining of basic assumptions and reordering of priorities may also have occurred (Allen, 2006), which potentially enhanced a reflective stance. It is very difficult to assess the exact effect these events may have had on the interviews and findings, as the fathers were not asked directly about this topic. Further investigation into the effects of national life-threatening situations on paternal mentalization may be of special relevance due to the COVID-19 pandemic and its implications on parent–child interactions (e.g., Shorer and Leibovich, 2020).

Reactivity of the participants toward the interviewer, specifically concerning her being a woman, may have had an impact on the father’s mentalization as well as the symbols and metaphors that arose. The influence of the interviewer’s opposite gender (Berger, 2015) was taken into account and referred to in an explicit question in most of the interviews. Some of the fathers mentalized in response to these explicit questions in relation to their wives and the researcher. These findings were not included in this paper and merit further, deeper investigation.

Additional quantitative measures, such as a control group and the coding and classification of RF—e.g., the Parental Reflective Functioning Questionnaire (Luyten et al., 2017) or PDI (Slade et al., 2004), might have contributed to a deeper understanding of the link between the fathers’ RF scores and the appearance of mentalization during the interviews and sculpting processes. In addition, a larger sample, as well as a comparison between groups of fathers from different cultural backgrounds, is proposed for future research. A specific comparison between fathers from countries that do or do not encourage paternity leave as a policy might be merited. A comparison between this art-based intervention and a verbal-only based intervention would also enhance our understanding of non-verbal mentalization and, specifically, the differences between implicit and explicit mentalization as they appear within or in relation to clay work. It is possible that other forms of art, such as drawing or creating an installation with found objects, would be as effective at eliciting paternal mentalization. This would be an additional angle that could be examined and developed further—with special attention to the unique differences between the characteristics of each material and how experiencing them may affect mentalization.



CONCLUSION

Indications of controlled mentalizing among fathers in the study appeared mainly during the postsculpting interview as responses to the elicitation of wondering about the sculpting process, the transformative character of the clay, and the use of the sculpture as a visual reflective object. The use of symbolism and metaphor appears to have enriched and expanded the fathers’ multilayered capacities to express mentalization about their child, and themselves as parents. Detected differences between embodied representations and abstract representations of symbolism and metaphor may indicate that clay uniquely contributes to the study of implicit parental mentalization.
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Drama therapy has been found to improve various facets of mental health while aging. It provides opportunities for personal growth and creative expression and enhances group relationships. Drama therapy is a widely acknowledged way to explore the life stories in late life. However, only a handful of studies have empirically explored the value of drama therapy for the aging population. This conceptual analysis was designed to address this need by developing a new integrative model of drama therapy. The analysis is based on the review of the results of four studies that explored the integration of life-review and playback theater as a drama therapy approach for older adults. The therapeutic process focused on the exploration of life-crossroads stories, a short unique technique which enables the participants to craft a harmonious view of their life stories in a short-term dramatic creative group process. Combining the four results yielded a multidimensional model which points to three potential transformative routes: the evolution of the life story, the evolution of improvised dramatic expression, and the expansion of social engagement. The transformative routes are described through the lens of role theory in drama therapy.
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INTRODUCTION

The extension of life expectancy has significantly increased the need to enhance the mental health of the aging population (World Health Organization, 2015, 2017). According to the tenets of positive psychology, one of the dominant schools of thought in gerontology (Araújo et al., 2017), the term mental health refers to both the hedonic and eudaimonic sides of well-being. Thus, mental health also refers to a positive development-while-aging process, and not only to the absence of mental illness, such as depressive symptoms and anxiety (Keyes, 2002, 2005). This type of attitude enables individuals to accept their lives as a whole and maintain personal growth, thus developing a positive identity despite the major challenges of this period of life (Erikson, 1959, 1982; Sneed and Whitbourne, 2003, 2005). The goal of the current work was to address this need by developing a new integrative model of drama therapy that is adapted for the aging population, to enhance mental health and to preserve positive identity. It is based on the synthesis of the results of four studies from a larger unified research project that explored the integration of life-review therapy and playback theater as a drama therapy approach.


Integrating Drama Therapy and Life-Review in Old Age

Drama therapy is one of the creative arts therapies (CAT). It constitutes an active and experiential psychotherapy modality that involves the intentional and systematic use of drama/theater processes as a primary means of achieving psychological growth and change within a psychotherapeutic relationship (Emunah, 1994; Feniger-Schaal and Orkibi, 2019). In drama therapy sessions, individuals explore their life experiences in an in-depth manner through dramatic enactment, fantasy and imagination-based techniques to step into a character and tell a story from within this role (Pendzik, 2006; Landy, 2008). The literature indicates that drama therapy benefits a range of the aging population, from those who are high functioning to those who live with a physical, emotional, and cognitive challenges (Sandel and Johnson, 2014; Jaaniste et al., 2015; Keisari and Palgi, 2017; Dassa and Harel, 2019a, b; Dunphy et al., 2019). Drama therapy was also found to increase group involvement and positive relationships while aging (Mechaeil et al., 2009), and promote improved communication and a sense of confidence among those suffering from dementia (Lepp et al., 2003). Although the results of these studies point to the potential of drama therapy to enhance mental health, there are few evidence-based models that are adapted for the aging population (Dunphy et al., 2019).

The use of drama therapy to deepen life story work is an accepted practice. Narradrama, for example, combined the principles of narrative therapy, as developed by White and Epston (1990), and additional approaches from the art therapies (Dunne, 2000, 2003). Other works have emphasized the combination of narrative therapy, drama therapy (Milioni, 2001; Novy et al., 2005; Bird, 2010; Novy, 2018, 2019), and psychodrama (Brown-Shaw et al., 1999; Azoulay and Orkibi, 2015) as well as narrative therapy and playback theater (Barak, 2013). However, there is scant evidence-based literature on these combined approaches, specifically as related to the life stories of older adults.

The literature points to the central role of processing one’s life story as vital to the development-while-aging process, because it provides individuals with resources and promotes adaptation to changes throughout the life course (Butler, 1963; Erikson, 1982; De Medeiros, 2013). Accordingly, theatrical creative processes that bring the memories of older adults to life are used in a variety of settings, such as in “reminiscence theater” (Schweitzer, 2007), “autobiographical therapeutic theater,” (Harel, 2016) and “testimony theater” (Peleg et al., 2014). The aim of the current conceptual analysis was to provide an evidence-based model for drama therapy interventions, which would allow the participants to revive and explore their life-stories through a dramatic creative process in their own community.

The analysis is based on the review of four studies that implemented Life-Review, one of the leading approaches to therapeutic processes in late life (Butler, 1963; Erikson, 1982; Haber, 2006; Westerhof, 2015). Life review encourages the formulation of an integrative view of one’s life story by including life events from different periods in the life span and positive memories and achievements, alongside the acceptance of failures and harsh life events (Kenyon et al., 2010; Westerhof and Bohlmeijer, 2014). Therapeutic interventions based on life-review were found to be effective in improving mental health while aging (Korte et al., 2012; Zhang et al., 2015; Westerhof and Slatman, 2019). By creating a harmonious view of the past, present, and future, life achievements alongside failures and disappointments, the therapeutic work helps individuals to accept their life as a whole and enhance meaning in life, self-acceptance, positive identity and mental health (McAdams, 1993, 2001). In this context, Role theory is crucial to an understanding of the notions of mental health in drama therapy.



Role Theory in the Context of Mental Health

One of the main goals in the drama therapy process is to expand the range of individuals’ role repertoire and to enable flexible movement between roles (Landy, 2009). The concept of role is central to drama therapy (Landy, 1993, 2009; Landy et al., 2003) and psychodrama (Moreno, 1961, 1985), as well as to theories deriving from sociology (Goffman, 1959) and psychology (Sarbin and Allen, 1968). According to role theory in drama therapy and psychodrama, a role is not just a social façade or creation but rather is the actual and tangible form of the self, comprised of a set of qualities representing the various facets of the individual (Moreno, 1961; Landy, 1993). Mental health, from the point of view of role theory in drama therapy, is characterized by an ability to express a variety of roles in daily life, and to live with ambivalence, contradictory tendencies, and paradoxes in the roles one expresses (Landy, 1993, 2009).

The need to face numerous changes in social roles while aging, challenges individuals’ mental health. The process in drama therapy strives to expand the range of roles individuals express and to enable flexible movement between them, making it possible for the individual to simultaneously accommodate a variety of roles (Landy, 1993, 2009). In other words, one can experience oneself as being old and, at the same time, feel young; one can comply with a role which requires dependency on others and at the same time take on a productive and independent role.

Similar to role theory in drama therapy, psychological approaches suggest that a positive identity integrates a wide range of different, sometimes conflicting, roles and relationships into a unified and purposeful whole (McAdams, 1993, 2001, 2019). This acceptance is highly significant when facing and coping with the major changes and losses that characterize aging. Thus, in order to strengthen positive identity and sense of continuity while aging, therapeutic interventions aim to enable participants to manifest multiple roles they may have embodied throughout their lifespan. At the same time, the therapeutic process should enable the exploration and experiencing of new roles, to enhance a sense of personal growth through the developmental process of aging. The potential transformations of the integrative process that combines life-review and drama therapy is discussed here through the lens of role theory in drama therapy.



OVERVIEW OF THE FOUR STUDIES

This article presents a new integrative model that combines life-review with drama therapy. It is based on the results of four studies led by the author (Table 1), which explored the integration of life-review, life-stories and drama therapy for the aging population. The studies used one or two of the following guided frameworks: playback theater and life-crossroads stories.


TABLE 1. An overview of the four studies.
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Playback Theater

Drama therapy is a broad therapeutic field, including a wide variety of dramatic tools and approaches to encourage personal growth and the development of coping resources (Bailey, 2007). The research process in studies 2, 3, and 4 dealt with on playback theater as a drama therapy method that provides a safe and creative space in which older adults can explore their personal experiences through their involvement in improvised dramatic action (Salas, 1993; Kowalsky et al., 2019). Playback theater is a form of improvisational theater in which a group of actors creates a theatrical improvisation in response to a personal story (Fox and Dauber, 1999). Over the years, playback theater has become a popular drama therapy group approach (Pendzik, 2008). The groups usually meet on a regular basis and in a fixed setting, and the sessions are conducted by a drama therapist. In each session, each member participates as a teller, a performer, or a spectator (Kowalsky et al., 2019). In addition, playback theater has a ritual framework that defines the roles of the participants (the conductor, the teller, the actors, and the audience) and the sequence of events (Fox, 1999). This ritual can easily be monitored in a research framework.



Life-Crossroads Stories

Life-crossroads is a specific life review technique that uses selected autobiographical memories, self-defining life events, or life periods in which an influential decision and/or a change occurred that had a meaningful effect on the individual’s life course (Keisari and Palgi, 2017). Life-crossroads emphasizes the idea that a life story is built by integrating the meaningful and influential decisions/changes that delineate one’s life events into a life narrative (Bauer and McAdams, 2004). Bringing to life the life-crossroads stories in drama therapy enables an in-depth exploration of the individual’s identity, meaning, and relations with the environment in a concise and condensed manner. In the studies reported here, the participants’ life-crossroads stories were explored mostly via playback theater, as a drama therapy approach that led the therapeutic process.



General Characteristics of the Four Studies

As shown in Table 1, three studies were based on playback theater as the primary approach to the drama therapy group process (Keisari et al., 2018, 2020a, b) and one was based on a set of drama therapy techniques, including playback theater (Keisari and Palgi, 2017).

Three studies involved participants with normal cognitive functioning in various settings. Few had previous experience with drama or theater. These three studies were based on the exploration of the participants’ life-crossroads stories in dramatic reality (Keisari and Palgi, 2017; Keisari et al., 2020a, b). In one study the participants were therapists who conducted playback theater groups with the aging population (Keisari et al., 2018).

The two quantitative studies directly evaluated the effects of the integration between drama therapy and life-review on different aspects of the participants’ mental health and mental illness (Keisari and Palgi, 2017; Keisari et al., 2020b). The first study used a pre–post study design (Keisari and Palgi, 2017), and the most recent (Keisari et al., 2020b) consolidated the design using a randomized controlled trial with a follow-up examination, a larger sample and a wider range of mental health indices to examine the effect of the intervention.

The two qualitative studies explored the phenomenological characteristics of playback theater as a drama therapy approach for older adults. These two studies were defined to identify the key concepts, and understand the mechanisms that led to transformation (Keisari and Palgi, 2017; Keisari et al., 2020b) and examined the points of view of the conductors, the participants and the staff members. The first qualitative study (Keisari et al., 2018) generated a grounded theoretical model (Strauss and Corbin, 1990) based on the experiences of eight therapists who conduct playback theater with the aging population in several settings. The most recent focused on the integration between playback theater and life-review therapy (Keisari et al., 2020a). This was an art-based study design (Sajnani, 2012; Leavy, 2015), which explored the participants’ experiences by analyzing their relationship to the artistic expression (the dramatic improvisation) and its creative processes. This qualitative study used various data resources to explore the experience of participating in the process including videos that capture the lived experience of the dramatic creative process, semi-structured interviews with the participants and focus groups with staff members.



FINDINGS


Positive Effects on Mental Health

Two studies confirmed the positive effect of the integration of life-review and drama therapy for older adults on various indices of mental health. The first (Keisari and Palgi, 2017) reported the effectiveness of a 12-week integrative intervention that combined life-review and drama therapy in improving sense of meaning in life, self-acceptance, successful aging, relationship with others and led to a decrease in depressive symptoms. The second study (Keisari et al., 2020b) indicated that a structured 12-week group intervention that integrates life review with playback theater induced a strong and persistent improvement in self-acceptance, personal growth, relationships with others, satisfaction with relationships, current well-being, positive affect, meaning in life, satisfaction with life, and self-esteem as well as a decline in depressive symptoms. This improvement remained stable 3 months after the intervention. However, the components of negative affect and loneliness were more durable and did not change throughout the experiment. Negative affect and loneliness were high and then decreased, but the follow-up values showed a slight return to baseline levels. The qualitative findings support the claim of transformations that occurred over the course of the process, which led to positive effects on the participants’ mental health (Keisari et al., 2018, 2020a).



The Evolution of the Life-Story

The qualitative results underscored the transformative potential of the life-story to evolve over the course of the process (Keisari et al., 2018, 2020a). Both studies show how dramatic improvisation brought past memories to life and transformed them into a vivid tangible lived experience that engaged all group members as actors and spectators. The results showed how such an experience provided testimony and acknowledgment of the teller’s life-story. In addition, the results point to the flexibility and spontaneity of the improvised dramatic action as a main component that encouraged the emergence of new meanings and perspectives to co-evolve. The ability to create various perspectives on the story enhanced the participants’ reflective point of view as was positioning the teller as a spectator (Keisari et al., 2018, 2020a).

The results also relate to working with self-defining memories of life-crossroads at the core of the dramatic action. The results showed how positioning the life-crossroads stories in the dramatic improvisation enables the participants to reach and explore their main roles in life, which are essential for self-definition. The results and examples that were presented in three of the studies indicated that working with the main roles in life in the dramatic reality reinforced an integrative view of the self in a more condensed manner. The integrative view was achieved through the dramatic improvisation which makes it possible to hold different kinds of roles from different life-crossroads at the same time (Keisari and Palgi, 2017; Keisari et al., 2020a, b).

The results from both the conductors’ and the participants’ perspectives pointed to the participants’ need to bring life-crossroads stories that represent unfinished conflicts from the past to the group, and the potential of the process to help them come to term with these unresolved conflicts. This is a meaningful developmental task in aging (Butler, 1963; Erikson, 1982). The findings suggested that this process helped the participants to process unresolved conflicts through: (1) the flexibility of the dramatic reality to hold multiple perspectives on the events simultaneously, including the perspective of other characters in the story. This allowed the teller to experience and understand the conflict from the point of view of others, and led to the resolution of conflicts with meaningful others (Keisari et al., 2018); (2) the recreation of the conflictual life-crossroads by others, in a tangible dramatic expression, served to construct a new shared experience for the teller, which was fused to the old memory and reshaped their inner experience in a more positive and acceptable manner (Keisari et al., 2020a).

The protocols presented in three of the studies emphasized the flexibility of the process to enable the tellers to redirect the improvisation of their life-crossroads in a reflective manner by changing roles, switching their positions on stage, and exploring alternative versions of the story, thus influencing their identity cohesion and perceptions of meaning in life (Keisari and Palgi, 2017; Keisari et al., 2020a, b).

The transformative aspects of the process in terms of the evolution of the life-story, as observed primarily through the qualitative results, can also help account for the improvement in mental health indices of meaning in life, self-acceptance, relationship with others, self-esteem, satisfaction with life, well-being, and depressive symptoms in a very short period (12-weeks) (Keisari and Palgi, 2017; Keisari et al., 2020b). Finally, the qualitative results of one study also pointed to the challenges of the process that were mostly related to the emotional difficulties that occurred in processing traumatic stories in a group. Another challenge was its limited duration, which did not allow the participants to bring up additional stories in the group (Keisari et al., 2020a).



The Evolution of the Improvised Dramatic Expression

The qualitative results were indicative of the evolution of the improvised dramatic expression and its transformative values (Keisari et al., 2018, 2020a). Both studies indicated that engagement in improvised dramatic action generates pleasure, fun, excitement, self-expression, competence, and personal growth. The results also indicated that the embodied expression of the personal story enlists the aging body, a basic requirement for theatrical creation. In addition, while aging is often characterized by the loss of social roles, the results showed that this setting provided the participates with essential roles that involved giving to others, contributing to their own communities, and being emotionally involved in the group. Two of the studies indicated on the participants’ commitment to the process, that was reflected by their consistent presence in the sessions (Keisari et al., 2020a, b).

These transformative values are in line with the values of general drama and theater participation in late life described in the literature (Basting, 1998; Bernard and Rickett, 2017). The studies in this research project support these results by suggesting additional values that provide evidence-based principles for a short and condensed improvised theater participation process that can explore life-stories through dramatic action, without scripts or rehearsals. In addition, the results went beyond the group process by describing how these qualities were incorporated in the daily routine of the community. Participants felt they were able to express themselves more freely in the family and in the community (Keisari et al., 2020a). This experience of competence, joy, self-expression and personal growth can explain the enhancement of mental health indices such as meaning in life, self-acceptance, personal growth, well-being, positive affect, and self-esteem (Keisari and Palgi, 2017; Keisari et al., 2020b). Finally, the qualitative results of one study also pointed to the challenges of the process that were mostly related to the fact that sometimes the theater improvisations were missing aesthetic dramatic qualities (Keisari et al., 2020a).



The Expansion of Social Engagement

The results of the qualitative studies showed that playing in the life-stories of others creates empathic attunement toward the teller in a way that led to a deep connection between the actor-participant and the teller. The results indicated that this empathic attunement enhances a sense of connectedness in a shared experience that occurred in the dramatic improvisation (Keisari et al., 2018, 2020a). The results also showed that during the creative process, most of the participants could identify their own personal experiences in the teller’s story in a manner that fused the theatrical improvisation with their own life stories to create a unified collective experience: a fusion of experiences (Keisari et al., 2020a). These aspects of the process; namely, the empathic attunement toward the other, the shared experience and the fusion of experiences led to the expansion of the participants’ social engagement. Their social engagement was reflected in the group and later in the adult day center community and family. Given the fact that a positive relationship with others and social engagement are considered to be key factors in health while aging (Cherry et al., 2013; Haslam et al., 2014), this transformative aspect is significant. This was also reflected in the quantitative measures of satisfaction with relationships and relationships with others, which were significantly improved at the end of the intervention and continued to remain stable 3 months later (Keisari and Palgi, 2017; Keisari et al., 2020b). However, although the positive aspects of social engagement improved, loneliness was found to be more persistent over the course of the process. The experiences of loneliness may be more resistant, since the daily lives of many of the adult day center members may have partially impeded them from capitalizing on improvements that occurred as a result of the intervention (such as ongoing coping with the loss of a spouse, the loss of close friends, physical limitations that make social encounters more difficult and others).



THE MULTIDIMENSIONAL MODEL

Taken together, the results from the four studies suggest that the participants underwent significant transformative processes in a relatively short time (Keisari and Palgi, 2017; Keisari et al., 2018, 2020a, b). Therefore, playback theater group participation, integrated with life-review therapy, can be regarded as a drama therapy intervention for the aging population, with solid therapeutic potential. The qualitative findings from two studies–the conductors’ point of view and the participants and staff members’ points of view–complement each other and reflect the main aspects of potential transformations the process induces (Keisari et al., 2018, 2020a). These results are further corroborated by the improvement in mental health indices, revealed in the quantitative studies (Keisari and Palgi, 2017; Keisari et al., 2020b). Furthermore, the improvement in mental health aspects that lasted 3 months after the termination of the process, might indicate that the transformative aspects of the process were internalized, and a re-construction of the subjective experience was indeed created.

The results of these four studies, when combined, yields a multi-dimensional perspective of the creative therapeutic process, which points to three potential transformative routes that occur over the course of the therapeutic process (Figure 1): (1) the evolution of the life-story that undergoes from the initial stage of sharing it in the group, through its testimonial value, the recreation of an integrative view of the self in the dramatic improvisation, up to the last stage of coming to terms with unresolved conflicts; (2) the evolution of improvised dramatic expression and its therapeutic values from the initial stage self-expression via the dramatic action, which is strengthened in the group through the dramatic roles, the enlisting of the aging body and the self-expression that is reinforced in the community and family; (3) the expansion of social engagement, which starts from the empathic attunement to one another, that develops into a shared experience in the dramatic improvisation, which then evolves to a fusion of experiences, and toward more rewarding social engagement in the community and family.


[image: image]

FIGURE 1. The transformative potential of the life-review drama therapy model, following Corley (2010).


Each route illustrates the potential transformation the individual might undergo from the initial stage of experience in the group to the more advanced stages of the process where the routes overlap and nourish each other, potentially embracing both body and mind, the self and the other. These three transformative routes in the model were inspired and drawn from Corley’s (2010) “experience, expression and engagement” model, which describes the transformative potential of creativity in late life. Corley’s model (Corley, 2010) refers to the long-term engagement of three aging women who survived the Holocaust with visual art. The adaptation of the model presented here describes the distinctive transformative potential of the integration of life-review and playback theater as a short-term drama therapy intervention while aging.

Each circle in the model depicts the ways in which each route nourishes the others, and the mutual relationships between the routes that enable integrative transformations. In this sense, the reconstruction of the life-stories was made possible through the evolution of the improvised dramatic expression that revealed new meanings and perspectives in the life story, and was also fostered by the safe and creative atmosphere that evolved during the process. Similarly, the dramatic expression evolved in response to the fact that the participants allowed themselves to engage in others’ life stories through their dramatic action in the improvisation. Likewise, the social engagement transformative route evolved as a result of the mutual sharing and re-creation of life-stories in the group, and the ability to play together and take on the dramatic role of the other.



DISCUSSION

This article presents a new model that combines life-review with drama therapy for the aging population. The analysis was based on the results of four studies that provide multiple-perspectives on the integration of life-review and playback theater as a drama therapy approach in late life (Keisari and Palgi, 2017; Keisari et al., 2018, 2020a, b). The quantitative findings suggest that the integrative process of playback theater and life review can be regarded as a drama therapy intervention with firm therapeutic potential to enhance mental health while aging (Keisari and Palgi, 2017; Keisari et al., 2020b). The qualitative findings (Keisari et al., 2018, 2020a) provide a better understanding of the process, and support the mechanisms that leads to the positive effects on the participants’ mental health. These results are also innovative in documenting the positive effects of the process beyond the group setting in the surrounding environment of the adult day center communities and the participants’ families, and in the improvement in mental health indices at the 3-month follow up.

This produced an integrative model with a multi-dimensional perspective of the creative therapeutic process. Since these distinctive transformative qualities were induced in the context of drama therapy, and playback theater in particular, it is vital to examine the process through the lens of drama therapy role theory (Landy, 1993, 2009).


Exploring the Model Through the Lens of Role Theory

Aging is characterized by the loss of social roles caused by changes in life circumstances, and thus challenges one’s sense of positive identity (Sneed and Whitbourne, 2005). In addition, ageism–the stereotyping of the aging population, along with the discrimination often directed at them (Whitbourne and Hulicka, 1990; Ayalon and Tesch-Römer, 2017)–is also a factor, which leads to curtailment of older adults’ social roles in society and a decline in their sense of relevance and meaning in their community (Dennis and Thomas, 2007; Ayalon and Tesch-Römer, 2017). Hence, although the aging process requires a certain level of personal adaptation, at the same time, one must strive to maintain a consistent sense of self (Whitbourne, 1996; Sneed and Whitbourne, 2003, 2005). This is also reflected in the theoretical and practical principles of narrative theory, which emphasizes two essential factors needed to maintain a positive narrative identity: stability, in the form of continuity and change, through personal growth (McAdams, 2019).

Accordingly, the creative process in drama therapy groups that integrates life-review makes two contributions. First, it enables the participants to manifest multiple roles which they may have experienced throughout their lifespan, thus maintaining a sense of continuity. At the same time, it enables the exploration and experiencing of new roles during past present and future life events, through the developmental process of aging. These two contributions are analyzed in more detail below.


The Expression of Roles in the Life-Story

Life-crossroads stories, as self-defining memories, capture themes and aspects that are essential for self-definition and meaning (Blagov and Singer, 2004; Keisari and Palgi, 2017; van de Goor et al., 2020). Accordingly, the dramatic roles that appear in the dramatic improvisation of one’s life-crossroads as a tangible aspect of the self (Moreno, 1961) bring to life the core aspects of one’s self-identity. The findings and examples from the qualitative findings showed that by reliving the roles taken on during life-crossroads in the therapeutic-dramatic process, the participants could explore deep aspects of the self and their inter-connectedness.

The results suggest how, on the one hand, reliving these roles on the group stage preserved the participants’ sense of continuity and identity. The teller watches from the sidelines, as his/her roles from the past–as “daughter,” “mother,” “producer,” or “caregiver”–receives acknowledgment and validation for his/her own identity. On the other hand, the findings indicated that the process also entails the discovery of new roles in the life-story as new perspectives emerge. For example, in a theatrical improvisation that was created in a response to a life-crossroads story of a Holocaust survivor, the dramatic roles of “survivor” and “escapee” were added to other dramatic roles from the life course that included “family man” and “creator” (Keisari et al., 2020b). In this sense, a new experience was constructed in the group and a more positive and adaptive story was created, leading to identity-transformation (Ben-Ezra et al., 2010; Palgi et al., 2014).

Moreover, expressing these roles together on the group stage creates an integrative view of the self, by uniting roles from the past, present, and future, and roles that represent the contradictions and paradoxes of life. This process enables the participants to integrate these core roles into a coherent view of the self; at the same time, it encourages the acceptance of contradictions and ambivalence. Both of these aspects of the process are considered to be essential in developing a positive identity (McAdams, 1993, 2001; Harel and Keisari, 2021).

The results showed that another significant aspect of the process lies in the ability of the theatrical improvisation to bring to life the dramatic roles of meaningful others in the teller’s life. The life-crossroads story contains significant relationships, which are essential to one’s identity. The results indicated that the ability to enact the dramatic roles of other meaningful characters in one’s life helps the teller form multiple perspectives about significant life-events (Yaniv, 2012, 2014). The capacity to entertain various perspectives helps the individual overcome unresolved conflicts from the past (Keisari et al., 2018; Harel and Keisari, 2021), which is also essential for the development of a positive identity while aging (Erikson, 1982; Pillemer, 2001).

Crucially, the exploration and expression of central themes in life through the enacted dramatic roles is also made possible through the core concept in drama therapy of aesthetic distancing which is defined as the balance between identifications and separations in theatrical improvisation (Landy, 1983, 1996; Jones, 1991). This trade off enables the participants to simultaneously be close enough to the experience to be able to affectively enact it (affective action), yet distant enough to cognitively reflect upon it. The present, lived improvisational piece expresses tangible and vivid significant aspects of the self through its dramatic roles, whereas the participants can choose the ways they relate these aspects to themselves from a safe distance.



The Expression of Roles in the Dramatic Creative Process

Individuals usually attend adult day centers after experiencing a major decline in health and physical functioning, after leaving the labor market, the loss of a loved one or as a result of a general decline in psychological and cognitive functioning (Ellen et al., 2017; Ayalon et al., 2018). Many of the activities in the adult day center seem to imply that the participants are passive service consumers rather than active contributors. In this way, they manifest the “passive,” “dependent,” “patient,” and even “disabled” roles. The results here clearly show that the drama therapy group process allowed the participants to express healthy, creative roles such as “creators,” “contributors,” “explorers,” “directors,” “actors,” and “playwrights,” rather than “dependent-related” roles. These roles stimulated a sense of competence, purposefulness and productivity, while enhancing self-expression and pleasure (Sandel and Johnson, 2014). Taking on various dramatic roles also enlists roles of body expression: a body which stands and dance on the group stage in order to be seen, a body which expresses its voice out loud in order to be heard, and a body which is touched by others (Keisari et al., 2018).

The roles of active partners and contributors awaken aspects of the individual’s past self, from time periods during which these roles were more dominant. By expressing these roles–first in the group and then in the adult day center community and in the family–the participants preserve a sense of self continuity. Other roles, especially roles that concern the creative process such as “actors,” “directors,” and “playwrights,” were often first explored by the participants, most of whom had no experience in theater, thereby enabling a sense of new exploration and personal growth (Keisari et al., 2020a).

In addition, each dramatic role that was taken up and played from the life-stories of others enabled the actor-participants to express and explore different aspects of the self through the distancing mechanism, as many of these aspects are hidden, and are not expressed in daily routines. The “child,” the “orphan,” the “leader,” the “mother,” the “guide” are all tangible aspects of the self and are given an expressive-creative space for exploration through the dramatic creative process.



The Expression of Roles in the Group and in the Community

The results showed that sharing life-stories in the groups, playing together, and taking on one another’s dramatic roles enhanced the participants’ attunement to one another, their sense of togetherness, belonging and trust, and their mutual support. The findings indicated that participants experienced themselves as relevant and important to others. Such an experience reflects roles and relationships in the community such as “friend,” “neighbor,” and “partner.” Most of these roles are part of the repertoire expressed during the life span, and the ability to intensively express them in the group enhanced both a sense of self-stability and continuity. The results indicate that group cohesion strengthened the participants’ relationships in other activities in the adult day center routine and then spilled over to their families (Keisari et al., 2020a).

Observing the integrative model through the lens of role theory in drama therapy serves to deepen our understanding of the transformative qualities in the therapeutic process. The new model, which is based on the life-crossroads stories, enables individuals to enact and reflect upon their self-defining roles (Keisari and Palgi, 2017; Keisari et al., 2020a) and thus to express and explore their core identity, find meaning in life, and discover new relationships with the environment.



Limitations

The main limitation of this model relates to the fact that it is based on studies that were adapted to participants with normal cognitive functioning. The integrative model presented here was found to have significant potential in promoting the engagement of the participants in the community (Keisari et al., 2020a, b), but should include all individuals who attend activities at adult day centers, in order to further engage the community (De Medeiros and Basting, 2014; Roe et al., 2016). Other narrative techniques and methods might be used to explore the memories of participants with dementia in a dramatic creative process (Harel, 2016).

In addition, the quantitative studies did not measure the variables over the course of the meetings; for example, through diaries or distributing questionnaires every few meetings. Therefore, it is possible that the end of the group sessions and the farewell meeting might have had an effect on the indices (for example, loneliness might have been affected by the end of the group). Therefore, it is possible that some of the achievements were not captured correctly. In addition, physical condition and functional limitations were not controlled for, although they are known to affect mental health indices (Schieman and Plickert, 2007; Caputo and Simon, 2013).



Future Research

Future research would benefit from exploring the impact of the model on a range of aging populations, such as participants with dementia or other neurodegenerative conditions. Since participation in theater was found to increase cognitive functioning while aging (Noice et al., 2015), future studies should also examine the effect of the model on cognitive performance. Since the findings indicated a positive effect on the engagement of the participants in the community, and on group cohesiveness, drama therapy groups based on the model should further be explored as a community-based intervention with implications that include the entire community, including the staff and family members as participants. The model can also be explored in other settings such as continuing care retirement communities (Basting, 2018).

Given the fact that negative affect and loneliness were more durable and did not change over the course of the assessment, it would be important to measure the effect over the longer term within a creative process that encourages learning and growth over time (Basting, 2018). It would also be valuable to measure changes in the indices during the process using diaries, and not just at termination.

The model, through its three transformative routes, indicates the healing potential of improvised dramatic expression. Only a handful of papers have related to the healing potential of improvised dramatic play while aging (without rehearsals and planning ahead) (Stevens, 2012; Zeisel et al., 2018). The current results, along with the preliminary studies in the literature, indicate that future research should invest efforts in exploring the effect of improvised dramatic play while aging as a holistic approach that involves and positively influences both body and mind.

The model points to the healing effects of improvised dramatic expression on the aging body. Embodiment is an essential component of selfhood and identity (Eakin, 1999). The transformative routes of the model indicate that the drama therapy process provided a stage to the aging body, which is influenced by changes in physiological functions, subjective and social perceptions toward aging. The participants and conductors indicated that the process evoked and reinforced the body. This experience may enhance a positive body image, which is associated with favorable psychological outcomes while aging. These include reducing psychological distress, and moderating the adverse psychological effects of feeling close to death, and death anxiety (Bodner and Bergman, 2019). Future research should inquire into the body experiences while aging in the realm of the drama therapy.



Research Contribution and Implications

This article presents a new evidence-based model in drama therapy for the aging population. It is based on the results of four studies that explored the integration of drama therapy and life-review principles, using playback theater and the life-crossroads concept. The uniqueness of this conceptual analysis lies in the involvement of multiple methodological perspectives, which all showed the effectiveness of the process and the transformative routes that lead to the expansion of the dramatic role repertoire while aging.

While the literature on creative art-based interventions in the community has pointed to its strong potential to promote mental health (De Medeiros and Basting, 2014; Fraser et al., 2015; Dunphy et al., 2019), methodologically sound research which can bridge the gap between health care sectors and the field of community-based arts and art therapies is generally lacking (Feniger-Schaal and Orkibi, 2019). The current findings help close this gap by establishing an integrative model to provide effective and readily available interventions for the aging population.

The findings indicate that drama therapy groups also share features with community-based arts interventions since they enhance the participants’ sense of relevance, contribution and engagement in the community (Stickley and Hoare, 2015; Basting, 2018). Inspired by the ideas of Paulo Freire (1970) and Boal’s (2000) Theater of the Oppressed, the drama therapy groups in the present model, which is based on the participants’ life-stories and artistic expressions, encouraged individuals to express their voices within the group and later on in their community.

Finally, the key aspects of the model may provide action therapists with a conceptual foundation with which to better understand the transformative effects of drama therapy in late life. The model provides practical directions, guided by two frameworks: the playback theater ritual and life-review therapy principles. These frameworks can be easily followed in the future by therapists who conduct drama-based interventions with the aging population, clinical gerontologists, and narrative therapists by using the life-crossroads concept in their clinical practice.
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Strategies to support the psychosocial well-being of older adults living in aged-care are needed; and evidence points toward music listening as an effective, non-pharmacological tool with many benefits to quality of life and well-being. Yet, the everyday listening practices (and their associated specific psychosocial benefits) of older adults living in residential aged-care remain under-researched. The current study explored older adults’ experiences of music listening in their daily lives while living in residential aged-care and considered how music listening might support their well-being. Specifically, what might go into autonomous listening activities? 32 Australian residents (aged 73–98) living in two Australian care facilities participated in semi-structured interviews. The results of a qualitative thematic analysis revealed three themes pertaining to “previous music experiences and interest,” “current music listening,” and “barriers to listening.” While an interest in and access to music did not necessarily result in everyday listening practices, of those participants who did listen to music, perceived benefits included outcomes such as entertainment, enjoyment, relaxation, and mood regulation. Drawing on Ruud’s notion of music as a “cultural immunogen” supporting well-being and Self-Determination Theory, theoretical implications of the findings are addressed, relating to how to create and support music activities in aged-care facilities so that they are engaging, meaningful, and promote emotional regulation, community, and well-being.
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INTRODUCTION

Globally, average life expectancy is increasing (GBD 2017 DALYs and HALE Collaborators, 2018). As the population ages, health care demands drastically increase (Cubit and Meyer, 2011). Medical models have traditionally been the focus of health and disease management for older adults; however, approaches must also address the many social and emotional concerns associated with older age. While aged-care offers support for physical health through medical-model care, older adults living in these facilities are also offered social support through opportunities to continue participating in activities that they enjoy, to make life worth living and to aid well-being. The World Health Organization emphasizes “active aging” as a pertinent direction for health care policies, which refers to “the process of optimizing opportunities for health, participation and security in order to enhance quality of life for people as they age” (World Health Organization, 2002). Recent research suggests arts and cultural activities assist with active aging (Cann, 2017), as they help to promote quality of life and self-actualization. In particular, engaging in music has been identified as a promising activity for enhancing the quality of life of older adults, playing a vital role in supporting well-being for those both living in the community and in care facilities (Fraser et al., 2015; Cann, 2017).


Music and Well-Being

Well-being encapsulates key components such as one’s satisfaction in life and the presence of positive emotions (Ryff and Keyes, 1995; Diener et al., 2009). When considering older adults and residential aged care, concerns regarding well-being include the transition into residential aged-care, which is often stressful and anxiety-provoking for older adults (Cheek et al., 2007; Ellis, 2010) and results in a loss of independence (Cheek et al., 2007) and control over their lives (Brownie et al., 2014). When living in aged-care, experiences of isolation, loneliness, and depression are also common due to declining physical condition and social changes associated a move from familiar surroundings (Aged and Community Services Australia, 2015; Australian Institute of Health and Welfare, 2017; Grau-Sánchez et al., 2017). With this in mind, it is important to consider how music can play a role in supporting the well-being of older adults. Ruud(2017, p. 589) theorized that music can act as a “cultural immunogen,” in that it “protects, promotes, and maintains our health and quality of life.” Ruud states that music engagement can contribute to four aspects of health: a sense of vitality, a sense of agency, a sense of belonging, and a sense of coherence and meaning (Hargreaves et al., 2017; Ruud, 2017). Indeed, numerous studies espouse the positive influence that music has on well-being in older age (Laukka, 2007; Fraser et al., 2015; Cann, 2017; Grau-Sánchez et al., 2017; Krause et al., 2018). To understand the impact of music engagement on older adults’ well-being, it is important to consider two key forms of music engagement: music-making and music listening (Vanstone et al., 2016; Krause et al., 2020).


Music-Making

Humans have been making music for millennia (Brown et al., 2000). This activity has ranged from self-generated vocalization and rhythmic patterning to highly elaborated collaborative outputs, and, as technologies have developed, instruments of various forms have requiring skilled plucking, striking and blowing actions in order to work. Coupled with the capacity to make musical sounds has been the ability to create musical outputs that might be spontaneous and improvisatory or else, highly planned, structured and notated. Amongst older adults, in addition to cognitive benefits and motor skill acquisition (Seinfeld et al., 2013; Schneider et al., 2019), music-making has been associated with increased well-being, as it can promote social interaction with others and provides a sense of purpose, autonomy and belonging, ultimately increasing life satisfaction and quality of life (Davidson, 2011; Creech et al., 2013; Vanstone et al., 2016; White, 2016; Grau-Sánchez et al., 2017). It has also been associated with a decreased reliance on medications and doctor’s visits to support health, as well as an increase in self-reported health amongst older adults (Cohen et al., 2006; Coffman, 2008; Hanna-Pladdy and MacKay, 2011; Hanna-Pladdy and Gajewski, 2012; Johnson et al., 2013; Noice et al., 2014; White, 2016). Creech et al.’s (2013) research similarly showed that participation in making music leads to higher levels of subjective social, emotional and cognitive well-being. This suggests that group music-making may indeed support a sense of purpose, control and autonomy, and social affirmation for older adults. Yet, for many older people, the opportunity for and access to music-making is limited (Davidson et al., 2014).



Music Listening

Older adults listen to music in order to reminisce, experience enjoyment, regulate moods, feel socially connected, and to express identity (Laukka, 2007; Hallam et al., 2012; North and Hird, 2020), and research suggests that older adults’ listening strategies correlate to perceived well-being (Laukka, 2007). Indeed, it has been shown that older people not only feel that the general importance of music increases in their lives post-retirement, but also that its meaning grows, especially in terms of self-regulation (Saarikallio, 2011, p. 317). Music listening evokes positive emotions (Västfjäll et al., 2012) and alleviates feelings of depression, anxiety, and stress (Västfjäll et al., 2012; Costa et al., 2018). Physical benefits include mitigating pain sensations, which in turn, reduced the need for medical interventions (Mitchell and MacDonald, 2006), as well as reducing blood pressure (Updike, 1990), nausea and vomiting (Madson and Silverman, 2010), and pain-related distress (Huang et al., 2010). In addition, listening to music promotes social bonding, fosters a sense of belonging to a social group, and helps to establish a social identity (Schäfer et al., 2013; Krause et al., 2020).

Studies investigating music listening and well-being have commonly used participants’ preferred music to generate personalized playlists and create listening programs (Knox and MacDonald, 2015; Griser et al., 2016). While Costa et al. (2018) work with older adults living in residential aged care demonstrated that a preferred music listening program can help relieve the symptoms of depression and anxiety as well as promote relaxation, positive reminiscence and emotional arousal, most listening research has focused on the benefits of listening for people with dementia (Davison et al., 2016; Griser et al., 2016; Garrido et al., 2018; Murphy et al., 2018; Kulibert et al., 2019; Weise et al., 2019). Research findings demonstrate benefits with regard to the symptoms of dementia as well as personal well-being. For example, Garrido et al. (2017) study demonstrated that reductions in agitation, anxiety, behavioral symptoms and depression were particularly evident compared to control groups. Also, older adults with dementia living in residential aged care gained cognitive benefits including improvements to memory (Elliott and Gardner, 2018), and improved interactions (Elliott and Gardner, 2018). Additionally, Pérez-Ros et al. (2019) demonstrated that participating in a preferred music-based intervention leads to improvements in the activities of daily living. Given a lack of such studies concerning older individuals without a diagnosis of dementia, it is important to investigate whether these effects can apply to these solo or group activities. Indeed, further research into the benefits of music listening for older adults without a diagnosis of dementia living in residential aged-care is necessary.

With listening, it is important to acknowledge the role of technology (Krause and North, 2016). Mobile devices, laptops, tablets, smart phones and streaming services are becoming increasingly popular for music listening, even amongst older adults (Krause et al., 2015; Edison Research, 2017). In spite of the common view that older adults find it challenging to use modern technology (Vines et al., 2015), they are capable and open to using technology to enhance their quality of life (Sixsmith and Gibson, 2007; Heinz et al., 2013; Creech, 2019). Older adults use (and can learn to use) technology in order to access their preferred music (Sixsmith and Gibson, 2007; Lancioni et al., 2014; Davison et al., 2016; Griser et al., 2016; Creech, 2019).



Research Aim and Questions

The review of literature highlighted a significant gap in understanding the music listening experience for people living without dementia in residential aged care. It is important to understand this phenomena because older adults often listen to music (Laukka, 2007), and this common activity is embedded in everyday life (Schäfer et al., 2013; Krause et al., 2015), regardless of dementia diagnosis, music therapists, or formal interventions. Music listening can take place on its own, without some of the barriers associated with music-making and therapist-led interventions, such as the involvement of a facilitator, need for instruments, and training (Davidson et al., 2014). Thus, it is important to understand what is most suitable and what could offer the best possible well-being outcomes with regard to music listening in aged care. However, we first need to know what people are doing in this particular environment. Therefore, the current, exploratory study aimed to investigate older adults’ everyday listening practices and to explore how everyday music listening might influence quality of life for older adults living in residential aged-care facilities. In particular, the research addressed the following questions:


RQ1: How does music listening fit into the daily lives of older adults living in residential aged-care?

RQ2: How do older adults access music? What is the role of technology (e.g., radio, tablets, etc.)?

RQ3: How does music listening influence older adults’ perceived psychosocial well-being?





MATERIALS AND METHODS


Sample

Thirty-two individuals living in two residential, aged-care facilities in the regional Melbourne area (75% female, 25% male) participated in one-to-one interviews. This gender representation reflected the overall population of the facilities. Of those who provided their age (90.63% of the sample), participants were between 73 and 98 years of age (M = 86.86, Mdn = 87.00, SD = 5.75), and most of the sample was Australian (or Australian and British, 87.50%), with the remaining individuals reporting their nationality as Canadian, English, Polish, and Dutch (one participant did not report).

Participation in the study was voluntary and open to residents. Any individual residing in the facility who could participate in an interview conducted in English was considered a potential interviewee, with no explicit research inclusion/exclusion criteria regarding length of stay, level of involvement in facility activities, or individual care needs. As part of the ethics protocol for the study, aged-care facility staff involved in the facility’s lifestyle activities made initial approaches to residents to explain the study and ensured that participation requirements were understood. Researchers then followed up with invitations to individual residents. After consultation with residents and staff about how to remunerate the participants for their time, researchers made a donation (valued at $25 AUD per participant) to support the lifestyle programming.



Design and Procedure

The human ethics committee at The University of Melbourne granted approval for this study (Ethics ID: 1851094.2). A qualitative approach was used to examine the role of music listening in everyday life and how music listening might influence perceived quality of life. Semi-structured interviews were chosen as a data collection method because they are a practical/useful qualitative approach when researching older adults (Klein and Parks, 2007; Tkatch et al., 2017) and because it aligns with calls for selecting such research methods that facilitate our understanding of aging and everyday experiences (e.g., Kelly, 2010; Phoenix, 2018). Key interview questions were derived prior to conducting the interviews, which were conducted using a conversational style (such that these interviews can also be classified as informal, open-ended interviews; Bhattacharya, 2017). This meant that, in practice, each interview involved researchers and participants engaging in an informal, casual conversation exploring each participant’s personal experience (Bhattacharya, 2017).

The focal questions included in the interview schedule explored (1) people’s current music listening routines (specific preferences, how music is accessed, when and why people listen) and (2) their previous experiences with music-making and music listening throughout their life. Additionally, questions centered on people’s (3) weekly routines and how music might fit in, as well as (4) their lived experiences of the residential aged-care facility. As such, the data obtained was based on participants’ reflections of their personal experiences.

Participants were provided with information about the study, and were informed that they could discuss their participation with family, friends, and staff if they wished before consenting to take part. Individuals provided written consent prior to the interviews taking place. Individuals stated their age, gender, and country of residence on the consent form in order to report on the demographic details of the sample (no measures of physical or cognitive health were taken). All interviews took place in the aged-care facility at a time agreed upon by the individual participants.



Data Analysis

With the consent of the participants, all interviews were audio recorded. Each recording was transcribed verbatim. Following Braun and Clarke’s (2006) six-step procedure, a thematic analysis was used to analyze the interview data. Braun and Clarke’s (2006) six steps involve initially familiarizing oneself with the data, coding data, collating recurrent, potential themes, checking the themes throughout the dataset, creating theme labels and definitions, and, lastly, reporting the findings using the themes and representative quotes. In particular, a reflexive, recursive approach was used: this permitted a flexible examination of the participants’ contributions without a focus on any particular theoretical background. Initial codes were generated first by identifying semantically similar responses from the entire dataset; then these codes were clustered in order to create broader, tentative themes. Although the formulation of themes was guided by semantic similarities, the coding of implicit concepts was also explored and included where relevant. Finally, higher order themes and sub-themes were refined and finalized in order to best represent the data with respect to the research questions. Names and pseudonyms have not been used in the reporting of the results in favor of increased participant confidentiality; however, quotes are tagged with a numeric participant code (participant = P).



RESULTS

Three overarching themes arose from the thematic analysis. These themes were labeled “previous music experiences and interest,” “current music listening,” and “barriers to listening.” These overarching themes and their sub-themes are summarized in Table 1 and are further considered below, supported by participant quotes.


TABLE 1. Summary of the emergent overarching and sub-themes.
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Previous Music Experiences and Interest

The first theme concerned the participants’ experiences and interest in music prior to living in residential aged-care. During the interviews, residents spoke about their childhood, adolescence, and adulthood (though some participants focused on certain time periods, such that not all participants provided a full life history). This theme is divided into four sub-themes: music-making, music listening, social dancing, and the fact that people’s past experiences do not necessarily relate to their present music experiences or interest.


Music-Making

To begin the interview and introduce the topic of music experiences and interest in their lives, participants were asked about previous musical experience using a purposely broad question to embrace everything they might consider from formal music learning to informal or occasional social engagement involving music (see Krause et al., 2019a, for the wide-ranging conceptions of musical engagement). People responded in a range of ways, commenting on singing in a school choir, hearing their mother play piano at home, attending social dances, collecting records and attending concerts, supporting grandchildren’s music lessons, and attending musical activities at the facility, for instance. Half of the participants mentioned they had some sort of previous experience with music-making themselves, most commonly described as singing in the school or church choir (n = 12) or learning to play the piano (n = 5). Most of this previous experience was limited (P10: “Oh, I was in a choir at school”; P22: “at school we used to learn music, but I didn’t like it”). Only three participants spoke about a longer-lasting involvement with music-making. One woman learned piano and violin, earning a music degree and assisting/accompanying music groups as an adult (P05), one woman’s husband was a piano tuner who was also in bands and so she recounted how “there’s been music in my life all the time really” (P09), and one man had been in choirs from childhood through later life (P03: “I’ve been involved in choirs in Holland, and also when I came to Australia …… I was also at [the University of the Third Age which] had a choir in Frankston and it became a choir of 100 members”). A few more participants expressed that they had a desire to learn an instrument when younger, but that their family circumstances did not facilitate doing so (e.g., that the family “didn’t have the money for that”). Some mentioned family members who were musically inclined – often mentioning a mother or grandmother who played the piano (e.g., P14’s mother “played the piano beautifully by ear”), though a few other instruments were mentioned (P16’s brother played the accordion; P09’s father played the trumpet in a Melbourne orchestra).



Music Listening

In contrast to the limited music-making experiences, engaging in music listening activities was far more common in the participants’ lives. Twenty of 32 participants stated that music listening activities featured in their life (at some stage) prior to residing in the aged-care facility. Participants mentioned listening to the radio, as children (P29: “we listened to the radio and I can remember stories, … and kind of having my ear more or less glued …to the radio”) and as adults (e.g., P25: “I used to love music. We had a lovely radiogram …and I just loved it”), and of having music collections. Collections involved records, cassette tapes, and CDs (e.g., P09: “I had a lot of records”; P06: “too many records”). A small number of individuals also mentioned going to concerts, musicals, and theater performances (P08: “In my heyday I [went to] all the symphony concerts and I used to go to them in Melbourne Town Hall”). Attending dances was another way participants mentioned experiencing music, with one participant saying that she could not get records because she was living with other people, but was able to hear music by going to dances.



Social Dancing

The presence, and role, of social dancing is an interesting sub-theme. Of the 18 discussions about social dancing, only four people stated that they did not go to dances (the subject was not raised in the other 14 interviews). ‘In other words, social dancing featured in many of the residents’ lived experiences (P27: “I never missed a dance”; P10: “I loved the dances …that was my main interest, I think, was dancing”). Even for those who stated that they were not very much interested in music, dancing was an important social activity. Participant 04 stated,

“I always went to dances from about 14 on, because we had a woman come and taught us dancing, because as I said, my father was an emcee. On Thursday night and Saturday night, we went to both dances whether we liked it or not. There was a woman there that could teach dancing …I loved dancing from then on. It was great when you were at sea because every time you went into port, you went to a dance.”

For some of participants, dancing and dating went hand in hand (e.g., P07: “Oh, yes. There was the dancing. Yes, it was dancing. They invite me, the boys. Yes. I like dancing”) – both Participant 09 and 17 met their husbands at a social dance.



Influence of the Past on the Present

Interestingly, participants’ past music experiences did not seem to relate to their current music experience or interest in music. People distinguished their past music experiences from their present “relationship” with music; and the evidence shows a variety of patterns for changes in these relationships throughout life. For instance, the two participants with arguably the most musical experience throughout their life presented contrasting levels of engagement and interest at the time of the interview. The life-long singer (P03) continued to seek out musical activities, and, while he recognized he was “not as active as [he] used to be in music,” he stated that he had “started doing some songs with some of the older ladies in the 80s, 90s and … they just love it” and was “trying to organize [his] son to get [him] a record player.” The woman with a music degree (P05), on the other hand, “hasn’t kept playing” but stated that she does attend the facility concerts – plus, while she had a collection of cassettes and CDs in her room, she said she watched the television more than listening to music. Other participants who previously sang or played the piano as a child finding enjoyment in it stated they did not listen much at the present time (e.g., only “now and again” – P17) or did not “get around to it” often. The reverse pattern was also present, Participant 21 did not learn an instrument or seek out much music when younger, but made use of a radio in his room, leaving “it on all day.”



Current Music Listening

Three sub-themes arose with regard to the participant’s current music listening experiences: people’s practices, preferences, and the perceived outcomes.


Practices

A number of participants did listen to music in their everyday lives (44% of the sample), though these individuals spent different amounts of time listening. For instance, Participant 21 used a stereo (radio) in the room daily, listening to a radio station that plays light classical music (“a bit of light, soft music, yeah. I just leave it on all day”). Participant 32 listened “most days,” drawing on her cassette tape collection, while participant 01 estimated he listened to the radio 2–3 h per week. In contrast, Participant 17 listened “now and again.” Participants drew on a range of formats and devices to listen to music – the radio, stereo, cassettes, CDs, DVDs, the TV, and tablets were all used (and often on display in people’s rooms). Fifty-six percent of the sample had some sort of listening technology in their room. Additionally, some participants (38%) mentioned facility lifestyle activities (i.e., concerts and sing-alongs) as ways they listened to music while living in residential aged-care.

Other participants acknowledged they did hear some music in their daily lives, although it was not necessarily sought after. For instance, Participant 30 stated “I love music, I like music around, but I don’t go out and put it on” and Participant 02 stated “I wouldn’t think of it doing that myself.” While these listening opportunities were not instigated by the participants themselves, the music encountered was enjoyed. For example, Participant 14 said that “all the music that comes over here from the dining room is very pleasant,” expressing enjoyment from the music she experienced in her environment, without actively contributing herself. In other words, some participants listen to music “when it’s played” (P13) by others in the facility.

Of course, although music listening is a common leisure pursuit, not everyone is interested. This lack of interest was present in some of the participants in the present sample, as a few participants stated that they did not have an interest in listening to music in their daily life. For some this was in line with a longer-standing relationship with music (e.g., P28: “never been a great radio listener”). For others, it was not something they disliked, rather something that it simply was not prioritized (e.g., P08: “No, I don’t seem to get around to it”).



Preferences

Participants’ mainly conveyed their listening preferences via broad genres and particular artists. While there was individual variation in the type and range of music enjoyed, most participants favored classical and popular music. Classical composers referenced included Mozart, Beethoven, Vivaldi, Bach; mentioned performers included the Three Tenors and André Rieu (though Rieu was not universally enjoyed); and some clarified their classical music interest in terms of instruments (e.g., piano, violin) or radio station (e.g., the local light classical station). Most participants enjoyed popular music from earlier in their lives (“all the old songs,” P14). For many, this included musicals (e.g., On the Town) and operettas (e.g., works by Gilbert and Sullivan, like Pirates of Penzance) and “all the popstars” (P25), such as Frank Sinatra, Doris Day, Elvis and others from the movies and “the great musical comedies like Annie Get Your Gun and My Fair Lady” (P02).

Some participants also enjoyed country and western music, referencing Roy Orbison, Slim Dusty, Jim Reeves, as well as Australian Folk music (e.g., the Bushwhackers). Some also expressed enjoying dance band and jazz music (e.g., Glen Miller, Tommy Dorsey), which often was associated with previous social dance experiences. Lastly, The Goons, a radio comedy program also received one mention.



Perceived Outcomes

In some (but not all) interviews, natural discussion arose relating to the perceived outcomes or benefits of listening to music in everyday life. Participants referenced outcomes including entertainment, enjoyment, and relaxation, as well as benefits including mood regulation and aiding worship. The highly engaged life-long singer (P03) was aware of the well-being benefits of engaging with music: he declared that “music is – it’s like a medicine.” However, not every participant spoke with such clarity. For instance, after Participant 06 stated that she loves music, she was asked what it is she likes about it and replied “I enjoy it” without further explanation. Similarly, to the same sort of follow-up question, Participant 12 replied “I can’t tell you. I just like it.”

The participant who made use of her cassette tape collection to listen to music in her room (P32) explained that she has “lay back time” on most days, stating that the music relaxes her. Thus, in addition to enjoying the music listening or fighting boredom, this participant actively used music for relaxation. Music was also to assist some in falling asleep (P10).

As in previous research, participants also used music listening to regulate mood. Participant 23 stated she would “cheer [her]self up with something” and Participant 25 referenced times when she would turn to music to let go of frustrations. Additionally, with a radio in her room set to a local Greek station, Participant 22 was able to listen to music and virtually attend church services in her native language.



Barriers to Listening

A number of barriers to regularly listening to music in residential aged-care were identified in the interview conversations. The barriers mentioned pertained to access and opportunities (further divided into five sub-themes), facility noise, and facility activities (further divided into two sub-themes).


Access and Opportunities

The primary barrier to listening to music in aged-care concerned access and opportunities. This is evident from the data with regard to the fact that not everyone had technologies that would facilitate music listening and that, for those who did, access to technologies and recorded music collections did not align to their usage. Related issues concerned self-efficacy with listening technologies, physical limitations, and competition for engagement by the TV.

For some residents, one barrier was the absence of (compatible) listening technologies. When asked, Participant 20 stated that her “room doesn’t have the ability to play music.” While debatable, such a seemingly simple declaration has nuance, when interpreted relative to other facility residents’ experiences. It illuminates differences in opportunities that can arise depending on residents outfit their individual spaces. While it is, of course, possible to play music in residents’ rooms, that action depends on having the technology. For some residents, securing such technology is not easy. For instance, participant 04 stated, “I’ve often thought I should buy myself a radio because of music, but I haven’t got around to doing it because I can’t get out. So …someone’s got to buy it for me.” While family could assist in the acquisition of listening technology (P03: “I’m trying to organize my son to get me a record player”), family members can also take it away: Participant 24 did not listen to the radio because her daughter took it in an effort to decrease “clutter” (“my daughter just yesterday, believe it or not, she just took the radio home. She’s having a clean out”).

Further, any technology must also be facility-compatible. Participant 25 recounted that, “when I came in, John went out and bought me a digital radio and it wouldn’t work and he got the maintenance man to come and have a look. He said, “is that digital?” Jack said “yes,” he said, “it won’t work here.” Jack said, “why ever not”? He said because of all the electronics. He said “there’s no room for digital.” He said “you’ll have to do something with it and … go and get another one because this one won’t work.””

However, the data does not suggest that the presence of opportunity is enough. Just as previous experience or interest in music did not necessarily result in present listening, the presence of listening technologies and recorded music collections did not necessarily result in the usage of said technology or collections. Many of the participants had listening devices (such as radios, stereos, and tablets) and collections (such as cassettes, CDs, and records) in their rooms. Yet, even the collections visibly on display were not indicative of regularly daily listening. Participant 02 remarked, “we’ve got all those CDs and there’s records down below. There’s tapes over here which we used to listen to much more before we came here.” She goes on to acknowledge she and her husband sometimes thought about engaging with their listening collection (“we sometimes [would say], we should listen to those more”), but that their lifestyle had changed, shifting leisure pursuits.

For some participants, use of their listening devices depended on their level self-efficacy (an individual’s belief in their capacity or confidence in doing something). In particular, using tablets (often provided by family members) presented challenges. For instance, Participant 30’s daughter set up a tablet with Spotify for her, but she stated that she did not use it, saying “I’m not very good at these sort of things.” Participant 23 also had a tablet, and similarly stated she had “to keep getting somebody in to help.” References to a lack of confidence more often concerned the use of digital devices, though self-efficacy concerns were raised with other media as well. For instance, Participant 03 listened to the news on his radio, but did not use the radio for music because he did not know how (“I don’t know how to do it, so I haven’t found out yet”).

Other participants faced physical limitations with regard to engaging in music. A lack of physical mobility and dexterity prevented individuals from listening, even when the desire was present. For instance, Participant 09 had a collection of tapes, CDs, and DVDs in her room but did not use them: “I never – I haven’t watched any of this since I’ve been in here, because I can’t get to the machine. That’s the trouble. Same with the tapes I’ve got. …I really love music. It’s just a pity that I can’t get to them.”

It is also worth noting that such physical limitations also present barriers to participating in musical activities supported by the care facility.


P03: “When there’s a choir coming here, I attend, and if I know the songs, I try to sing with them. But because my eyes are no good, I can’t read the words, it makes it difficult”

P05 had an accident, altering her ability to engage with music: “I’m lucky I can talk. But I can’t sing anymore. But I take …a tambourine and I do percussion now [at the sing-along sessions].”

P08 desired to play the piano in the facility lounge, and found it hard because of her memory problems: “I moved to Melbourne and came into this place, and of course they’ve had times when they needed a pianist but they haven’t had one. But it’s terribly hard to hear a need and then not be able to.”



Such examples reveal how, for some people, physical limitations will overshadow an interest in music. In other words, declining mental and physical health pose real challenges for older adults living in residential aged-care to engage in music activities.

A final barrier concerns the consideration of listening to music relative to watching TV. Even for many of the participants who had listening technologies in their rooms, the TV appeared to be more engaging (P05: “I’ve got a radio there, my son fixed it up. I do, but I tend to watch the television more”). Most of the participants expressed a greater use of the TV in daily life (P26: “I watch television more than I suppose anything else. Particularly being here”; P25: “everything’s on the telly anyway”). Interestingly, only one participant (P16) mentioned that they could access music on the TV – for the others, this did not seem to cross their mind. For instance, Participant 04 had Foxtel (a cable provider), but when asked about using the cable TV to listen to music via the dedicated channels, he had not considered it (“I haven’t even looked, no”). The TV may offer untapped opportunities for music listening as the use of it as a tool is highly familiar to all participants, even though its technological potential is not fully understood or explored.



Facility Noise

Living in aged-care facilities presented a barrier to music listening with regard to noise. This is best exemplified by Participant 23 who said she did like to listen to music, but “not here, though. I can’t stand it. Because the noise here is driving me mad. … I’d only hear bits and I think it’s annoying me. So I tried it but there were so many interruptions.” Other participants also did not want added noise. Participant 22 also stated she would not be interested in listening to music “because I don’t want too many noises.”



Facility Activities

Some participants acknowledged that the facilities provided some opportunities for music listening – often in the form of concerts and sing-alongs.


P04: “We have music every week here. We have a lady [who] comes in and plays the piano and she’s wonderful. I go out and sit and listen to her”

P05: “I go to all the music things”



Yet, two barriers concerning the facility offerings were identified: resident awareness and preference. Notably, the participants’ level of awareness of music-related activities greatly varied. When asked if she attended concerts, Participant 17 said, “They don’t have concerts here. I don’t hear of them anyway. … I go if I know it’s on.” Her response reveals that this barrier is not due to a lack of interest, but rather the level of involvement and/or cognitive functioning of individual residents. The other barrier concerns the potential difference between personal preferences and what is offered. For instance, facility staff played music in a common, lounge space, but the music selected may not suit every individual. Participant 11 provided a nice example: “what is often played here is André Rieu. Everybody else loves him but we don’t,” suggesting that it is important to offer a variety of music (and activities).



DISCUSSION

The present study explored older adults’ experiences of music listening in their daily lives while living in residential aged-care. Results of a thematic analysis of the semi-structured interview data highlight a difference between people’s previous musical experiences and interest with present music listening practices and a number of barriers to everyday listening. While the majority of participants may not have actively created daily music listening opportunities for themselves, they largely enjoyed the listening experiences they did encounter. Although previous work on listening technologies has indicated that listener choice and control is associated with positive outcomes (e.g., Krause et al., 2014, 2015), it appears that, for these participants who were older adults living in residential aged care, positive outcomes can also result from music heard that is not personally sought after (noting that personal preferences will also play a role in how the music is perceived – e.g., the participant who pointed out that what was played in the lounge did not suit their taste). This is encouraging when considering that, additionally, the present findings indicate that those who did listen to music spoke of the positive outcomes, such as benefits to their well-being.

Thus, the resulting themes and sub-themes concerning older adults’ everyday listening practices can be considered relative to Ruud’s (2017) notions of how music can promote four areas of health (namely, a sense of: vitality, agency, belonging, and coherence/meaning). People’s previous music experiences and interests, and the noted experiences with courtship via social dancing in particular, demonstrated clear examples of experiencing meaning, vitality, and belonging. Thus, it may be possible to draw on people’s previous experiences with music to promote meaning through nostalgia, given music has been shown to provoke nostalgia and autobiographical memories (Michels-Ratliff and Ennis, 2016; Garrido and Davidson, 2019). However, it is important to consider people’s experiences of meaning, vitality, and belonging from their current engagement with music. The perceived outcomes, or benefits, of listening to music that the participants mentioned indicate that, for some older adults, engaging with music is linked to these senses of vitality, belonging, and meaning. For instance, the highly engaged life-long singer’s (P03) identity was tied to his musical engagement, having participated in choirs throughout his life. While he stated he was “not as active as [he] used to be in music” at the time of the interview, he attended all of the facility’s sing-alongs and performances, suggesting he continues to support his identity and derive coherence and meaning via his continued musical engagement. Additionally, one interpretation of using music listening to promote relaxation, mood regulation, and sleep is that this particular use of music promotes vitality through promoting physical and emotional well-being. Further, there was evidence that listening to music was associated with the sense of belonging; for instance, one participant made use of a local community language radio station in order to continue participating in her Greek community.

With regard to agency, however, as the results indicate, previous musical experiences and engagement (both making and listening) do not necessarily translate into current, active listening practices. It appears that access is not enough to spur usage; rather, listening to music can be perceived as an effortful activity. Indeed, the identified barriers overshadow many older adults’ interest in and desire to include more music listening in their daily lives. In the context of Ruud (2017) view, then, access does not equal agency. As demonstrated, some individuals may need support – for instance to overcome physical limitations, bolster self-esteem, or a reminder of what is possible. As most of the sample enjoyed music listening and experienced known well-being benefits, the consideration of how to support listening for older adults living in aged-care is a worthwhile endeavor.

Importantly, well-being and quality of life are not fixed. As Ruud(2017, p. 593) stated, these concepts are in flux and can be influenced – thus, we can consider how music can offer a way to “mobilize oneself toward a better quality of life.” Research confirms that the benefits of engaging in music are wide-ranging (e.g., Krause et al., 2018), so how can the frequency of listening to music in residential aged-care be increased? How can aged-care staff and loved ones encourage their older adult residents to listen to music in order to support their well-being?

To answer such questions, the present findings can be considered with regard to meeting people’s basic psychological needs. As outlined by Self-Determination Theory1, meeting the three innate needs of competence, relatedness, and autonomy leads to personal growth, vitality, and well-being (Ryan and Deci, 2002; Milyavskaya and Koestner, 2011; Lombas and Esteban, 2018). Competence concerns being effective in one’s efforts; relatedness concerns feeling socially connected; and autonomy concerns feeling that your actions are self-governed and self-endorsed (Deci and Ryan, 2000). People’s basic psychological needs are fostered in autonomy-supportive environments (and hindered in controlling environments; Bonneville-Roussy et al., 2013): and, in aged-care, autonomy-supportive environments are associated with better well-being (Ferrand et al., 2014). With this in mind, it is important to consider how everyday listening practices might be used to assist people’s feelings of competence, relatedness, and autonomy (and what support might be needed to assist older adults’ in listening to music to promote their basic psychological needs).

The present findings most clearly link people’s access to, and self-efficacy concerning the use of, (compatible) listening technologies to the needs for autonomy and competence. Indeed, the noted barriers in the present study suggest that some older adults may need personalized support to bolster their everyday engagement with music. Technological support to available listening technologies could assist older adults’ with self-efficacy, and, thus, also expand their competence. Such support could be an assistant who works with the residents in learning to use listening technologies and/or modifications to the technologies employed. Handheld digital devices (i.e., tablets, mp3 players) can offer personalized selections and overcome the physical challenges associated with using physical media; however, the participants’ comments regarding self-efficacy suggest a switch to newer technology may not suit everyone. Facility-compliant radios were popular and easy to use. Additionally, the TV (e.g., via dedicated channels, satellite programming) should be considered as an alternative listening device that could increase daily listening. By offering the potential for both aural and visual stimulation, the use of TV raises interesting questions: it is prudent for future work to consider the potential importance of the visual component when designing engaging music listening opportunities in residential aged-care. TVs and other devices with touch screens (e.g., tablets) may offer older adults opportunities for engaging in audiovisual activities, while at the same time promoting technology skills.

Aged-care staff may also consider the variety of (recorded and live) music on offer (e.g., the range of music played in communal spaces). Providing residents with agency in choosing the music through consultation will promote autonomy. Such consultation could mean that residents’ who lack in competence could still feel a sense of agency and autonomy. Staff could make use of people’s varied past experiences and interests as a catalyst for planning purposes (e.g., promoting positive reminiscing of past dancing experiences). Moreover, drawing on residents’ personal histories and interests as well as including them in decisions will promote feelings of relatedness. It is important to note, however, that listening to self-selected music still has the potential for adverse reactions: for instance, given music can promote reminiscence, it can trigger distressing memories (Garrido et al., 2020). Thus, it is important to carefully prepare, create, and monitor music listening opportunities.

One strength of music listening is that it is a versatile activity: it can be private or shared and can happen at most times in most places. Indeed, even if someone is listening alone, music can promote feelings of belonging and community (e.g., Schäfer and Eerola, 2020). However, when considering how to promote feelings of relatedness, it is also worth considering how incorporating social interaction into music listening opportunities could be useful – in terms of both continued engagement and well-being. While social interaction is the central feature of sing-alongs and concerts formally offered as facility activities, residents must be aware of, and interested in, attending these. Music listening could be informally added to additional activities – for instance as background music to other leisure activities and meals and shared, in-room conversations. This could increase the prevalence of encountering music for those who may not feel they have the personal agency to do so (though the integration of background music would need to take into account issues such as hearing abilities and personal preferences). Additionally, educating staff, family members, and the residents about the potential benefits of music listening to well-being could further facilitate efforts to encourage older adults to listen. Knowledge of the benefits of listening might support transitioning an interest in, and access to, music into everyday listening practices. Such listening could be tailored to individual interests, and provide stimuli for conversation and reminiscence amongst residents, staff, and family members.


Limitations and Future Directions

The present research is not without its limitations. Firstly, it draws on qualitative data from the focal questions from interviews with 32 individuals. Although the theme concerning the barriers to listening arose without direct prompt, the other themes speak to key questions such that other experiences may not have been explored in depth (e.g., the present focus on music listening rather than music-making). Moreover, the participants resided in just two aged-care facilities. Aged-care facilities differ in terms of their chosen care model and lifestyle activities on offer. Individuals’ music experiences and interests will vary, as will their physical and mental health care needs and existing social support structures. Drawing on the present findings, future research might overtly examine such related variables, drawing on quantitative measures as well as methodologies that utilize real-time data collection (e.g., experience sampling) to further our understanding of everyday listening experiences in residential aged care. Future research aimed at developing strategies to promote and facilitate music listening should take into account physical and mental health as well as the existing social support structures. Additionally, participants had resided in the facilities for varying lengths of time, and it is possible that this influences people’s daily practices, care experiences, and motivations. For instance, research suggests that transitions are often difficult for residents (e.g., Street and Burge, 2012; Lee et al., 2013), so future research could examine how to support the transition with music listening (given it’s frequently used to cope with stress – de Witte et al., 2020).

While the findings demonstrate that a range of technology is currently used to listen to music, more and more people entering residential aged-care in the future will have higher fluency and self-efficacy with using digital technology. This will likely shift the use, and role, of personal technology devices, including those used to listen to music. Given the rise in people using digital devices and listening to personalized playlists (Savage, 2016; Krause and Brown, 2019), more and more future residents may bring individualized listening habits with them into residential care. While concerns around noise in the facilities were raised, headphone use was not addressed in the present study; thus, future work is also needed to consider the use of speakers and headphones, keeping in mind issues around physical comfort and problems encountered owing to hearing loss for older persons. Further, while there is growing evidence of positive outcomes from music playlists in aged-care (e.g., Garrido et al., 2017; Thomas et al., 2017), future research still needs to consider alternative access and delivery options for music listening opportunities. As previously mentioned, it would be beneficial to consider how to make use of TVs, given the propensity of residents using TVs in their rooms on a daily basis. Additionally, because access did not necessarily translate into use, it is important to for future work to examine how best to create enabling and sustainable listening opportunities.

In summary, the present study examined the nature of everyday listening practices of older Australians living in residential aged-care facilities. Although the findings identified some barriers aged-care residents face to listening to music, residents largely enjoy listening to music and listening experiences offered opportunities for entertainment, relaxation, and interaction with others. When considering that music listening can support well-being, the findings have broad implications regarding how aged-care facilities might encourage and support residents to meaningfully engage with music in order to promote well-being.
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FOOTNOTES

1The Self-Determination Theory framework has been used previously to understand the relationship between musical engagement and well-being (e.g., Küpers et al., 2014; Evans, 2015; Krause et al., 2019b).
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The concept of grounding is accepted and common among dance movement therapists and body psychotherapists. It expresses a stable physical and emotional presence – “supported by the ground.” The assumption is that embodied emotional knowledge is expressed through the manner of physical holding and in the emotional experience in the world. However, along with the clinical use of the term, an empirical tool for examining grounding is lacking. The goal of the study was to examine the reliability and validity of an observation tool for assessing the quality of grounding, the Grounding Assessment Tool (GAT), which was created for the present study on the basis of theory, research, and clinical knowledge in the field. Forty three adult participants (age, M = 28.2 years, SD = 8.54) were recruited for an experimental and controlled session, the session included guided movement for approximately 10 min. The movement was recorded on video. The quality of the movement was rated by two raters and was scored using the GAT. The study findings indicated that the GAT is a reliable and valid tool – with good internal consistency (α = 0.850) and high interrater and intrarater reliability (Kendall’s ’range from 0.789 to 0.973 and intraclass correlation coefficient range from 0.967 to 1.00, respectively). The exploratory factor analysis showed that four factors are involved in the assessment of grounding quality: fluid and rhythmic movement, emotional expression in movement, pattern of foot placement, and lack of stability and weightiness. The results of this study expand the theoretical understanding of the concept of grounding. They contribute to the understanding of the benefits of body focus, dance and movement in psychotherapy and to validating body psychotherapy and dance movement therapy (DMT). The existence of a reliable and valid tool is essential for assessment and diagnostic processes, for formulating therapeutic goals focused on the body, and for examining their effectiveness.

Keywords: body psychotherapy, dance movement therapy, diagnostic processes, grounding, observation tool


INTRODUCTION

The concept of grounding was first developed by Lowen (1958/1979), one of the first body psychotherapists. Grounding expresses the nature of the psycho-physical presence in the “here and now” in relation to the degree of physical and emotional support by the ground (the ability to be “down to earth,” “feet on the ground”) (Hilton, 2000; Meekums, 2002; Lowen, 2004; Guest et al., 2019). Enhancing grounding by structured movement interventions in conditions of depression (Pylvänäinen et al., 2015), post-trauma (Ko, 2017), and for somatoform disorders (Nickel et al., 2006) are in widespread clinical use among body psychotherapists and dance movement therapists. The assumption is that movement interventions for grounding improvement help to improve the individual’s functioning, emotion regulation and emotional awareness (Guest et al., 2019). Despite the extensive clinical use of the concept of grounding, a comprehensive literature review indicates the lack of an empirical tool for assessment of grounding quality, as well as a lack of research based on experiments and observations in the field. The present study aims to bridge these gaps by creating a reliable and valid tool for examining the contribution of physical aspects of movement to emotional aspects.

The components of grounding embody both physical and emotional aspects. There is agreement among theorists and clinicians that grounding is expressed in the flow quality of movement along the body – meaning, the flow path of movement from the head, through the pelvis, to the feet resting on the ground and from the ground to the head (Guest et al., 2019). According to Lowen (1958/1979), when a person is standing and his body muscles are relaxed (without tension), an energetic flow and discharge of energy into the ground is made possible. In that situations, the movement will be seen as a pulsating wave (i.e., pendular swing) flowing along the body and is evidence of an experience of physical and emotional grounding (Helfaer, 2011).

From Lowen’s description, one can learn about the energetic component of the concept, the same component that connects physiological aspects (such as metabolism and breathing) and emotional processes of grounding (Mahr, 2003; Merriam-Webster, 2014):


“We move by discharge of energy [emphasis added] into the ground. All energy finds its way eventually into the earth; this is the principle known as grounding [emphasis added]. It explains the discharge through storm and lightening of the overcharged atmosphere” (Lowen, 1958/1979, p. 80.)



The embodiment of the mind as expressed in the concept of grounding is influenced by primary psychomotor developmental processes. The development of equilibrium systems, the tactile system and proprioceptive sense (perception of the position of the body in space) support the baby’s transition from lying to standing and moving in space in a vertical, upright, and stable position with both feet on the ground and both hands free to hold objects (Clauer, 2011). These processes include moving from a horizontal position that expresses, emotionally, dependence on another, to self-holding of the body under the influence of gravity.

In other words, the assumption is that in the face of gravitational forces and interpersonal life experiences, carrying body weight and mobility in space, intensity of muscle use or relaxation and supportive and stable experience alike are all related to previous emotional experiences with the other and accompany the physiological aspects of development. These psycho-physical processes from the beginning of life may be expressed in body possession in adulthood (Hackney, 2002; Clauer, 2011). Body psychotherapists and dance movement therapists invite the patient to deepen awareness of this psycho-physical experience through movement interventions that support balance and stability, and deepen awareness of sensation and organ placement in relation to the other and to space (de Tord and Bräuninger, 2015).

Reich (1933) was the first, even before Lowen, to argue for mind-body unity in Western psychotherapeutic treatment. Reich explored his patients’ body-holding (relationships between body parts, posture changes, and muscle contraction and relaxation actions) while raising emotional issues (Helfaer, 2011). However, while Reich wanted his patients to release muscle holding while lying on a couch during emotional therapy, Lowen favored the use of a vertical standing posture, arguing that for his patients to feel safe, they need to feel the contact of their feet with the ground (Miller, 2010).

The analytical working method that Lowen developed is called bioenergetic analysis and involves assessment and intervention in the emotional realm through experiences in the body and movement (Lowen, 2004). The assumption underlying this method is that important life experiences are preserved not only in the mind but also in body posture, movement and breathing, and that physical, mental and emotional processes are intertwined (Nickel et al., 2006). Unlike gymnastic exercises, bioenergetic analysis is directed towards a person’s emotional needs and their expression in the body (Nickel et al., 2006). Accordingly, improving grounding is a fundamental goal in this therapeutic approach (Miller, 2010).

A limited number of experiments have examined grounding’s contribution to emotional processes and included subsequent interventions to improve grounding – breathing exercises, sound output, awareness of body boundaries, and body experiences (Nickel et al., 2006), and experiences of exerting force in a foot to floor encounter (i.e., pushing movement) (Ko, 2017). The findings were that these interventions resulted in a greater reduction in depression among patients compared to a control group of patients who participated in only conventional psychological treatment (Röhricht et al., 2013; Pylvänäinen et al., 2015). A greater decrease in anxiety, depression, and an increase in the ability to regulate the intensity of anger in patients with somatoform disorders compared with patients who participated in physical exercise classes was also found (Nickel et al., 2006). In a qualitative study involving a patient of Korean descent who suffered from abuse, somatic symptoms, and depression, an increase in awareness of body weight, somatic sensations, and mental experiences was reported following physical intervention to strengthen grounding. In all of these studies, the use of grounding was done during emotional therapy and in accordance with the emotional content that emerged from the patients. As mentioned, along with the lack of empirical research, there are many clinical descriptions describing therapeutic work to improve grounding in diverse populations (for a comprehensive review of case descriptions, population and diagnosis, treatment, intervention elements, and consequences of treatment, see Table 1). The interventions include the use of force in the lower body, contraction and relaxation of the muscles, exercises to raise awareness of contact of the feet with the ground, and eye contact with the other while moving and encouraging spontaneous movement (Stromsted, 2007; Miller, 2010; Clauer, 2011; Koch and Harvey, 2012; de Tord and Bräuninger, 2015). In many examples, the therapist’s support for the patient’s psycho-physical grounded presence is based on group work that allows several people to join a common rhythm/movement as a way to raise the sense of unity and self-awareness of each participant (de Tord and Bräuninger, 2015; Karampoula and Panhofer, 2018; Havsteen-Franklin et al., 2019). In these cases, the therapist’s invitation to movement is the outcome of a psychophysical expression of previous experiences that shaped the holding and movement in the patient’s body with the goal of the movement interventions is to bring about a change in the patient’s sense of security, and self-awareness (e.g., a patient who experienced childhood abuse and felt unable to move freely in her lower body).


TABLE 1. Clinical Descriptions of Grounding Use.
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The Present Study

The use of grounding as a means to assess emotional strength and as an intervention method in emotional therapy has been accepted and common for decades. However, an experimental examination of the concept and its uniformity in theoretical and clinical use are lacking. There is no reliable and valid quantitative tool for observing grounding quality which is used for research and clinical diagnosis. The goal of the present study was to test the reliability and validity of an innovative empirical tool for grounding assessment – the Grounding Assessment Tool (GAT). We assume that the existence of this valid and reliable tool will help in clinical work and in establishing future empirical research to examine basic assumptions in the body therapy of the mind.



The Purposes of the Research


1. To test the reliability of an empirical observation tool for assessing grounding quality (GAT) – internal consistency reliability, interrater reliability and intrarater reliability.

2. To test the content validity of the tool using exploratory factor analysis.

3. To test the discriminant validity of the tool by comparing population groups from different fields of knowledge (physiotherapists, dance movement therapists, and artists).






MATERIALS AND METHODS


Design

This study is a cross-sectional design between subjects, for GAT reliability and discriminant validity testing.



Participants

Forty-four participants (30 women and 14 men) between the ages of 19 and 67 (M = 28.2, SD = 8.54) took part in this study. Participants were recruited using a convenience sampling method through campus advertising and university forums. Among the participants, there were 14 physiotherapy students, 13 dance movement therapy (DMT) students, 11 art students, and 6 who were classified in the “other” category. Inclusion criteria were no orthopedic or neurological impairments, no balance disorders, and no vestibular disorders such as vertigo. Table 2 shows participants’ demographic characteristics with respect to age, gender, and field of study. Of the 44 participants, one participant was removed from the data analysis due to a foot deformity that was not reported at the screening stage.


TABLE 2. Participants’ demographic characteristics (N = 43).
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Measures


Personal Details Questionnaire

Self-report questionnaire regarding socio-demographic status and medical history included information such as: age, sex, medications, background illnesses, and education.



Grounding Quality Assessment Scale – Grounding Assessment Tool

The tool was developed by Shuper Engelhard, a dance movement therapist, instructor and researcher, with twenty years of experience in the profession, based on the theory and use of the concept in practice. The tool includes 13 items divided into three categories: (a) gravity attitude (items 1–6: lightness of movement, strength of movement, passive holding of the body, lack of ground support, gradual weight transfer, and foot contact with the floor); (b) movement flow along the body’s vertical axis (items 7–8: movement flow along the body, and muscle tension); (c) interaction with the other and the environment (items 9–13: gap between facial and bodily expressions, ability to share emotion, shared rhythm, use of space, and eye contact). Each of the items is rated on a 4 likert-type scale ranging from 1 (very low level of grounding) to 5 (very high level of grounding) (see Table 3). The overall score of the tool is the item average, and the score range is between 1 and 5.


TABLE 3. Grounding Assessment Tool (GAT).
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Procedure

Participants who responded to the invitation to participate, and who met the inclusion criteria in the study, were recruited for a one-hour session. The appointment took place in a hall empty of objects at the institution where the researchers are employed. Three to four participants were invited to each session except for a single group of five participants. The size of the hall was 20 m2 (65 square feet). The size of the groups was determined according to the ability to capture high-quality video footage of the movement in all parts of the room.

The session included filling out a personal details questionnaire and moving around the room with a group in regular order. The duration of the movement was 10 min in the following sequence: (1) walking in the space (for 3 min). The instruction was initially to “walk normally in the space, as I always walk”; after a few moments, the participants were instructed to “look for new routes in the space,” then to “increase the pace of walking” and finally, to “slow down”; (2) spontaneous personal free movement in the space (for 3 min). First, an instruction was given to “look for movement that begins in the body” and “you can imagine inner music,” then to “let the movement move along the whole body” and finally, “move with this movement in the space and try to change position in the space”; (3) movement at different rhythms in a circle together with the rest of the group participants (for 4 min). First, an instruction was given, saying “we will walk in place in a circle and try to synchronize with the rhythm.” Then, routine rhythmic music without lyrics was played with the instruction to “synchronize with the music rhythm,” and finally, the instruction given was “each one will suggest a movement and the others will synchronize with that movement.” All participants received the same instructions for movement. The guidelines for movement are based on ways of examining the grounding as described in the literature review and include various options for viewing the quality of the movement (alone and together, standing and moving in space, with open/structured guidance). The entire movement sequence of the group was recorded on a video camera.

Two dance movement therapists, recognized as expert raters, with over 10 years of experience watched the videos once for each participant’s ranking and independently ranked the participants’ grounding quality according to the GAT. The raters have qualified as dance movement therapists at different institutions and do not work together. They both ranked all 44 participants for the interrater reliability. Rater A rated the same videos of 20 participants again, 30 days after giving the first scores. These 20 participants (45.45%) were randomly sampled by age, sex, and field of study to reflect the composition of the full study sample and constituted the sample for intrarater reliability.



Data Analysis

Participants’ demographic data were processed by descriptive statistics to present participants’ basic characteristics. Three measures of GAT reliability were measured: (a) internal consistency reliability; (b) interrater reliability; (c) intrarater reliability. Internal consistency reliability was analyzed using Cronbach’s alpha (α). The acceptable alpha value should be between 0.70 and 0.90 (de Vet et al., 2011). Alpha value lower than 0.70 indicates a low internal connection between the tool items, and an alpha value higher than 0.90 may imply redundancy of items. The correlation between each item and the total score (item-total correlation) should be above 0.30 to demonstrate that the item correlates to the feature that the tool measures. The contribution of each item to the total score was examined using Cronbach’s α value when each item was removed (Cronbach’s α if item deleted). Interrater reliability was analyzed using Kendall’s tau-b correlation coefficients. The GAT items are ranked according to an ordinal scale and therefore a non-parametric test was performed to assess the level of concordance between the raters’ ranking for each tool item. A correlation coefficient of −1.00 indicates complete lack of correspondence, while a value of 1.00 indicates complete correspondence (Abdi, 2007). In addition, the percentage of participants for which there was a percent concordance on the raters’ rankings for each item in the GAT was calculated. Intrater reliability was analyzed using a 2-way mixed effects model, an average-measure intraclass correlation coefficient (ICC). A correlation greater than 0.70 is recommended as a minimum coefficient for reliability (Terwee et al., 2007), and a value greater than 0.75 represents good reliability (Koo and Li, 2016). In addition, the percentage of participants for which there was a percent concordance on the rater’s rankings for each item in the GAT was calculated.

Content validity was tested by an exploratory factor analysis in order to identify the factors that consisted of related variables with a common basis. The analysis was performed on 13 GAT items using the varimax rotation, according to the criterion of an eigenvalue >1.

The discriminant validity of the tool was examined using a one-way ANOVA to check whether there was a difference in the GAT average score between the groups of participants according to field of study. Tukey’s post hoc tests were performed when the ANOVA indicated a significant effect.

The ceiling effect of the tool was measured by calculating the percentage of participants who received the maximum average score in GAT. Presence of a ceiling effect is defined when more than 15% of the participants received the maximum score. This indicates that a population with a high level of the trait measured in the tool is not evaluable, as items at the top of the scale are missing and therefore content validity is limited (Terwee et al., 2007). Data analysis was performed using SPSS 21 software (SPSS, Chicago, IL, United States). Significance was determined by p ≤ 0.05.



Ethics

The study was reviewed and approved by the ethics committee of the University of Haifa, Haifa, Israel, where it was conducted (Approval 2073).




RESULTS


Internal Consistency Reliability

Examining the degree of correlation between the 13 items of the GAT demonstrated good internal reliability (α = 0.850). In addition, a moderate correlation was found between each item and the total score (range from 0.262 to 0.692) (see Table 4). Items 3 and 6 were found to be less correlative with the total score (0.262 and 0.350, respectively), but as they did not significantly increase the alpha value (α = 0.852 and α = 0.853, respectively) it was decided not to remove them from the tool.


TABLE 4. Correlation between Grounding Assessment Tool (GAT) items and total scores, and Cronbach’s alpha value when item is deleted (N = 43).
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Interrater Reliability

A Kendall correlation was calculated to test the correlation between Rater A and Rather B ranking for each participant across 13 items and for each item across 44 participants (see Table 5). A strong and significant correlation was found between the raters’ rankings in the range from 0.789 to 0.973 (p < 0.01). It was also found that the percentage of participants for whom there was complete correspondence in the raters’ ranking across the 13 GAT items ranged from 75 to 100%.


TABLE 5. Kendall correlation and percent concordance between raters’ ranking for Grounding Assessment Tool (GAT) scores (n = 20).
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Intrarater Reliability

The ICC between rater A’s rankings for GAT items and the percentage of participants for whom there was complete correspondence in the rater’s rankings was calculated to test tool stability over time (see Table 6). As can be seen in the table, an excellent correlation was found between GAT item scores in the range from 0.967 (95% confidence interval [CI] [0.916, 0.987]) to 1.00. It was also found that the percentage of participants for whom there was complete correspondence in the rater’s rankings ranged from 85 to 100%.


TABLE 6. Intraclass correlation coefficient and percent concordance in rater A rankings for Grounding Assessment Tool (GAT) Scores (n = 20).
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Exploratory Factor Analysis

An exploratory factor analysis was performed on 13 GAT items and showed that the GAT consists of four factors which together explained 72.29% of the total variance. The load pattern and explained variance percentage of each factor are shown in Table 7. All items showed a loading of at least 0.49 on their main factor and a loading of at most 0.50 on the secondary factors. Based on the loadings and item content, the four factors can be described as fluid and rhythmic movement (eigenvalue = 4.87), emotional expression in movement (eigenvalue = 1.89), pattern of foot placement (eigenvalue = 1.53), and lack of stability and weightiness (eigenvalue = 1.11).


TABLE 7. Loadings of Grounding Assessment Tool (GAT) factors after varimax rotation and the explained variance percentage for each factor.

[image: Table 7]High Cronbach’s alpha values were found for the factors: fluid and rhythmic movement (α = 0.839), emotional expression in movement (α = 0.810), and pattern of foot placement (α = 0.804). The alpha value for the lack of stability and weightiness factor was moderate (α = 0.587). The correlation between item 12 (use of space) and the lack of stability and weightiness factor was found to be weaker than the other items, but since its removal did not significantly increase the alpha value (α = 0.489) it was decided not to remove it from the tool. Pearson correlations between the factors are shown in Table 8. Significant moderate correlations were found between the four factors, except for the correlation between the factors of emotional expression in movement and lack of stability and weightiness, which was found to be low and not significant.


TABLE 8. Descriptive statistics and correlations for Grounding Assessment Tool (GAT) factors.
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Discriminant Validity

A significant difference was noted in the GAT mean score between the four groups [F (3, 39) = 3.535, p < 0.05]. A Tukey’s test for post hoc analysis demonstrated the group of DMT students (M = 4.36, SD = 0.73) received a higher GAT mean score compared to group of physiotherapy students (M = 3.47, SD = 0.89) (p < 0.05). That is, the grounding quality of DMT students is higher than that of physiotherapy students. Similarly, the difference between the score of DMT students group and the score of art studies students group approached significance (p = 0.07).



Ceiling Effect

Nine percent of participants received a maximum GAT mean score, indicating that the GAT did not demonstrate a ceiling effect.




DISCUSSION

Over the years, extensive literature has addressed the concept of grounding and its clinical use. To date, however, no reliable and valid tool has been created for empirical assessment of grounding quality. To bridge this gap, the present study included the creation and validation of the GAT. The present research findings demonstrate that the tool has good internal consistency, high interrater reliability and intrarater reliability, and that the tool is valid. Four main factors of grounding were found. The level of grounding quality was demonstrated to be higher among DMT students than among students from the other fields of study. In addition, no ceiling effect was found for the tool. The discussion will amplify the contribution of the research results to understanding the body’s and movement’s contribution to emotional therapy and will clarify the importance of the GAT and its unique contribution to research needs and for clinical use.


Grounding Assessment Using Observation Tools

The creation of an observation tool requires an examination of its reliability in order to provide information about the amount of error inherent in each score, when the total measurement error determines the validity of the research scores (Kottner et al., 2011). In the present study, the correlation between the created tool items (internal consistency reliability) was found to be good (α = 0.850). This verifies that all items in the tool measure the same theoretical variable and there is no redundancy of items (de Vet et al., 2011).

In addition, a strong correlation was found between the various rater assessments of the participants (Kendall’s tau-b range from 0.789 to 0.973). This indicates that the difference between the participants’ scores is mainly due to the difference in their performance in the experiment, i.e., the differences are due to grounding quality and not to differences in the rater assessments. In addition, the stability of the GAT over time (ICC range from 0.967 to 1.00) indicates high tool intrarater reliability under repeated similar assessment conditions. Inconsistencies and variability in a rater’s assessment may result from intervening variables associated with the rater’s condition, such as fatigue, mood, and level of attention over time, but not from differences in a subjects’ performance (Moskal and Leydens, 2000). In the present study high interrater and intrarater reliability strengthens the effectiveness of the tool.

Grounding quality assessment during the intervention process by psychologists (Turkus and Kahler, 2006; Gendlin, 2012; van der Kolk, 2014; Sar et al., 2017), mind-body therapists (Reich, 1933; Lowen, 2004; Röhricht et al., 2013; Geuter, 2016), and dance movement therapists (Stromsted, 2007; Koch and Harvey, 2012; Ko, 2017) has been performed over the years without the use of valid and reliable observation tools. In light of this study’s findings, the GAT is proposed as a valid and reliable tool that will strengthen the reliability of a grounding assessment process, via a brief 10-min observation, without the need for a verbal interview or the use of physical measurement tools. In addition, the GAT has been demonstrated in this study to be a reliable tool that encompasses the various parameters included in the theoretical concept (body position in relation to gravity, movement flow manner along the body’s vertical axis, and the relationship in movement with the other and the environment) (Guest et al., 2019).



The Four Factors of Grounding

In order to further investigate the grounding components, an exploratory factor analysis of the tool was performed and indicated the GAT measure’s four main factors: fluid and rhythmic movement, emotional expression in movement, pattern of foot placement, and lack of stability and weightiness, expanding the theoretical understanding of the concept of grounding. The fluid and rhythmic movement factor refers to the degree of lightness and force mobilization used by the muscle during movement, the flow of movement along the body from the head to the feet, the ability to transition between increasing organ contraction and relaxation (without fixation on contraction or relaxation), and adjustment to a shared rhythm. This factor, as part of the GAT assessment, is consistent with the basic assumption of the grounding theory proposed and developed by Lowen (1958/1979), who argued that the quality of flow movement throughout the body, without areas of tension and contraction, indicates physical grounding. The rhythm factor examines the ability to join an external rhythm, which has been shown to contribute to the ability to be in present awareness of oneself and the environment at a given moment (Bräuninger, 2014a). One of the basic assumptions in DMT is that movement in common rhythm with the patient and joining their movement form produces a sense of group cohesion, security, personal empowerment, experience of belonging, communication and healing (Capello, 2009). Chace (Chaiklin, 1975), one of the founders of the field, frequently emphasized that even symbolic rhythmic actions bring emotional content to consciousness. The present study emphasizes that these qualities are an integral part of the grounding assessment.

The emotional expression in movement factor examines the diversity of emotional expression in movement in general and in relation to others, the coordination between the movement quality and facial expressions, and manner of eye contact during joint movement in a group. In the 19th century Darwin (1872/1965) observed that emotions are reflected in movement and facial expressions. Since then, extensive clinical literature has described the relationship between emotional expression and the patient’s sensory, physical, and emotional awareness in emotional therapy (de Tord et al.,2015; Stromsted, 2007; Clauer, 2011). As stated, the present study emphasizes the importance of this factor in grounding observation which aims to assess an emotional and physical experience, a regulated, conscious and stable presence, both physical and emotional.

The pattern of foot placement factor, which examines the manner in which the foot is spread on the floor, refers both to all parts of the foot being in contact with the floor and the gradualness with which the different parts of the foot come in contact with the floor while transferring weight from heel to toe when walking. This is in line with Lowen’s theory that a grounded person is a person with their feet on the ground and that the grounding level corresponds to the degree to which the foot fully touches the ground (Lowen and Lowen, 1977). In a previous study, it was found that the pattern in which the foot is positioned when walking is critical for maintaining physical stability (Bruijn and van Dieën, 2018). A normal walking model includes striking the heel on the ground followed by the toes, as the walking phase progresses lifting the heel off the ground precedes lifting the toes (Anwary et al., 2018). Also, assuming that stability is related to the gradual spreading of the foot on the ground, it was found that typical walking is characterized by the transfer of the center of body weight from the heel to the toes contributes to control of vertical posture (Gruben and Boehm, 2014). That is, studies that use physiological metrics reinforce the assumptions embodied in the concept of grounding and clarify the importance of scoring this factor.

It is interesting to note that in the present study, differences between participants in the pattern of foot placement were manifested only at the time of instruction to accelerate the participants’ natural walking pace or to slow down movement. An invitation to get out of the safe and familiar rhythm, confronts the movers with abilities at the pre-effort level. Pre-effort is a term coined by Kastenberg (Amigi et al., 1999), which describes movement qualities that appear when confronted with a new and unknown task. According to Kastenberg, the movement quality in pre-effort situations is based on internal orientation (fears/anxieties, insecurity in the face of a task), and is associated with high awareness of the self and the environment, as opposed to actions performed automatically (Koch, 2007; Roberts, 2016). The results of the present study validate this aspect in Kastenberg’s assessment profile.

The factor lack of stability and weightiness includes a reference to the degree of passivity in body holding, lack of ground support, and the manner of movement in space while taking into account the other’s location. This is in line with the assumption in the literature that grounded motion under the influence of gravity requires carrying the body’s weight and changing it while moving in space in order to maintain physical stability (Hackney, 2002; Clauer, 2011). The understanding that the assessment of lack of stability and weightiness is separate from the assessment of movement flow emphasizes the importance of addressing movement observation both to the strengths expressed in body use and to the lack of forces in the organization of the moving person in the face of gravity and the environment.



Discriminant Validity of the GAT

The current study involved 44 students from three disciplines: physiotherapy, DMT, and art studies. Examining the differences between the groups in the GAT score, a trend was found that indicates a higher level of grounding quality among DMT students as compared to the other groups. This may be related to the fact that DMT uses grounding interventions, reflective thinking, and training that increases physical and emotional awareness. Federman (2011) found that the kinesthetic abilities (conscious perception of movement, sensation and balance) of DMT students increased during their academic training compared to art therapy students.

It should be noted that the GAT has no ceiling effect. Therefore, the level of grounding quality can be measured using the tool even in a population with a high grounding level (Terwee et al., 2007), as demonstrated in the current study with the group of DMT students, and it can distinguish between participants within the same population and between it and other populations.




CONCLUSION AND PRACTICAL IMPLICATIONS

The present study proposes the GAT as a reliable and valid tool for assessing grounding quality among healthy subjects in a brief 10-min observation. The results of the study indicate that grounding assessment according to the tool, by therapists with at least 10 years of experience, yields a high correlation between the tool items, between different raters and for the same rater (intrarater). The study shows that grounding quality assessment includes four factors: fluid and rhythmic movement, emotion expressing in movement, pattern of foot placement, and lack of stability and weightiness. To score the quality for each factor, observing the movement while walking and dancing freely is required, when the person is attentive to their natural rhythm and when they are invited to accelerate or decelerate the rhythm according to external instructions, or when following external music, while interacting with other participants. The results of this study expand the theoretical understanding of the concept of grounding and contribute to understanding the benefits of body focus, dance and movement in psychotherapy, and to validating the field of body psychotherapy and DMT. Through further research that will make use of GAT before and after the intervention, the GAT may help diagnostic and assessment processes and to understand the effectiveness of basic clinical interventions in DMT and body psychotherapy. The GAT, which examines grounding quality, can serve as a springboard for future research in the fields of body therapy and DMT with diverse populations and emotional difficulties.



LIMITATIONS AND FURTHER STUDIES

From the findings of the present study, it can be seen that the level of grounding quality was greatly affected by the “fluid and rhythmic movement” factor. In addition, the strong relationship between the factors of “fluid and rhythmic movement” and the “lack of stability and weightiness” indicate that the greater the flow in movement, there are fewer manifestations of lack of weight. These findings are correct for a mostly young adult population. It is possible that in other populations another factor has a stronger influence, and different strong relationships will be found between the factors. Therefore, the number of factors in the tool has not been reduced and we offer further studies that will examine the factors’ ability to diagnose and their relationships.

Due to the nascency of the field and the complexity of the observations and their scoring, the present study was performed on a small sample. In further studies, a larger sample size will make it possible to examine whether the current results that conformed to the direction of the hypotheses but were not statistically significant will be found to have statistical significance. Additionally, the study population included a majority of young healthy subjects, most of whom were students living in a Western culture. Accordingly, it is recommended in future studies to assess grounding quality in diverse populations in terms of age, culture, and the existence of physiological and psychological pathologies. Various studies have found that the emotional expression ability of children and non-Western cultures is different from that of the older and Western population (Steinberg et al., 2006; Kim and Sherman, 2007). Examining the GAT in these populations can contribute to a further understanding of grounding and its emotional aspect.

In addition, the study was conducted in an enclosed space suitable for the movement of up to five participants, and the room size may have affected the participants’ performance in the experiment. The current room size may explain the finding of a weaker connection between the space use item and the lack of stability and weightiness factor than between the other items associated with this factor. Further research should examine the effects of space conditions on movement (such as larger spaces or open spaces) and on grounding quality.

In further research, the tool validation should be further examined by comparing the ranking of dance movement therapists in different countries. The tool reliability should also be examined in relation to self-report questionnaires and to physical measurement tools for examining body stability.
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Telling stories about our experiences in dance brings to light unconscious knowledge and memories of the past and helps us understand our own decisions and practices. Reflexivity and story telling is central in the process of remembering and embodies some of the key aspects of autoethnography as a research tool. We are directed to examine and reflect on our experiences, analyzing goals and intentions, making connections between happenings and recounting each single experience. Dance has the potential for positive impact on both physical and mental health among professional dancers as well as among dance students and has the power to connect them to culture and community in unique and important ways. Research has provided evidence that arts engagement provides positive forms of social inclusion, opportunities to share arts, culture, language, and values and points to the value of the arts in the prevention and amelioration of health problems. Together with those benefits of a dance experience there is clear evidence of what can be learned in, through and about dance. In this time of the Covid-19 pandemic it seemed more relevant and poignant to examine our own experiences in dance as well as those experiences of others that have influenced our lives.

Keywords: dance, education, embodiment, access, participation, self-care


INTRODUCTION

Kipling Brown: I am in my senior years and have had a rewarding and fulfilling career in dance, specifically dance education where I have worked with children and youth in studio and educational settings, and teacher training in college and University programs. It has been an interesting process to reconnect with those experiences, tedious at times and cathartic at others as I recounted and explored my various dance experiences. Many were so vivid and clear while others had faded and jumped out as I tracked a time when I danced or taught or choreographed. I wrote in my journal as I decided to retire from my University teaching position: Dance will always be present in my life even though I may not move as my inner dancer believes (June 10, 2013). I was astonished at the many activities I recalled and that so many had brought joy and a sense of accomplishment while others had produced stress and doubt in my abilities.

Penniston Gray: I am over 60 which shocks me as I type this as in my head I am about 35 but as I add up the things I have done in my life I am conscious of the contributions I have made to my profession and my community. I am a therapist in private practice and have been a therapist for over 30 years aside from a break to work for the Faculty of Social Work at the local University. For 20 years of that time I worked exclusively with women who experienced gender based violence. It is heavy work and while my practice is broader than it was when I worked exclusively with women who had experienced interpersonal violence and abuse I recognize it still takes a toll on my heart. I am thinking about how I might slow down a bit but so far have not been very successful, as I love my work. Dance has been a part of my self-care strategy in some way for most of those 30 years. I am still dancing and have been enjoying belly dance classes over the past 3 years and dance using YouTube videos in my home office.



OUR CONNECTION

We have been connected for 25 or so years. We first danced together on Monday afternoons in a class offered by the University conservatory program during the mid nineties. Penniston Gray wrote, I think I was the youngest person in that class and I was so encouraged by the other dancers, as I felt at home and safe to stretch myself in that environment. Dancing together in this way led naturally to me being one of the participants in Kipling Brown's Thursday contemporary class, this too was a safe space in which to explore moving. Both classes offered me respite from the stressors of the day and were an integral part of my self-care plan for at that time I was very busy and spent a great deal of my time and energy in my head and dance required that I inhabit my body. Kipling Brown was teaching in the Arts Education Program at the University of Regina at that time and wanted to take a class, which she was not leading. She wrote, I really wanted to dance and the class offered some structured sequences as well as some improvisation. I had such fun being a student and dancing with other like-minded individuals. I was reconnected to my passion for my own dancing, feeling good in my body and spirit. It was at this time that I wrote about the power of dance and also choreographed an autobiographical solo that expressed my identity and the intersectionality of my identities as a woman who dances, educates, researches and advocates.

This experience led to subsequent dance connections between the authors, one of which was co-facilitated workshops for women who desired resources and space to renew, create, express, heal, and connect to other women. Together with class participation the authors also choreographed and performed many pieces over the years, for example a composition for an International Women's Day celebration as well as a composition that was part of a conference presentation.



OUR PROCESS AND METHODOLOGY

This project stemmed from an interest in what dance has meant to us and how those interactions with others in dance have had a profound affect on our lives. To explore our experience in dance and to add our voices to the literature on dance and dance education we chose to use autoethnography, a method that would provide a means of analyzing evidence and systematic reflection and present a record and empower discovery. Autoethnography is seen as both process and product and has come to be accepted as an acceptable platform for the practice of research. Ellis et al. (2011) describe autoethnography as a combination of “characteristics of autobiography and ethnography” and that “writing autobiography, an author retroactively and selectively writes about past experiences.” The authors identify that through comparing and contrasting personal experience against existing research new perspectives or “epiphanies” may emerge (Ellis et al., 2011). Autoethnography facilitates a more personal point of view by emphasizing reflexivity and personal voice and as Russell posits such personal testimonials/stories “assumes a site of authenticity and veracity (Russell, 1999).” Autoethnographies would involve the retelling and reinterpretation of our personal histories and as such ethical issues of objectivity and legitimacy are of concern. Thus, the highly personalized process generated some anxiety as we reflected on how our experiences and ideas would be judged. However, we were encouraged by the strong wish of qualitative researchers to discover views of others and accept and value multiple viewpoints.

We began our stories by meeting to discuss our collaborations as students, teachers, and dancers. These dialogues were rich in memories and thoughts about our experiences and connections in and through dance. We referenced our dance involvements by referring to our various journals and writings and found searching our journals and writing for this paper both therapeutic and enlightening. Firstly, we decided to work on our individual timeline of dance involvements both individually and with one another. Secondly, we continued to meet and identify connections between happenings and recounts of those personal experiences, identifying values, themes, issues that came up from our reflective writing and memories. Thirdly, we investigated research and writings that supported the findings of our own experiences and those of other dance participants and scholars. And, finally we have narrated our findings, sometimes together and sometimes individually, in this paper.



TODAY

In the midst of our process and journey down memory lane the Covid-19 pandemic arrived and communities were forced into self–isolation. This seclusion provided much time to reminisce and reflect and to continue dancing alone and later virtually; however, the consequence of this time spent alone did not always have the desired outcome. We both found we missed the spontaneity in life and opportunities to meet family and friends and to attend dance classes. And then there was the change in where we could work and meet and the never-ending cancellation of classes, conferences, performances, and meetings. At first, the virtual substitute for these interactions could not replace the meaningful and fulfilling role of those activities in our lives.

The politicians and media talked about the new normal and we contemplated what that would mean to us. Dance companies, schools, and studios provided access to classes and performances, which, at first, compensated for those in person classes. Penniston Gray wrote, Interestingly enough in these strange times in the late winter and spring of 2020 I have found an adult ballet barre class on YouTube. While I am spending my time at home in the evening after a day of virtual counseling sessions I go back to my dance roots for the familiar and comforting structure of ballet barre, for it doesn't require a great deal of space during a time when we are at home social distancing. While I am dancing at home alone I realize my enjoyment of dance is not just about the dance itself, it is about my group of kindred spirits. I am missing dancing with other women as we are socially isolating. In my journal, I wrote, it is a powerful thing that transcends the technique, skills and music. It is about emotion and connection and history (December 13, 2019). In 1997 I wrote of the role of dance in my life and my concerns about how I would fill my time post Bachelor of Social Work (BSW), I'm so glad that I dance though—it is a definite source of pleasure—pure and simple, not driven by clocks or calendars, and a way of breaking down barriers (March 24, 1997). I look forward to dancing with my women again enjoying the steps, the movement but even more, the sisterhood.

For Kipling Brown it was the viewing of Anne Marie De Keersmaeker's choreography, Rain, with music by Steve Reich and made available by Sadler's Wells (2020) that prompted the following journal entry. I was captivated by the pure dance she is known for with the mathematical patterns, mesmerizing variations and geometric use of the stage. The performance lifted my spirits and made me realize that this was a new phase in experiencing and sharing dance with others (April 12, 2020). In a later journal entry, Dance has shown resilience in responding to the affects of the COVID-19 pandemic that is damaging many lives and livelihoods. I have been invigorated by the creativity and generosity of dance artists and companies as they have found ways to share their work virtually (April 2, 2020).

We considered that maybe there would be changes as a result of the fallout from COVID-19 in how we lived our lives and contemplated what changes there would be for dance. We are living in a time of uncertainty and would that redefine what dance is and its importance in our lives? Physical distancing is so unusual for dance artists and participants. The art form that usually depends on coming together has been moved to an online environment; however, not all performances or events have been able to move online. Would people return to dance in their studios or perform works on the traditional stage? Or would people prefer to enjoy dancing and viewing dance virtually? Would some of those benefits of dance that we talk about be lost? Maybe choreographers would take fewer risks on new and challenging work, and producers will provide light-hearted, commercially driven shows to help profits. In light of these questions it seemed even more pertinent to consider what dance means for us. We both recognize that we have been involved in dance for many reasons and that some experiences have provided therapeutic benefits for us and that dance can lead to social cohesion and inclusion for those vulnerable and excluded groups. We, like many others, came to dance in varying ways and found a way from those beginnings to make dance a forceful part of our lives. There are many reasons why people participate in arts activities including arts experiences as a child, parental role models, financial resources, socioeconomic status, degree of participation in leisure activities, and education in the arts.



THE ROLE OF DANCE IN PEOPLE'S LIVES

Kipling Brown: My passion for dance was always with me but my interest in dance education began during my final years at Grammar School. I was quite athletic, excelling in games and gymnastics and participating in many teams and competitions. Our young and forward thinking Physical Education teacher introduced my class to modern educational dance and gymnastics, firstly, I believe, wanting to introduce more modern approaches, and secondly believing that it would engage more students in physical activity. At this time she also arranged for a group of us to attend a workshop organized by the Manchester Dance Circle. We traveled by public transport to a secondary school on the outskirts of Sheffield and spent the afternoon in a dance session led by Lisa Ullmann. The session was transformative for me, a profound sense of expression and freedom in dance that I had never felt before. It was a time in Britain when dance as a means of education of the whole person was supported and taught in many training colleges and secondary schools. I was inspired by these revelations about what dance could be and applied and was accepted to attend a College of Education where the focus was on Laban's principles of movement. After teaching for a few years I wanted to go further with those studies and so I attended the Art of Movement Studio in Addlestone, Surrey. From 1966 to 1979 I worked in the British state education system where modern educational dance, then renamed creative dance, was integrated in the school curriculum for primary and secondary students. My teaching, choreography, and research in the University setting have continued to reflect Laban's educational and pedagogical practices as well as his principles in choreutics, effort analysis and notation (September, 2008).

Rudolf Laban offered a new rationale for the study of movement and dance for theater and education, stating that we need to go beyond the study of “each particular movement, the principle of moving must be understood and practiced” (Laban, 1948, p. 10) and that the experience can lead to an understanding of self in relation to others. The foundations of his work stems from Ausdruckstanz, a theater dance practice which he pioneered with Mary Wigman in the early twentieth century. The dance form challenged the industrialization and urbanization of modern life. Many dance artists became involved in the practices and principles of Ausdruckstanz to consider the education of all in dance as well as the professional dancer's education (Preston-Dunlop, 1998, p. 165). From those early developments and the subsequent work of many of his followers Laban's influence can be found in many related areas where movement is integral, such as drama education, movement and dance therapy, non-verbal communication, choreology, and cultural studies.

In his seminal writing, Modern Education Dance, Laban (1948, p. 11) expressed that his approach to the study of dance and movement was appropriate to dance education because of “the beneficial effect of the creative activity of dancing upon the personality of the pupil.” His creative and educational approaches were fundamentally the practice of critical pedagogy as discussed by Heiland (2016) “that what we now call ‘reflexivity' a tenet of critical pedagogy, which Laban described as a ‘thought round,' in which dance is understood and experienced through the body, mind, and spirit.” To summarize the influential work of leaders in the field (Freire, 1972; Giroux, 1994; Apple and Au, 2009), the objectives of critical pedagogy are to make education more culturally relevant, inclusive, and accessible to students and through reflexivity and the discussion of teaching and learning students are empowered to address issues that are of interest and relevance to their lives. In dance education this process of reflexivity has been encouraged; for instance, Stinson identified a process for pre-school children as “interaction” defined as “a series of connected and related responses between the children and the teacher (Stinson, 1988, p. 72).” Burridge and Svendler Nielsen (2018) state that creative and empowering pedagogies are important while responding to diversity of needs, the specific role of dance in varying contexts and cultural differences.

Laban's belief that dance should be made available to everyone was reflected in many school curricula and organizations particularly where child-centered education was valued (Thornton, 1971). Many viewed that understanding oneself and one's relationship with others in the world was the most important purpose of dance. A significant contribution to this debate came from the Dance and the Child Conference, held in 1978 in Edmonton, Alberta. At that conference Hill's important message in her keynote presentation was that creative dance experienced by the child as a performer, creator, and spectator would help to develop aesthetic perception, to learn a language to express ideas and imagery and to critically examine dance (Hill, 1978, p. 64). The impact of this conference shaped the organization, Dance, and the Child International (daCi) where Laban's foundational principles are reflected in the presentations of dance educators, scholars and young dancers.

Nevertheless, beginning in the 1970s these goals were disrupted by a shift of emphasis on dance, particularly in high schools and college/University programs, to a focus on dance as a body of knowledge to be learned rather than as a means to individual growth. Despite this change many educational and professional dance contexts continued to recognize the benefits of engagement in dance for the learner and the development of self. Bond and Stinson (2001, p. 4) investigated the role of dance in young people's lives and what it means to them. They found that the children talked about the importance of dance and identified “states of being that are in some way significantly different from the everyday.” Conner et al. (2020, p. 3), found that “culturally oriented dance has strong ties to health benefits and stress reduction for participants of varying ages and backgrounds.” Supporting such health benefits Snow (2019) identifies that strategies in managing emotions and coping with stress are developed. Additionally the benefits to learning are identified by Thomas et al. (2015) who indicate that perseverance, attention, motivation and self-confidence in the arts transfer to other subjects and people's lives. Website: SI News1 supports this transfer of skills describing that higher grades in mathematics and reading are achieved through arts activity. McClanahan and Hartmann (2018) describe that leadership, artistic and teamwork skills are developed and Kiseda and Bowen (2019) affirm that there are less disciplinary infractions. Davis (2017) in advocating for arts education emphasizes the need for institutions and governments to pay attention to the importance of creativity and the way it promotes problem solving, inventiveness, social innovation and entrepreneurship, as well as communication and expression. Finally a study conducted by Kipling Brown et al. (2015) participants summarized the above-mentioned values of a dance education. The participants responded to questions about their experiences, describing how dance was their way of living in the world and that it was good not only for their physical but social and emotional well-being. Many believed it was important to the development of a cultural sense as well as an aesthetic sense. In conclusion, it is imperative that we offer all students a dance education that not only fosters an understanding of dance and its many manifestations but also offers a means to live an active and meaningful life.

Penniston Gray: I had always wanted to dance as a child but I either didn't communicate that well enough to my parents or they didn't have resources to send me to dance. I was not an athletic child and by my recollection I was quite uncoordinated, I played softball and would pray that the ball didn't come my way as I feared being hit by the ball. I dreamed of being a ballerina and graceful but I was very conscious that I had a weight problem and felt uncomfortable in my body. I do remember enjoying the dance part of gym class and vividly remember learning the Virginia Reel and the Bunny Hop, neither of which I have ever danced again. I think I was about 10 when we learned the Virginia Reel and it was so strange to have to dance with even more uncomfortable sweaty handed boys. My thoughts at this stage in life are that if more dance had been offered in school that would have allowed me to quench and build on my desires to dance. Reflecting on this in light of the above discussion of the many ways that dance and creativity foster growth and self development makes me feel sadder that that little girl didn't have that as her creative language then.



HOW DO PEOPLE ACCESS DANCE?

Many people's experiences in dance, particularly for girls, begin in infancy and continue until teen years and concentrate on training girls in deportment and behavior. It was accessible to those who could afford to pay for lessons and as Clegg et al. (2019) outline “Dance, especially ballet, is traditionally considered a female activity, with a widespread perception that it can affect a child's expressed femininity.” For those who were able to pursue a professional career there were clear expectations regarding the ideal ballerina figure, thus maintaining a specific cultural focus where access is limited. Dance for boys is experienced differently. They continue to be a minority in dance programs as well as in the professional dance world. However, there are exceptions and we see many examples of those who began dancing later in life and continue to dance for recreational purposes or enter professional programs and finally companies or a related dance field. Rodney Diverlus, a prominent and successful dancer, activist, and choreographer today, did not have easy access to dance. He states:

Growing up in a working class immigrant family, I did not have the privilege of attending the ballet, could not afford theater or dance camp, was not able to participate in after-school arts programs, and was not able to afford the drop-in community classes (Diverlus, 2013).

Kipling Brown had her first experience with dance in Primary School. In her journal she wrote of fond memories and that “getting it right” was very important and classmates relying on her to remember the steps and patterns was rewarding. We would walk in twos from our classroom to the hall situated in a beautiful sandstone building across the road from the school. It was the only place with a hall where we could spread out and perform the country-dances that our classroom teacher taught. I remember London Bridge is Falling Down, a round dance game for any number of dancers, going under the arches and taking turns. My best memory is of the longways sets, such as The Black Nag and Brighton Camp. The steps were simple, walking, running, galloping, and skipping, and I loved the intricate patterns of the characteristic formations for partners and groups.

I was 11 years old when I participated in dance at a studio in India, attending classes in ballet, tap and acrobatics with great enthusiasm. At the same time the school provided classes in Manipuri dance with a young professional dancer. I have written and talked about these experiences many times, how they impacted me and changed my ideas and feelings about dance. In particular, I have told the story about my ballet classes. I was becoming very bored with ballet. It did not seem to be dancing at all but a series of exercises that said very little to me about dance and expression. I wanted to discontinue and maybe just take tap and acrobatics, but that was not possible. I had made a commitment and so I continued. Then our ballet teacher left and a new one took her place. This new teacher was older, maybe 50, was tall and elegant and smelled of perfume and cigarettes. She began the class as usual, barre and then center work and some fun traveling. Then she asked if we knew the story of the Dying Swan (which we did). She reviewed it with us and played the music and asked us how we would dance. She asked us to dance our own version. I was in heaven, transported in my story of the dying swan. I loved ballet. I was inspired and believe I understood implicitly why the class was organized in the way it was. I waited every class for that time to improvise (July, 1999). At the same time I enjoyed my Manipuri dance classes. They were joyous and energetic dances and reminded me of the circle dances I had enjoyed in Primary School in the UK. The mudras and facial expressions were enchanting and challenging. A highlight was when we were asked to perform at a Gala event. We had beautiful Manipuri costumes and had our hands and eyes painted. At this time dance was a refuge and comfort for me (July 20, 1999).

Penniston Gray: I came to dance in my thirties and having that maturity allowed me to see dance as something I did for myself, something that was fun and not competitive. I would have loved to dance as a child, in fact I yearned to but that didn't happen. In retrospect that was probably a good thing as my joy in dancing might have been squashed by exams, competitions and costumes that made me uncomfortable. In my thirties, I had a great sense of self and I guess I instinctively knew what would work on my body and what would not. The same lack of coordination identified in my childhood also affected my dance abilities but I was able to take them in stride.

I started with an adult jazz class at the dance school that my then husband worked at as an accompanist for ballet classes. I had no idea where to start taking classes and this was a known entity. When that class finished in the spring I found an adult ballet class, tried that, and loved it. I found another adult ballet class at a different school and continued taking ballet for several years and eventually as my confidence in my abilities (and body) grew I felt I needed more. I needed something that was less steeped in tradition, less rigid, and tried a couple of different contemporary dance classes and loved them. I loved the setting that had more room for creativity and individuality.

We, like many others, came to dance in varying ways and found a way from those beginnings to make dance a forceful part of our lives. Various studies and reports identify why people participate in the arts; for instance, the report, Demographic Patterns in Canadians' Arts Participation in 2016, stated “nearly nine in 10 Canadians attended an arts activity in 2016.” A wide range of demographic factors on participation rates, such as education, family income, language, sex, and age were taken into account to reveal that “[o]ne-half of Canadians 15 or older (50%) made or performed art in some way in 2016, 9% in dance.” Involvement included “art galleries (39%), arts performances or festivals (68%), and movie theaters (71%)” (Hills Strategies Research, 2019, p. 38). Further detailed information about dance across Canada is outlined in Dancing Across the Land: A Report of the Dance Mapping Inventory (2016) funded by Canada Council for the Arts and Ontario Arts Council. This report endeavors to capture all dance genres in all contexts, including professional, recreational and educational settings. The report is extensive and, while it may not at present reveal all that is happening in dance, it does provide information of a high level of participation in dance in Canada at the avocational and professional levels (Canada Council of the Arts, 2016).

Kipling Brown: During my studies and teaching career I have had opportunities to develop my skills, perform, and create and, most of all to mature as a teacher. My philosophy as a dance educator changed and grew to reflect that dance can have particular and different meanings in people's lives and that exploring and creating in dance can have significant impact on thoughts and feelings. My pedagogy reflected the importance of inclusion and diversity and finding ways to provide valuable dance activities for all, young and old. As well as providing structured segments in technique and improvisation together with opportunities to create and perform I implemented bodily writings and reflections. Bodily writings suggested by Foster (1995, p. 3) became an integral part of my practice, encouraging participants to talk about and write about those bodily experiences that effectively “traces the physical fact of movement and also an array of references to conceptual entities and events.” Like Cooper (2011, p. 53) I am particularly interested in how the creative and compositional process in dance making and writing are complementary and that implementing practices of internal reflection on one's own and other's movement and body, drawings, journal writing and discussion lead to an embodied knowing and learning.

At various times I have been asked and encouraged to create experiences for women. One such experience came about from a dance program for children in which each month I would invite the parents in to watch and dance with their children. I could see that many parents were eager to dance and enjoyed moving with their children and when a group of mothers approached me and asked if there could be classes for them I agreed. I initiated my first adult class in 1977 and since that time I have continued to offer a class wherever I have been teaching. It is in one of those classes for women that Penniston Gray and I had chance to work together.

The women's dance classes also inspired me to initiate a series of research studies and formal and informal conversations with women to explore what dance might mean to women who yearn to return to dance or take dance for the first time in their adult lives. Each group of women comprising of women aged 20–60, with varying dance experience, participated in a series of classes designed to explore dance and then reflect on those experiences in conversation and writing. Many compared these classes to previous dance classes commenting on “rigid structure and repetitive nature of previous dance classes”. They wrote about the “passion” and “spirituality” of the dance experiences, that they felt “an increasing sense of freedom” and that it became “exhilarating.” Many expressed discomfort they had trying to connect with the body and rid themselves of the need “to look and feel and act a certain way.” They found that dance helped them to come to terms with problems with body image and the fear of exposing themselves through movement. Many described the friendships made, that they felt a sense of community and were liberated by the joy of moving. These experiences led to more classes and many friendships. For me it was a sense of accomplishment, writing in my journal it felt good to have opened doors into dance for these friends and I am also clearer about the structure and flexibility of the dance class and that to spend more time on dance making is rewarding (April 4, 2006).

Penniston Gray: During my 30's I was busy, I worked full time, was a single parent and was a student working on an undergraduate degree and then a graduate degree all the while balancing those roles. Dance for me was an opportunity to live in my body given that both my career and academics required that I spent the majority of my time in an intellectual place. I recall a time in dance class where I felt as though I was moving from my head into my body, landing in my body with a “thud.” I also remember during the time when I took time off work to write my thesis that it was occasionally challenging for me to make that shift from intellect to body and there would be times that it took too long for my liking to be present in my body and move. These dance classes were a necessary part of my self-care practice, they were something that I did for myself and they required I move my body.

I shared my thoughts regarding the power of dance with clients, some of whom joined dance themselves. I shared also with one of my professors in the Faculty of Social Work in my choice of the topic for directed-studies. The power of dance in my life was most evident in my process journal that documented my experiences in dance class, other movement classes and workshops co-facilitated by the co-author of this article and myself.

Those workshops were an opportunity for me to test my ideas about the healing powers of dance and creativity especially for women and especially for women whose bodies had been violated and betrayed in some way. These workshops, comprising of movement, writing and visual art activities, were offered on Sunday mornings free of charge to ensure accessibility for those who might not have the resources to pay for such experiences. The workshops were also opportunities for me to do my own work around my body. In my journal after one of these Sundays I wrote about the work we had been doing on transitions between levels, “there is a similar feeling at the highest and lowest levels—these places feel much more stable both physically and emotionally, but the transitional phase between them feels less balanced (both physically and emotionally). You're not where you've come from, not yet where you're going—in a place that is unfamiliar, uncomfortable, and one you sense won't be in long enough to get comfortable in. To a degree this parallels the healing process, moving through all sorts of things with some sense of where you want to be, the old places/ways aren't comfortable anymore but those new places you're working through certainly aren't comfortable so you just have to keep going (March 23, 1997).”

The women's dance class where I spent most of my time offered a setting that was not competitive, one that fostered camaraderie and fun and created connection between us all. These women formed my participant pool for my research for Masters in Social Work (MSW) and the act of interviewing them, transcribing those interviews and using their words as the data for my MSW research allowed me to get to know them at a deeper level beyond dancing together. When I interviewed these women one of the questions I explored with them was relating to their identity as a dancer. Most women did call themselves dancers but the most important aspect of this dance class for them was the idea that we were a community and the connection they shared with one another. I will forever be grateful to them for assisting me in achieving my goal (Penniston, 2002).

When we were dancing together, several of us were mums of teenagers and now some of us are grandmothers. We have maintained a friendship for over 25 years with dance as the thread that brought us together.

Connection is also evident in the dance class I am doing now; I am doing Belly Dance with several other women in the teacher's basement. In this class too, there is a range of ages from the teacher's daughter to her mother-in-law. We took a hiatus between Christmas and March and it was so good to get back together as this group too, is not just about dance, it is about a group of people who care about one another. I missed the women as much as the dance.

As a participant, I have been thinking about the similarities between both classes. Both groups of dancers have the commonality that dance brought us together, we love to dance, it calls to us. Both groups have leaders who share power, are encouraging and create a safe space to explore movement and our bodies. While neither instructor is a dance/movement therapist, Loman (2005, p. 68) states that one of the primary goals of Dance Movement Therapy (DMT) is “removing the obstacles people have in expressing themselves, relating to others or accepting their bodies or selves.” As a participant I would have to attest that this has very much been part of the process for me in both groups of women. Therapy is not the intent of either group but I know that in the act of moving I have been moved in an emotional sense. Loman (2005, p. 87) says that DMT “imparts a sense of connectedness and joy” and this is evident in both groups of women as well. Laughter rings out in both groups and there is a sense at least from my perspective that “I have found my people.” In my journal, I noted, Dance is a powerful tool and it is especially powerful as a shared experience with a group of kindred spirits (1997). Fast-forward two decades later I wrote in my journal, I think there is something so powerful about women dancing together. Lorran reminded me that in Belly Dance it is always women dancing with women, they don't dance with men. It's the same type of thing that happened when we women danced together in Kipling Brown's class (December 10, 2019). It is so interesting that my view hasn't changed with the passage of time or with a new group of women.

Self-care is considered by writers Monk (2011) and Blackmon and Hardy (2020) to be an aspect of a Social Worker's professional ethical practice as being impaired by the impact of hearing our clients' stories impacts our ability to be effective helpers. There are many ways to practice self-care and as a therapist I will assist clients in planning their self-care strategies but for me, during the time of COVID, setting and maintaining boundaries is probably most important. Along the way (in a source lost to the passage of time) I heard self-care referred to as being a way to hold space for one's self. That description of it resonates with me for if I don't take care of myself as a helper I am of no use to anyone, least of all to myself. I think a self-care practice is as unique as the individual but it would make sense that effective self-care would address the mental, physical, spiritual, and emotional aspects of the self and dance ticks all the boxes for me. As someone who has challenges with coordination I have to really think about the movement, sort it out in my head before my body can “get it.” The practice of dance is spiritual to me as it moves my emotions and offers space for expression of my spirit and I addressed this in my journal so long ago, Dance provides a safe place in which to express emotion. It can be contained in the movement, released with so much more intensity than one can do in ordinary life. I love this aspect of dance; it has been healing for me (January 27, 1997). A week later I write that dance offers a sense of integration between my body and my head that allows input from my soul (January 3, 1997). My own experience is echoed by Duberg et al. (2016). In their research with adolescent girls with “internalizing problems,” they found that “giving voice to different mental states increases the physical connection with emotions and helps with dealing with the challenges in daily life by identifying, recognizing and affirming different kinds of emotions (Duberg et al., 2016, p. 14).”



FINAL THOUGHTS

Our personal stories have revealed for us the power of dance to heal and nurture our minds, our bodies and our spirits, to provide a space to be creative and express ideas and feelings, and to assist in learning about the world and others. Through our own experiences and the experiences of others we have come to realize the importance of making dance accessible and providing opportunities for all to participate in dance as performers, spectators, and creators. We believe the selected writings of dance scholars, research studies and statistics have supported our journey, identifying the significance of dance in professional, educational and recreational contexts. Our writings came at a time of crisis as the COVID-19 pandemic affected the creative productivity and opportunities of many dance teachers, artists and arts organizations.

Penniston Gray: As the restrictions and concerns about working with individuals in person continue (as I write this I am in week 6 or so of working virtually from home) I have noticed that good intentions I had early on have gone by the wayside, I am not going for walks or doing YouTube barre classes and I feel tired and drained carrying the weight not only of these times but the weight of what I hear from my clients and the weight of the grief my friends are dealing with. I know creative activities such as journaling and playing around with music and movement helps me do the work I do. Self compassion, as identified by Neff (2003), means I am gentle with myself, acknowledging these are strange times and navigating this world means we don't always get it right but we can try to do better. Articles by Baron Cadloff (2020) and Schwartz and Pines (2020) refer to the impact of the “allostatic load” related to the COVID crisis and the ever present stress as we manage in isolation and having very usual things such as grocery shopping become strange with shortages of cleaning products, toilet paper and yeast, one way aisles, and plexiglass shields. Friends experiencing grief cannot be hugged; we maintain a safe distance of 6 feet maybe also wearing masks. These daily activities feel surreal. Making time for activities that are normal and grounding can offer rhythm to the days that don't have the usual rhythm and pace.

This time of COVID with its uncertainty and the necessity of staying apart in order to pull together has brought out the worst in people in the form of hoarding and profiteering but that is dwarfed by a focus on the best in people. I am aware that people are taking care of one another by dropping off meals to family and essential workers, putting hearts and words of encouragement in windows, making noise at prearranged times to thank essential workers and dancing in the streets at an particular time of day. This resilience comes from what we social workers call a “strengths based approach” in that focusing on the strengths and the positive is much more beneficial than focusing on the negative. A client of mine says she is focusing on spending time with her kids that she typically doesn't get, as they aren't at school or at their activities. She described to me that she now realizes that she was exhausted from the busy life she has and this has been a time of rest for her. I have maintained connection with friends and family albeit virtually but a side effect of this time is that one of my friends groups will have a group member attend gatherings virtually, we wouldn't have thought of that before. People have shown ingenuity by using social media to offer creative displays of dance alone or with the magic of technology. A search for the words “dancing during social distancing” on YouTube video on May 5, 2020 yielded over 30 videos. It seems that other people have been using dancing together apart as a means of connecting and supporting. Humans strive toward health and wholeness and are creative and resilient, these strange times have demonstrated that there are threads that weave us together and dance is one of them.

Kipling Brown: Delving into those past memories and writings has provided some solace in this time of crisis. It has been cathartic to reflect upon the many interactions with dancers, artists, and educators I have had through dance. I see this relationship of dancing, teaching and creating as a dialectical process, a place of discourse to clarify the relationship of dance in my life. My life is dance, dance my life. Dance my self-expression, my self expressed in and through dance. My body as dancing, dancing my body. Dance as my cultural expression, my cultural life expressed in dance. Dance as pedagogy, pedagogy as dance (October 19, 1994). Our history and the power of movement are rooted in our bodies. We can come to know others and ourselves through those expressions and, even though in this time of uncertainty we are challenged about the role of dance we know that we will continue to communicate through dance. I am reminded that everyone finds his or her own way in dance, that no one way is the right or only way. In this time of crisis the dance community is persistent and I am excited by how people have engaged in dance and with others, how professional dancers, schools, and companies are generously sharing their teaching and resources and how many have found dance to be a new place to connect with family, friends, and strangers.
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FOOTNOTES

1Website: SI News—“Can an Arts Education in School Improve Academic Performance?” March 2019 by Study International Research URL: https://www.studyinternational.com/news/can-an-arts-education-in-school-improve-academic-performance/ (Accessed March 22, 2020).
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Background: People with a personality disorder (PD) suffer from enduring inflexible patterns in cognitions and emotions, leading to significant subjective distress, affecting both self and interpersonal functioning. In clinical practice, Dance Movement Therapy (DMT) is provided to clients with a PD, and although research continuously confirms the value of DMT for many populations, to date, there is very limited information available on DMT and PD. For this study, a systematic literature review on DMT and PD was conducted to identify the content of the described DMT interventions and the main treatment themes to focus upon in DMT for PD.

Methods: A systematic search was conducted across the following databases: EMBASE, MEDLINE, PubMed, WEB OF SCIENCE, PsycINFO/OVID, and SCOPUS following the PRISMA guidelines. The Critical Appraisal Skills Programme for qualitative studies was used to rank the quality of the articles. The Oxford Center for Evidence-based Medicine standards were applied to determine the hierarchical level of best evidence. Quantitative content analysis was used to identify the intervention components: intended therapeutic goals, therapeutic activities leading to these goals, and suggested therapeutic effects following from these activities. A thematic synthesis approach was applied to analyze and formulate overarching themes.

Results: Among 421 extracted articles, four expert opinions met the inclusion criteria. Six overarching themes were found for DMT interventions for PD: self-regulation, interpersonal relationships, integration of self, processing experiences, cognition, and expression and symbolization in movement/dance. No systematic descriptions of DMT interventions for PD were identified. A full series of intervention components could be synthesized for the themes of self-regulation, interpersonal relationships, and cognition. The use of body-oriented approaches and cognitive strategies was in favor of dance-informed approaches.

Conclusions: Dance movement therapists working with PD clients focus in their interventions on body-related experiences, non-verbal interpersonal relationships, and to a lesser extent, cognitive functioning. A methodological line for all intervention components was synthesized for the themes of self-regulation, interpersonal relationships, and cognition, of importance for developing systematic intervention descriptions. Future research could focus on practitioners' expertise in applying DMT interventions for PD to develop systematic intervention descriptions and explore the suitability of the identified themes for clinical application. Clients' experiences could offer essential insights on how DMT interventions could address PD pathology and specific PD categories.

Keywords: dance therapy, dance movement therapy, arts therapies, creative arts therapies, personality disorder


INTRODUCTION


Personality Disorder

People with a PD suffer from enduring inflexible patterns in cognitions and emotions, which leads to significant subjective distress affecting the self, specifically concerning identity, self-direction, and interpersonal functioning such as empathy and intimacy (American Psychiatric Association, 2013). International studies indicate that between 4.4 and 13.5% of the general adult population has at least one PD (Paris, 2010; Samuels, 2011; Quirk et al., 2016; Evans et al., 2017). Individuals with a PD are more likely to experience adverse life events, relationship difficulties, and unemployment (Tyrer et al., 2015). PDs are also associated with a severe impairment in the quality of life (Soeteman, 2008). A PD reduces life expectancy partly due to the increased risk of suicidal behaviors (Fok et al., 2012) and, one-tenth of clients with a borderline PD commit suicide (Björkenstam et al., 2016).

A PD is associated with physical health problems such as cardiovascular disease, type 2 diabetes, atherosclerosis, and hypertension, which are often under-assessed (Sanatinia et al., 2015; Tyrer et al., 2015; Evans et al., 2017). Certain personality traits are diagnosed as a PD if they are inflexible, maladaptive, persisting, and cause significant functional impairment. According to the Diagnostic and Statistical Manual of Mental Disorders (5th ed.; DSM−5; American Psychiatric Association, 2013), there are ten specific categorical types of PD divided into three clusters; Cluster A: paranoid, schizoid, schizotypal; Cluster B: antisocial, borderline, histrionic, narcissistic; Cluster C: avoidant, dependent and obsessive-compulsive. Other types are “personality change due to another medical condition” and “not otherwise specified” PD (PDNOS). The most frequent PD diagnosis is PDNOS, assigned if the general diagnostic criteria for a PD are met, but not the full criteria for any single PD (Verheul et al., 2007; Sharp and Tackett, 2014).

General criteria concern impairments in cognition, affect interpersonal relationships, and impulsivity without specifying details of impairment, while all types of PDs have an onset in adolescence or early adulthood and are stable and pervasive over time (DSM-5, American Psychiatric Association, 2013). PDs occur more often in certain populations; for instance, 60% of psychiatric clients have one or more PDs, which equals percentages found among forensic populations (Eurelings-Bontekoe et al., 2017; Evans et al., 2017). Several studies indicate that in more than 80% of the clients diagnosed with a PD, there is a co-occurrence with at least one other mental disorder, for example, a psychotic disorder, anxiety disorder, substance use disorder, eating disorder, or somatic system disorder (Cassin and von Ranson, 2005; Garcia-Campayo et al., 2007; Eurelings-Bontekoe et al., 2017). Treatment for clients consists of a range of options from cognitive behavioral therapy and psychodynamic psychotherapy to pharmacotherapy in different settings, offered over variable lengths of time (Eurelings-Bontekoe et al., 2017). DMT, one of the modalities within the Arts Therapies, is considered an established treatment in multidisciplinary mental health care for clients with a PD (Karkou and Sanderson, 2006; Dutch Mental Health Standards/Arts Therapies, GGZ Standaarden/Vaktherapeutische beroepen, 2017).



Dance Movement Therapy and Personality Disorder

DMT is defined as the psychotherapeutic use of movement to promote emotional, social, spiritual, cognitive, and physical integration of the individual for the purpose of improving health and well-being (American Dance Therapy Association, 2018; European Association for Dance Movement Therapy, 2018). In addition, Payne et al. (2016) outline that in DMT, the emphasis is on improvised, imaginative, creative, aesthetic, and interpersonal engagement in movement. Clients with a PD are regularly referred to Arts Therapies however, the specific working mechanisms of the different arts modalities that support clients with a PD are still widely unexplored (Havsteen-Franklin et al., 2019). This becomes apparent from two recent meta-analyses that included controlled intervention studies and primary studies on DMT for a wide range of clinical populations and psychological variables (Koch et al., 2014, 2019a), with no studies specifically on DMT and PD.

A narrative literature review commissioned by the Dutch Federation of Arts Therapies (Federatie voor Vaktherapeutische Beroepen, 2017) concluded that DMT could reduce symptoms related to depression, anxiety, and stress in clients with a PD (Bräuninger, 2012; Mala et al., 2012; Koch et al., 2014). DMT could also help build a therapeutic alliance and play a role in emotion regulation and experiencing new interactions for these clients (Kil, 2010; Manford, 2014; Punkanen et al., 2014). Body awareness therapy for clients with a PD, focusing on stress management and interpersonal stress, was more effective compared to treatment as usual methods, resulting in improved body awareness and attitude toward the body as well as better self-efficacy, sleep, and physical coping resources (Gyllensten et al., 2003; Leirvåg et al., 2010). However, this narrative literature review did not deliver specific information on the applied DMT activities and the relation with the intended objectives and outcomes. The Federatie voor Vaktherapeutische Beroepen (2017) recommended conducting a systematic literature review on applied DMT interventions for clients with a PD. Consequently, the aim of this study was to conduct a systematic literature review on DMT and PD for identifying treatment themes in DMT for PD and the described DMT interventions and its components as (a) the intended therapeutic goals, (b) the therapeutic activities leading to these goals, and (c) the suggested therapeutic effects following from the activities.




METHODS

A systematic search was conducted across diverse databases following the Preferred Reporting Items for Systematic reviews and Meta-Analyses, The PRISMA Statement (Moher et al., 2009). A thematic synthesis approach was used (Thomas and Harden, 2008) to examine the content of DMT interventions for clients with a PD in detail within the retrieved articles.


Search Strategy

The following four online databases were searched: EMBASE (MEDLINE, PubMed), WEB OF SCIENCE, PsycINFO/OVID, and SCOPUS from the inception of the databases to June 29, 2020. Reference lists of included papers were also screened to extract relevant articles. The following keywords were inserted to screen titles and abstracts: “personality disorder” AND “dance therapy” OR “dance movement therapy” OR “dance” OR “movement” OR “arts therapy” OR “arts therapies” OR “creative arts therapy.”



Data Extraction and Eligibility Criteria

All retrieved articles were imported into RefWorks citation manager (ProQuest, 2.1.0.1), and duplicates were removed. Based on the titles and abstracts, two reviewers (1, 4) selected the articles for full-text appraisal. These reviewers independently selected articles for final inclusion based on the in- and exclusion criteria listed in Table 1. The inter-rater reliability on the decision-making on the in- and exclusion of articles was derived through Kappa statistics and was defined as: observed agreement - expected agreement/(1-expected agreement) (Orwin, 1994). When two measurements agree only at the chance level, the value of kappa is zero. When the two measurements agree perfectly, the value of kappa is 1.0. Kappa coefficients between 0.40 and 0.59 represent fair agreement, values between 0.60 and 0.74 good agreement, and values > 0.75 represent excellent agreement (Higgins et al., 2020). For an overview of the general characteristics, the following data were extracted from each study: study design and methods, setting, participants, type and frequency of the interventions, information about those leading the interventions, and measurements or assessment tools.


Table 1. Eligibility criteria.

[image: Table 1]

For extracting detailed information regarding the DMT intervention, an a priori template of codes approach was applied as outlined by Crabtree and Miller (1992). The development of the code template was informed by the Dutch Trimbos Institute (1996) and the Dutch Committee for Intervention Development Commissie Product en Module Ontwikkeling (2006), who promote the dissemination of good practices in mental health resources. They recommend that intervention descriptions for mental health care should be goal-oriented and follow a methodological and systematic therapeutic approach, with a coherent combination of problem-driven treatment and theoretical arguments based on suggested effectiveness. Fraser and Galinsky (2010) and Bartholomew Eldredge et al. (2016) suggest determining the extent to which an intervention is defined through knowledge about similar interventions and methods that have been shown to produce a significant change in similar situations. This includes explicit practice principles, activities, or objectives for changes in behavior. Following the aforementioned recommendations and encouraged by studies in the Arts Therapies on therapeutic activities and perceived effects (e.g., Haeyen et al., 2015; Odell-Miller, 2016; Havsteen-Franklin et al., 2019), resulted in the following code template consisting of three intervention components: (a) the intended therapeutic goals or change objectives, (b) the therapeutic activities leading to these goals and (c) the suggested therapeutic effects following from these activities and based on knowledge about similar interventions and methods.



Quality Assessments

The Critical Appraisal Skills Programme (Critical Appraisal Skills Programme, 2018) for qualitative studies was used to gain insight into the quality of the articles by systematically assessing the trustworthiness, relevance, and results of the published articles. The CASP provides ten ranking items and, if all are met regarding study design and methodology, the article is considered a high-quality study. The ranking was conducted independently by two authors (1, 2). The Oxford Centre for Evidence-based-Medicine-Level of Evidence (2009) standards were used to determine the hierarchical level of best evidence by author 1. There are five different levels, with “level 1” as the highest quality of evidence consisting of case series, individual RCT's and systematic reviews of RCT's, “level 2” consists of outcome research, individual cohort studies, and systematic reviews of individual cohort studies, “level 3” are individual case-control studies and systematic reviews of case-control studies, “level 4” are case-series, poor quality cohort and case-control studies, and “level 5” consists of expert opinions without explicit critical appraisal.



Data Analysis and Synthesis

The data analysis and synthesis were based on the thematic synthesis approach from Thomas and Harden (2008). In this first stage of thematic analysis, the selected articles were reviewed several times. To identify the intervention components concerning goals, activities, and suggested effects, line-by-line deductive coding was used for specific quotations and context to sort them in an a priori template of codes as presented by (Crabtree and Miller, 1992). This procedure was conducted independently by two authors (1, 4), and the findings were discussed until a consensus was reached. For analyzing and organizing the qualitative data, the articles were uploaded into ATLAS. ti 8 (version 8.4.4 Mac) and the quotations derived from the first stage of the thematic analysis were inserted in concordance with the a priori template of codes, the intervention components. The second stage of the thematic synthesis concerned the organization of codes without a hierarchical structure following the data-driven inductive approach of Boyatzis (1998). Quotations similar to each other in meaning and concepts were identified across all intervention components, from which interpretative descriptive themes were developed. The last stage led to the final development of overarching analytical themes representing a stage of interpretation for generating new interpretive constructs. The second and last stages were examined by author 2 for the consistency of interpretation and saturation of coding levels and in consensus with author 1 adapted.




RESULTS


Article Selection

The systematic search strategy, outlined in Figure 1, led to 570 articles. After removing 149 duplicates, 421 articles were screened by title and abstract, from which 400 articles were excluded based on the eligibility criteria (see Table 1). The remaining 21 articles were retrieved for full-text appraisal. Finally, 4 articles on DMT and PD were selected. Agreement between the two reviewers regarding the inclusion and exclusion of articles was good with a Kappa value of 0.60, indicating that the observed agreement was 60% of the way between chance agreement and perfect agreement.


[image: Figure 1]
FIGURE 1. PRISMA flow diagram: article selection. From Moher et al. (2009). For more information, visit www.prisma-statement.org.


Seventeen articles were excluded with the following reasons: two articles (Kluft et al., 1986; Baum, 1991) addressed multiple PD which does not meet the primary diagnostic criteria of PD anymore in the DSM-5 (American Psychiatric Association, 2013), fourteen articles (Ammon, 2003; Netz and Lidor, 2003; Karterud and Urnes, 2004; Mörtl and Von Wietersheim, 2008; Cruz, 2009; Van den Broek et al., 2011; Potik and Schreiber, 2013; Jorba-Galdos, 2014; Benjamin, 2015; Pylvänäinen et al., 2015; Cobbett, 2016; Bellemans et al., 2018; Samuelsson and Rosberg, 2018; Koch et al., 2019b) did not specifically address PD and/or DMT as the main intervention. One article was excluded (Havsteen-Franklin et al., 2019) as it appeared that the study used sources (Manford, 2014; Röhricht, 2015) that were already included in the results from this study.



General Characteristics

The included articles were published between 2013 and 2015 and were classified as a level 5 of “expert opinion” and low-quality evidence according to the hierarchy of best evidence (Oxford Centre for Evidence-based-Medicine-Level of Evidence, 2009). According to the Critical Appraisal Skills Programme (2018), no specific methodology and study design could be identified. However, the CASP analysis showed that all articles contained useful information on aims and clinical findings relevant for answering the research question concerning the content of described interventions. Details of the general characteristics are listed in Table 2. Three articles were conducted in the UK (Batcup, 2013; Manford, 2014; Röhricht, 2015) and one in the US (Pierce, 2014). The case report from Manford (2014) addressed one client with only a borderline PD. The three other articles addressed borderline PD with at least one additional PD category, accompanying symptoms or comorbidity with another mental disorder. Pierce (2014) focuses on clients with dissociative symptoms also seen in clients with a PD. Röhricht (2015) discusses severe mental illnesses, including PD. Two studies concerned clients with a PD in a forensic setting (Batcup, 2013; Manford, 2014). The articles from Manford (2014) and Pierce (2014) offered most information on how dance movement therapists work with clients with a PD. Manford (2014) describes in detail how certain activities in DMT were executed. Pierce (2014) offers a 3-phased model for DMT with interventions for safety and stability, the integration of traumatic memories, and the development of the relational self and rehabilitation. Both these articles were related to attachment theory and trauma psychology. Röhricht (2015) and Batcup (2013) offered a broad overview of different populations in mental health care settings, including clients with a PD. Manford (2014), the only DMT interventionist identified, holds a master's degree in DMT. No assessment tools for measuring outcomes could be identified.


Table 2. General characteristics of included articles.
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Data Analysis of Intervention Components Per Article

One hundred fifty-six quotations were identified related to the content of DMT interventions, the components: goals, therapeutic activities, and suggested effects. Table 3 shows that all intervention components were identified in all articles and that the ratio of quotations related to the components differed considerably in every article and across all articles. In the articles, the three intervention components were described rather implicitly, and no methodological line, a full series of components could be identified, which was finally distilled through thematic analysis and synthesis. Each article also had a different focus, which influenced the quantifications of the intervention components per article. In the article from Batcup (2013), most quotations concerned suggested effects. This is in line with the broad overview of the presented evidence of a wide range of research data on different clinical populations and symptoms. In Pierce's (2014) article, most of the quotations concerned goals and activities, which paired with the presented theoretical discussion for creating a base for a phase-oriented framework with DMT activities. In the article from Röhricht (2015), the largest number of identified quotations was related to goals for clients with a severe mental illness, including a PD. Röhricht (2015) argues that there was only a very limited body of literature and no evidence from clinical trials on PD, which may have affected the low number of identified quotations related to activities and effects in this area. The most balanced ratio of quotations related to all intervention components was identified in Manford case report 2014.


Table 3. Overview of intervention components per article.
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Thematic Synthesis From Descriptive to Analytical Themes

From the thematic synthesis, 15 overarching descriptive themes were constructed, resulting in the following six overarching analytical themes: Self-regulation (57 quotations); Interpersonal relationships (36 quotations); Integration of self (25); Processing experiences (15); Cognition (13) and Expression and Symbolization in Movement and Dance (10) (see Table 4). All three intervention components, goals, therapeutic activities, and suggested effects were identified within the analytical themes of self-regulation, interpersonal relationships, and cognition, whereas this was not the case for the other analytical themes. No activities could be identified for the analytical themes, integration of self, and processing experiences, while no goals were identified for expression and symbolization in movement and dance.


Table 4. Overview of descriptive and analytical themes.
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Self-Regulation

Most quotations concerned the client's awareness and the regulation of emotions and thoughts, leading toward the overarching analytical theme of self-regulation. Self-regulation, a major goal emphasized by all authors, supports clients in tolerating internal experiences, including emotions and thoughts while moving. Within this context, Pierce (2014) refers substantially to the field of trauma psychology (e.g., Ogden et al., 2006a; Schore, 2009; Porges, 2011; Siegel, 2012). Pierce (2014) claims that attention to interoceptive awareness is of major importance by developing clients' skills for orienting themselves in present time and space supported by identifying different somatic markers during DMT. In the first phase of treatment, a client creates a personal arousal scale and action plan, including relaxation exercises and working with touch for down and up-regulation during hyper- and hypoarousal (Pierce, 2014). In addition, psychoeducation and developing the capacity to recall and think about movement is essential in regulating and controlling tension, impulses, and aggressive behaviors (Batcup, 2013; Manford, 2014; Röhricht, 2015). Body-oriented activities are commonly offered at the beginning of treatment for regulating emotions and thoughts, such as grounding exercises and attention to 5-sense perception and breathing patterns (Manford, 2014; Pierce, 2014; Röhricht, 2015). For self-regulation and maintenance of movement and connectedness, the use of props is proposed to support gross sensation and motor movement (Manford, 2014; Pierce, 2014). Techniques were described as mirroring and self-referential movements, such as pressing the feet into the floor for clients with dissociative symptoms (Pierce, 2014). Batcup (2013) suggests that through creating a dance, embodiment, and verbal reflection, the ability to mentalize and remain mindful and focused in the present is expanded. Pierce (2014) and Röhricht (2015) mention the use of Laban Movement Analysis and the Kestenberg Movement Profile as systematic formats for observation of movement patterns and for expanding the movement repertoire to support self-regulation. Pierce (2014) suggests specific DMT approaches as Authentic Movement (Adler, 1999; Avstreih, 2008) and Caldwell's Moving Cycle 1996 to support clients' ability to non-judgmentally track inner experiences across somatic, cognitive, and emotional domains. Through the therapeutic relationship and guided movement experiences, clients could be supported in expressing and structuring their thoughts and feelings in a regulated way assisted by cognitive, verbal reflection (Pierce, 2014). A suggested effect is that DMT could offer access to mindfulness through the non-judgmental observation of sensation, emotion, and movement while increasing the “capacity to think” (Manford, 2014; Pierce, 2014). DMT could also support the exploration of alternative approaches for managing emotions less destructively (Manford, 2014; Röhricht, 2015).



Interpersonal Relationships

In all of the articles, the conclusion was drawn that the client must feel safe with others in DMT for achieving successful therapy outcomes. The often disturbed early dyadic attachments, which affected the client's capacity to relate to others in a healthy way, can be repaired through the interactive regulation between the dance movement therapist and the client as in early parent-child non-verbal communication. Pierce (2014) suggests that this process could be supported by a dance movement therapist with a broad movement vocabulary and strong observational skills for repatterning the quality of the presented affect in the client. Pierce (2014) further suggests that the development of relational skills and authentic relational engagement is supported by focusing on shared movement experiences among group members in dance, rhythm, and creative and spontaneous movement interactions. It creates empathy and promotes openness to each other's experiences while overcoming resistance (Batcup, 2013; Pierce, 2014; Röhricht, 2015).

Many activities for relational engagement were identified. Pierce (2014) offers a large toolbox with activities and techniques such as mirroring, interactive experiential movement, and exploring this through imitation, synchronous movement, and motoric cooperation. Manford (2014) describes how props are used to create interpersonal connections. Manford (2014) and Pierce (2014) suggest that DMT may effectively treat dysfunctional relating patterns through mirroring, attunement, and simple shared creative and spontaneous movement and dance experiences. According to Batcup (2013), DMT facilitates engagement and builds an alliance in shared language while contributing to more social behaviors and bonding. Batcup (2013) and Manford (2014) suggest that in DMT, clients can strengthen their capacity to think about themselves and others while exploring alternative behaviors.



Integration of Self

All articles relate the origin of PD to early relational-attachment trauma, which can cause dissociation, projective identification, as well as unconscious, splitting off from painful experiences, resulting in a declined capacity of clients with a PD to integrate frustrating but also satisfying experiences (Manford, 2014; Röhricht, 2015). According to Pierce (2014), a goal in DMT is to support the integration of memories and self-states that clients previously could not tolerate, especially when it concerns clients with trauma-related dissociative symptoms. Supported by concepts from affective neuroscience (e.g., Cozolino, 2002; Ogden et al., 2006b; Schore, 2009; Siegel, 2009), Pierce (2014) introduces the role of right-brain dominance during traumatic memory recall and views dissociation as a disintegration of right brain regulatory functions serving as a defense against internal sensations too painful to tolerate. This results in a less coherent sense of self or a pathological, dissociated, and defended self (Batcup, 2013; Pierce, 2014). Pierce (2014) suggests that processing metaphors and symbols recruit the right brain at a preconscious and often nonverbal level, stimulating connections between the integrative neural networks, which provides the foundation for a secure and cohesive sense of self. Röhricht (2015) claims that as clients with a PD have an unclear sense of body-ego boundaries and a lack of coherent self-identity, there is not enough ego control to integrate experiences. A goal is to encourage ego-maturation processes retrospectively with non-verbal communication, interaction, and empathy while directly addressing the clients' split-off experiences (Röhricht, 2015). Furthermore, clients are encouraged to move authentically while tracking and processing emotional, cognitive, and somatic experiences that occur within the body (Manford, 2014; Pierce, 2014), which contributes to positive change and the reconstruction of a more integrated and coherent sense of self (Batcup, 2013; Manford, 2014). A suggested effect mentioned by Pierce (2014) is that DMT may provide direct access to bottom-up integration of the right brain, which supports the processing of implicit information.



Processing Experiences

An important goal emphasized in all of the articles is to support clients in processing past and present experiences that surface in DMT, thus facilitating the re-establishment of trust, intimacy, social skills, and self-esteem. According to Pierce (2014) and Röhricht (2015), addressing such experiences and clients' specific biographic context by creating coherent narratives and making sense of them can only take place once clients have established a certain degree of self-regulation. Only then can subsequent resourcing, sequencing, and integration of past traumatic experiences on a bodily level take place (Pierce, 2014; Röhricht, 2015). According to Pierce (2014), a suggested effect is that DMT supports the processing of metaphors and symbols that recruit the right brain at a preconscious level, assisting the integration and resolution of psychological trauma. Here Pierce (2014) refers to Johnson (1987), who suggests “that symbolic imagery, sound, and gesture provide transitional spaces” (p. 11) that afford safe distancing and a symbolic realm to engage in traumatic material. This would support clients in thinking about and understanding their past experiences. According to Batcup (2013), DMT offers the necessary distancing and the simultaneous containment of disclosing traumatic events and may also enable the discovery of very early embodied knowledge not available before. DMT also offers an approach to psychotherapy that enables people with learning difficulties or disabilities to gain easier access through non-verbal communication or a shared language (Batcup, 2013).



Cognition

Batcup (2013) and Pierce (2014) suggest including mentalization, verbal reflection and, validation in DMT to increase the client's capacity to think about their own and others' mental states in present moments. Mentalizing capabilities are understood to be a result of secure attachment, a base for developing self-regulation skills for emotional and somatic arousal (Pierce, 2014). In this process, mindful self-awareness is an important goal for relating to experiences as purposeful autonomous means instead of holding on to habitual beliefs and behaviors (Batcup, 2013; Pierce, 2014). According to Manford (2014), verbal reflections support the maintenance of these experiences, and words can accompany the clients' movements to recall, think about and make sense of them. The dance therapist's verbal validation, including direct verbal addressing of split-off experiences of the client, offers support in reducing impulse control (Batcup, 2013; Manford, 2014; Röhricht, 2015).



Expression and Symbolization in Movement and Dance

According to Batcup (2013) and Pierce (2014), improvisational and free-associative movement interventions support the access and expression of preconscious material directly through the body, while symbolization and the (re-)structuring of narrative material supports the thinking about and the understanding of such an experience. Manford (2014) offers many examples of this approach while making use of metaphors and props. Pierce (2014) highlights specific DMT approaches as Halprin's “expressive arts chorus” 1999 and Gray's “body stories” 2001 to access and express preconscious material. With reference to (Berger, 2012, as cited in Pierce, 2014, p. 11), it is suggested that dance allows individuals to re-create themselves through the use of symbolism and expression. Also, creative expression in dance could support clients in expanding their expressive movement repertoire, which was stalled due to suppression (Pierce, 2014). Batcup (2013) refers to kinaesthetic and kinetic imagery (Dosamantes-Alperson, 1983), which could be considered a way to achieve a compassionate, artistic distance from the personal experience of disturbing life stories. Both Batcup (2013) and Pierce (2014) state that the use of dance, symbolism, and expression may eventually create a more bearable organization of thoughts and associated emotions.





DISCUSSION


General Characteristics of the Articles

This study brings together available information on DMT for clients with a PD. The four reviewed articles are all expert opinions and offer essential information on specific themes to focus upon in DMT when working with clients with a PD. Nevertheless, more and higher-quality studies are necessary to explore if DMT is an effective intervention for these clients and which factors contribute to positive change. A few general characteristics of the articles are noteworthy. The main focus in all of the articles was on borderline PD, which is consistent with the fact that most studies on PD concern a borderline PD (Eurelings-Bontekoe et al., 2017; Hutsebaut et al., 2018). In agreement with conclusions from experts in the field of PD (Cassin and von Ranson, 2005; Garcia-Campayo et al., 2007; Eurelings-Bontekoe et al., 2017), at least one additional PD category, accompanying symptoms or comorbidity with another mental disorder, was described. Comparable with the high percentages of PD's found among forensic populations (Eurelings-Bontekoe et al., 2017; Evans et al., 2017), information on this client population was well-represented (Batcup, 2013; Manford, 2014).



The Themes and Their Implications for DMT Interventions for Clients With a PD

Although the reviewed articles did not systematically describe a DMT intervention, specific information on the applied DMT activities in relation to the intended goals and suggested effects could be composed from thematic synthesis. A full series of intervention components were identified across the articles for the analytical themes, self-regulation, interpersonal relationships, and cognition. These synthesized methodical lines offer consistent, essential, and detailed information, which is mandatory for systematically describing interventions for treatment guidelines and research (Fraser and Galinsky, 2010; Bartholomew Eldredge et al., 2016). The themes of self-regulation, interpersonal relationships, and cognition also correspond with the general criteria of PD concerning impairments in cognition, affect, interpersonal relationships, and impulsivity (American Psychiatric Association, 2013). Compared to the themes of self-regulation and interpersonal relationships, only a small number of quotations were related to the theme of cognition, which encompasses mentalization, mindful attention, and recalling and thinking about movement. These approaches seem in service of self-regulation and the understanding of own and other people's experiences. All these cognition-based approaches are firmly rooted in psychological theoretical constructs, while interventions informed by the arts, including dance (Samaritter, 2018), were not explicitly described as possible ways for reinforcing self-regulation. It was recommended to first focus on body-oriented activities and cognitive strategies for self-regulation before touching on more dynamic dance-informed structures (Manford, 2014; Pierce, 2014; Röhricht, 2015). A reason for this, referred to in all of the articles, is the concern that clients with a PD do not possess enough impulse control yet at the beginning of the treatment to integrate experiences derived from such approaches. This reasoning is in line with the results, showing that dance-informed interventions as expressing biographic material, symbolic movement, or creation were mainly applied for processing experiences and self-integration. Valuable for using dance-informed interventions for self-regulation in DMT are the considerations from Batcup (2013), Manford (2014), and Pierce (2014). They describe how DMT offers a transitional space and a symbolic realm for clients to fully engage in while at the same time an artistic distance is created from painful experiences. Following this line of thought, a hypothesis could be that clients' regulation of emotions and thoughts also takes place once clients are engaged in art/dance. A concept that was barely elaborated on and further exploration of how dance-informed interventions can support the clients' self-regulative functioning with a PD is suggested.



Strengths and Limitations

This is the first systematic review of published articles on DMT and PD, which includes detailed information for promoting DMT as a possible effective treatment for clients with a PD. The chosen methodology focusing on identifying intervention components appeared to be very useful to systematically analyze, identify, quantify and synthesize qualitative content. It also revealed important change objectives to focus on in DMT for PD and offered substantial and in-depth information regarding DMT interventions for PD. The retrieved data from this study can support the development of systematically describing interventions essential for the purpose of treatment guidelines and research. Certain findings from studies on body-oriented approaches that were excluded for review might have supported the effectiveness of DMT for clients with a PD. Nevertheless, the choice was made to focus on DMT only to clarify what is available within this modality. Consequently, this approach revealed the limited information available, with the absence of strong evidence for prescribing DMT for clients with a PD. This shortage of findings on DMT and PD limits the findings' accountability. Notably, the focus in the expert studies is mainly on clients with a borderline PD or comorbid with another PD, and therefore the results cannot be generalized for all PD categories.



Recommendations

The intervention content consisting of “goals-activities –effects” was rather implicit in the reviewed articles. Systematic descriptions of DMT interventions for clients with a PD would be needed to support the application, evaluation, and replicability for clinical practice and research. Future research on practitioners' expertise of the application of DMT interventions for PD could support the development of systematic intervention descriptions, while the suitability of the identified themes for the clinical application of DMT with PD could be explored. The clients' experiences of the DMT could offer essential insights on how DMT interventions should be tailored to address PD pathology. Clinical studies may provide more insight into the applicability of specific DMT interventions including dance-informed interventions, and the effective working factors for PD and specific PD categories.




CONCLUSIONS

This systematic review and thematic synthesis of expert articles on DMT and PD offers substantial information on treatment themes to focus upon as also the intended therapeutic goals, therapeutic activities leading to these goals, and the suggested therapeutic effects following from these activities in DMT for PD. A full series of intervention components, goals-activities-effects, offers fundamental ingredients for developing systematic intervention descriptions with a consistent methodological line for treatment guidelines and research. Such consistency was identified in the analytical themes of self-regulation, interpersonal relationships, and cognition, which are suggested major themes to focus upon in DMT for PD. These themes are closely related to the general criteria of PD pathology concerning the areas of cognition, affect, interpersonal relationships, and impulsivity. The findings also show that dance movement therapists apply an integrative approach in the treatment of PD, with alternations of body-oriented and dance-informed activities. Notably, the findings showed that the use of body-oriented approaches and cognitive strategies was in favor of dance-informed approaches for self-regulation.
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Background: The wellbeing of people living with dementia and their family caregivers may be impacted by stigma, changing roles, and limited access to meaningful opportunities as a dyad. Group therapeutic songwriting (TSW) and qualitative interviews have been utilized in music therapy research to promote the voices of people with dementia and family caregivers participating in separate songwriting groups but not together as dyads.

Procedures: This study aimed to explore how ten people with dementia/family caregiver dyads experienced a 6-week group TSW program. Dyads participated in homogenous TSW groups involving 2–4 dyads who were either living together in the community (2 spousal groups) or living separately because the person with dementia resided in a care home (1 family group, 1 spousal group). The TSW program, informed by personhood, couplehood, family centered and group process frameworks, involved creating original lyrics through song parody and song collage. Qualified Music Therapists facilitated sessions and interviewed each dyad separately. Interviews were analyzed using interpretative phenomenological analysis.

Findings: Five recurrent group themes were developed, indicating group TSW: (1) was a positive shared experience, benefiting both members of the dyad and motivating further engagement with music; (2) stimulated mental processes and reignited participants’ interests and skills; (3) provided meaningful opportunities for reflection and connection with memories and life experiences; and (4) prompted interaction and collaboration, leading to social connections, empathic relationships and experiences of inclusion. Participants also highlighted how: (5) the facilitated process supported engagement, highlighting abilities and challenging doubts.

Conclusion: Dyads identified group TSW as an opportunity to recognize strengths, voice ideas and opinions, share meaningful experiences, and do “more with music.” Participants valued TSW as a new, creative and stimulating experience that enabled connection with self and others and led to feelings of pride and achievement. Our findings further recognize how therapeutic intention and approach were reflected in participants’ engagement and responses regardless of dementia stage and type, dyad relationship, or musical background. This research may broaden perspectives and expand understanding about how people with dementia and their family caregivers access and engage in music therapy.

Keywords: group therapeutic songwriting, music therapy, people with dementia/family caregiver dyads, personhood, couplehood, family centeredness, interpretative phenomenological analysis


INTRODUCTION

The health and wellbeing of people with dementia and their family caregivers is highly interconnected, requiring acknowledgment of unique individual and shared relational lived experiences (McGillick and Murphy-White, 2016). Research has attempted to elucidate the lived experiences of people with dementia (Wolverson et al., 2016; Low et al., 2017) and family caregivers (McCabe et al., 2016; Egilstrod et al., 2019; Hennings and Froggatt, 2019), although the perspectives of people with dementia have received less research attention (Thompson et al., 2020). Findings suggest that people with dementia seek to maintain or adjust self-identity, engage in meaningful activities, and continue personal growth, while contending with experiences of public- and self-stigma and concerns about lack of control in the present and future (Milne, 2011; Wolverson et al., 2016; Low et al., 2017; Nguyen and Li, 2020). Family caregivers, whether cohabitating or living separately because their family member with dementia resides in a care home, also recognize concerns about the future, managing role and relationship changes, and meeting their own personal, physical and psychological health and wellbeing needs (McCabe et al., 2016; Egilstrod et al., 2019; Hennings and Froggatt, 2019). Importantly, both people with dementia and family caregivers recognize the impact of social interaction, partnerships and connection on sense of self and wellbeing, highlighting the need for social support, meaningful relationships, and empathic group experiences (Milne, 2011; Hennings and Froggatt, 2019).

Recently, there has been an increasing awareness of people with dementia and family caregiver dyads’ shared and dynamic relational experiences (Ablitt et al., 2009; Wadham et al., 2016; Conway et al., 2018). The concept of “couplehood” (Hellström et al., 2007) builds on the seminal work of Kitwood (1997) and Keady (1999) and acknowledges how couples work together in interdependent, reciprocal and complementary ways to sustain their relationship and each other’s active engagement in meaningful life experiences (Hellström et al., 2007). This focus has extended to “family centeredness” in dementia care, a concept that also has roots in person-centered care (Hao and Ruggiano, 2020). The family centered care model encourages mutual support among families, considers quality of life of the family unit, and recognizes the valuable contributions of both the person receiving care and families providing care (Hao and Ruggiano, 2020). These models acknowledge both individual and centralized voices of people with dementia and their family caregivers as experts in their personal and shared experiences. Qualitative research reviews exploring shared experiences of dyads further recognize the need for dyad-based psychosocial interventions that provide opportunities for teamwork and meaningful joint experiences (Ablitt et al., 2009; Wadham et al., 2016; Conway et al., 2018; Hao and Ruggiano, 2020).

Music-based psychosocial interventions with people with dementia and their family caregivers offer accessible opportunities for active participation and enjoyment, experiences of mutuality and togetherness, and social connection with others in a similar situation (McDermott et al., 2013; Unadkat et al., 2017; Clark et al., 2018; Tamplin and Clark, 2019). Music is a powerful stimulus of autobiographical memories for people with dementia that is linked closely with self-identity and life history, and supports emotional expression and relationship-building (McDermott et al., 2014; Cuddy et al., 2015). As people with dementia are often able to access musical knowledge and skills using intact implicit or procedural musical memory, music-based interventions can also offer opportunities for experiences of leadership, achievement, and success (Spiro, 2010; Jacobsen et al., 2015), as well as alternative forms of self-expression and connection when verbal communication is difficult or confronting (McDermott et al., 2013). The psychosocial model of music in dementia, developed through thematic analysis of interviews with people with dementia, their family members, care home staff, and music therapists, further explains how music supports the personal psychology of people with dementia and social psychology of their care environment, leading to positive ripple effects among family and formal caregivers (McDermott et al., 2014). This psychosocial potential of music is enhanced in music therapy contexts by the client-therapist relationship and ability of trained music therapists to meet social, emotional, cultural, and personal needs of individuals with dementia (McDermott et al., 2013).

Research on dyad-based music therapy interventions with people with dementia and their family caregivers has been an evolving process. Early research examining the effects of active music therapy interventions suggested symptoms of dementia were reduced and family caregiver satisfaction was improved in dyads living together (Brotons and Marti, 2003) and separately when the person with dementia resided in a care home (Clair and Ebberts, 1997). Other dyad-based research exploring family caregiver-delivered music interventions guided by music therapists found that dyads who regularly shared music together experienced enhanced mutual engagement, relationship quality, and emotional wellbeing, as described by family caregivers of people with dementia in both community (Hanser et al., 2011; Baker et al., 2012) and residential care contexts (Clair, 2002). More recent research has captured the perspectives of both participants with dementia and their family caregivers who attended community-based therapeutic singing groups together (Clark et al., 2018; Tamplin et al., 2018). Findings recognized the complex interactions and affinity within and between dyads in the group, encompassing enjoyment of therapeutic group singing as a mutually meaningful experience, leading to development of empathic friendships, and individual experiences of happiness and pride. Importantly, dyads in this study highlighted feelings of togetherness and mutual benefits from being able to attend together. In the evolution of dyad-based music therapy research, we can see development from a medical focus on deficit and burden (Clair and Ebberts, 1997; Brotons and Marti, 2003), through to a focus on relational needs from the perspectives of caregivers (Clair, 2002; Hanser et al., 2011; Baker et al., 2012), and more recently a recognition of dyad mutuality and shared experiences among people with dementia and their family caregivers (Clark et al., 2018; Tamplin et al., 2018).

Therapeutic songwriting (TSW) is a music therapy intervention that has been used in research with people with dementia (Silber and Hes, 1995; Hong and Choi, 2011; Baker and Stretton-Smith, 2017) and family caregivers of people with dementia (Baker and Yeates, 2018; Baker et al., 2018; García-Valverde et al., 2019). Group TSW provides a forum to express and be heard with others who have similar life experiences and understandings (Baker, 2015). As a task-orientated process that often occurs over several sessions, opportunities for teamwork, social connection, and personal exploration may be intensified in songwriting groups (Baker, 2015). Baker (2015) recognized three group TSW approaches: (1) insight-orientated involving the exploration of feelings to develop insight and reconcile conflicting internal emotions; (2) narrative or storytelling as an opportunity to process feelings about the past, present, and future; and (3) psycho-educational songwriting as a way to shift thinking and identify strategies to deal with stressors. To date, research has explored TSW with separate groups attended by either people with dementia or family caregivers, but there does not appear to be any studies where people with dementia and their family caregivers participated in TSW groups together as dyads.

Based on findings from systematic reviews, TSW has received less attention than other music therapy methods with people with dementia (McDermott et al., 2013; Fusar-Poli et al., 2018; van der Steen et al., 2018; Li et al., 2019), possibly due to an assumption that songwriting may be too cognitively demanding. However, existing studies have challenged these assumptions. Early research by Silber and Hes (1995) involved community-dwelling people with dementia who attended weekly group sessions creating new lyrics to existing and unknown melodies. Findings based on researcher observations, suggested that group TSW stimulated preserved memory, creative processes, robust social discussion and expression of previously repressed emotions (Silber and Hes, 1995). A randomized controlled trial by Hong and Choi (2011) also found that people with dementia living in residential care who participated in a 16-week TSW program had improved pre to post overall cognition, language, orientation, and memory when compared to usual care. Finally, Baker and Stretton-Smith (2017) used interpretative phenomenological analysis of interviews to explore the experiences of four people with dementia and support staff who attended a 10-week group TSW program at a dementia care day center. Both participants with dementia and staff described TSW as a creative, collaborative and motivating experience that highlighted ability and led to enhanced feelings of social connection, belonging, confidence, and achievement. Further, while participants recognized TSW as a new and challenging process, they welcomed opportunities for mental stimulation and learning. This preliminary research suggests that group TSW may offer many social, emotional, cognitive, and psychological benefits for people with dementia living at home and in residential aged care.

Group TSW with family caregivers of people with dementia offers an alternative mode to traditional counseling where participants work together to explore personal identity, express emotions and feelings, and identify supportive strategies (Baker, 2017). Klein and Silverman (2012) used a psycho-educational approach to compare TSW and discussion groups with family caregivers of people with dementia and found that, while both interventions led to an improved understanding about self-care, TSW was more “fun” and enjoyable. Recent quantitative research found that 6 and 12 week group TSW programs resulted in moderate to large effects, suggesting that depression (Baker et al., 2018; García-Valverde et al., 2019) and anxiety (García-Valverde et al., 2019) might be reduced with fully powered samples. Further, analysis of qualitative interview data recognized how group TSW was different to traditional carer support groups as it provided valuable opportunities to explore and voice positive feelings, as well as challenges, around the “whole carer journey,” leading to the acknowledgment of personal strengths and growth (Baker et al., 2018).

While it is clear that group TSW offers benefits for people with dementia and their family caregivers attending separate groups, to our knowledge, there is no research examining group TSW with people with dementia and their family caregivers participating together as dyads. The current study aimed to address this gap, while building on existing dyad-based music therapy research. We also aimed to promote the voices of research participants by answering the question: how do people with dementia and their family caregivers describe their experiences of participating in a group TSW program? Focus was given to dyads’ experiences of participating together and as individuals within a group context. This qualitative enquiry took place alongside a feasibility study testing the acceptability of the intervention and sensitivity and appropriateness of outcome measures (Clark et al., 2020).



PROCEDURES

This paper reports interpretative phenomenological analysis of interviews conducted with dyads who completed a quasi-experimental pre–post feasibility trial examining a 6-week group TSW program (Clark et al., 2020). The project was funded by the Dementia Australia Research Foundation (Hazel Hawke Research and Dementia Care Grant) with approval from the University of Melbourne Human Ethics Committee (Ethics I.D. 1851252.1). All participants either signed informed consent or, if participants were unable to provide written consent because of advanced dementia, verbal assent was sought, and signed consent was provided by a family member with power of attorney who was not participating in the study.


Epoché

An epoché was developed prior to the analysis of interviews by authors 1 and 6 to depict the researchers’ conscious identification and bracketing off of predetermined thoughts and ideas related to group TSW with people with dementia and their family caregivers (Hiller, 2016). Author 1 has practiced music therapy for 13 years and nursing for 20 years. Her clinical work and research have broadly focused on various music therapy methods with people with dementia and their family caregivers in community and healthcare contexts. Through this work, she has developed the preconceptions that people with dementia and their family caregivers may: (1) benefit both as individuals and dyads from participation in group TSW together; (2) value the socially and mentally stimulating aspects of group TSW; (3) experience mutuality following participation in group TSW. Author 6 has practiced as a music therapist for 3 years, including with people with dementia in community, aged care and inpatient contexts. She has also been involved in research with people with dementia and family caregivers participating in separate TSW groups. Through this clinical and research experience, the following preconceptions were developed: (1) people with dementia may find TSW challenging, novel and/or rewarding; (2) family caregivers may value TSW as an opportunity for self-expression; (3) both people with dementia and family caregivers may describe group TSW as a positive opportunity for socialization and connection.



Participants

Dyads were recruited for the primary feasibility study through partnering not-for-profit organizations providing community support and residential care for older adults in Melbourne, Australia. Participants were eligible if they had functional hearing (with or without aids) and were aged 18 years or older. Participation was not restricted by dementia type, dyad relationship or living situation (Clark et al., 2020). Dyads who completed the TSW intervention were invited to participate in interviews.

The primary study included four homogenous TSW groups, which were formed based on dyads’ location, relationship, and living arrangement, including spousal dyads living together in their own homes (groups 1 and 2), and spousal (group 3) and family (group 4) dyads living separately as the person with dementia resided in a care home (see Figure 1, Songwriting groups). From the ten dyads (20 participants) who completed the TSW intervention, nine people with dementia and all family caregivers agreed to participate in interviews. One family caregiver was interviewed alone as their spouse was unable to participate due to advanced dementia. One participant with dementia who was interviewed used a supportive communication device. For participants with dementia living in residential care facilities, time since moving into care ranged from 6 to 24 months (M = 14 months) (see Table 1, Participant characteristics).
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FIGURE 1. Songwriting groups.



TABLE 1. Participant characteristics.

[image: Table 1]Before beginning the program, participants were asked to describe their musical backgrounds during a music therapy assessment. Musical backgrounds were diverse, ranging from enjoyment of music listening, concerts and musicals, to histories of formal music tuition, choir singing, piano playing and ballroom dancing. Most participants had music participation experience from childhood and adolescence, although one participant with dementia had taken piano lessons as a memory strategy following diagnosis, and three participants were actively involved in music at the time of the study through singing in a therapeutic choir for people with dementia and their family members and playing piano at church.



TSW Theoretical Approach and Intervention

As there is no existing research on group TSW with people with dementia and their family caregivers participating as dyads, and the inclusion criteria for this study was broad, a theoretical approach to TSW was developed to meet the unique needs and promote the diverse strengths and contributions of participants. This approach aimed to recognize individuals while also supporting partnerships at multiple levels, from within the dyad to those developed within and outside the songwriting group. To do this, we drew on concepts of personhood (Kitwood, 1997), couplehood (Hellström et al., 2007), family centeredness (Hao and Ruggiano, 2020), and group process (Yalom and Leszcz, 2005), as well as notions from community music therapy (Stige and Aarø, 2012). Facilitation of TSW groups was driven by participants and adapted to flexibly meet the strengths and resources of individuals, dyads and the group (see Figure 2, Session design).
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FIGURE 2. Session design.


The TSW program involved six 1-h sessions facilitated by a qualified music therapist (Author 5 or 6). Sessions were weekly, aside from a 2-week break over the end of year period, and attendance was high (M = 5.3 of 6 sessions, 88%). Sessions took place in private rooms at community spaces accessed through the partnering organization or the residential aged care facility where participants with dementia were living. Equipment included a whiteboard and markers, song books and lyric sheets, guitar, percussion instruments, Bluetooth speaker, and a laptop, microphones, headphones, and software for the recording session. Author 1 (an experienced music therapist who conceptualized the study) provided weekly supervision to both music therapists who facilitated the TSW groups. Supervision involved watching video recordings of sessions, discussing group responses and any challenges related to therapeutic facilitation and the songwriting process. Each group created and recorded two to three songs over the 6-week period, choosing to engage predominantly through the method of song parody by rewriting lyrics to familiar pre-composed songs (Baker, 2015) (see Table 2, description of group song creations).


TABLE 2. Description of group song creations.

[image: Table 2]


Data Collection

Data for this study were collected through semi-structured dyadic interviews. Interviews took place at a convenient time 1–2 weeks following the final TSW session at either the dyad’s home, the residential care facility where participants with dementia lived, or the same location where sessions were held. Interviews were conducted by the same music therapist who facilitated TSW sessions with those dyads. These decisions were made with consideration for both participants and the research process, and were informed by previous qualitative music therapy research exploring the experiences of people with dementia and dyads (McDermott et al., 2014; Baker and Stretton-Smith, 2017; Clark et al., 2018), as well as emerging research on inclusive qualitative data collection practices to support participants with dementia (Thompson et al., 2020). Familiarity with the space and interviewer was utilized to create a positive environment where participants felt comfortable and able to tell their stories. Dyadic rather than one-on-one interviews meant family caregivers were able to support their family member to expand and clarify or develop ideas in addition to contributing their own thoughts, feelings and perspectives. The dual role of music therapist/interviewer ensured existing rapport with the dyad and knowledge of how the person with dementia preferred to interact and communicate. The interviewer was also able to draw on therapeutic and musical skills and knowledge of the song creations to support and prompt participants.

Interview questions, formulated to garner perspectives on how dyads experienced the TSW group, asked: What was it like to work with others to write a song? What was it like to attend together as a dyad? Were the songwriting sessions as anticipated? What (if anything) stood out or was meaningful? How (if at all) was this group similar or different to other group experiences attended together? And, how (if at all) the songwriting sessions influenced the dyad’s interactions or relationship with each other? For the purpose of the associated feasibility study, participants also commented on whether they found the group TSW process worthwhile and if there were any changes they would recommend (Clark et al., 2020). Audio recorded interviews were 12–32 min in length (M = 22 min) for dyadic interviews, and 21 min in length for the interview that took place with the family caregiver only.



Data Analysis

Authors 1 and 6 transcribed and then analyzed interviews using interpretative phenomenological analysis, drawing on frameworks, strategies and processes described by Smith et al. (2009) to explore, understand and communicate the experiences and perspectives of participants. Collaboration and dialog between authors at multiple points in the analysis process helped to “test and develop the coherence and plausibility of the interpretation” (Smith et al., 2009, 80) both at the single interview level (developing superordinate themes for each dyad) and group level (developing recurrent themes and sub-themes across cases), as well as during the write-up stage.

Analysis began with both authors listening to audio recordings, and reading and rereading interview transcripts to familiarize themselves with the data and establish participants as the focus of analysis. For the next step of initial noting and exploratory comments, both authors separately identified and examined participants’ descriptions, use of language, and any similarities, differences, repetitions, amplifications or ambiguities within their account. This step also included conceptual annotations, working to move away from the descriptive to the interpretative and open up “a range of provisional meanings” (Smith et al., 2009, 89). In developing emergent themes, each author narrowed their focus, identifying what was important and attempting to “capture and reflect an understanding” (p. 92) through themes that encompassed both participants’ own words and the authors’ interpretation. Authors 1 and 6 then discussed the interpretation of dyads’ described experiences and developed super-ordinate themes, which were formed using various strategies, including abstraction (identifying patterns and grouping like themes), subsumption (using an emergent theme as a superordinate theme to bring together related ideas), and polarization (identifying oppositional relationships between emergent themes). This whole process was repeated for each interview before looking for patterns across cases.

Cross-case analysis conducted by Authors 1 and 6 began using hard copy material, moving and arranging themes on a large piece of paper to explore “spatial representations” (Smith et al., 2009, 96) of how themes related to each other. Groups of related themes were then arranged in a word document and developed into recurrent group themes and sub-themes through abstraction. The arrangement of themes was extensively reviewed and discussed between both authors in an effort to capture recurrent and prevalent themes across dyads and groups, while retaining focus on the individual and dyad voices. Interpretation and presentation of the findings was further reviewed and refined by all authors during the write-up stage.



FINDINGS

Five recurrent group themes were developed through cross-case analysis of interview data. Recurrent themes and subthemes are presented in Table 3 and illustrated below with quotes from participant interviews. Participants are referred to by pseudonym and family caregiver participants are marked with an asterisk.


TABLE 3. Recurrent group themes and subthemes from cross-case analysis of interview data.

[image: Table 3]

Recurrent Theme 1. Group TSW Was an Overwhelmingly Positive Shared Experience, Benefiting Both Members of the Dyad and Motivating Further Engagement With Music

Group TSW was viewed as an overwhelmingly positive, fun and enjoyable experience (subtheme 1) that surpassed expectations. Numerous aspects of the experience were highlighted as enjoyable, including brainstorming, reminiscence, lyric creation, singing, and the song products or “what came out of it.” Participants used strong positive language to describe their experiences, with many stating that they “loved” the experience and found it very worthwhile, often despite initial apprehension or preconceptions.

“To be honest, I wasn’t that appreciative of it at first [laughing] […] It sounded really intimidating and challenging because I’ve never done anything like that. But once we got into it, I really enjoyed it […] I’m glad that I did it” (Carlo∗).

“I really loved it […] I thought it was lovely that you invited us to do this. It was something quite out of the blue. Yes, and it was so good” (Ann).

While some family caregivers were initially motivated to attend for the benefit of their family member with dementia, interview data indicated that dyads appreciated the opportunity to share the experience (subtheme 2) and recognized benefits for both members of the dyad (subtheme 3). These included personal, social and relational benefits, as well as “flow on” benefits for family caregivers in seeing their family member and others in the group “happy.”

“I loved it […] as a thing that we could do together, that’s all I’m interested in […] I figured that it’s not for me, it’s for John, for John and the others for the music […] But of course, I’m getting benefit. Even if it’s just to know that John’s happy […] I mean, just doing things together is what it’s about. We’ve always done everything together and that’s the way I want to keep it” (Jan∗).

This appreciation of the opportunity to share the experience based on dyads’ existing relationship was echoed by other family caregivers, as well as participants with dementia who described how they “like being with” (Janet) their family member, are “happier” (Alan) when they are close to their family member, and that it was “more enjoyable” (Neil) attending together.

Others highlighted value in TSW as something they were able to “look forward to” and “go and do together” (Ali and Julia∗), which was described by some as a “unique experience” and “welcome change.”

“I haven’t really attended many groups with Isabella since she’s been ill, so it’s really been a unique experience, this one […] Especially now that I’m confined a lot, staying at home looking after Isabella, don’t get to get out as much anymore. Yeah, it was a welcome change” (Carlo∗).

Participants also differentiated group TSW from other types of engagement with music. Neil and Mei∗ recognized how the TSW process accentuated value “in the music,” where a focus on musical selves enabled them to learn more about each other and “interact more” (Neil). Carlo∗ further explained that the TSW group was different to recreational music experiences that had become inaccessible for the dyad.

“We’ve been to musicals and live shows and, at the start, Isabella was enjoying it. [But] as time went on you could see she was starting to disconnect and not relating to what’s going on. [TSW] is a different type of experience” (Carlo∗).

This positive experience of group TSW highlighted its value, motivating dyads to “do more with music” (subtheme 4). Dyads stated that the group TSW program was something they were willing to commit time to, didn’t like stopping and that they would do again. Further, some described the experience as breaking a “barrier” to music engagement and giving them a new “appreciation” for music, as well as ideas for how to use music and songwriting beyond sessions.

“It certainly made me think about maybe looking at something else to do in relation with music […] I’ve never seen myself as any form of singer, but I think you break that barrier and you tend to not worry about that then […] It does open up that area for people that, it might be very good for them” (Dave∗), “Yes, we’ll do that again” (Lindy).

“It gave me an appreciation of music […] Last time I didn’t really appreciate music and now I do” (Neil), “And [songwriting] is a fun thing to do, which we can even try at home […] I didn’t know I could do, like, more with the music. I thought it was just a listening process. But now, after this experience, I find that we can do a lot more” (Mei∗).



Recurrent Theme 2. TSW Was Engaging and Valuable as It Stimulated Mental Processes and Reignited Participants’ Interests, Skills and Memories

Participants described how group TSW stimulated mental processes, including recollection of memories, creativity and communication (subtheme 1). One family caregiver described the effect of TSW on her husband as “making his brain sort of talk and express himself” (Mei∗), while for another participant with dementia, TSW felt like going “way back in your own brain” (Ann) where she was able to “link” thoughts, experiences and memories. Ann states:

“It did something to me, I can’t quite say […] It set me going […] It made my brain everything. Think about, all about what was and what might be and all this. It just made it move” (Ann).

Elizabeth∗ similarly described the creative method of song parody as “good to keep the brain moving,” while Jan∗ noticed how cognitive and creative aspects of TSW extended to her husband’s motivation to write poetry, and the comprehensibility of his writing, outside of sessions.

“After the first [session], I could see he had his thinking cap on, and he was writing […] After doing [TSW], he started, as you can see, he started to really come back to stuff that everybody could comprehend […] [And he was] attempting it more during that time” (Jan∗).

Importantly, dyads found value and enjoyment in the new, creative and stimulating aspects of TSW that sparked interest and motivated engagement (subtheme 2). Dyads communicated an openness, curiosity and excitement about TSW as something they had “never done before” (Alan), and otherwise “never would have done” (Dave∗).

“For us, yes [it was worthwhile] because it was a new experience. Because we hadn’t done that, we wouldn’t have had the opportunity that we did have” (Tom), “I think it was a marvelous opportunity […] [speaking to Tom] I know what stood out for you – doing the recording. You were very intrigued with it all” (Ellen∗), “Yeah that’s right. That was something that was… I haven’t had that experience before. It was interesting” (Tom).

Value also came from the creative, cognitive and musical challenges within the TSW process.

“I was thrilled to bits with, with um, it was always coming and singing with these things […] I’d go out and get this and I’d start again […] [TSW was] creative plus difficult […] I enjoyed it, so it didn’t mean that I, I couldn’t do it […] I didn’t think I would [enjoy the challenge], but I did” (Ann).

For some, group TSW reignited and connected them with their skills and interests (subtheme 3), including in language, poetry, music and singing. For example, John described how his longstanding enjoyment of writing poetry “flowed on” to TSW, while Ali was able to work with his pre-existing interest and ability with words through lyric writing and refinement. Ali further described a “positive spin-off” of the TSW program as it inspired poetic expression in his “choice of words” and “lyricism” when communicating with his wife outside of sessions.

For others, TSW reconnected them with their musical interests and backgrounds.

“[Speaking to Dawn] I remember toward the end of the last session, you were saying–It’s not often I get a chance to have, to sing…because in the past, you would get to sing every week, lots, lots of singing” (Ian∗). “Yeah, a couple of times a week, really, with groups” (Dawn). “Yeah, so you certainly said that last time, you know, you offered that up. So ah, yeah. You were enjoying it” (Ian∗).



Recurrent Theme 3. TSW Provided Meaningful Opportunities for Reflection and Connection With Memories and Life Experiences

As well as being mentally and creatively stimulating, participants focused on how TSW connected them with memories and life experiences in a way that was personally meaningful and encouraged reflection.

Dyads noted that reminiscence “brought the past out of people” through storytelling and the creation of a song in the present (subtheme 1). The TSW groups were an opportunity for “everyone” in the group to talk about “what they remembered, what was important to them” (Ian∗), with many describing the process as “taking you back,” “bringing back,” and “waking you up” to different memories and self-experiences. Participants with dementia expressed this as a “lovely” experience “because it all returns to you” (Ann) and reminds you that “there was a life back there” (Dawn), while for younger family caregivers it was an opportunity to learn “new information.”

Participants further explained the role of reminiscence in “bring[ing] the words out of their previous life” (George∗) and the here-and-now process of “building up something” (Ann) or making something new from these past experiences. One family caregiver described how this process led him to think of past experiences “in a different way.”

“With the picnic van one, back then that was […] a great day out and all the rest of it. But now when you look back on it, you go – wow! That was something special. In the context of now, you’re thinking – we don’t do those things anymore” (Ian∗).

Relatedly, dyads valued how TSW gave space to reflect on happy memories, life experiences and personal strengths (subtheme 2). This was especially significant for participants who held “negative” perceptions of their present and future situations and environments or had limited existing meaningful opportunities for engagement and enjoyment. For example, one family caregiver from a residential aged care group described it being “better” that the group chose to write a song about their “previous life” as they would have had “difficulty writing a song about this, living in this [environment]” (George∗). A participant with dementia living in residential care described a similar experience:

“Being in a place like this, [TSW] helps me to sort of forget about all this, you know. Because this is not where I want to be, of course. And I’m going to be in here for the rest of my life […] But that’s why [TSW] helps me as much as going back […] you go back and you think, oh, yeah, when we did this or whatever [Michelle∗: Of happy times]. Yeah, it’s lovely. Yeah, absolutely. And especially for us now, our times. You know, we don’t know how long we’re going to be around and so, you know, to go back to all these things […] It’s very special” (Ann).

This experience of TSW positively impacted mood for some participants (subtheme 3). Ann described feeling like her younger, happier and more confident self during TSW, explaining: “When I was doing that, I was being that person, that girl […] I’m sort of two people. Like now, I think I’m very ordinary, down there, and before, I thought I was really good, happy.” Ann’s daughter similarly highlighted the significance of TSW because of “how happy it made Mum” (Michelle∗).

“[Speaking to Ann] You don’t always have a lot of things that make you happy. So, it was nice to see you enthusiastic about doing something and coming back feeling good in yourself [Ann: Yeah, well I agree with that] rather than coming back and, oh yeah, that was nice and forget about it. You know, if I said that we were going […] we were almost running down there!” (Michelle∗).

Carlo∗, who was caring for his wife at home, also identified TSW as having a positive impact on his mood. He described how TSW prompted reflection on his “whole” life’ and the dyad’s “journey together,” which helped him find positives, rather than getting caught in a “downward spiral.”

“[TSW] forced me to think about things and reflect on stuff. Just reflect on what’s happening with us now, with Isabella and I […] Sometimes you can get caught in the moment when things aren’t going well and it’s a downward spiral from there. Yeah, but this helped me sort of reflect and look at some positives […] We’ve had an amazing life, I have to say. We’ve done lots of amazing things together […] and a lot of the stuff that we did, we wouldn’t have been able to do if it wasn’t for Isabella […] [It was meaningful to reflect on] our journey together. Just what our visions were when we were young, what we wanted to do, and the fact that we worked toward them and achieved them” (Carlo∗).



Recurrent Theme 4. TSW Prompted Interaction and Collaboration, Leading to Social Connections, Empathic Relationships and Experiences of Inclusion

Dyads highlighted clear benefits related to the group aspect of the program. Firstly, participants described group TSW as a positive social opportunity to build connections with others (subtheme 1), which sometimes continued outside of sessions or even following the program. This opportunity to get to know others in a similar situation was relevant in both community and residential care groups. In fact, many residents and family members living in and visiting the same care home had either not met before or only knew each other as acquaintances.

“It was enjoyable working with the others. You know, sort of got to know, well I had met Ellen and George before, but I sort of got to know them a little bit better” (Elizabeth∗).

Participants described TSW as prompting interaction and collaboration as group members worked together toward the “one goal” (subtheme 2). Dyads highlighted this as an advantage of group TSW, differentiating it from other group experiences. Participants attributed this to the music, and the shared goal and collective effort of writing a song, which meant that song creations felt like they were “all of everyone” (Dave∗).

“[What I found meaningful was] just the way everyone has to put in to make the song. Yeah, so, it’s like interactive […] it’s got a sort of, a flavor to it. So it’s got your experiences, Carlo’s experiences, and everyone’s” (Mei∗).

Of working as a group, Neil stated that he “enjoyed the experience” as the other dyad “had different ideas from the ones we had.” Others further explained the collaborative nature of TSW:

“I’d say something and Ian would say something and Mum would say something or Dawn would say something and it just sort of jelled. I think we were a good mix […] we cooperated really well […] everyone allowed everyone a chance to speak” (Michelle∗). “One of us would come up with something and then that would set off the rest of us” (Ann).

Participants also described the TSW group process as involving sharing something of yourself and accepting others as they were, which fostered empathic relationships and experiences of inclusion (subtheme 3).

“You have to really make room for the others to get their ideas and all that […] but it’s nice! It’s nice to express a group, to express other people’s ideas or, yeah, to listen, to be listened to, to share. It’s nice, it’s a different experience”.

This group process encouraged participants to think about others in an empathic way. Carlo∗ described listening to and taking in other people’s experiences during TSW and how this encouraged him to “think about others and what they may go through.” Other participants, in both community and residential care contexts, described experiences of connection and inclusion resulting from the “underlying understanding” and respect between group members who were all experiencing their own challenges.

“It was good having the others there, too. Because you could see they’re all…they’ve got their challenges too, didn’t they? […] So you’re not, sort of like, you’re the odd one out type thing. And everybody just accepted everybody as they were, which was lovely” (Elizabeth∗).

“[We’re] people with similar problems. So there’s an underlying understanding between everybody. There’s an openness. It’s a safe space where you can, you know, share, talk, do things and not worry about what would people think, how they would judge or whatever if we do something silly” (Julia∗).



Recurrent Theme 5. Group TSW Included Diverse Challenges, However, the Facilitated Process Supported Participants to Engage, Highlighting Abilities and Challenging Doubts

Participants described the TSW groups as including people with different personalities, abilities and needs and noted challenges related to adjusting to the group context and new environment, maintaining focus, communicating ideas, and self-consciousness or lack of confidence in ability to contribute. However, interview data indicated that, while participants did experience diverse challenges in participating in group TSW, they were also able to “connect” and engage in different ways, which made it worthwhile (subtheme 1).

“It varies in terms of the ability, you know […] It’s hard to maintain their, no not maintain their interest. I think their interest is there, but the mind…focus, switch off and on […] It’s not an easy thing to get [the group] all participating at the same time. But I thought that was exceptional, what was got out of the sessions” (George∗).

A number of participants communicated that there was “space” for group members to communicate and engage in various ways. Ali described that, although communicating his ideas was challenging due to speech difficulties, “space was available all the time” and he felt his ideas and contributions were included in the group’s song creations. Carlo∗ also explained how his wife, who did not communicate using verbal language and was unable to contribute directly to lyric creation, was “very intrigued” and “very connected” during some sessions, particularly during the use of live music and visual resources. This contrasted to Carlo’s description of Isabella “disconnecting” and “not relating” during past music experiences (such as attending concerts and musicals) and was supported by the observations of other group members.

“Although Isabella doesn’t talk a lot, I find she’s getting more interested in it. Toward the end she was reaching out, even to Neil […] So she’s more, like expressing herself more. Cause the first time I noticed when she came, she was very quiet […] But toward the end, she was sort of getting more outgoing” (Mei∗).

Participants also identified that the approach and facilitation contributed to the achievability and success of the group TSW process (subtheme 2), supporting participants to engage and making songwriting surprisingly accomplishable for groups who had never written a song before. Participants described how the music therapist’s musical skills supported the group’s songwriting endeavors, and how the TSW process itself “flowed” much better than expected. Dyads also valued the facilitators’ “gentle” and “relaxed” approach, leadership and encouragement, and patience in “managing” group dynamics and the different needs of group members.

“I thought it was gonna be really tough. I thought – I can’t write songs, […] how is this going to work? But [the music therapist] led the group well and encouraged people to have a go. And, you know, you think about what um, the topic was, and what they remembered from those days and…I just thought that everybody seemed happy and relaxed and enjoyed themselves” (Michelle∗).

Further, participants recognized that group members contributed meaningfully, highlighting ability of self and others and challenging initial doubts, leading to feelings of pride and achievement (subtheme 3). As most participants held beliefs about the difficulty of songwriting and their capacity to contribute, many were “surprised” by their own abilities when pushed outside their “comfort zones.”

“I don’t think I believed that we could write any words […] And it was a surprise to me that I actually came up with a few ideas. I like to – as a rule – I like to sit in the background and just listen […] so yeah, it was a big surprise to me. A big surprise” (Jan∗).

Neil also described a personally meaningful part of the program as “learning to express myself.” His wife, Mei∗ directly attributed this to the facilitated TSW experience, which encouraged participants to “voice” their ideas and opinions.

“He’s quite quiet normally in the group. So, with this music therapy thing, he’s talking a bit more. Maybe because [the music therapist is] asking his opinion […] Cause in the walking group you just sit there and you won’t talk. Because no one asks you to talk, you won’t talk. Whereas here, you’re asked to voice your opinion. You have to give something” (Mei∗).

Participants also recognized the contributions of others and the collective achievement of the whole group. Ellen∗ described there being “more input” from group members than she thought there might be, while Ali felt “proud of the effort of the group.” Other family caregivers specifically highlighted the integral roles and contributions of participants with dementia, explaining that “without their ideas, we wouldn’t have been able to do it” (Michelle∗).

Finally, participants articulated meaning in being able to see the results of the groups effort and contributions, which led to a “sense of achievement’ (Mei∗) and ‘satisfaction [in] knowing it had come together” (Ellen∗).

“I think maybe how productive we were once we got rolling […] that’s the thing that stuck out for me the most […] You’re engaged in this and, and it’s meaningful because you’re contributing to it [Dawn: You’re doing it!] and seeing the results of it later […] I seem to remember in the last session we were all pretty chuffed with what we had done’ (Ian∗), ‘Oh yeah. We’d all, we’d all put in” (Dawn).



DISCUSSION

This study aimed to explore how people with dementia and their family caregivers experienced a 6-week group TSW program attended together as dyads. Dyads shared spousal or parent-adult child relationships, lived together or separately, and had diverse abilities, needs, interests, musical backgrounds and ways of communicating. Five recurrent group themes were developed through interpretative phenomenological analysis of participant interviews, highlighting collaborative, relational, dyadic, and personal benefits of group TSW with dyads.

The collaborative group aspect of TSW fostered social connections, empathic relationships and experiences of inclusion (theme 4). These experiences of empathy, belonging and affinity with others who have similar lived experience are reflected in community-based music therapy research on therapeutic group singing with dyads (Clark et al., 2018), and group TSW with family caregivers (Baker and Yeates, 2018; Baker et al., 2018) and people with dementia (Baker and Stretton-Smith, 2017). In residential aged care contexts, non-cohabiting family caregivers of people with dementia have also highlighted value in the mutual support and empathy found within carer support groups (Hennings and Froggatt, 2019). This emphasis on mutual, empathic support and understanding, explained in the current study as inclusive and non-judgmental groups where everyone “accepted” each other as they were, suggests that similar experiences may not be readily available in other social contexts. These findings are consistent with research on public-stigma in the context of dementia, reporting that lack of knowledge, stereotypes, negative beliefs and discrimination are common among the general public toward people with dementia and their family caregivers (Nguyen and Li, 2020). It is possible that empathic group connections, as experienced by participants in the current study, may help to mitigate experiences of public or social stigma (Gorska et al., 2018).

Participants in our study recognized the role of music in promoting connection and interaction, differentiating group TSW from other group experiences. This finding is supported by research informing the psychosocial model of music in dementia, indicating that meaningful musical experiences foster emotional and interpersonal connectedness, and that the ability to develop and maintain musical relationships is an ongoing resource for people with dementia despite physical or cognitive decline (McDermott et al., 2014). Our findings, and those of Clark et al. (2018), further recognize how a common musical goal or purpose (singing or creating a song) prompted collaboration and brought dyads together. However, consistent with theory on group TSW (Baker, 2015), participants in the current study further differentiated group TSW as an opportunity “to listen, to be listened to, to share” and “express a group” through writing a song. Group process and community music therapy models, drawn on in an effort to invite participation and empower the voices of individuals and dyads toward a collective effort (Yalom and Leszcz, 2005; Stige and Aarø, 2012), were also reflected in participants’ described experiences. Our findings recognized that participants were able to contribute in diverse ways, received space and encouragement to voice their opinion, and worked collaboratively toward song products that were “all of everyone.”

Dyads’ descriptions of group TSW as a positive shared experience (theme 1) is reflected in group therapeutic singing research with community-dwelling dyads (Clark et al., 2018). Participants in the current study explained how attending TSW sessions as a dyad was a “unique opportunity” to meaningfully engage with music together. This was especially important for dyads for whom other group or music experiences had become inaccessible. Further, TSW helped dyads appreciate how they could “do more with music,” from engaging in songwriting together at home to seeking similar opportunities for group music participation. Community-dwelling family and spousal dyads in the Clark et al. (2018) study similarly described how therapeutic singing groups enhanced accessibility to music, leading to positive personal and relational experiences. The current study extends these findings to residential care contexts, where family and spousal dyads described group TSW as a “bonding” experience, that was simultaneously new and different, and drew on their existing relationship with each other and with music. In residential aged care, activities and interventions that support person and relationship-centered care can encourage involvement of non-cohabiting family caregivers (Hennings and Froggatt, 2019), which in turn increases the engagement levels of family members with dementia (Milne, 2011). In the current study, benefits were described for both members of the dyad, including positive impacts for family caregivers from observing their family member engaged, happy and motivated to participate in group TSW. Regardless of context, interventions that offer meaningful opportunities for togetherness, as described by participants in the current study, are recommended to support connection and relationship quality (Wadham et al., 2016).

Participants particularly valued opportunities to reflect and connect with the past during TSW, involving recognition of personal and shared memories, strengths and life experiences (theme 3). These findings resonate with notions of couplehood and family centeredness where partnerships built over a lifetime are acknowledged and appreciated within the current relationship story (Wadham et al., 2016; Hao and Ruggiano, 2020). Interventions that support dyads to explore their shared life together through storytelling may promote long standing feelings of reciprocity, connection, and resilience, which families and couples can draw on to support emotional and psychological wellbeing as they navigate challenging experiences (Conway et al., 2018). For example, in the current study, one family caregiver described TSW sessions as making him reflect on his “whole life” and “journey together” with his wife in a way that supported him to “focus on the positives” rather than getting caught in a “downward spiral.” These findings also resonate with previous research on group TSW with family caregivers who differentiated TSW from traditional carer support groups in that they were able to reflect on, and gain clarity and insight into the “whole carer journey,” and look for positives in their experiences rather than only focusing on everyday stressors and challenges (Baker et al., 2018). This indicates that, for some, TSW may stimulate this kind of reflection and exploration within and beyond sessions, regardless of whether groups include dyads or family caregivers only. Further, this experience had particular meaning for some participants in residential care contexts, who valued being able to connect with and tell stories about their past, rather than the current situation. One resident described how this enabled her to remember and feel like her younger, happier and more confident self, resonating with previous research suggesting residents with dementia actively seek to cope with their current situations by affirming their past sense of self and identity (Milne, 2011).

As well as the emotional experience of connecting to and creating something new from past memories and experiences, participants described group TSW as a creative and cognitively stimulating process (theme 2). In our study, and previous TSW research with people with dementia (Baker and Stretton-Smith, 2017), participants explained how the mental stimulation of creating a song was particularly valuable because they learnt new skills or were able to build on existing interests and abilities. Both participants with dementia and family caregivers in our study further described positive impacts of TSW on verbal and written communication and expression and ability to “link” and recall “forgotten” memories. These findings are further supported by TSW research with people with advanced dementia living in aged care, which demonstrated improved cognition, language, orientation and memory following a 16-week TSW program (Hong and Choi, 2011). While the use of music is known to support people with dementia to access autobiographical memories (Cuddy et al., 2015), musical skills and associated knowledge (Spiro, 2010; Jacobsen et al., 2015), group TSW further extends the cognitive and creative benefits of music-making and listening through brainstorming with others to create lyrics and musical ideas (Baker, 2015). These benefits from group TSW align with recommendations from systematic reviews, recognizing how people with dementia seek opportunities for continued growth, skill development and engagement in new and meaningful activities (Wolverson et al., 2016; Low et al., 2017), and family caregivers are looking for ways to support both their own and family member’s psychological health and wellbeing (McCabe et al., 2016; Egilstrod et al., 2019).

Participants explained individual challenges associated with group TSW, while also recognizing that the “way it’s done” supported contributions from all group members, allowing abilities to shine and overcoming initial doubts (theme 5). Some of the challenges experienced are reflected in previous group TSW research with people with dementia, including participant feelings of self-consciousness and perceived lack of ability to contribute (Baker and Stretton-Smith, 2017). This may be understood in relation to “self-stigma” where people with dementia internalize stigma and negative beliefs about the self, which may manifest in feelings of grief, loss of confidence and depression (Nguyen and Li, 2020). For example, one participant with dementia described feeling like “two people,” comparing her perception of her past self (“really good, happy”) with her present self (“very ordinary, down there”). However, in the current and previous research, participants with dementia also described how group TSW facilitated by a music therapist promoted meaningful contributions from participants and offered opportunities for success, resulting in feelings of pride and achievement. These experiences of accomplishment and ability may help to shift attitudes and promote positive and constructive self-beliefs of people with dementia, contributing to wellbeing and quality of life (Nguyen and Li, 2020). Further, in the current study, the perceived difficulty of songwriting and surprise at ability to contribute was shared by family caregivers, suggesting these responses were also related to preconceptions about musicality and creativity. Our findings are similarly represented in previous research on group TSW with family caregivers, who described their song creations as exceeding expectations after initially doubting they would have something to contribute or feeling insecure about their perceived lack of musical ability (Baker and Yeates, 2018). Participants in the current study also recognized how the music therapists encouraged and supported individuals to contribute meaningfully to the group product. These findings help to explain how concepts of personhood, which have previously been applied to therapeutic group singing (Clark et al., 2018), also promote individual engagement and collaborative achievement among group TSW participants (Baker and Stretton-Smith, 2017).


Limitations

As an interpretative phenomenological analysis study, the analysis of ten interviews involving nineteen participants could be considered large. Although there is no rule regarding participant numbers, larger sample sizes are less common due to the idiographic focus and purpose of interpretative phenomenological analysis, which aims to explore participants’ lived experiences and meaning making in-depth and create rich descriptions that “give full appreciation to each participant’s account” (Pietkiewicz and Smith, 2014, 9). In the current study, while the analysis was time consuming, authors engaged in an iterative and reflexive interpretative phenomenological analysis process, and we believe findings authentically represent and value participants’ descriptions of their experiences.

There were some further limitations with using interviews to collect qualitative data. While most participants were able to contribute through interviews, one participant with dementia from the primary study was unable to take part as she did not communicate using verbal language and others found it challenging. However, consistent with previous music therapy research, the authors did consider how interviews could be conducted to reduce challenges and support participants to be involved in the research process, including the use of dyadic interviews and dual role of the music therapists/interviewers (McDermott et al., 2014; Clark et al., 2018; Thompson et al., 2020). Considerations around trust and rapport, using prompts, and sensitivity and awareness to all verbal, non-verbal and non-behavioral communication are important factors in facilitating semi-structured interviews (Pietkiewicz and Smith, 2014) and need to be carefully considered and extended to support the participation of people with dementia in qualitative research.

Finally, the broad inclusion criteria may be considered a limitation. The current study included dyads living together at home or separately because the person with dementia lived in a residential aged care facility. We also recruited dyads who shared either spousal or parent-adult child relationships. It is likely that these differing contextual and relationship factors would have impacted how participants experienced the group TSW process. However, as there is no previous research on group TSW with dyads, we sought to gain an understanding from diverse perspectives with the intention of drawing on findings to inform more focused research in the future. We also took care to attribute quotations and highlight the perspectives of dyads across groups.



Recommendations

Future research may wish to further explore the diverse and unique experiences of cohabiting and non-cohabiting spousal and family dyads in community and residential care contexts. Previous research on dyad-based therapeutic singing groups has taken place in community settings (Clark et al., 2018) and, as indicated by existing literature, there are few psychosocial or therapeutic group interventions designed for both people with dementia and their families in residential care settings (Rausch et al., 2017). Further, the first-person experiences of people in later stages of dementia (Low et al., 2017), and family caregivers of people with dementia living in residential care, are often not included in the research (Hennings and Froggatt, 2019). Future research might examine how dyads across these different contexts and relationships experience group TSW.

We sought to clearly describe a theoretical approach to group TSW that was designed to meet the unique needs and promote the diverse strengths, resources, interests and contributions of group members, while taking into account the voice of the individual, shared voice of the dyad and collective voice of the songwriting group. McDermott et al. (2014) argued the importance of identifying relevant theoretical frameworks to inform music therapy research with people who have dementia in order to contextualize findings and understand the mechanisms behind how and why music interventions may benefit psychosocial wellbeing. A previous music therapy study that utilized a dyadic approach (Clark et al., 2018) has been acknowledged in recent research promoting the development of family centeredness in dementia care (Hao and Ruggiano, 2020). As such, future music therapy research may wish to more overtly draw on family centered care models specific to dementia care.

Finally, the capacity of people with dementia to contribute their perspectives through interviews, and the importance of including their voices in the research concerning them, has been highlighted in the literature (Low et al., 2017; Thompson et al., 2020). At the same time, it is important to consider the limitations of interviews in research with people whose abilities and preferences for ways of interacting and communicating may not be through verbal language. As our approach to group TSW offered a range of ways of contributing to and engaging in the intervention, other artistic or creative mediums for expression, such as contributions through songwriting or music-making, may promote personhood and better capture the voices and lived experience of people with dementia in research.



CONCLUSION

There is limited research on group music therapy interventions, and to our knowledge no existing literature on group TSW, with people living with dementia and family caregiver dyads. The current study draws together recent research indicating value in TSW groups with people with dementia and family caregivers participating separately, and therapeutic singing groups with people with dementia and family caregiver dyads, therefore contributing significant and novel findings regarding the experience and meaning of group TSW with dyads. Our study also works to further acknowledge and prioritize the voices of people with dementia and their families in the research concerning them. While aspects of the group TSW process presented challenges for group members, participants described it as an overwhelmingly positive and worthwhile experience offering diverse opportunities for engagement based on participants’ abilities, needs and interests. Dyads emphasized group TSW as a “unique” and “meaningful” group experience that held value because they could attend together. We also found that the considered approach was reflected in participants’ described experiences, emphasizing that people with diverse abilities, skills, and styles of communication were able to engage in group TSW together, whether through lyric creation and storytelling, musical contributions, or enjoyment and connection in the moment, leading to positive personal, dyadic and empathic group experiences. These findings highlight the value of creative dyad-based therapeutic group interventions, such as TSW, that are informed by family centered or relational perspectives and emphasize personhood and couplehood of individuals and dyads within a group. In addition, our inclusion of spousal dyads living together at home and spousal and family dyads living separately because the person with dementia was living in residential care, contributes to an understanding of how dyad connectivity is experienced and can be supported within different relationships and contexts and through different phases of the disease trajectory.
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Psychodrama is a therapeutic method in which the stage is used to enact and reenact life events with the aim of instilling, among other positive changes, hope and empowerment in a wide range of populations suffering from psychological duress. The therapeutic process in psychodrama moves away from the classic treatment of the individual in isolation to treatment of the individual in the context of a group. In domestic violence situations, in which abusive men seek to socially isolate their victims from family and friends, the social support that psychodrama provides can positively influence the psychological health and well-being of the participants. This qualitative study examines the manner in which psychodramatic treatment can empower abused women residing in domestic violence shelters and help them regain control of their lives. An action research study of domestic violence survivors living in a women's shelter in Israel, over a 12-month period, demonstrates the role of psychodrama therapy in promoting the reduction of anxiety, stress, guilt, and self-blame, while reinforcing perceptions of self-worth and confidence. These findings contribute to our understanding of the potential of psychodrama in helping reshape life roles and reframe experiences within a creative process, with the aim of facilitating a transition from powerlessness to powerfulness among vulnerable populations.
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INTRODUCTION

Domestic violence is described as a pattern of abusive behaviors, including physical, sexual, and psychological forms of maltreatment, that are carried out to exert and demonstrate power over the victim; it is primarily perpetrated by men on their female partners (Walker, 1996; Meloy and Miller, 2011; Lombard and McMillan, 2013). The global problem of violence against women crosses all religions and cultures. At the UN's fourth International Conference on Women in 1994, every participating country reported that domestic violence was occurring within its borders (Chen, 1995; Paxton and Hughes, 2014). Global estimates published by the World Health Organization in 2012 indicate that 30% of women have experienced physical violence by their intimate partner (World Health Organization, 2012; Rollè et al., 2019). Furthermore, it is important to note that domestic violence is a largely hidden crime, and most of the cases are unreported (Davis et al., 2003; Gracia, 2004; Dillon et al., 2013). In the United States, it has been estimated that a woman is abused by an intimate partner every 9 s, and roughly 8.7 million women are physically abused by a male partner each year (Roberts, 2005). In Israel, according to Wizo's (2020) violence index, over 200,000 women (about 7–8% of adult women in Israel) are subjected to domestic violence. The global incidence of domestic violence and its extremely detrimental effects require an immediate call for action, but women who are abused in their own homes often feel helpless (Roberts, 1998). Domestic violence can rob them of their confidence and self-esteem, stripping them of the courage needed to leave their abusive situation (Chen, 1995; Choice and Lamke, 1997; Metz et al., 2019).

One of the most common governmental interventions to protect women and children has been the opening of domestic violence shelters (Sommerfeld and Shechory Bitton, 2016). In 1985, the United States passed the Domestic Violence Prevention Act, which authorized the funding of state domestic violence organizations, agencies, and shelters. The purpose of such shelters includes both immediate and long-term goals: (1) help abused women find safety, (2) empower women regain control of their lives, (3) and provide therapeutic interventions to deal with the ramifications of abuse (Dutton, 2006).

Before abused women make the decision to seek help and enter a domestic violence shelter, many are in denial of their situation, blame themselves for the abuse, and see no alternative possibilities (Filson et al., 2010; Eckstein, 2011; Sommerfeld and Shechory Bitton, 2016). Most women suffer abuse for years before gaining the courage to leave and seek help, and even then the effects of victimization do not automatically disappear once the women have left their abusive homes (Griffing et al., 2002; Anderson and Saunders, 2003). A study conducted in South Africa reveals a focus on victimhood and powerlessness in the narratives of women's shelter residents (Schalkwyk et al., 2014). In recent years, literature on domestic violence is moving from an emphasis on women's powerlessness and victimhood toward a focus on empowerment (Schalkwyk et al., 2014; Bucuta et al., 2018).


Therapeutic Interventions With Abused Women

When a woman escapes her abuser and moves to a shelter, her most immediate need is for safety. Yet, she also faces challenges such as having to search for a new home, find work, filing legal action, and dealing with the psychological harms caused by the abuse. All of these factors put women at high risk of returning to their abusive partners. In fact, many do return to their abusers after having resided in a shelter for a period of time (Griffing et al., 2002; Anderson, 2003; Metz et al., 2019). The research literature suggests several explanations for why they do so, including: lack of economic resources and social support, effects of early childhood trauma, and feelings of disempowerment (Choice and Lamke, 1997; Metz et al., 2019).

Therefore, once immediate safety needs are met, most shelters offer several modalities of treatment and therapy designed to change thought patterns and allow for the development of new behaviors (Jonker et al., 2015; Sommerfeld and Shechory Bitton, 2016). These psychological interventions address three major dimensions: (1) cognitive: self-esteem, thought processing, perceptions of others, and perceptions of the world at large; (2) psychological: anxiety, anger, and depression; and (3) interpersonal: relationships and difficulties with trust and intimacy (Dutton, 2006). A comparative study in Israeli women's shelters of residents' perceptions of their abusive marital relationships revealed two pervasive themes in their thought processing: dominance and submission (Sommerfeld and Shechory Bitton, 2016). There was an imbalance of power between themselves and their spouses; many described their abusive partners as hostile and domineering and wished that they themselves would become more independent and powerful in the future. This suggests that therapies in shelters should address the concepts of independence, power, and submissiveness and try to empower residents to cultivate a sense of control over their lives (Shostack, 2001; Sommerfeld and Shechory Bitton, 2016).

Yet, in traditional therapy there is a structural power imbalance between the therapist and the patient that could potentially perpetuate feelings of powerlessness in abused women (Carlson, 1997). This is in addition to some other limitations of individual therapy such as the lack of group support or less of an opportunity to learn about others with similar issues and how they address their problems (Malan, 1979; Sharf et al., 2010). Group psychotherapy, in contrast, provides the participants with an experience of equality of status with the other participants and even with the therapist (Dreikurs, 1955). Unlike one-on-one therapy, in which there is only a single relationship between two people, the group is based on multiple relationships: member to group, member to member, group to leader, and leader to group (Riva et al., 2004; Stone, 2016). The interpersonal dimension—a group member's sense of acceptance and belonging; a personal allegiance and commitment to the group; and the trust, support, and compatibility felt among the group—plays a significant role in the therapeutic process that occurs in group settings (Wise and Nash, 2019). Rudolf Dreikurs emphasized the dimension of equality that exists in group therapy, in which individuals are valued for who they are in the group and for their self-disclosure and honesty, not for what they have achieved in their lives (Dreikurs, 1955; Fehr, 2003). Other studies have found that individuals who felt understood and protected in group therapy reported greater improvement in overall well-being (MacKenzie and Tschuschke, 1993; McDermut et al., 2006).

Yalom describes the change that takes place in group therapy as a complex interplay of interpersonal experiences that he defines as therapeutic factors. He presents 11 primary factors of the group therapeutic experience: instillation of hope, universality, imparting information, altruism, corrective recapitulation of the primary family group, development of socializing techniques, imitative behaviors, interpersonal learning, group cohesiveness, catharsis, and existential factors (Yalom, 1995). Yalom's description of universality as a therapeutic factor that helps group members realize that they are not alone in their suffering and the problems they face corresponds with Foulkes's concept of mirror reaction (Fehr, 2003). Foulkes, the founder of the group analysis approach, described a liberating and relieving process of reflection, in which an individual in the group see him/herself reflected in one of the other group members. He emphasized the common interest that exists within the group, and viewed group therapy as a space for the unconscious to become conscious (Foulkes, 1964; Fehr, 2003). According to Rogers, who coined the term encounter group, the group adds a dimension of humanity to interpersonal relationships, and is of great value in a society that encourages the suppression of emotions (Rogers, 1970; Rutan et al., 2014).

A particularly important feature of group therapy with abused women is the social support offered by the group. In many cases abusive men sought to socially isolate their partners from family and friends (Browne, 1987; Theran et al., 2006). Therefore, social support networks are an essential factor in helping abused women recover from violent relationships (Tan et al., 1995). A study by Tan et al. (1995) examined the relationship between social support variables, psychological well-being, and experience of further abuse. Results showed a strong relationship between social support and the psychological well-being of abused women.



Empowering With Psychodrama

The unique nature of psychodrama group therapy is beneficial in ways that traditional psychotherapy is often inadequate. The psychodrama group acts as an accommodating space for coping with experience of distress of the participants by creating a space for self-expression and a human encounter, mutual support, and sharing (Ron, 2018). Roine and others describe the ability of psychodrama to evoke spontaneity and uncover creativity in difficult patients (Holmes and Karp, 1991; Roine, 1997; Blatner, 2000; Schacht, 2007). Farmer (1995) highlights the way in which the psychodramatic stage allows participants to approach their feelings and thoughts in situations where the verbal dialogue of analytic psychotherapy is limited. These techniques are especially beneficial for vulnerable populations, such as at-risk adolescents, alcoholics, drug addicts, and those coping with anorexia (Karp, 1994; Karatas, 2011; Orkibi et al., 2014, 2017a,b; Orkibi and Feniger-Schaal, 2019).

A recent study on the use of psychodrama with abused women shows how psychodramatic methods can support the women in their recovery process and facilitate changes in their victim role (Bucuta et al., 2018). Abused women typically engage in various coping strategies that are related to the way they perceive the abusive relationships in which they are trapped. One of these coping strategies is characterized by guilt and self-blame (Filson et al., 2010; Sommerfeld and Shechory Bitton, 2016). These feelings are often provoked by the abuser's complaints regarding the woman's performance in her roles as a wife and mother (Miller and Porter, 1983; Valor-Segura et al., 2011). Psychodrama in general, and the technique of role reversal in particular, can allow abused women to reshape their perceptions on their own life roles (Yaniv, 2012; Bucuta et al., 2018). In role reversal, the protagonist exchanges roles with another person represented by an auxiliary ego, and together they enact a significant interpersonal situation; doing so allows the protagonist to view their world from the viewpoint of the other and to explore the behaviors and feelings that are embedded in the roles that they tend to play (Moreno et al., 1955; Holmes and Karp, 1991; Kellermann, 1994). Participants are encouraged to reexamine life choices and expand their role repertoire by developing new roles, both within the self and also in relation to how they interact with others. While much of role reversal reflects human relationships, the protagonist may choose to present and reverse roles with parts of themselves that they need to understand better or confront (Kellermann, 1994). Thus, role reversal and role playing can facilitate both the learning of new coping skills and a shift in perceptions of the other and the self (Dayton, 1994).

Another technique that allows participants the opportunity to see themselves and the world through another's perspective is the doubling technique. Doubling is the attempt, made by the psychodramatist or by an auxiliary group member, to express the unvoiced thoughts or feelings of the protagonist, enabling them to gain clarity and express a deeper level of emotion (Blatner, 1996; Moreno et al., 2000). The double affords the protagonist a sense of visibility and facilitates expression of thoughts and feelings (Blatner, 2000; Fox, 2008). This process helps them to develop additional self-knowledge and more sense and meaning of the situation (Holmes and Karp, 1991; Dayton, 2005). In addition, the auxiliary group member, who has succeeded, through their capacity for empathetic projection in feeling their way into the inner world of the protagonist, can feel valued and heard. This occurs regardless of the accuracy of the doubling, because even if the protagonist rejects or corrects the interpretation, it has given the auxiliary a voice and the protagonist the opportunity to clarify their feelings (Ron, 2018).

The current study is intended to serve as a framework for understanding the benefits of psychodrama group therapy in addressing mindsets and behavior patterns related to victimhood and powerlessness, and in helping abused women residing in domestic violence shelters regain control of their lives. This study seeks to contribute to the understanding of the processes that take place within the setting of psychodrama group therapy in a women's shelter, and of the potential of psychodrama in helping reshape life roles and reframe experiences within a creative process, with the aim of facilitating a transition from powerlessness to powerfulness among survivors of domestic abuse.




METHODS


Action Research

This study was conducted using an action research (AR) approach that combines methodical investigation with practical action in the societal or communal setting. The concept of AR originates with the work of Lewin (1946) and John Collier (Deshler and Ewert, 1995) on the subject of intergroup dynamics, and is associated with activities designed to produce social change, liberate oppressed groups, and create an egalitarian society. Today, the term AR is used in a broader sense, to describe various kinds of research carried out by practitioners (McIntyre, 2008; Mertler, 2011). This investigational approach, which in the past was commonly found mainly in education and teaching research, is now an accepted method in various fields such as social work, organizational behavior, healthcare, public health, mental health, and others (Meyer, 2000; Koshy et al., 2011; Hutchinson and Lovell, 2013).

AR sees the practitioner-researcher as the primary research tool. The research is characteristically descriptive, drawing its data from the natural framework of the field work, emphasizing the process itself, and attaching importance to the subjects' own interpretation of the observations (Stringer, 1999; Greenwood and Levin, 2007).

Using the AR approach this study followed a psychodrama therapy group over a 12-month period in a women's shelter in Israel.



The Study Setting and Participants

The women's shelter is located in the center of Israel. It can hold up to 12 women, who are each assigned daily responsibilities, including cooking meals, cleaning rooms, and doing maintenance work around the facility. Some of the women work outside of the shelter, but their hours are restricted and must align with the nightly curfew. Their children attend kindergartens and schools in the community. The shelter includes a nursery that provides day care for children ranging from 2 to 4 years of age.

There is no time limit on how long a resident can remain in the facility. Because there is no specific duration of services, the psychodrama group was an open group, allowing for turnover and variability of its participants (Turner, 2011; Miller and Mason, 2012); there were between 6 and 10 participants in each session. Group members' ages ranged from 20 to 65.

The sessions took place once a week, lasting about an hour. Each session began with introductions and a “group pulse-check” in which the participants shared with the group how they were. This was followed by an active warm-up, then enactment of a psychodramatic vignette, and group sharing as a closure. The therapeutic goal was to provide a safe and protected space for self-expression, reflection, and interpersonal encounter, to help the participants practice new ways of interacting and communicating and to allow them to voice their thoughts and feelings in order to advance a process of healing and empowerment among the participants.

The group was led by two female psychodrama trainees, and the contents of each session were processed in both individual and group supervision meetings that took place on a weekly basis.



Materials and Data Analysis

The study utilized participant observation. Materials include detailed verbatim transcripts of all the therapy sessions during the course of the study, as well as other documents including drawings and letters written by the participants during the group sessions and collected by the therapists. Materials created by the participants during the group sessions were collected in order to keep them for the participants and were returned to them at the end of the process. These materials were also analyzed as part of the supervision process to help the facilitators gain a better understanding of the participants and their needs. Although the findings of the study are illustrated through examples taken from the verbatim transcripts, it is important to note that all the documents collected were carefully analyzed as part of the process of revealing the main thematic categories which are presented in the following section.

The verbatim transcripts were written immediately following each session by the group therapists and processed in weekly supervision sessions. All materials were used with the express consent of the group participants and with the institution's approval. Materials were edited and any identifying information was removed.

Our analysis is based on the grounded theory approach which emphasizes the generation of hypotheses and concepts based on data derived from the research (Strauss and Corbin, 1998). In line with this approach, several stages of qualitative content analysis (QCA) were undertaken (Berg, 2004; Forman and Damschroder, 2007; Vaismoradi and Snelgrove, 2019). The first phase included a thematic analysis of each document. In written documents, units of analysis were paragraphs or segments of text from the transcript. At the same time the entire text was also treated as a single segment. The intention was to enable the necessary dismantling of each session into specific units of content while retaining the ability to see them in their original context (Berg, 2004).

The initial analysis revealed numerous thematic categories emerging from each transcript. After rereading a given transcript, the number of categories was reduced by combining similar categories and focusing on those that emerged most relevant. Next, the transcripts were integrated based on the categories that they had in common. These categories were scrutinized again for centrality (repeated appearances across different sessions) for the connections between them, and for their relevance to theory and to the study's topic (Berg, 2004; Roth, 2005).




FINDINGS

The findings of the study are illustrated through examples taken from the verbatim transcripts and presented in two main thematic categories: (a) the role of psychodramatic techniques such as role reversal and the doubling technique in empowering the participants, and (b) empowering through the sharing circle in the group. The quoted passages are excerpts from the verbatim transcripts written by the therapists immediately following the group sessions.


Empowering Through the Use of Psychodramatic Techniques

One of the most prominent techniques in which frequent use was made during the therapeutic process is role reversal. Role reversal was used in the group to help the participants gain insight into the experience of others and to deepen their emotional experience in a way that would allow them to explore and reshape their life roles. The following example is from a psychodramatic vignette with M, a 29-year-old mother of two who immigrated to Israel from Russia with her husband and his mother. Having no family in Israel, M was dependent on her husband and endured years of physical and emotional abuse. A preschool teacher of her son, who noticed bruises on her face, encouraged M to leave her home and helped her to seek shelter for herself and her two children. During one of the sessions, M expressed her disappointment and frustration with her 9-year-old daughter:

I wasn't born in Israel, my Hebrew is minimal, and I feel in many ways my daughter expects me to help her in ways that I simply cannot. Yesterday my daughter was doing her homework and was constantly asking me to come and help her. She knows that I don't know how to read and write Hebrew, and yet she keeps insisting that I come and sit with her. After 20 minutes I started screaming at her! Then my daughter started crying, threw her homework on the floor and left the room. I don't know what to do anymore.

The therapist asked M if she would like to work as the protagonist and reenact the scene she just described. M agreed and chose an auxiliary ego to play her 9-year-old daughter.

M role playing as Daughter: Mom, can you come and help me with my homework. Mom, mom, can you come and help me!

(M role-reverses back and forth with her daughter)

M: You need to do it yourself.

Daughter: Mom, I need your help!

M: You know that I don't understand, so stop asking me!

Therapist: M, do you mind if I am your double for a moment as you respond to your daughter?

M: Ok.

Therapist as the double for M: I understand that it is difficult for you. And I want to be there for you. It must be hard doing your homework all by yourself.

Therapist turns to M: Do you think this is something you can say to your daughter? If so, let's try role playing it again.

M to Daughter: I understand this is hard for you. But I don't speak the language. I don't understand. But if you want, I can still sit with you.

Daughter: You never sit with me. You always say you are busy.

M: What is the point of sitting with you if I cannot help you!

Therapist as the double for M: Deep down I am embarrassed that I cannot help you. So I pretend to act busy so that I do not have to face it.

M (with tears in her eyes). Yes. It is true, I am embarrassed.

M to daughter: I will try and be there for you. Even though I cannot help you with your homework, maybe all you need is to not feel alone.

Daughter: You never want to just play with me. You always have a list of things you need to do. I'm never on that list.

In this vignette, M, by stepping into the role of her daughter, was able to realize that perhaps her daughter was just asking for her attention and not necessarily for concrete help. Instead of feeling frustrated and helpless because she was unable to help with her daughter's homework, M had the opportunity to feel valuable as a mother just by showing her daughter empathy and love.

As often happens in protagonist-centered psychodrama, through M's vignette, not only the protagonist but also other participants in the group could process similar difficulties they have been facing in their lives. Immediately after M's scene, S, an Israeli-born 34-year-old woman who came to the shelter with her 3-year-old daughter, responded to M's work, and shared her experience with the group:

S: I also feel like I am not meeting the needs of my daughter. She has a temper tantrum over everything; the food she eats, she doesn't want to get dressed, doesn't want to shower, she just screams and screams and screams. And now I find myself screaming at her back.

Your story made me feel like I am not speaking the same language as my daughter and maybe I need to find a different way to communicate with her. Screaming isn't helping any of us.

At one of the subsequent sessions, M shared with the group that one afternoon, while her daughter was doing her homework, M sat down next to her. She put her hand on her daughter and said, “How about afterward we take a break and make a chocolate cake together?”. The understanding that all her daughter needed was her presence and attention allowed M to let go of her insecurities as a mother and focus on the quality of time they spent together as mother and daughter.

Another powerful tool that has been used repeatedly in the group was the doubling technique. The double in psychodrama is meant to act as an additional “I,” which allows a protagonist to express and share thoughts and feelings that may be difficult to articulate into words, and pose repressed conflicts while providing a sense of safety and support. The double played a significant role in the therapeutic work with T, a 19-year-old woman of Ethiopian descent who came to the shelter with her 2-year-old daughter. T, although born in Israel, was isolated from the Israeli culture and brought up with a strict Ethiopian culture. Married from the age of 16, T lived next door to her husband's parents and was subjected to abuse and violence by her husband and her father-in-law. T's older sister, who had felt that T was living in terror and was unable to defend herself, helped her to find a shelter as she feared for her sister's life.

The first time T joined the group, she was extremely closed and shy and did not utter a word the whole meeting. As the weeks progressed, T slowly began opening up, but she still found it very difficult to share her feelings and opinions with the group. However, after some time, T chose to share with the group a dream she had the previous night. In her dream T is standing in a courtroom in front of her husband and father-in-law, who are screaming and throwing things at her. The judge asks her to sit on the stand and state her case. T seats down on the witness stand but she is frozen and cannot utter a word. Her husband and father-in law continue screaming at her until the judge finally throws T out of the courtroom.

T explained to the group that she was scheduled soon to meet her husband at an Israeli courthouse. The therapist asked her if she would like to work as the protagonist and try to prepare herself for the meeting. She agreed. The therapist asked T to set up the room as she would imagine the courtroom to look. T placed five chairs around the room. She said she would like to try to speak to her father-in law. T set up two chairs, one facing the other and chose a group member to play her father-in-law.

Therapist: T, if you don't mind, before we start the scene, I would first like to ask you some questions.

T: Ok.

Therapist: What are you doing at the courthouse?

T: I am asking for a divorce.

Therapist: Why are you crying?

T: (long silence) I am afraid to see my father-in-law and husband.

Therapist: What scares you?

T: That they will scream at me and I will not be able to answer. In our religion, no matter how you are treated, one must respect their elders.

Therapist: I must remind you that now we are on the psychodrama stage and you have the freedom to act however you feel, to say whatever you want. Do you want to try?

T: Ok.

Therapist: So we will go back to the scene in the courtroom. Please look at your father-in-law. What would you like to say?

T: (Long silence). I don't know. All I can imagine is him screaming at me.

Therapist: Let's try to role-reverse. Can you be your father-in-law for a moment?

T sits in as her father-in law.

Therapist to father-in-law: You know T cannot find the words to speak to you. Do you know why?

T as father-in-law: T has no right to speak. She is a disgrace to this family!

Therapist asks T to role-reverse back to herself and respond to her father-in-law. T doesn't say anything, she is looking down at the floor.

Therapist: T, may I be your double for a moment?

T nods her head.

Therapist as the double for T: I don't mean to disrespect you, that is not my goal. But I do not believe I should be treated this way. I have the right to voice my opinion.

Long pause, T is crying.

Therapist: T, do you agree with what I have said?

T nods her head.

Therapist: Can you repeat it in your own words.

T shakes her head that she cannot.

Therapist as the double for T: I don't deserve to be treated this way.I have the right to voice my opinion. I never tried to hurt anyone. I only want to protect my children.

After a long pause, T finally looks up.

T to her father-in-law: My children have no right to be treated this way

The vignette continued for quite some time. The use of the doubling technique allowed T for once to voice her opinion, even if only in a psychodramatic setting. This had an impact also on T's groupmates, as her work related to their own experiences and memories. One of them was D, a 57-year-old woman who suffered physical and emotional abuse for over 30 years. D left her husband and moved to the shelter when she knew her children had already grown up and no longer needed her protection. In the sharing phase that followed T's work, D shared her own experience with T and the group:

D: Your scene reminded me of what scared me the most at home, and that was dinner time. My husband would come home and if I didn't have everything in the exact order, cooked the exact way he liked it, he would charge at me. Sometimes even when I tried to make everything perfect he would find one thing, one time the salt container was not fully filled. The way you described your feeling in the courtroom, that's how I felt at every meal…that fear of speaking up. But hearing your story I realize how ridiculous his anger was. I didn't deserve it. My flaws did not deserve such abuse.

In one of the subsequent meetings, T shared with the group her experience at the courthouse:

It was a very difficult time. I felt my body sweating and still I could not look into the face of my husband. But when the judge asked me to speak, I was able to tell her what I wanted. I was able to ask for my freedom

In addition to role reversal and the double, other psychodramatic techniques were used in the group during the year. One of them is the Magic shop, a psychodramatic technique in which an imaginary shop is opened by the therapist or by a member of the group under the supervision of the therapist: what it sells are not goods, but instead the participants are given an opportunity to buy and sell different characteristics and emotional states. During this activity the “owner” and “customer” negotiate a deal. The task of the owner is to make a realistic deal with the customer (the protagonist) that can foster a commitment for change. Here is an example from one of the group sessions:

The therapist asked the group who would like to begin. L, a 22-year-old mother of two, raised her hand. L gave birth at the age of 18 to twin boys. Six months after the birth of her children, her partner lost his job and started to drink heavily. He became physically abusive which led L to leave him and seek shelter.

Therapist: Welcome to my magic shop. What are you interested in buying today?

L: I want to sell my heart and buy a stronger one.

Therapist: We cannot take your heart, that is something we do not buy here since it is uniquely yours. What we can offer you are things to make your own heart stronger. Can you think of anything that will make your heart stronger?

L: Power and patience.

Therapist: What kind of power do you want? Can you give me a statement of power?

L: Yes.that I have the power and right to be respected.

Therapist: Can you say it again, but in a louder voice?

L: I have the power and right to be respected.

Therapist: I am not convinced that if I sell you power and respect that you will really use it. Your tone of voice is not convincing. You say it almost in a whisper, as if you are embarrassed or ashamed. Do you really feel you deserve to be respected?

L: (long silence)....Not always.

Therapist: Why not?

L: Because I uprooted my children and took them away from their friends, their community. I uprooted them to a place where they feel alone and scared.

Therapist: Then why did you do it?

L: What do you mean?

Therapist: Why did you leave and seek shelter?

L: Because my children were in danger. My husband is a dangerous person.

Therapist: So even though things are difficult, do you believe you and your children are in a safer place now?

L: Yes.Yes, we are safer...

Therapist: Did your husband treat you with respect?

L: No. No he did not.

Therapist: And do you really want to buy the power to ask for respect at this magic shop?

L: I do.

Therapist: Ok then, convince me. Ask me again.

L: (in a slightly louder voice). I have the power and right to be respected.

Therapist: Yes, we have some power and respect left at the shop. Although it is a very popular item at our shop. What will you sell us in return?

L: Guilt and shame.

Therapist: And how much guilt and shame do you have to sell?

L: What do you mean?

Therapist: If you had to think of it in terms of kilos, how heavy is the load you are selling?

L: (pauses for a long time)..I don't know, probably 200 kilo.

Therapist: Wow. That is quite a heavy load. I will have to check that I have enough storage space...(pretending to check). Ok, it may be possible that I take this heavy load from you. But how can I be sure that you will not return and ask for it back?

L: (silent and confused).

Therapist: If I sell you power and respect, are you sure that you will not want your shame and guilt back in the future?

L: I don't want it back!

Therapist: Are you sure?

L: Yes!

Therapist: Are you sure???

L: Yes!!!!

Therapist: Done deal. (Therapist extends her hand out to L for a proper handshake).

Another example of the use of the magic shop technique is taken from a psychodramatic work with D who came to the shelter at the age of 57 after being subjected to abuse and violence by her husband for 30 years:

D: I would like to buy courage.

Therapist: And what will you do with courage.

D: I will stay here.

Therapist: Stay where?

D: At the shelter. I will stay and not go back home.

Therapist: Why would you go back home?

D: My children. They don't understand how bad it was for me. They just keep pressuring me to go back home to their father.

Therapist: And what will you sell in return for courage?

D: Fear. I have so much fear.

Therapist: Fear of what?

D: That I am not making the right choice. That maybe I should go back, for my children…May I ask to buy one more thing in addition to courage?

Therapist: Yes. What do you want?

D: I want faith; faith and belief that I have done the right thing.

Being a customer or owner in the magic shop can be a very powerful and empowering experience. Allowing participants to choose for themselves what they want to sell and buy puts them in charge of their choices, rather than their decisions being influenced by what a therapist may suggest she needs. At the same time the participants learn that they cannot get anything of value without giving something away. There is no growth, no transformation, without giving something up.



Empowering Through the Sharing Circle in the Group

In addition to the use of role reversal, doubling and other psychodramatic techniques, the group itself acted as a space for self-expression and empathy, mutual support, relatedness, and sharing. The sharing phase in psychodrama is the phase in which group members share their personal life experiences as they relate to the work of the protagonist. In practice, the psychodrama activity in the women's group did not necessarily focus on one protagonist, and there was not always a clear separation between the main activity and the sharing phase. Within the group, the sharing circle was a space where participants could share their feelings, their troubles, and whatever else they were experiencing.

The women in the group empowered each other, as common themes and challenges emerged and served as the framework for a support system, helping alleviate a sense of loneliness within individual situations and struggles. This space of empathy, mutual support and sharing often evoked an experience of universality; a discovery that the individual is not alone in her experience and in her distress. Sometimes this happened right at the beginning of the group sessions:

The psychodrama session opens with a group “pulse check”. The participants are asked to express their emotional state.

Therapist: If you could express yourself as a season, how would you describe yourselves this morning?

R: Winter. Even though I can see the sun shining through the window, it feels like winter.

Therapist: What does winter feel like for you?

R: It's cold. I feel like there's a storm inside me. Sometimes I think I would be happier if I went back home.

V: I felt the same way when I first came to the shelter. I think I felt worse than I felt living at home.

R: I miss my bed. I miss my kitchen. I miss my furniture.

Therapist: I want you to lift up your head and look around the room. Look at all the women here. R looks around the room with tears in her eyes.

T: It was also very hard for me in the beginning. I couldn't fall asleep for weeks. But after, when I realized I was surrounded by women who felt the same, it became easier.

Here, R shared with the group her emotional state and the difficulties she has been coping with. This was followed by sharing of similar experiences by V and T. A dimension of universality was established within the group, where individuals could see themselves in one of the other group members. T aptly described it in her own words when she shared her experience with R and with the group: “It was also very hard for me in the beginning… but after, when I realized I was surrounded by women who felt the same, it became easier.”

When a woman shared a problem, a distressing experience, or a painful sentiment during the group sessions, the participants often used the final sharing circle to offer support, empower, and encourage one another:

O, a 32-year-old mother of three was the protagonist. Her scene focused on her 8-year-old son, normally a shy boy, who suddenly began to misbehave at school. O believed leaving her home had a serious impact on her son and she was consumed with guilt. As the enactment ended, the women formed a circle to take part in the sharing.

S: I would like to begin. The first time I was at a shelter was three years ago. I had to pull my daughter out of her school and it was very difficult for her. She didn't want to leave her home. She would cry every morning, complaining how much she missed her friends. In the end, I left the shelter. I didn't give myself or my daughter enough time to adjust. I just went back… and now here we are again. But this time I realize that my daughter will adjust. Slowly she is making new friends.

T: I also struggle a lot with how my children feel. It's still very hard, but what choice do I have.

C: Sometimes I can't sleep at night because I have so much guilt. Guilt about leaving my home, leaving my close family.

The following session, when asked how she felt being the protagonist a week earlier, O said that the women in the group continued to support her and that she felt understood and less alone. Here we can see how the group sharing has become a space of mutual support as S, T, and C tried to encourage O. This happened many times during the course of the group; the circle of sharing allowed the women to express their distress and feelings of guilt, regret, and anxiety, and at the same time to act as “therapeutic agents” for each other.




DISCUSSION

The lives of women who experience ongoing domestic violence and abuse are plagued with powerlessness and victimhood (Filson et al., 2010; Eckstein, 2011; Sommerfeld and Shechory Bitton, 2016). Although turning to a shelter requires courage and determination, and constitutes a first step toward breaking the cycle of abuse, the effects of victimization do not automatically disappear once the women have left their abusive homes (Griffing et al., 2002; Anderson and Saunders, 2003; Baholo et al., 2015). Therefore, therapeutic interventions in domestic violence shelters should address mindsets and behavior patterns related to victimhood, self-blame and powerlessness, and try to empower patients to cultivate a sense of control over their lives (Shostack, 2001; Sommerfeld and Shechory Bitton, 2016).

Psychodrama, as an action-based method, provides a rehearsal stage to practice new ways to behave in relationships (Moreno et al., 2000; Bucuta et al., 2018). It offers a safe environment to explore and examine life experiences that one has accepted as truth, and has the potential to facilitate action and change in patients' lives. The foundation of one's beliefs can be reexamined by reenacting particular events, thus potentially leading to a change in self-narratives and the belief system as a whole (White, 2007; Azoulay and Orkibi, 2015; ter Avest, 2017).

The findings of this study show the potential of psychodrama group therapy to allow a once voiceless victim the opportunity to release pent-up emotions that can foster new learning and behavior patterns (Dayton, 1994). Throughout the course of the psychodrama women's group, expressions of fear, and feelings of incompetence and powerlessness were frequently manifested in the group. Tackling these themes by using psychodramatic techniques—role reversal, the doubling technique, and others—accompanied with the support of the group and the participation in the sharing circle, produced movement from feelings of helplessness and despair to feelings of empowerment and control.

Role reversal in psychodrama can allow participants to view their world from the viewpoint of the other and to explore the behaviors and feelings that are embedded in the roles that they tend to play in their lives (Moreno et al., 1955; Holmes and Karp, 1991; Kellermann, 1994; Yaniv, 2012). This is of particular importance in therapeutic work with abused women, where feelings of guilt and self-blame are often provoked by the abuser's complaints regarding the woman's performance in her roles as a wife and mother (Miller and Porter, 1983; Valor-Segura et al., 2011). Role reversal was frequently used in the women's group to enable participants to see themselves through the eyes of others in a way that would allow them to expand their self-narrative and reshape their point of view on their own life roles (White, 2007; Yaniv, 2012; Bucuta et al., 2018). Use of role reversal had an additional empowering effect when women enacted their lives on the psychodramatic stage: through role reversal women were able to gain control over how antagonists were embodied in the scene. Reclaiming control, even if only in a psychodramatic setting, is an important part of the process of healing and empowerment of women who have gone through domestic abuse (Shostack, 2001; Dutton, 2006; Sommerfeld and Shechory Bitton, 2016).

Another tool that was used repeatedly in the group along with role reversal was the psychodramatic double. The double gave voice to women who struggled to express themselves, offered interpretation or insight while providing a sense of safety and support, and enabled expressions of identification and empathy among group members. This reflects the concepts of Moreno and his successors of the double as an “additional I,” which allows the protagonist to better sense that they are visible and facilitate expression of thoughts and feelings that may be difficult to formulate into words (Holmes and Karp, 1991; Blatner, 2000; Fox, 2008; Ron, 2018). In the women's group, the double played an important role in creating a special environment in which creativity and free expression of thoughts could blossom. Such a freeing environment is of great importance in breaking the chain of abuse and promoting the possibility of change and growth (Shostack, 2001; Filson et al., 2010).

In addition to the use of psychodramatic techniques, the study illustrates the role of sharing in the group as scaffolding for mutual support among the participants. In this space, the women could share their feelings and distress with the group and sense the attentiveness of other participants, who occasionally offered responses as well. The women in the group could return to this space to sense the universality of their experiences (Yalom, 1995), or the mirror reaction as termed by Foulkes (Fehr, 2003), in which participant discover that they are not alone in their distress; that their fellow group members cope with similar distress and they share it with the group (Fehr, 2003). This phenomenon corresponds with the concept of common humanity (seeing one's experiences as part of the larger human experience rather than as separating and isolating) in Neff's discussion of the construct of self-compassion (Neff, 2003). This is the quintessence of what Moreno described as the fabric of life and the human encounter that comprises the psychodrama group (Moreno, 1953; Blatner, 2000; Fox, 2008). In situations of domestic violence, in which women have been socially isolated by their abusers from family and friends (Lanier and Maume, 2009; Eckstein, 2011), the quality of social support provided by psychodrama group therapy can have a strong positive influence on the psychological health and well-being of participants (Tan et al., 1995).


Limitations of the Study, Reflexivity, and Future Directions

The findings of this study may contribute to the understanding of the benefits of psychodrama in treating women in domestic violence shelters, but this study is not without limitations.

One methodological issue concerns the action research method and the danger of blurring boundaries between researcher and practitioner, and between research and clinical action. Nevertheless, AR offers significant advantages—its relevance as applied research, as well as the deep familiarity of the researcher with the participants. As regards the current study it is important to refer to our role and engagement as practitioner-researchers. LY was a trainee psychodramatist during the course of the study and one of the female facilitators of the women's group. YR is a male psychodramatist, trainer, and researcher. While LY's familiarity and deep connection with the participants were invaluable and allowed us a better understanding of subtle nuances of participants' behaviors and emotions, we feel that YR's more distant position had a balancing effect on our research. At the same time, we tried to be aware of, and restrain possible effects of the asymmetry of power related to seniority, academic status and gender position of each of us.

Secondly, it is important to note that this study is descriptive in nature and based on qualitative research methods that are not intended to provide a precise measurement of the effects of psychodrama therapy or participants' difficulties and needs, nor does it purport to definitively demonstrate a direct causal relationship between these two factors. Instead, this study relies on anecdotal data in which clinical judgement and interpretation play a major role. Alternative explanations are available to account for the processes and events described other than those provided here.




CONCLUSION

This study contributes to our understanding of the benefits of psychodrama group therapy for residents of women's shelters in dealing with feelings of self-blame, helplessness, and lack of control. Previous studies point to mindsets and behavior patterns related to victimhood and powerlessness among survivors of domestic abuse and violence (Griffing et al., 2002; Anderson and Saunders, 2003; Filson et al., 2010; Eckstein, 2011; Schalkwyk et al., 2014; Sommerfeld and Shechory Bitton, 2016). Another strand of research describes the therapeutic benefit of psychodramatic techniques (Holmes and Karp, 1991; Dayton, 1994; Kellermann, 1994; Blatner, 1996, 2000; Moreno et al., 2000; Fox, 2008), and its effectiveness in treating particularly difficult populations for whom traditional psychotherapy's usefulness is limited (Karp, 1994; Vieira and Risques, 2007; Karatas, 2011; Orkibi et al., 2017b; Bucuta et al., 2018; Ron, 2018). The unique contribution of this study is the close encounter that it provides to practitioners and researchers with the processes that take place within the setting of psychodrama group therapy in a domestic violence shelter, and with the ways in which psychodrama can reduce manifestations of fear, self-blame, and powerlessness among survivors of domestic abuse.
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Background: Psychotherapy interventions increasingly utilize digital technologies to improve access to therapy and its acceptability. Opportunities that digital technology potentially creates for art therapy reach beyond increased access to include new possibilities of adaptation and extension of therapy tool box. Given growing interest in practice and research in this area, it is important to investigate how art therapists engage with digital technology or how (and whether) practice might be safely adapted to include new potential modes of delivery and new arts media.

Methods: An integrative review of peer-reviewed literature on the use of digital technology in art therapy was conducted. The methodology used is particularly well suited for early stage exploratory inquiries, allowing for close examination of papers from a variety of methodological paradigms. Only studies that presented empirical outcomes were included in the formal analysis.

Findings: Over 400 records were screened and 12 studies were included in the synthesis, pertaining to both the use of digital technology for remote delivery and as a medium for art making. Included studies, adopting predominantly qualitative and mixed methods, are grouped according to their focus on: art therapists’ views and experiences, online/distance art therapy, and the use of digital arts media. Recurring themes are discussed, including potential benefits and risks of incorporating digital technology in sessions with clients, concerns relating to ethics, resistance toward digital arts media, technological limitations and implications for therapeutic relationship and therapy process. Propositions for best practice and technological innovations that could make some of the challenges redundant are also reviewed. Future directions in research are indicated and cautious openness is recommended in both research and practice.

Conclusion: The review documents growing research illustrating increased use of digital technology by art therapists for both online delivery and digital art making. Potentially immense opportunities that technology brings for art therapy should be considered alongside limitations and challenges of clinical, pragmatic and ethical nature. The review aims to invite conversations and further research to explore ways in which technology could increase relevance and reach of art therapy without compromising clients’ safety and key principles of the profession.

Keywords: art therapy, digital technology, remote delivery, digital arts media, telehealth, online therapy, integrative review


INTRODUCTION

Digital technology is increasingly present in psychotherapy practice worldwide, enabling clients and therapists to connect remotely. This way of improving access to therapy is important for those who might not otherwise be able to benefit from treatment due to living in more remote locations or having disabilities or mobility problems preventing them to attend therapy sessions in person. Despite this general trend of expansion in telehealth provision, to include also psychotherapy services, relatively little is known about its use within art therapy practice (Choe, 2014; Levy et al., 2018). Research in the area focuses primarily on verbal therapies and more specifically on cognitive-behavioral therapy conducted online (Hedman et al., 2012; Saddichha et al., 2014; Vigerland et al., 2016) with some notable examples of work highlighting issues key to psychodynamic psychotherapy (De Bitencourt Machado et al., 2016; Feijó et al., 2018).

Art therapists support clients in engaging in creative processes to improve their psychological wellbeing. Due to incorporating art making within therapy process and the key role of triangular therapeutic relationship between the therapist, the client and the artwork (Schaverien, 2000; Gussak and Rosal, 2016), art therapy practice is arguably more difficult to translate to online situations. However, suggestions have also been made that art therapy is particularly well suited to distance delivery, partially due to increasing ease of sharing images via online channels and non-reliance on verbal communication, and also due to dealing with symbols, metaphors and projections, which can manifest irrespective of medium used (McNiff, 1999; Austin, 2009).

Art therapy profession has not entered the digital world only recently. In fact, it has been critically engaged in often difficult discussions on the risks and potential of digital technology for art therapy practice for over three decades (Weinberg, 1985; Canter, 1987, 1989; Johnson, 1987). Back in 1999 the Art Therapy Journal dedicated a special issue to the links between computer technology and art therapy and has repeated a similar issue a decade later. In 2019, the Journal asked therapists and researchers to consider ways in which professional assumptions can be updated, modernized or reframed to meet contemporary needs.

The use of digital technology in art therapy is not limited to online communication tools but extends to the application of digital media for the purpose of art making, equally relevant to face-to-face practice. While distance art therapy could potentially widen the reach of therapy to include new groups of clients, expanding the range of therapeutic tools to include digital arts media might extend art therapy toolbox to widen access for those clients who might not otherwise engage in traditional art materials for a variety of reasons.

However, it has been argued that the process of digital media adoption in art therapy is slow (Carlton, 2014; Choe, 2014) and resistance to digital technology as well as concerns about the use of digital tools for art making in therapy have been reported in literature (Kuleba, 2008; Klorer, 2009; Potash, 2009). It has been even implied that art therapists themselves may be more conservative and hesitant in their use of digital media than their clients (McNiff, 1999; Peterson et al., 2005; Carlton, 2014). This cautiousness is stipulated to be informed by a heightened sense of responsibility for clients’ safety and wellbeing (Orr, 2016). Art therapists’ own emotional factors and biases were cited to be important barriers to adoption of technology (Asawa, 2009) while it has been suggested that therapists experience “conflict between the desire to promote art therapy and engage in technology and the desire to remain loyal to the field’s origins in traditional methods of communication and art media” (Asawa, 2009, p. 58).

The use of digital arts media is unique to art therapy practice and is perhaps not yet sufficiently researched for that reason, despite its potentially enormous implications for art therapy practice (Kapitan, 2009). Lack of in-depth research on digital art making has been cited as a key barrier for practitioners to introduce digital arts media in therapy sessions (Klorer, 2009; Potash, 2009). Similarly, limited guidelines from professional associations and importance of more specific technology-oriented ethical codes for practitioners are frequently highlighted (Kuleba, 2008; Asawa, 2009; Alders et al., 2011; Evans, 2012).

A challenge identified in early stages of discussion on the use of technology in art therapy was the need for increased collaboration between art therapists, designers and developers in order to device technological solutions suitable to art therapy practice (Gussak and Nyce, 1999). Limited attempts to develop art therapy-specific electronic devices to date lacked in-depth input from art therapists at the technical stage and, in consequence, appropriate integration of the established processes of art therapy with technology (e.g., Mihailidis et al., 2010; Mattson, 2015). In effect, art therapists who incorporate digital arts media in their practice elect to use painting apps not necessarily suitable for art therapy practice. There is also an ongoing debate on the tactile nature of art materials being lost if art is made using digital tools and potential impact on clients (Kuleba, 2008; Garner, 2017). A similar discussion concerns the therapeutic relationship and specifically whether it could be recreated in distance therapy (Klorer, 2009; Potash, 2009).

Despite these indicated debates on the usefulness of digital technology for art therapy practice and polarized opinions, some scholars and practitioners have advocated for increased efforts to incorporate digital art-making in the therapy process suggesting rising and permanent role of technology in art therapy (McNiff, 2000; Kapitan, 2007; Thong, 2007). Given the rapidly growing interest in digital technology applications to art therapy practice, research has been developing relatively slowly and has not yet been systematized. Doing so would help paint an inevitably complex picture of how art therapy is currently engaging with digital technology and how it might make the best use of the opportunities it presents and critically address challenges early in the process.


Aims

In order to identify key topics important for practitioners and areas for further research, we aimed to capture and synthesize available research literature that explores the role of digital technology in the current and future art therapy practice (understood here as within-session work with clients). More specific research questions were:

- How do art therapists use digital technology in their practice?

- What benefits and challenges of using digital technology with clients do they identify?

- How do clients experience art therapy sessions with digital technology elements?



METHODOLOGY

Through our own experiences in research and practice and following some initial literature searches we were aware that the area we set to explore is complex and relatively novel. Thus, we anticipated that any published research accounts were likely to include a variety of study designs, appropriately to the overall exploratory character of research in the area and in line with research in arts therapies in general, which tends to draw upon diverse methodologies and beyond qualitative and quantitative paradigms, to include also arts-based approaches. We chose an integrative review framework as a guide to allow us to undertake a well-rounded but flexible evidence synthesis that would present a breadth of perspectives and combine methodologies without overvaluing specific hierarchies of evidence (Whittemore and Knafl, 2005). Integrative review is an appropriate method at early stages of systematizing knowledge on a developing subject area (Russell, 2005; Souza et al., 2010) and as such was deemed suitable for our exploratory work which aimed to identify central issues in the area, indicate the state of the scientific evidence across diverse methodological paradigms and identify gaps in current research (Russell, 2005).


Search Strategy

The following databases were searched for studies published until July 2020: MEDLINE, CINAHL Complete, APA PsycInfo, APA PsycArticles, Academic Search Complete and the Cochrane Library. Google Scholar search, backward and forward reference screening of included publications, and peer consultation were used to identify any other relevant articles. Search string (Table 1) included the four key elements of this review: intervention (art therapy), intervention modification/adaptation (digital technology), methodology (empirical research) and population of interest (all client populations, any setting). These elements of a search strategy were conceptually guided by the PEO (Population-Exposure-Outcome) framework (Khan et al., 2011; Bettany-Saltikov, 2016) instead of the more popular PICO (Population-Intervention-Comparison-Outcome), as the former was considered more suitable for capturing mixed method studies (Methley et al., 2014).


TABLE 1. Search string development: concepts shaping this review and corresponding PEO elements.
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Inclusion/Exclusion Criteria

We opted for broad inclusion criteria to report on all research studies pertaining to the use of digital technology in art therapy and therefore no specific definition of ‘digital’ was adopted other than how authors describe the focus of their paper(s). Time of publication was not initially considered a selection criterion but on reviewing the papers a decision was made to exclude those that focused on technology no longer relevant to modern practice, which, it was felt, related to articles published before 1999.

Articles were included in the review if they:

- concerned the use of modern (currently relevant) digital technology (DT) in within-session art therapy practice with clients;

- reported outcomes observed through empirical study, regardless of whether these were investigated using quantitative, qualitative, mixed or arts-based methods;

- were available online and in English.

Articles were excluded if they:

- focused exclusively on the use of digital technology for office work, assessment, supervision, training or research;

- were PhD theses, dissertations or books/book chapters;

- were theoretical/opinion papers with no empirical data reported.



Data Extraction

Data were extracted from included papers using a data collection form based on the Template for Intervention Description and Replication (TIDieR; Hoffmann et al., 2014) which helped to record the characteristics of the studies, interventions, outcomes and main findings reported.



Data Synthesis

We followed the recommended process for synthesizing data in an integrative review (Whittemore and Knafl, 2005) by initially comparing the extracted data item by item, recognizing similarities and groupings, to eventually identifying meaningful categories for studies and interventions included in the review. Each of the papers was read multiple times to generate a mental map of ideas explored across the literature. Iterative process of examining the classified data enabled us to identify themes and relationships which constitute the essence of this synthesis process. Due to expectedly heterogenic character of included studies, attempts at establishing a meaningful classification were at all times guided by the above principles.



RESULTS

Of 474 records identified through database searching and consulting reference lists, 405 were excluded based on title and abstract screening. Full-texts for the remaining 69 records were consulted and 56 were excluded with reasons (Figure 1). Many of the excluded papers were opinion pieces which did not present empirical outcomes, but were nevertheless helpful in gaining a fuller perspective of the topic and are frequently referred to in the discussion. Selection process resulted in 13 articles included in this review.
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FIGURE 1. PRISMA flow diagram.



Study Characteristics

All of included research was undertaken either in the US (9 studies) or in Canada (4 studies). The studies were varied methodologically, with qualitative (6 studies), quantitative (1 study) and mixed methods (5 studies) paradigms all represented. The studies employed primarily surveys, focus groups, interviews, case studies and prototyping workshops, often following participatory and mixed-method designs, which seems appropriate for early explorations and for highly applied research with direct implications for clinical practice. Art therapists themselves were research participants in the majority of included papers with only three reporting specifically on client experiences (Darewych et al., 2015; Levy et al., 2018; Spooner et al., 2019). Numbers of participants in qualitative, client-focused and/or workshop-based studies (8 studies) were generally low (ranging from single figures to 25 participants) and numbers of respondents in survey-based studies (4 studies) ranged from 45 to 195. Two papers (Collie and Čubranić, 1999, 2002) reported on the same research study and are referred to jointly throughout this review (including in tables).

The articles tended to discuss the use of digital technology in art therapy practice in a more general way or focus on one of the two uses of digital technology identified in our initial literature review: the use of online tools for distance art therapy and the use of digital media for art making within therapy sessions. Majority of the survey-based studies which examined directly arts therapists’ opinions on the use of digital technology in art therapy were interested in both uses of technology, while workshop-based studies typically focused on either distance delivery or exploration of digital media for art making. There were overlaps and we tried to capture the relationship between the digital technology interest and the categories we eventually decided to group the articles into in Figure 2, which also provides an overview of methodologies and participant groups. The results are presented below in three seemingly separate groups of studies. However, the concepts explored in this research are inevitably intertwined, which is important to note to avoid over-simplifying the nature of opportunities and challenges brought into art therapy realm by the progressing developments in digital technology. Paragraphs below present key messages from the papers grouped in the three categories, except findings pertaining directly to the challenges and benefits of using digital technology within therapy, which will be discussed separately.
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FIGURE 2. Selected characteristics of included studies: online/face-to-face delivery, digital/traditional arts media, methodology, participant group. *Indicates that a characteristic is present in a study.




General Views on Technology, Online Art Therapy, and Digital Arts Media


Art Therapists’ Views and Opinions

Four articles from two US-based research teams focused entirely on the views and opinions of art therapists on the use of digital technology in art therapy practice and utilized a survey design (Table 2: Peterson et al., 2005; Orr, 2006, 2012; Peterson, 2010). They gathered both the therapists’ experience (based on practice) and expectations (based on personal attitudes). A total number of responses for the four included papers was 474, with majority coming from qualified art therapists and students in art therapy training (in one survey, only 61.5% of respondents were qualified art therapists with the other respondents being not practizing attendees of the AAT conference, Peterson et al., 2005). In one study, follow-up interviews were also undertaken with eight respondents selected according to their readiness for adopting new technologies (Peterson, 2010).


TABLE 2. Characteristics of studies focusing on art therapists’ views and experiences.

[image: Table 2]Although all studies reported also on the general adoption of technology by art therapists in personal and professional practice including office work, research and training, this review extracted findings pertaining to in-session practice with clients as far as it was possible or to any aspects of digital technology use that directly affect work with clients. Therefore, information on other uses of technology by art therapists, although reported in the cited papers, is not presented here. The general message coming from all included surveys was that art therapists tended to use technology far more often for their own personal practice and for administrative professional tasks than within sessions with clients.

Across the studies, a trend emerged suggesting an increasing use of digital technology within art therapy sessions. A study comparing results from surveys undertaken 7 years apart, found that between 2004 and 2011 art therapists increased their use of digital media in their art therapy practice with clients: from 19 to 32% using technology as an artmaking tool during sessions and from 2.4 to 9.4% using web camera communication during sessions (Orr, 2006, 2012). In addition, in the 2011 survey, 11.8% respondents reported using online chat (Orr, 2012). In an even earlier survey from 2002 (Peterson et al., 2005), 12.3% respondents reported using technology with clients for creating digital artwork and 1.5% reported using web camera for communication in sessions, confirming the rise in in-session technology use over the years.

Two studies highlighted the need for specialist training in digital technology use for art therapists. Orr (2006) reported that in her 2004 survey only 28.5% respondents received some training in using technology to create art, 4.8% respondents felt that the training received met their needs well, while none felt that it met their needs very well. In 2011, the percentage of therapists who reported receiving training in the use of technology as therapeutic tool with clients increased slightly and stood at 36.5% and 11.5% of respondents felt that it has met their needs well (Orr, 2012). Despite this rise in training opportunities, the author concluded that the training “has not kept up with the adoption rate of technology by art therapists” (Orr, 2012, p. 234) and that more and better education is indeed needed.

Another survey conducted almost a decade ago moved beyond establishing how art therapists use digital technology to determine their reasons for adopting or rejecting emerging digital tools for therapeutic use with their clients (Peterson, 2010). A client’s response to a form of digital technology was found to be a key factor in art therapists’ decision as to whether the technology was an effective therapeutic medium. The respondents agreed that if a medium (including digital media) could safely contribute to a desirable change, then its inclusion in treatment is warranted. Cost was, again, cited as an adoption deterrent, while providing new capabilities for the therapist and the client was an additional adoption factor.

A theme consistent across the presented surveys seems to be the highly ethical and professional approach of art therapists in deciding on the use of technology with clients. The responses seemed consistent in indicating that a degree of familiarity with digital medium is necessary for therapists to implement it in therapy session with clients. Importantly, the clients’ response to any novel arts medium is the guiding factor in making decision about a specific technology adoption. Being certain of the benefits for clients seems to be a prerequisite for introducing a specific technology in art therapy sessions. The survey from 2011 revealed that art therapists were increasingly more concerned about ethical and confidentiality issues than 7 years before and that their main reservations about using digital media were linked with uncertainties around ethics (Orr, 2006, 2012).



Online Art Therapy: Digital Technology Used for Distance Art Therapy Sessions

We identified five research studies (of which one was reported in two articles) that were concerned primarily with application of digital technology solutions to remote art therapy delivery (Table 3: Collie and Čubranić, 1999, 2002; Collie et al., 2006, 2017; Levy et al., 2018; Spooner et al., 2019). Three of these studies, all from the same Canadian research team, similarly to research discussed above, examined art therapists’ opinions through focus groups (Collie et al., 2006), interviews and participatory designs, including simulated online art therapy interventions (Collie and Čubranić, 1999, 2002; Collie et al., 2017). The studies were concerned with development of an online art therapy service for people with limited mobility, women with breast cancer and, most recently, young adult cancer patients. Two other studies from one US-based research team examined the experience of veterans participating in a blended (primarily online, with face-to-face initial assessment and re-evaluation) creative arts therapies program via semi-structured interviews and a single case study of an art therapy participant (Levy et al., 2018; Spooner et al., 2019). Both studies were undertaken as part of a clinical program evaluation and therefore did not follow a fully experimental design. Although pre-post assessments were undertaken, these have not been reported yet.


TABLE 3. Characteristics of studies focusing on online / distance art therapy.

[image: Table 3]In two studies (Collie and Čubranić, 2002; Collie et al., 2017) the participants were also co-researchers, described as art therapists, counselors, educators and people with experience of life-threatening illness (total n = 17), who were invited to take part in simulated online art therapy group sessions. The interventions experienced in the two studies were quite different, one being a group art therapy session in which participants communicated and shared digital images created in real time (Collie and Čubranić, 2002), while the other included both synchronous and asynchronous elements, allowing participants to take part in live chat-based session and also upload images to a discussion board outside of scheduled session times (Collie et al., 2017). In both studies participants shared their experience via discussions and follow-up interviews. Another study (Collie et al., 2006) used focus groups and interviews with similarly diverse participants (n = 25) to generate clinical and technological guidelines for distance art therapy.

One of the key conclusions coming from the studies was that online group art therapy, being a relatively novel intervention, would require certain adaptations in relation to face-to-face practice (Spooner et al., 2019), for example development of suitable “social protocols” (Collie and Čubranić, 1999), refining of communication procedures (Collie and Čubranić, 2002) and development of “new therapeutic models” (Collie et al., 2006). These adaptations would need to comply with the legal and ethical guidelines, with new telehealth-related guidance eventually required for art therapy profession and initially adapted from related disciplines such as counseling or psychology (Spooner et al., 2019).

Among participating health professionals (including a large proportion of art therapists), there seemed to be quite polarized opinions about the use of computers in therapy, with majority in favor of distance art therapy, but some participants also expressing concerns about “antitherapeutic” character of technology (Collie et al., 2006). Distance delivery was not generally viewed as allowing anonymous participation – in fact, high value was put on close personal interaction regardless of communication technology used (Collie et al., 2006). A sense of connection and “togetherness” was observed in a study of an online group art therapy (Collie et al., 2017), suggesting that the usual therapeutic group factors may be transferable in a distance therapy setup.

In their evaluation of a US-based creative arts therapy program for veterans living in rural areas, Levy et al. (2018) reported primarily positive experiences of using an online art therapy service. Participants appreciated the delivery mode and not having to travel long distances to sessions and described the normally expected positive effects of therapy like increased confidence, improved communication and making sense of emotions through self-expression. A case study of a female veteran participating in the program (Spooner et al., 2019) initially revealed a decrease in perceived quality of life and satisfaction with health, which was attributed by her and her therapist to the actual progress in therapy being made: becoming more aware of emotions and ready to explore more difficult topics to eventually rediscover aspects of herself that were previously lost. These accounts seem to confirm that the therapeutic process can manifest within distance art therapy sessions and therapeutic outcomes can be achieved.

Two papers, published almost two decades apart (Collie and Čubranić, 1999; Levy et al., 2018), proposed that distance art therapy creates subtle shifts within the usual triangular relationship between the client, the therapist and the artwork (Schaverien, 2000). It was suggested that the client/artwork relationship is emphasized, while the client and the therapist are geographically separated and the client remains particularly connected and “co-present” with the art. This could create new opportunities for therapy and mean that the physical separation between the client and the therapist might affect art therapy less than verbal forms of therapy.



Digital Arts Media: Digital Technology Used for Making Artwork in Art Therapy Sessions

Three articles focused primarily on the use of digital media within face-to-face therapy settings (Table 4: Choe, 2014; Darewych et al., 2015; Kaimal et al., 2016), but it needs to be noted that the technologies discussed can potentially be successfully applied in distance therapy situations. Two papers examined applicability of iPads and/or other touchscreen devices to art therapy. One study reported on the experiences of adults with developmental disabilities through phenomenological approach (Darewych et al., 2015), while the other set to explore some unique potentially therapeutic features of art applications for iPads from art therapists’ perspective, utilizing the methods of a survey and focus groups (Choe, 2014). The third and most recent study focused on the relevance of virtual reality art-making tools (Kaimal et al., 2016). This small selection of papers nevertheless provides a good overview of the current application of digital media to making art in art therapy sessions and introduces a client perspective.


TABLE 4. Characteristics of studies focusing on digital arts media use in art therapy.

[image: Table 4]In her investigation on iPads’ applicability to art therapy, Choe (2014) defined three qualities of art apps most valued by art therapists: ease of use or intuitiveness, simplicity, and responsiveness. The therapists who took part in the study believed that it was essential that any art apps were matched with the needs of individual clients and that no single app examined in this project could satisfy the needs of all clients and art therapists. The study found that the therapists had higher expectations of digital than of traditional art materials and were not prepared to compromise on the app’s speed, control or immediacy of working with images. It was suggested that certain client populations may in particular benefit from digital art making in therapy, including, among others, clients with developmental disorders, clients with suppressed immune systems (due to iPads being easier to clean), and clients who have experienced tactile trauma. It was also proposed that digital art making posed risks to some client groups, including those with internet addiction, psychosis or obsessive-compulsive disorder (Choe, 2014). Another study similarly recommended caution about using immersive VR-based tools for art making with clients managing acute psychiatric symptoms (Kaimal et al., 2020).

A study examining the experiences of eight adults with developmental disabilities who used digital art making in art therapy sessions (Darewych et al., 2015), concluded that the participants appreciated the ease of use of the apps tested, which allowed them to create images independently. Those with olfactory and tactile sensitivity preferred the texture-free touchscreen devices to traditional art materials.

Making art in virtual reality, as “a new medium that challenges the traditional laws of the physical world and materials” (Kaimal et al., 2020, p. 17), was also tried and tested for use in art therapy in a small experiential study. The authors propose that therapeutic change can occur in VR environments and that it relates primarily to the unique qualities of the medium and to the fact that the participant is exposed to new environments of choice and creative opportunities not available in the material world (Kaimal et al., 2020).



Challenges and Opportunities of Using Digital Technology in Art Therapy Practice

The following section presents findings across the three sets of studies that pertain more specifically to the challenges and opportunities of the use of digital technology in art therapy practice. Although these are grouped into three categories, not dissimilar to the categories of studies presented above, findings are based on contributions from across all papers examined in this review. We found frequent overlaps in aspects of technology discussed within papers, for example it was common for studies generally focusing on digital media to provide insights on remote delivery and vice versa. Not wanting to lose those, we decided to thematically analyze the content of all 13 included articles to identify themes relating to the advantages and disadvantages of technology use in art therapy, pertaining in particular to digital media and technologies and processes enabling remote delivery.


General Concerns About Including Digital Technology in Art Therapy Practice


Cost of equipment

High cost of equipment was cited as the main reason for not including technology in art therapy sessions in a survey from 2004 (Orr, 2006) and from 2002 (Peterson et al., 2005), particularly the cost of electronic art tools advanced enough to allow for true emotional expression (Orr, 2006). However, this issue was not as prominent in a survey from 2011, when it seemed that ethical concerns of art therapists were predominant barriers to introducing technology in therapy sessions (Orr, 2012).



Extra time

The importance of a specialist training for art therapists in the use of digital technology is highlighted across studies (Collie et al., 2006; Orr, 2006, 2012; Kaimal et al., 2020). It is recognized that skilful and active facilitation, essential for providing appropriate container (safe environment) and ensuring client safety (Collie et al., 2017; Kaimal et al., 2020), requires extra time for learning (Orr, 2006). Similarly, more effort and time investment in training might be needed on the client’s side, either to adjust to an online mode of therapy (Spooner et al., 2019) or to a new type of digital arts media (Kaimal et al., 2020). A concern has been raised about this additional learning potentially impeding the therapeutic process and that extra time might be needed for establishing a therapeutic relationship (Collie et al., 2006).



Technical issues

Unfamiliarity and not being comfortable with the devices were cited as key barriers to engaging technology in art therapy sessions (Peterson et al., 2005; Orr, 2006), which could present a challenge for both the therapist and the client (Spooner et al., 2019). Problems with connectivity, including not having sufficient strength of signal and reliability, were cited as common issues in studies that examined online art therapy (Levy et al., 2018; Spooner et al., 2019). Both inexperience and technical breakdowns could cause distress to clients (Collie et al., 2006, 2017).



Concerns Related to Online Art Therapy


Confidentiality and safety

Concerns about maintaining confidentiality and privacy in art therapy sessions in which online technology is introduced were raised across the studies (Orr, 2012; Collie et al., 2017; Levy et al., 2018). It was suggested that conducting a session online does not allow for the same assurance of privacy as in a suitable therapy room, due to potential for interruptions from family or housemates (Levy et al., 2018), and that creating a safe emotional container in a cyberspace is harder than in face-to-face therapy (Collie et al., 2017). In addition to confidentiality and safety issues, other ethical concerns have been raised, for example that technology can be used by clients for inappropriate online interactions (Orr, 2012), that the comfort of home environment in case of online sessions might lead clients to behave in ways that they would not in a therapist’s office or that the therapist might potentially observe something concerning or illegal in clients’ private home space (Levy et al., 2018).



Technological limitations

A study on online art therapy for veterans highlighted some limitations encountered in how artwork was shared between the client and the therapist, including therapists being unable to view the client’s drawing process as well as their facial expression (Levy et al., 2018). When artworks were made using traditional art media and shown to the webcam, the quality of the image was at times compromised, leading to blur or loss in subtle detail (Levy et al., 2018). Observing art making process directly seemed desirable while not easily achievable in online therapy setting. Levy et al. (2018) also highlighted the importance of the chronological order in which elements are added to the drawing and expressed concern about the therapist not knowing the content of the image until it is completed. In a survey from 2004 a doubt was raised as to whether it would at all be possible for an art therapist to conduct a session without being able to observe art making process in real time (Collie et al., 2006).



Benefits of Online Art Therapy


Bridging divides/connecting

Research on online art therapy seems to confirm that online mode of delivery has the potential to bridge geographical distances (Collie and Čubranić, 1999; Collie et al., 2017) and expand access to services otherwise unavailable to clients living in rural and more remote areas (Collie and Čubranić, 2002; Levy et al., 2018). It also helps make art therapy more accessible to clients regardless of barriers such as stigma or disability (Spooner et al., 2019), and especially mobility disabilities (Peterson, 2010). It was also observed that technology might have an equalizing effect in a group therapy setting if it is new to everyone (Collie et al., 2017) and that the semi-anonymity of an online group might in fact increase a sense of privacy, particularly for those who are worried about being judged by appearance (Collie and Čubranić, 1999; Collie et al., 2017). Technologies that enable collaborating on a single artwork from different locations or even looking at each other’s art on the screen were reported to bring a sense of connection and emotional closeness, as if being in the same place (Collie et al., 2006, 2017). It was also felt by some that distance delivery promotes community involvement, integration and social engagement by, for example, allowing incorporation of family members into the treatment plan (Levy et al., 2018; Spooner et al., 2019).



Therapeutic rapport

Some studies found a positive impact of online mode of art therapy on developing therapeutic rapport (Orr, 2012; Levy et al., 2018; Spooner et al., 2019). The use of technology in therapy was seen by some as comforting and actually helpful in reducing client’s resistance to therapy and/or art making (Orr, 2012). Considering the client’s home environment by the therapist was referred to as an opportunity to establish deeper trust (Levy et al., 2018) and a case study of a female veteran confirmed that her progress was greatly facilitated by the opportunity to invite the art therapist into her home (Spooner et al., 2019).



Empowering

Some papers suggested that using technology for distance therapy can be empowering (Orr, 2012), allowing the client to take a more active role in their own treatment process and to have a greater autonomy within and outside therapy sessions (Levy et al., 2018; Spooner et al., 2019). There were also indications that creating art in a home setting might lead to increased engagement in arts processes on a more regular basis and between therapy sessions (Levy et al., 2018; Spooner et al., 2019).



Best Practice Recommendations for Online Art Therapy

Two papers in particular (Collie et al., 2006; Levy et al., 2018) attempted to suggest solutions to some of the challenges mentioned above and ways of working which might increase safety and efficacy of online AT practice.

Among the recommendations developed by Collie and her team for distance art groups for women with cancer some seemed potentially applicable to all online art therapy situations (Collie et al., 2006). These included: using a mix of technologies and accommodating clients’ individual preferences, clearly explaining limits to confidentiality imposed by Internet communication, providing guidance to participants for creating suitable private spaces, ensuring that participants have access to immediate local support as an alternative method of addressing emotional safety, and ensuring the safety and confidentiality of art sent from one place to another. The need for training for practitioners in offering art therapy from a distance was also highlighted (Collie et al., 2006). Similar message was repeated in a more recent study, which concluded that the importance of skilful and typically more active than face-to-face facilitation of an online art therapy group calls for specialized training (Collie et al., 2017).

Levy et al. (2018) proposed that in order to address potential technical issues with connectivity, therapists might offer their clients more than one way to connect and agree alternative ways of contact (e.g., by telephone) in case the connection breaks mid-session, to be able to continue any unfinished discussions and/or obtain closure before the end of the session. It was also suggested that interruptions from family could be minimized if the therapist and the client agree in advance how these would be handled, e.g., client could alert therapist when others are present. Instructing clients to be prepared for the session and to call exactly at appointed times was also proposed best practice. To address issues with blurred or unclear image while showing artwork to the webcam, it was recommended that, in case of digital artwork, client might share their screen, and in case of art made with traditional arts media, a digital photograph might be taken and shared with the therapist. Establishing a common vocabulary for describing artwork was another suggestion for improving communication.



Concerns Related to Digital Arts Media


Lack of tactile qualities

An opinion that technology is cold, isolating, and even “dehumanizing” is repeated particularly in the literature published in the previous decade (Collie et al., 2006; Orr, 2006). These seem to refer primarily to the nonsensory character of digital arts media (Orr, 2006), the lack of tactile and sensual qualities (Collie et al., 2006; Orr, 2012; Choe, 2014) or even lack of tangible physical engagement with the medium as in case of making art in virtual reality (Kaimal et al., 2020). It was suggested that this lack of sensory input might lead to clients disconnecting not only from art materials, but also from their own bodies and social interactions (Orr, 2012) and that the therapeutic value of working with “traditional” tactile art materials should not be underestimated (Collie et al., 2006; Orr, 2006). Technology was also cited as potentially overwhelming and distracting from the creative process (Orr, 2012).



Limited room for expression

An observation was made in a paper published over two decades ago that the small size of a computer screen and small mouse movements, used at that time to create images on-screen, could “tame emotions” (Collie and Čubranić, 1999). Similar concern that the standardization of digital tools for art making could impede emotional or creative expression was voiced in forthcoming publications (Collie et al., 2006; Orr, 2012). It was also speculated that a computer image, that exists as multiple copies of itself, might not be an adequate container for emotional material (Collie and Čubranić, 1999) and that using computers for art making might put more emphasis on the product than on the artistic process (Collie et al., 2006). The VR software used for art making was also described as “somewhat crude and clunky” (Kaimal et al., 2020, p. 22), potentially disorienting and incomparable with traditional arts materials in terms of the range of visual effects possible.



Benefits of Digital Arts Media


Freedom of expression

It was suggested across a number of papers that digital arts media can be empowering by possessing expressive qualities not necessarily achievable with traditional physical art materials (Collie et al., 2006; Orr, 2012). Digital art making, including in virtual reality, was proposed to reduce inhibitions, promote freedom (Collie and Čubranić, 1999; Darewych et al., 2015; Kaimal et al., 2020), and facilitate multimodal expression not limited to images (Collie et al., 2006). It was observed that inhibitions were diminished in creating artwork using digital media since there were no expectations of how a digital artwork should look like and it was also speculated if the elusiveness of a computer image might in fact strengthen the therapeutic process (Collie and Čubranić, 1999). VR environments were found to enhance the freedom of expression without the constraints of the physical world, empower clients with restrictions in their movements and “explore creative opportunities otherwise unavailable in the material world” (Kaimal et al., 2020). Playfulness of the artmaking process and creative exploration was another positive aspect of engaging with digital arts media noted in the literature (Collie and Čubranić, 1999; Kaimal et al., 2020).



Digital environment

Some unique technological features of digital environments were cited as presenting key advantages for therapy, including portability, “an all-in-one art studio” (Darewych et al., 2015). Several studies reported therapeutic benefits of a mess-free digital environment for art making, particularly for clients resistant to touching materials (Orr, 2012), those who did not want to get messy during art therapy sessions (Peterson, 2010) and particularly for clients with developmental disabilities combined with tactile or olfactory sensitivities (Darewych et al., 2015). Another potentially therapeutic feature of digital arts media was identified as being able to record and preserve the stages of development of an artwork (Collie et al., 2006), or document work in progress to enhance client’s understanding of how their work has developed over time (Orr, 2012).



DISCUSSION

This review set out to provide some understanding of how digital technology is applied with therapeutic intent within art therapy sessions. We were able to answer two of our research questions, describing how art therapists work with digital technology in their practice and discussing the benefits and challenges of both online provision and the use of digital arts media. The perspective we were able to provide is the one of art therapists’ primarily and still little is known about clients’ experiences, attitudes and outcomes (Kapitan, 2009; Edmunds, 2012; Carlton, 2014).

Research to date, although some survey-based, is largely qualitative and heterogeneous, presenting difficulties to any inter-studies comparisons. However, these seeming limitations demonstrate, in fact, the seriousness with which the subject has been approached by art therapy practitioners and researchers. Creative use of diverse methodologies to examine art therapists’ views is an essential first step, appropriate for the early stage exploration of how (and indeed, whether) digital technology might be used in art therapy practice. It is appropriate that early investigations are cautious and focused on practitioner’s perspective before any new strategies may be implemented in the actual practice with clients. Such approach seems highly ethical and client-focused, as indeed confirmed in this review in the reasons given by art therapists for their reluctance and cautiousness with which they decide on whether to introduce digital technology in art therapy sessions. Impacts on clients are of primary importance and therapists, understandably, are not willing to compromise on client safety in adopting technological solutions not thoroughly tested (Peterson, 2010; Orr, 2016).

Nevertheless, it is important to highlight that the findings in this review are largely based on art therapists’ opinions and attitudes, not necessarily rooted in experience of using technology in practice. Given the common human error of judgment in terms of imagining theoretical concepts in practice, one can only wonder if some of the opinions expressed might have changed following an actual engagement in digital media-based or online practice, particularly if, as suggested (Asawa, 2009), emotions such as fear and anger might guide art therapist’ initial impressions on technology, and, as suggested elsewhere (Collie et al., 2017), art therapists might be surprised at how quickly they start to feel comfortable with technology that they have had a chance to try out.

As suggested previously, the review confirmed that the perception of digital technology in art therapy realm is dominated by ambivalence and tendencies to pull toward and against, which seems an appropriate attitude on encountering something which we do not yet fully understand. Both an increasing interest in the opportunities that digital technology potentially brings, as well as cautiousness around implementation have been apparent in the literature examined. Nevertheless, a common recognition seems to prevail that, given the likely permanency of digital technology in all aspects of our lives, understanding its benefits and potential harm in therapy situations is indeed essential to reduce risks and increase the therapeutic relevance of digital tools (Kapitan, 2007; Asawa, 2009; Orr, 2012; Kaimal et al., 2016).

In addition to the increased research need, the importance of specialist training for art therapists has been commonly advocated (Orr, 2006, 2012; Kapitan, 2007; Kuleba, 2008; Carlton, 2014; Kaimal et al., 2016). A call has also been made for development of new ethical guidelines for art therapists, which would provide an appropriate framework, aligned with practice needs and with practical considerations (Alders et al., 2011; Evans, 2012). This need for robust guidance, which would help ensure client safety and increase therapists’ confidence in working with technology, has been highlighted more recently by the changing global health situation (COVID-19 pandemic), in which art therapists found themselves transitioning to online practice with unprecedented speed and often against own preference. It is a striking realization that in a survey conducted only 15 years ago none of the respondents reported that they had conducted online art therapy (Peterson, 2006). McNiff’s prediction from over two decades ago that distance art therapy would grow (McNiff, 1999) has, however, become reality, if only too suddenly for some.

This review has synthesized the challenges and benefits of working with clients online, as reported in literature, and any solutions proposed by the authors. It is clear that distance art therapy differs from the usual face-to-face situation on many levels and requires adaptations on both art therapists’ and clients’ side. The relatively novel way of working therapeutically demands more effort and time initially (e.g., for learning of procedures and devices), but has the potential to become less burdensome practically in the long term (e.g., saving the need to travel to sessions). More importantly, it demands skilful and perhaps more active facilitation from art therapists in order to create a safe enough container for clients in virtual space (Collie et al., 2017). It is recognized that this might be harder to achieve in online therapy and compensations might need to be made for the lack of physical presence and limited non-verbal expressions (Chilton et al., 2009). It has been suggested that semi-anonymity that online contact allows might be both restricting and facilitating for the development of therapeutic relationship and emotional connection (Collie et al., 2017; Levy et al., 2018). The responsibility for successful outcomes does not lie entirely with art therapists, and clients might similarly be expected to take on a more active role in their own treatment for a distant art therapy to be beneficial. There is a potential for this increased engagement to promote community integration and to feel empowering for the client (Orr, 2012; Levy et al., 2018; Spooner et al., 2019). The pace of technological advancements also means that certain technical limitations mentioned in the literature may already be overcome, for example observations by some that a computer is not conducive to group therapy (Kuleba, 2008).

As indicated at the beginning of our work, opportunities and limitations of digital technology in art therapy extend beyond telehealth and remote connectivity. The use of digital arts media presents entirely new challenges for the profession and, arguably, entirely new possibilities with potentially profound impacts on practice. There are polarized opinions and ideas around the therapeutic value and risks of incorporating digital arts media in art therapy sessions.

It has been indicated that digital media provide more security to experiment and offer more freedom of expression due to endless modifications and manipulation of artwork being possible, as well as an option to not leave a trace of one’s creative experimentation if one wish (Canter, 1987; Collie and Čubranić, 1999; McLeod, 1999; Parker-Bell, 1999; Peterson et al., 2005; Edmunds, 2012; Orr, 2016). A notion that making digital art may be less intimidating than working with traditional art materials has been widely discussed in literature (Weinberg, 1985; Hartwich and Brandecker, 1997; Collie and Čubranić, 1999; McLeod, 1999; Thong, 2007; Evans, 2012; Orr, 2012; Kaimal et al., 2016). However, it is worth noting that the potentially freeing and playful novelty of digital arts media might not have the same effect nowadays and an observation made in 1999 that people feel less self-conscious due to not having expectations about how a digital image should look like (Collie and Čubranić, 1999) is already likely to be redundant. Similarly, propositions that interaction with digital art making tools gives a sense of mastery and independence (Canter, 1989; Edmunds, 2012; Orr, 2012) might naturally become less relevant with increased use and familiarity.

Nevertheless, the therapeutic potential of making changes to artwork, recording, sharing and revisiting the process of creation, and allowing both the artwork and the process evolve over time, cannot be underestimated (Hartwich and Brandecker, 1997; McLeod, 1999; McNiff, 1999; Evans, 2012; Orr, 2016). Interaction between the person and the electronic device used for art making is potentially therapeutically powerful. It has been suggested that artmaking process becomes a mirror of this relationship (Hartwich and Brandecker, 1997) but also that a computer is simply a mediator in the relationship developing between the client and the therapist (Orr, 2010) or that it can support and provide a transactional space between them (Gussak and Nyce, 1999). The role of the machine in the development of the therapeutic process remains unclear and it will be important to investigate how it affects (or fits within?) the triangular relationship between the client, the therapist and the art.

Probably the most prominent accusation against digital art making tools is their “synthetic” nature, lacking sensual and tactile qualities of traditional arts media, often considered therapeutic in themselves (Kuleba, 2008; Klorer, 2009; Potash, 2009; Carlton, 2014; Orr, 2016; Garner, 2017). Suggestions have been made that this seemingly distant and nontactile nature of digital arts media might result in clients disconnecting not only from sensory experience but also from relationships and the “real world” in the present moment (Klorer, 2009; Potash, 2009). This perception of the isolating, impersonal and even dehumanizing character of digital technology, as well as coldness associated with computers, have been widely discussed by art therapy researchers and practitioners (Gussak and Nyce, 1999; McLeod, 1999; Collie and Čubranić, 2002; Collie et al., 2006; Orr, 2006; Kuleba, 2008). However, some have observed that constant technological advances gradually lead to the cold digital media becoming more integrated with human interactions, senses and emotions, in increasingly intuitive and responsive way (Orr, 2012). Touchscreen sensitivity, for example, allows for pressure to be incorporated in digital art making, mimicking physical art materials, an important quality which was not previously available for art created with a computer mouse, as noted by McNiff two decades ago (McNiff, 1999). Despite some issues which are unlikely to be resolved, it is probably safe to say that with technology generally becoming more human-oriented we may expect an increasing relevance of digital art making tools for art therapy.

An entirely new art medium which is now available within virtual reality environments presents its own unique concerns and prospects (Kaimal et al., 2020), including creative opportunities reaching beyond material world, but also risks of further disconnection from the real tactile experience. Here also some of the previously expresses preconceptions might be challenged, for example another observation made by McNiff that “computer art will never replace the three-dimensional presence of the actual thing being made” (McNiff, 2000, p. 97). It remains debatable of course whether virtual presence is at all comparable to physical experience, but it might be that an opportunity to print out a virtually created artwork using a 3D printer makes the distinction less obvious.

A substantial attention is dedicated in literature to speculation on groups of clients who might benefit most from working with digital arts media. It has been suggested that although this is primarily an individual matter and not necessarily defined by age, contradictory to stereotype (Asawa, 2009), children and young people might be particularly responsive to digital artmaking (Alders et al., 2011; Carlton, 2014). Reports on successful practice with hospitalized children highlight the benefit of adaptations enabled by technology to compensate for physical and emotional challenges (Thong, 2007; Malchiodi and Johnson, 2013). Digital arts media offer a sterile art making environment (Malchiodi and Johnson, 2013; Orr, 2016) and can be used by patients who might not be able to hold art materials but might be able to interact with space or make art on a tablet device using tiny gestures (McNiff, 1999; Hallas and Cleaves, 2017). It has been also demonstrated that the previously mentioned lack of sensory input might be therapeutically beneficial for clients with developmental disabilities and those with olfactory and tactile sensitivities (Darewych et al., 2015). It has been proposed that digital art making tools might be in fact an ideal medium for clients easily overwhelmed by tactile sensations (Alders et al., 2011), allowing them to sustain a safer and longer art making experience (Edmunds, 2012).

Some art therapy practitioners and researchers have long made a proposition that technology-enhanced therapy, whether in form of online delivery or adoption of digital arts media for art making, may actually be the best form of therapy for certain clients and not a mere substitute for more traditional ways of working (Collie and Čubranić, 1999; McNiff, 1999; Parker-Bell, 1999; Evans, 2012). Others have pointed out to contradictory beliefs of some art therapy practitioners, focusing more on potential risks and worrying that technology would “remove what art therapy holds sacred, which is the art.” (Asawa, 2009, p. 64). Between the two polarizing perspectives might be most commonly advocated one, that digital technology is not a replacement for traditional arts media or long established ways of working, but rather an added value, a new quality, expanding and not limiting the profession (McLeod, 1999; McNiff, 1999; Orr, 2006; Choe, 2014).

While flexibility and adaptability have been cited as qualities shared by art therapists that could support them in the predicted continued integration of technology in therapy (Spooner et al., 2019), a question remains whether art therapy profession would accept technology as a true creative and therapeutic medium (McNiff, 1999; Peterson, 2006; Austin, 2009). Over three decades ago, it was suggested that the answer might depend on art therapists’ innate curiosity as artists to investigate the new medium (Canter, 1989) and, more recently, that the potential of technology in art therapy is only limited by practitioners’ creativity and imagination (McLeod, 1999; McNiff, 1999; Peterson, 2010). It has been already proposed that art therapy profession, to remain relevant, might need to “move beyond historically validated media” and also to new contexts (Kapitan, 2007, p. 51).



FUTURE RESEARCH

Given the growing interest in digital technology within art therapy world and the current global health crisis (COVID-19 pandemic) which forced therapists to move their practice online, we expect and would welcome a rise in research in the area. While we already have some understanding of art therapists’ perspective, more research to explore clients’ experiences is clearly needed. This research need must not, however, compromise on clients’ safety and ethical ways of working with technology in art therapy sessions and should observe (and help develop) guidelines from professional associations for the discipline (Zubala and Hackett, 2020). Once new ways of working are established, these need to be reflected in art therapists’ education and research could contribute to identifying the needs for training.

Rise in online art therapy practice could be observed on a large scale in the previous months (second trimester of 2020) and new interventions have been developed with impacts already captured in research which was in press at the time of writing of this review (e.g., Gomez Carlier et al., 2020; Newland et al., 2020). It is important that these accounts of sudden changes in practice are recorded and examined for any lessons to be learned for a longer-term approach to how art therapy might contribute to mitigating the psychological impacts of the pandemic, which are likely yet to emerge (Miller and McDonald, 2020; Titov et al., 2020; Wind et al., 2020; Zubala and Hackett, 2020). The research to follow must acknowledge the extraordinary circumstances under which art therapy has adopted online mode of working, often not by choice but due to demands of the situation and clients’ or employers’ expectations. This fact alone and combined with other factors may have huge implications for practice and we hope that these are captured sensitively in forthcoming research.

Regardless of the mode of delivery, there remains a lot to learn in terms of the emotional and interpersonal implications of digital artmaking for the development of the therapeutic relationship. Previous research encouragingly indicates that therapeutic alliance in verbal psychotherapies can be successfully recreated in an online setting (Sucala et al., 2012). In art therapy case, however, potential impact of technology is not limited to client-therapist relationship but extends to the essence of the triangular relationship including also the artwork. Understanding the impacts of digital tools on the dynamics of this triangular relationship and their place within it seems fundamental to increasing art therapists’ confidence in introducing digital arts media in sessions.



LIMITATIONS

This review attempted to capture research findings from diverse literature for a holistic understanding of the topic (Whittemore and Knafl, 2005) and we recognize that such approach brings some inevitable challenges which we were able to address partially.

Firstly, the heterogeneous character of included studies and breadth of perspectives adopted by the authors meant that the synthesis relied vastly on our own interpretation of the findings due to no specific guidance on such syntheses available. Neither meta-analysis nor meta-synthesis could be performed and instead a method not dissimilar to thematic analysis was employed for identifying key themes often present across the literature examined. It might be that such approach could have missed some of the findings potentially best captured via another methodology. Additionally, inclusion of papers focusing on art therapists’ views and opinions mean that findings are based on both the anticipated and the actual practice-based experiences.

Secondly, we acknowledge that PhD theses, dissertations and book chapters were deliberately excluded from the review due to limited resources and also due to expected further complexities arising from an attempt to synthesize insights from these data sources. The searches have, however, identified substantial volume of material on the subject published in books and available as unpublished doctoral theses and masters dissertations and it would have been valuable to examine these also, perhaps in a more narrative type of review or as part of more specific sub-topic explorations. Similarly, only articles presenting empirical findings were included which means that a number of important opinion papers have not been formally a part of this review. Instead, recognizing the contribution of these authors to the overall conversation, we refer to their work in the extended discussion section. We are also aware that strict inclusion criteria meant that some contemporary uses of digital technology in art therapy such as digital photography, computer animation or digital storytelling, are not discussed here. Peer-reviewed papers in these areas seem sparse despite comprehensive practice-based literature available (e.g., Loewenthal, 2013; Malchiodi, 2018). Therefore, while it was not our intention to exclude these widely used techniques, we acknowledge that this review might not be a complete representation of practice, now commonly adopting many other imaginative uses of digital technology.

Thirdly, we chose not to undertake a formal quality assessment of the studies included, which might have enabled a fairer weight to be allocated to findings, currently considered and presented as being of equal value. An informal quality assessment has been, however, included and we decided that a more formal analysis would not match the complexity of the topic and the nature of the very early exploratory studies, meaning that useful insights might be lost with a standardized form of assessment applied. With progress in research in the area and more methodologically coherent groupings of studies possible, we expect that future syntheses would be able to perform more formalized quality assessments, particularly on studies that report on client experiences.



CONCLUSION

This review offers an integrative synthesis of research undertaken to date on the use of digital technology in art therapy, including both online connectivity allowing distance delivery as well as digital artmaking within therapy sessions. The complex characteristics and methodologies of included papers resulted in diverse findings which were integrated to identify key themes in the growing debate on the role of digital technology in art therapy. Potential benefits and challenges were identified, including impacts on the therapy process and the therapeutic relationship. It may be safely concluded that the use of technology in art therapy presents both immense opportunities and serious risks that need to be considered by practitioners, professional associations, and the clients themselves. It is important that early research in the area strives to examine both in order to help art therapists make an informed choice when deciding on whether to incorporate digital technologies in their practice.

We would like to invite the art therapy community worldwide to expand this conversation and to explore together, safely but with curiosity and openness, the expanse of the digital world which, if nothing else, deserves our consideration of its relationship to art therapy. We propose that we approach this exploration with acknowledgment of its importance for the continued relevance of art therapy (Kapitan, 2007) but also reflecting that “art therapy is eclectic and not reducible to a single set of algorithms” (Gussak and Nyce, 1999, p. 194). It might be a demanding but a fascinating journey.
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Arts education in schools frequently experiences the pressure of being validated by demonstrating quantitative impact on academic outcomes. The quantitative evidence to date has been characterized by the application of largely correlational designs and frequently applies a narrow focus on instrumental outcomes such as academically relevant competencies. The present review aims to summarize quantitative evidence from quasi-experimental and experimental studies with pre-test post-test designs on the effects of school-based arts education on a broader range of competency outcomes, including intra- and interindividual competencies. A systematic literature search was conducted to identify relevant evaluation studies. Twenty-four articles reporting on 26 evaluation studies were eligible for inclusion, and their results were reviewed in terms of art domains and outcome categories. Whilst there is some evidence of beneficial effects on some competencies, for example of music education on arithmetic abilities, speech segmentation and processing speed, the evidence across arts domains and for different outcomes is limited due to small sample sizes, small number of studies, and a large range of effect sizes. The review highlights that sufficiently powered (quasi-)experimental studies with pre-test post-test designs evaluating arts education are sparse and that the “gold standard” of experimental research comes at the expense of a number of other study characteristics such as sample size, intervention and follow-up length. By summarizing the limitations of the current (quasi-)experimental research, the application of experimental designs is critically assessed and a combination with qualitative methods in mixed-method designs and choice of relevant outcomes discussed.

Keywords: arts education, music, dance, drama, visual arts, systematic (literature) review, competencies


INTRODUCTION

Can the arts promote the creative skills needed for innovation? What are the beneficial effects of music training on computation skills, spatial performance, memory and reading skills? Do actors have better verbal and emotional skills? Can dance promote a sense of belonging? Does arts education improve educational attainment, attention and motivation?

Questions about effects of arts education on outcomes such as academic achievement and competencies have inspired much research in an effort to defend the arts' position in curricula. Qualitative, mixed-method and quantitative research support the notion that engagement in the arts can contribute to positive outcomes such as academic achievement, attainment, social behavior and social transformation alongside health benefits such as wellbeing (Deasy, 2002; Ewing, 2010; McLellan et al., 2012a, 2015; Winner et al., 2013; Fancourt and Finn, 2019). However, the so-called “gold standard” experimental research designs are rare, and findings on the causal impact on academically relevant outcomes have frequently been limited or inconclusive (e.g., Winner et al., 2013). Yet, experimental designs are often not suitable for educational evaluation studies and their ability to capture the complex experiences in arts learning have been questioned (Ewing, 2010). Further, small sample sizes and short follow-up periods are common in experimental studies and preclude confidence in conclusions. Finally, while the choice of instrumental outcomes such as children's performances in other subjects may seem attractive, the implications of an exclusive focus on such outcomes have been critically discussed (Winner et al., 2013). The current review therefore seeks, first, to summarize the evidence from quasi-experimental and experimental studies on a range of transferrable skills and competency outcomes in school-based arts education. Second, it seeks to describe and evaluate the methodological characteristics of the included studies and implications on conclusions.

According to Oxford University Press (2019), art is defined as the “expression or application of human creative skill and imagination, typically in a visual form such as painting or sculpture, producing works to be appreciated primarily for their beauty or emotional power” (1st paragraph), and the arts as the “various branches of creative activity, such as painting, music, literature, and dance” (2nd paragraph). These definitions are reflective of the arts as activities which involve creative problem solving and opportunities for expression. Arts engagement can further involve social interaction and collaboration and allow for an exploration of the self in an environment removed from the binary evaluation of performance as either right or wrong. The arts may therefore be well positioned to stimulate the development of intra- and interpersonal outcomes. For example, as McLellan et al. (2012b) argue using the theoretical framework of the self-determination theory (Deci and Ryan, 1985), the arts may offer opportunities for experiences of competence, autonomy and relatedness which in turn promote motivation and wellbeing.


State of Research

Research into the impacts of arts education can be categorized by the type of arts experience or engagement. First, research can be categorized whether it evaluates the effects of arts appreciation or that of active arts participation. For example, a long research tradition has examined the so-called Mozart effect, in which Rauscher et al. (1993) observed that participants showed significantly higher spatial performance after listening to a Mozart sonata. Although, replications and meta-analyses have struggled to confirm these effects (e.g., Pietschnig et al., 2010). Second, arts can be taught as a stand-alone subject or be integrated into other subjects or the wider teaching approach. For example, arts integration has been found to be beneficial across art domains, ages and outcomes (e.g., Hardiman et al., 2014; Lee et al., 2015; Brown et al., 2018). However, the term arts integration is often interchangeably used for different approaches (Institute for Arts Integration and STEAM, 2019), varying from arts enrichment which uses the arts as a tool of engagement to using science, technology, engineering, the arts and math to guide students' critical thinking (STEAM; Perignat and Katz-Buonincontro, 2019). The distinction between different forms of engagement and degree of integration appears important to take account of the very different experiences and aims.

Third, a distinction can be made by the consideration of intrinsic (e.g., express communal meaning, McCarthy et al., 2004) vs. instrumental outcomes (e.g., academic outcomes). McCarthy and colleagues note that the former is rarely considered in the literature. In their review of arts and transfer into non-arts domains, Winner et al. (2013) critically discuss the sole focus on instrumental outcomes as these promote an evaluation of the arts as a means to an end rather than for their own sake. The Reviewing Education and the Arts Project (REAP) (Hetland and Winner, 2001; Winner and Hetland, 2001) included a series of meta-analyses to assess the relationship between arts engagement and academic outcomes. The results indicated that, despite some positive correlations, the only significant causal claims concerned the effects of music listening and music instruction on spatial reasoning (Hetland, 2000a,b) and of drama on verbal skills (Podlozny, 2000). Music training may also positively affect math outcomes (Vaughn, 2000); however, there was a too-large range of effects in a small number of studies to draw definitive conclusions. The same was true for dance, with some evidence found for effects on visual-spatial skills, but again based on a small number of studies (Keinänen et al., 2000). Evidence for the effects of the arts on creativity transfer could not be found (Moga et al., 2000). In 2013, a review published by the Organisation for Economic Co-operation and Development (OECD) updated and extended the findings of REAP (Winner et al., 2013) by including evaluations of behavioral and social outcomes. Evidence from quasi-experimental and experimental studies indicated social and behavioral benefits of drama, such as empathy, emotion regulation, and perspective-taking. Effects of music training were found on academic performance as well as intelligence, word decoding and phonological skills. There were also indications of a beneficial effect of music on language learning, but limited support for an effect on visual-spatial reasoning. Associations between drama or dance and creativity were apparent but based on only a few studies with small sample sizes, therefore limiting the ability to draw conclusions. A further series of reviews of quantitative and qualitative evaluation studies of arts in schools and the community by Jindal-Snape et al. (2014a,b, 2018) found similarly varied results concerning academic outcomes, with a tendency for effects to be more evident in music and multi-art contexts and more pronounced among pre-school children.

In general, the quantitative research to date provides mixed evidence regarding the effects of the arts on academic outcomes and largely remains on the correlational level. However, there are a few implications when interpreting these results. A difficulty when comparing results from different studies and programs is a lack of a common evaluation approach and programs' unique characteristics, contexts and quality (Ewing, 2010). Programs exhibit a substantial heterogeneity with respect to art domains, content, intensity, duration and delivery methods of arts classes or interventions, all across a small number of studies. For example, failing to distinguish between different forms of engagement with the arts (passive or active), how they are integrated into the school curriculum and whether they are offered in the form of a compulsory or extra-curricular activity adds many factors that may affect research results in different ways.

The current review aims to reduce some of the above heterogeneity by synthesizing effects from quasi-experimental or experimental pre-test post-test designs on the impact of arts education on a range of competencies. It seeks to evaluate programs which involve active involvement in the arts and teaching of the arts per se. Further, it aims to critically evaluate the strengths and limitations of the included studies. A wide range of outcomes will be included, and a framework of educational outcomes, the OECD's Definition and Selection of Competencies (DeSeCo; Rychen and Salganik, 2003) will be used to group outcomes into broader categories.



A Categorization of Outcomes

We grouped outcomes into categories based on DeSeCo (Rychen and Salganik, 2003). The framework was the result of an international, interdisciplinary and collaborative effort led by Switzerland and supported by the OECD. Key competencies were identified in an extensive process bringing together empirical evidence, scholars and experts from different disciplines, including a final consolidation and revision phase. Providing a categorization of educational outcomes, the DeSeCo considers individuals' needs to lead a successful life and the needs of a functioning society. These competencies are summarized into three categories, namely using tools interactively, interacting in socially heterogeneous groups, and acting autonomously. First, using tools interactively encompasses key competencies relating to using the tools of language and symbols, technology, information and knowledge. Second, interacting in socially heterogeneous groups refers to the social skills needed to work collaboratively in a diverse and multicultural society, to be able to control one's emotions and to show empathy when relating to others and dealing with conflict. Third, acting autonomously encompasses the key competencies needed for an individual to make autonomous life choices and feel empowered to do so. Finally, an underlying feature that applies to all categories of competencies is reflectiveness, the ability to go beyond knowledge and skills, to assimilate, change and adapt. Reflectiveness therefore encompasses meta-cognitive skills as well as the cognitive skills essential for creative thinking.

Instrumental perspectives in evaluating arts education have frequently focused on outcomes relating to the DeSeCo category using tools interactively (e.g., by assessing transfer effects to non-arts subjects, linguistic or computational skills). However, given the more process focused, intrinsic experiences of the arts, one may expect stronger effects on the categories relating to the inter- and intra-individual outcomes (i.e., “soft” skills) than on transfer of learning to non-arts subjects (e.g., development of social bonds and empathy; McCarthy et al., 2004). While the DeSeCo categories were developed in consideration of competencies which are instrumental to a successful life, they may also contribute to the innate psychological needs for competence, relatedness and autonomy, which are the three key needs proposed in the motivational self-determination theory (Deci and Ryan, 1985). The DeSeCo framework was thus chosen as a tool to group a wide range of outcomes into categories and to enable an exploration of effects on similar and dissimilar outcomes.



Research Questions

The current review seeks to systematically review competency-based outcomes and effect sizes in (quasi-) experimental studies of school-based arts education. Further, the review seeks to critically assess the qualities of the included studies in respect to limitations of (quasi-) experimental research in arts education. Research questions and exclusion and inclusion criteria are defined using the PICOS framework (participants, interventions, comparators, outcomes, and study design; Liberati et al., 2009). Participants are defined as children or adolescents from the general population attending formal compulsory education post pre-school. This review considers programs in which art is taught as a stand-alone subject with a minimum session duration of twenty minutes, as opposed to arts-integrated teaching within or in combination with other subjects, focusing on four art domains which are most frequently implemented in school curricula, namely the domains of music, drama, dance, and visual arts. Comparators include both active (treated) control groups participating in a non-arts or different arts program as well as untreated control groups following the standard curriculum. Studies reporting effect sizes on outcomes relating to the DeSeCo framework (Rychen and Salganik, 2003) are included. The included study designs are natural/quasi-experimental, or experimental with pre-test post-test designs. Based on the above PICOS definitions, the review seeks to answer the following exploratory research questions: (1) How effective is arts education with respect to outcomes in the DeSeCo categories (a) using tools interactively, (b) interacting in socially heterogonous groups, (c) acting autonomously and d) the concept of reflectiveness? (2) What are the methodological characteristics, strengths and limitations of the included studies?




METHODS

The initial literature search was conducted in March 2019, following the Preferred Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA) guidelines (Moher et al., 2009). The databases PsycARTICLES, PsycINFO, Behavioral Science Collection, PSYNDEX, Education Source and ERIC were searched with search strings combining terms related to art domains, intervention evaluation, and thesaurus explorations of relevant outcome variables (Supplementary Table 1). Bibliographies of relevant meta-analyses and systematic literature reviews and further publications by authors with relevant studies were searched manually. The total number of search results was 1,807 from the databases and 13 from additional sources, leaving 1,681 search results after the removal of duplicates (Figure 1).
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FIGURE 1. PRISMA flow diagram.


The first author screened the articles' titles, abstracts and full texts against the inclusion and exclusion criteria. Articles were included if they were research articles published in English or German in peer-reviewed journals, were evaluation studies of arts education for children and/or adolescents within the school curriculum, with outcome variables relating to the above DeSeCo categories (Rychen and Salganik, 2003) and if they used a quantitative or mixed methods approach with a natural/quasi-experimental or experimental pre- and post-test design. Excluded were studies reporting on extra-curricular programs (e.g., after-school clubs) or implemented in pre-schools, kindergarten, or post-school contexts (e.g., universities), that were integrated as therapeutic interventions or addressed specific populations (e.g., children with autism). Further, due to the risk of bias from other confounding effects, studies reporting on programs in which the arts were just one intervention component out of several (e.g., family counseling) were excluded. Finally, to take account of the problematic interpretation of results based on binary significance results (Siddaway et al., 2019), studies that reported neither effect sizes nor sufficient statistics allowing for the extraction and interpretation of effect sizes were also excluded. After title and abstract screening, the full texts of the 54 remaining articles were screened, and 23 articles reporting a total of 25 studies were retained. The search was updated in April 2020 (Supplementary Table 1) and one additional relevant study was identified that had been published after the first search. Ten percent of articles during the title and abstract screening and another ten percent of articles during the full text screening were double-screened by a second independent reviewer. Discrepancies between the two reviewers were resolved through discussion, leading to full agreement on the inclusion and exclusion of articles based on the pre-defined criteria.

Study characteristics relating to randomization, type of control group, sample size, participant age or grade, program intensity and duration, main outcome measures, results and effect sizes were extracted for each study and are summarized in Supplementary Table 2. Further, theorized mechanisms of change in the included studies were recorded. While the study inclusion was based on effect size estimates, the precision of effect size estimates is dependent on the sample size. To address concerns about the accuracy of effect size estimates from small samples, as well as a possible overestimation bias in eta-squared (Morris, 2008; Fritz et al., 2012; Lakens and Evers, 2014), additional confidence intervals and alternative effect sizes were calculated where possible (Lenhard and Lenhard, 2016; Uanhoro, 2017; Stangroom, 2019). Morris' (2008) recommendation on the use of effect sizes in pre-test post-test control group designs was applied where possible. These additional calculations were dependent on the availability of information in the papers regarding sample sizes, means and standard deviations of pre- and post-test scores. Furthermore, these calculations were limited to statistical designs that did not include covariates or adjustments for violations of test assumptions. Effect sizes were interpreted as small, medium and large according to Cohen's conventions (Cohen, 1988).



RESULTS

The following narrative summary of included studies is structured into two sections. The first section summarizes effects on outcomes relating to the DeSeCo categories using tools interactively, and the second section reports the outcomes on the “soft” skill outcomes in the categories interacting in socially heterogonous groups, acting autonomously and reflectiveness.


Analysis of Studies With Outcomes Relating to the DeSeCo Categories Using Tools Interactively
 
Music Education

Twelve studies assessing outcomes of music education relating to the DeSeCo category using tools interactively fulfilled the inclusion criteria. Most used quasi-experimental designs, with the exception of two studies with experimental designs (Rickard et al., 2012, Study 2; Rabinowitch et al., 2013), and a treated control group was implemented in seven studies. Study characteristics were very heterogenous, with sample sizes varying between n = 28 and n = 345, and program intensity and duration varying from weekly 20-min classes over an 8-week period (Brodsky and Sulkin, 2011, Study 3) to 7 h per week over several years (e.g., Degé et al., 2011; Supplementary Table 2).

Two studies assessed arithmetic skills as an outcome of music education. A large effect size on arithmetic skills was extracted from one study of children receiving music composition classes (Bugos and Jacobs, 2012), and a small effect size on computation scores was found among children taking piano lessons (Costa-Giomi, 1999). Processing speed was assessed in three studies, revealing a medium effect of music composition training (Bugos and Jacobs, 2012) and trivial (Guo et al., 2018) to small effects of instrumental music training (Roden et al., 2014b). Working memory was assessed in five studies, and whilst there was some evidence for medium to large effects of music training on verbal or auditory components of working memory in three studies (Degé et al., 2011; Roden et al., 2012, 2014a), others had mixed results, with trivial and small effect sizes or even contrary results for the second year of intervention (Rickard et al., 2010; Guo et al., 2018). In contrast to auditory functions, visual functions, such as visual attention or memory, were generally not expected to be affected by musical education. The range of effect sizes, spanning from small with negative valence (Roden et al., 2014b) to null or small effects with positive valence (Rickard et al., 2010; Bugos and Jacobs, 2012; Roden et al., 2012) and medium positive effect sizes Degé et al. (2011), may support the expected absence of effects of music education on visual functions. Furthermore, the effects of music education on vocabulary and verbal learning variables ranged from small effect sizes with negative valence to small effect sizes with positive valence (Rickard et al., 2010; Bugos and Jacobs, 2012; Guo et al., 2018), with the exception of two medium-sized effects on language skills (Costa-Giomi, 1999) and verbal learning (Rickard et al., 2010). Brodsky and Sulkin (2011, Study 3) reported a large effect size on a composite score of dictation content and technical aspects of handwriting. No effects of music education on overall intelligence were found (Degé et al., 2011).



Drama Education

One experimental study with an untreated control group evaluated the effect of a 2-hour long weekly drama class with a total duration of 12 weeks on measures of intelligence (Köksal Akyol, 2018). In the sample of 46 first grade children, a medium effect of the drama intervention on the verbal-linguistic intelligence subscale of the Turkish adaptation of the Teele Inventory for Multiple Intelligences (TIMI; adapted by Göǧebakan, 2003, as cited in Köksal Akyol, 2018) did not reach significance. No effects were found on the mathematical-logical or visual-spatial subscales.



Comparisons Between Different Art Domains

Four evaluation studies included in this review compared the effects of an arts program to that of another arts program in a different domain (Rickard et al., 2012; François et al., 2013; Hogenes et al., 2016). Two studies were experimental, and sample sizes ranged from n = 24 to n = 133.

Comparing the verbal learning and verbal intelligence over time of students who received an increased frequency of music or drama lessons (Rickard et al., 2012, Study 1) revealed no differences in verbal learning and delayed recall. However, a small effect size corresponding to greater improvement among music students was found for measures of immediate recall. When comparing a group of music students to a painting group, music training affected speech segmentation processes with a large effect size (François et al., 2013). Regarding non-verbal intelligence, a large extracted effect size indicated that students receiving increased music compared to increased drama classes exhibited greater improvement (Rickard et al., 2012, Study 1). Finally, Hogenes et al. (2016) compared the effects of a music composition to a music performance intervention. A medium effect size for the between-group differences on post-test reading comprehension was due to a larger decrease among students in the music performance group when controlling for pre-test scores.



Proposed Mechanisms of Change

Several mechanisms to explain effects of the arts on non-arts outcomes were proposed by the authors of the included studies. For example, it was suggested that the simultaneous processing of multiple sensory cues required when playing music can explain working memory enhancement, specifically enhancement of auditory components, including verbal memory (e.g., componential model of working memory, Baddeley, 2010; Roden et al., 2014a). Others propose that improved attention and mental processing speed due to music engagement may cause effects on academic performance (Roden et al., 2014b).

Other indirect pathways are proposed by applying motivational, social learning and evolutionary theories to the context of arts learning. Arts engagement may offer opportunities to experience flow (Csikszentmihalyi, 1975) and therefore improved attention and concentration (Bugos and Jacobs, 2012). Other pathways involving motivational learning processes have been suggested with respect to collaborative learning in the arts (e.g., Vygotsky, 1977). An evolutionary perspective was applied to the domain of childlore and handclapping songs (Brodsky and Sulkin, 2011, Study 3). The latter was described as a naturally occurring activity in 6–9-year-old children, with evidence of its existence dating back to 2000 BC. Combining sensory-motor, social and verbal/linguistic elements, the study's authors propose an evolutionary developmental purpose predicted to affect development in non-arts domains such as motor and cognitive development (Brodsky and Sulkin, 2011, Study 3).




Analysis of Studies With Outcomes Relating to the DeSeCo Categories Interacting in Socially Heterogonous Groups, Acting Autonomously and Reflectiveness
 
Music Education

Five evaluation studies of musical programs included in this review addressed outcomes relating to the DeSeCo categories interacting in socially heterogonous groups or acting autonomously. Two studies used an experimental design and three studies a treated control group, with sample sizes varying between n = 24 and n = 84. The intensity and duration of interventions ranged from weekly 30–60-min classes over a 3-month to a 3-year period.

Effect sizes regarding social skills and behavior were extracted from four studies (Rickard et al., 2012, study 2; Rabinowitch et al., 2013; Schellenberg et al., 2015; Roden et al., 2016). Whilst Roden and colleagues found that extended music training buffered against increases in aggressive behavior observed in the control group, an effect of large size, the opposite trend was observed for self-reported aggression in the study by Rickard and colleagues. Rabinowitch and colleagues found that an interactive musical intervention improved empathy in the music group compared to the control group, an effect of medium size. For a subgroup with lower social skills at baseline, Schellenberg and colleagues reported large effects of the group × time interaction on sympathy and prosocial behavior due to significant increases in the music group. Regarding intra-personal outcomes, two studies assessed effects of music education on self-esteem (Costa-Giomi, 1999; Rickard et al., 2012, Study 2), but neither study reported effect sizes. Costa-Giomi (1999) reported a significant effect on self-esteem among children receiving piano lessons and computations revealed a small effect. However, Rickard et al. (2012) did not report significant group × time interactions when comparing three groups of music, drama and control students over time.



Drama Education

Five studies assessed drama interventions' effects on social competency outcomes (Walsh-Bowers, 1992; Walsh-Bowers and Basso, 1999; Rickard et al., 2012; Köksal Akyol, 2018). Four of these applied a non-treated control group and two randomized group allocation with sample sizes varying from n = 44 to n = 104. Program intensity and duration ranged from one 40-min to five 60-min classes per week over periods of 12–15 weeks.

Köksal Akyol (2018) reported no experimental effects on intrapersonal and interpersonal intelligence measures. In fact, effect sizes calculated from the data provided in the article suggest a small effect on interpersonal intelligence in the opposite direction as expected. Three studies conducted by Walsh-Bowers and colleagues (Walsh-Bowers, 1992; Walsh-Bowers and Basso, 1999) assessing social skill development in adolescents in a drama program showed mixed results. There were generally no effects on self-rating scales of confidence in social situations, except for one small effect on self-rated cooperation (Walsh-Bowers and Basso, 1999; Study 1). Intervention effects on teacher ratings of social skills differed widely between studies, ranging from medium and large effect sizes in support of the drama program to large effects in the opposite direction, and intervention effects on parents' ratings of social skills ranged from small to large across studies in support of the intervention. As with music students, self-rated aggression scores among drama students seemed to increase in comparison to a non-treatment control group over time (Rickard et al., 2012, Study 2). However, the group × time interaction was only marginally significant, and the effect was only interpreted based on descriptive statistics of the three groups at pre- and post-test.

One experimental study with a treated control group assessed non-verbal divergent thinking after a single drama improvisation session in a sample of 34 ten- and eleven-year-old sixth grade schoolchildren (Sowden et al., 2015a). Large intervention effect sizes for the originality and elaboration measures from the Incomplete Figures Tasks of the Torrance Tests of Creative Thinking (Torrance, 1974, as cited in Sowden et al., 2015a) were found. The effect size for abstractness was non-significant and its size was not reported.



Dance Education

Two studies evaluated the social outcomes of the weekly 90-min dance intervention TanzZeit [time to dance], taught over a period of one or two semesters in quasi-experimental designs using untreated control groups (Zander et al., 2014; Kreutzmann et al., 2018). The studies employed sizable samples (n = 606 and n = 361).

Both studies reported significant treatment effects on variables assessing affective and/or collaborative social networks, measured by asking students to indicate how much they liked or liked collaborating with each classmate, and their feelings of social belonging. Small effects of the dance intervention on affective networks were found in one study (Kreutzmann et al., 2018), but these were trivial in the study by Zander et al. (2014). Kreutzmann and colleagues also reported evidence for affective social networks mediating the relationship between the dance intervention and sense of social belonging. However, effect sizes for direct and indirect paths to social belonging remained on the trivial level, and sensitivity analysis revealed that their sizes were dependent on the contrast codes employed. For collaborative networks, Zander and colleagues reported small intervention effects in the subsample of boys, and large intervention effects for boys' opposite-sex nominations. These effects were not observed in the subsample of female participants.

One experimental study assessed the effects of a 20-min folk dance physical activity on creativity outcomes among Indian children (Bollimbala et al., 2019). A sample of 34 sixth and seventh grade children were randomly assigned to a 20-min class or a sedentary control group. Pre- and post-tests of divergent and convergent thinking revealed small experimental effects on convergent thinking only, and a small effect in the opposite direction was extracted on flexibility in divergent thinking across the entire sample. However, in the subgroup of children with normal body mass index (BMI), as opposed to the other half of the sample with low BMI, small experimental effects were revealed on all dimensions of the divergent and convergent thinking measures.



Visual Arts Education

One evaluation study assessed the outcomes of two visual arts programs on self-efficacy, self-concept, internal and external success attributions, worldviews and self-reported creativity (Catterall and Peppler, 2007). A total of 179 nine to 10-year-old third grade children were assessed in a quasi-experimental design with untreated control groups after 20–30 weeks of weekly 60- to 90-min classes. Significant self-efficacy gains were observed among children in the visual arts groups, an effect of medium size in relation to the changes in the control groups. Differences between groups and over time on self-concept, internal and external success attributions and worldviews were not significant and effect sizes not retrievable. Self-reported creativity measures were based on the dimensions of the Torrance Test of Creative Thinking (Abedi, 2002). A large treatment effect was extracted for the creativity dimension of originality. No effect sizes could be extracted for the non-significant effects on the creativity dimensions of fluency, flexibility and elaboration.



Comparisons Between Different Art Domains

One experimental (Freeman et al., 2003) and one quasi-experimental study (Rickard et al., 2012, Study 1) comparing the effects of music and drama interventions allowed for the extraction of relevant effect sizes on measures of self-image, self-concepts, self-esteem, and attitudes. Sample sizes ranged from n = 111 to n = 185.

Freeman et al. (2003) reported no significant post-test differences between music and drama groups. However, small effects according to Morris (2008) calculated on a subsample with both pre- and post-measures indicate that drama students exhibited greater improvement in self-reported self-image and academic self-concept, and music students' greater improvement in social self-concept. No differences were found in teacher ratings of social skills and problem behavior. Rickard et al. (2012) did not report significant group × time interaction effects on the respective outcomes. However, small effect sizes according to Morris (2008) indicate stronger effects of drama education on academic self-esteem, general attitudes and attitudes toward social integration compared to the music group. Similarly, with medium effect sizes, drama had stronger effects on attitudes toward teaching and status among peers and medium to large effect sizes on engagement and motivation in arts class.



Proposed Mechanisms of Change

It has been proposed that music engagement may promote empathic processes and social cohesion through the experience of rhythmic and movement cohesion (Rabinowitch et al., 2013; Schellenberg et al., 2015), which can be explained from an evolutionary perspective (Huron, 2001; Tarr et al., 2014). Similar mechanisms have been proposed for the effects of dance interventions on social outcome variables (Zander et al., 2014; Kreutzmann et al., 2018), with the additional aspect of physical proximity and opportunity for contact being a possible catalyst for friendships (theory of social impact, 	Latané et al., 1995). According to Kreutzmann and colleagues, dance choreography also creates an interdependency among participants which may foster these social variables (social interdependence theory, Johnson and Johnson, 2009). The drama intervention by Walsh and colleagues (structured fantasy approach, Walsh et al., 1991) was derived from social development theory and the role of play for becoming competent in social situations (Vygotsky, 1967). Similarly, Freeman et al. (2003) propose that elements of social skills trainings are integral to creative drama and, like Catterall and Peppler (2007), propose that mastery experiences from the creative classroom can transfer to generalized self-efficacy, as theorized in Bandura's social cognitive theory (Bandura, 1986).

Catterall and Peppler, 2007 assessed creativity outcomes of visual arts programs and propose that visual arts programs provide the learning environment to engage in metacognitive activities, which are central in Bruner's (1966) constructivist model, as well as active and collaborative learning (situated learning, Lave and Wenger, 1991; distributed learning, Bransford and Schwartz, 1999). Sowden et al. (2015a) applied the dual-process theory of creative thinking (Sowden et al., 2015b) to identify the creativity processes, namely divergent thinking, they expected to be specifically affected by an improvisation class.

Four studies reported mixed method approaches by incorporating observational and interview data (Walsh-Bowers, 1992; Walsh-Bowers and Basso, 1999; Catterall and Peppler, 2007) to understand student's responses to the intervention, their engagement and processes of development.




Risk of Bias

Several common risks of bias were identified across studies. Just over a quarter of the included studies (26.9%) fully randomized participants into groups, thereby minimizing systematic variation not caused by the experimental manipulation. Just over half of the studies (51.9%) included a treated control group. Such a comparison group is important to distinguish a treatment effect from a behavior change merely due to the novelty or increased attention involved in participating in a new program, similar to a placebo effect (Winner et al., 2013). Less than a third of studies evaluated intervention durations of more than a year (30.8%), while 15.4% of studies evaluated one-off classes or interventions with a maximum 10 weeks duration.

Only 7.4% of included studies recruited a sample size based on an a priori power analysis. Furthermore, 88.5% of studies employed a sample size smaller than n = 200, which would be sample size required to detect a small time × group interaction effect in a 2 × 2 ANOVA (calculation in G*Power 3; Faul et al., 2007; f = 0.10, α = 0.05, 1–β = 0.80, correlation among repeated measures = 0.5, non-sphericity correction = 1). Insufficient statistical power has implications for the reliability of significance tests and effect size estimates. Information on participant attrition could be extracted from 12 studies, of which one study had low attrition (below 5%), five studies medium (5–20%) and six studies large attrition (more than 20%; attrition classification according to Schulz and Grimes, 2002). Just over two-thirds of the studies provided reliability information for the instruments used. Of these, half (nine studies) reported acceptable reliability values (≥0.70) for all employed instruments.




DISCUSSION


Answers to the Research Questions

A systematic review of the literature was conducted in order to answer the following questions: (1) How effective is arts education with respect to outcomes in the DeSeCo categories (a) using tools interactively, (b) interacting in socially heterogonous groups, (c) acting autonomously and (d) the concept of reflectiveness? (2) What are the methodological characteristics and limitations of the included studies? Regarding the outcome category using tools interactively, most eligible studies reported on outcomes of music education. Wide ranges of effect sizes were found across outcome variables. This variation may be due to generally small sample sizes and unreliable effect size point estimates, as indicated by the large confidence intervals. There was some evidence of the potential benefit of music training on processing speed based on a few studies with small to medium effect sizes. However, no such effects were found in another study (Guo et al., 2018). Music students outperformed painting students with a large effect size difference in speech segmentation, as assessed by test performance and event-related potentials (François et al., 2013). Inconsistent and trivial effects of music education were observed on vocabulary, visual memory, visual performance, and non-verbal intelligence. There was some support for effects of music training on arithmetic abilities, but this was only based on a few studies and effect sizes ranged from small to large. No effect of music training was found on global or verbal intelligence scores; however, a large effect emerged for non-verbal intelligence compared to a painting group. These mixed findings stand in contrast to previous studies finding that music education increases intelligence. For example, in an evaluation of a free community music program, Schellenberg (2004) pre-assessed a sample of 6-year-old children before entering first grade. At 1-year follow-up, small to medium-sized effects of music training on intelligence were found when compared to children with drama or no treatment. However, the effects of music education on cognitive outcomes may be moderated by age. Developmental gains and plasticity in younger children could explain differences by age in some cognitive effects of arts education.

Three studies assessed creativity outcomes of drama improvisation, visual arts or dance classes. Large effects were found for divergent thinking, mostly the originality dimension, after drama or visual arts classes. However, effects on divergent thinking were not as clear in an Indian sample of children receiving a twenty-minute folk dance class, where the presence of an effect seemed to be moderated by the children's BMI (Bollimbala et al., 2019). It is important to note that two of these studies assessed the children's performance on creativity tests immediately after a single one-off class. Therefore, the effect may represent a momentary state of mind. On the other hand, longer-term effects of regular visual arts classes were only measured using a self-report creativity measure, and comparisons across instruments should be made with caution (Catterall and Peppler, 2007). Based on the included studies, conclusions about the sustainability of creativity over time and differential effects of longer-term versus one-off classes cannot be made.

Regarding the outcome categories interacting in socially heterogonous groups and acting autonomously, a small number of studies were eligible for inclusion in this review. These examined a range of different outcomes with often inconclusive or even contrasting results. For interpersonal outcomes, positive results with medium and large effects were reported for music training on the related concepts of empathy and sympathy as well as prosocial behavior. However, these were based on only a few studies. Furthermore, when looking at the effect of music education on reducing unfavorable behavior, such as aggression, the results were mixed across studies. Likewise, the evidence for effects of dance and drama on interpersonal outcomes was uncertain due to a small number of studies and contrasting or trivial effect sizes. Dance effects on some interpersonal outcomes may be moderated by gender, an observation that calls for more research applying moderation analyses. Finally, with respect to intrapersonal outcomes, the suggested positive effects of music on self-esteem and of visual arts on self-efficacy were based only on single studies, which precludes a general conclusion.

The limited support for social-emotional outcomes of arts education in this review contradicts a plausible expectation of such benefits, for instance due to the increased opportunities for social interactions and collaboration which are characteristic of performing arts. For example, previous research found some evidence for social and emotional benefits of drama on empathy, perspective taking and emotional regulation, in line with such expectations (Winner et al., 2013). A scoping review of the role of the arts for health and well-being published by the World Health Organization (Fancourt and Finn, 2019) delivered further evidence for beneficial effects of the arts on social cohesion among different populations in the community and particularly wide-ranging social-emotional benefits for socio-economically disadvantaged groups. However, the small number of included studies and a number of limitations of these studies discussed below call for caution to draw conclusions. Further, while this review has focused solely on the class level, more subtle individual changes may be missed. The following discussion of the second research question will also debate the choice of outcomes and methods for their assessment.

The second aim of the review was to answer the question: What are the methodological characteristics, strengths and limitations of the included studies? The review's inclusion criteria focused on quasi- and experimental studies with pre-test post-test designs and effect size estimates. While quasi-experimental studies are limited in their ability to provide causal evidence, experimental studies are commonly considered the “gold-standard” to demonstrate causal impact. Pre- and post-measures allow for the control of changes over time and effect sizes and confidence intervals enable an estimation of the size and certainty of effects. However, the restrictive inclusion criteria resulted in a small number of included studies, of which only 27% used randomization into intervention and control groups. The scarcity of the so-called “gold standard” research method in the field may be partly due to practical considerations and financial limitations. Further, it may be a reflection of a controversy between the need of rigorous evaluations, what scientific methods are appropriate for evaluations and the concern that experimental methods may be too reductionist to be suitable for more holistic and complex experiences and impacts of the arts. As discussed in the context of complementary medicine by Mason et al. (2002), these concerns are not unreasonable and need to be acknowledged in the design of rigorous evaluation studies.

For example, programs evaluated in (quasi-) experimental designs tend to be shorter in duration and/or follow-up compared to correlational research and may not provide long enough exposure and follow-up to uncover meaningful effects (Catterall, 2002; McCarthy et al., 2004). For example, this review also included studies which only evaluated one-off classes or very short educational programs with short retest intervals. It has been suggested that a minimum intervention duration of one year is required to determine if a transfer effect occurred (Moga et al., 2000). Only eight of the included studies met this criterion. Results from short programs therefore need to be interpreted with caution.

Second, sample sizes tend to be smaller in (quasi-) experimental designs. This results in small statistical power and, alongside short follow-up periods and variations in individual experiences, non-significant cohort effects. A majority of the included studies had small sample sizes and would have been insufficiently powered to discover small effects.

Third, arts programs are more difficult to standardize and evaluation research needs to take the impact of the practitioner and participant relationship and adaptations in delivery into account. According to Ewing (2010), stronger interventions are the ones that can be adapted to the participants and contexts which makes comparison across interventions more difficult.

Finally, outcomes need to be broad enough or appropriate for the respective program. As illustrated in the introduction, the choice of exclusively instrumental outcomes has been critiqued as it disregards the intrinsic outcomes of the arts. While the DeSeCo framework selected for the categorization of outcomes in this review adopts a wider perspective and arguably includes intrinsic processes in intra- and interpersonal level outcomes, the limitations of this perspective will be discussed below. In addition, qualitative research can be illuminating to understand relevant outcomes and complex real-world experiences. As proposed by Paluck (2010), field experiments do not need to be and should not be exclusively quantitative but can be integrated with qualitative methods. The integration of qualitative data allows to shed light on pathways and outcomes and can strengthen the conclusions from the quantitative data. For example, in an evaluation of the impact of Creative Partnerships (CP) on children's wellbeing, the quantitative survey study with CP and control schools was complemented with qualitative case studies (McLellan et al., 2012b). While the former did not find statistically significant effects between the schools, the latter illuminated mechanisms in high-wellbeing schools which can be fostered through arts integration and differences between the CP and control school (Galton and Page, 2014; McLellan and Steward, 2014). In another example in one of the here included studies, Catterall and Peppler (2007) conducted observations of the visual arts and home classrooms in both intervention and control schools. The results of the observations complemented their survey-based data by suggesting how the arts classes may have produced the observed effects. They observed higher student engagement in arts classes, more positive relations between peers and with adults, a change in how teachers viewed students and significant improvements in the integration of two case study students. Thus, the insights from the qualitative data can inform the design of future studies to test processes and help theory building.

Hence, the integration of qualitative methods into field experiments seems to be a promising approach. As the above examples illustrate, the combination of observation of classroom sessions and interviews of students and teachers within a field experiment enables a fuller elaboration of the mechanisms and complexities in arts education. First, observations allow the study of processes in the classroom, the in-depth analysis of program characteristics and nuances in the delivery, engagement and relationships in the classroom. Thus, the nature of experiences and specific ingredients of programs can be more fully understood and compared. Second, interviews with students and teachers in intervention and control groups can help to understand the complex experiences in and outside the respective classroom. For example, in an evaluation of the impact of a music orchestral program on collaborative skills, students may be asked about how they like collaborative work and to comment on experiences that created their like or dislike. Further, they could be asked questions about their collaborative relationships with peers at school and to give examples of when they feel collaboration went well or not so well. Interviews also enable a wider exploration of outcomes than what has been pre-specified in the quantitative data collection method. Therefore, rich data from qualitative research can help to support quantitative (experimental) research by illuminating important program characteristics, experiences, pathways and outcomes which are difficult to uncover in exclusively quantitative group level analysis.

As discussed above, there is a controversy about the appropriateness of experimental designs in the evaluation of the arts and holistic interventions. It may be fruitful to shift the focus of the discussion away from the experimental design and toward the limitations of associated shortcomings, such as the concern of being reductionist. Whilst a critical discussion of the “gold standard” is reasonable, the experimental design is not incompatible with some of the solutions discussed above, including qualitative research.



Strengths and Limitations

One of the key objectives of the current review was to provide an overview of (quasi-)experimental evaluation studies of school-based arts education with pre-test post-test designs in order to identify what can be concluded from the evidence so far. Given the small sample sizes prevalent in this research field, this review focused on available and retrievable effect size estimates and confidence intervals. While the focus on effect sizes has significantly reduced the number of included studies, it allowed for a non-binary interpretation of the results, and the application of caution in consideration of the (un)certainty of evidence. From the narrative synthesis of the included studies, the review was able to summarize the limitations and gaps in the (quasi-)experimental research.

Yet, this review has also some limitations that should be considered. The formulation of the search strings may have missed relevant studies. However, by screening previous reviews and additional publications by the authors of included papers, potential bias due to the search strategy was minimized as much as possible.

Furthermore, the selected inclusion and exclusion criteria pose some limitations with implications for the interpretation of the results. First, the small number of quantitative evaluation studies in the field made it impractical to further narrow the selection down based on additional, albeit important design (e.g., randomization, sample size, follow-up duration) or context characteristics (e.g., age group). Consequently, the heterogeneity of the included studies with regard to these aspects limited the conclusions that could be drawn across them. Additionally, the criteria generated only a very small number of eligible studies for most art domains except music. These were insufficient to answer the research questions in this review, highlighting the need for further experimental research with sufficient sample sizes in the field, especially in the domains of drama, dance and visual arts. Second, the limitation to studies in peer-reviewed journals meant that the review excluded unpublished literature. Risk of publication bias cannot be ruled out. Third, while the exclusion of after-school clubs or programs outside of the school context attempted to minimize biases due to accessibility and self-selection, not all included studies delivered programs within the mandatory curriculum and thus, some self-selection biases cannot be excluded. Fourth, the choice of the DeSeCo framework and exclusion of studies in therapeutic setting will have excluded intrinsic outcomes of arts education not covered by the criteria. The results of this review should thus not be understood as a generalizable claim about the impact of the arts in general and rather be considered as an overview and critical analysis of the limitations of the available (quasi-)experimental research in terms of its outcomes and methodological characteristics.

The current review focused on universal effects on the group level, whilst the elaboration of moderators was not an objective. However, it is important to note that some effects may be stronger for different subgroups. For example, age has been shown to be related to intervention effect sizes, with greater effects for pre-school interventions compared to school-based interventions (e.g., Campbell and Ramey, 1994; Ulubey, 2018). Similarly, other characteristics such as gender should be part of future moderator considerations. A few studies included in this review assessed gender effects (e.g., Zander et al., 2014), (mal-)nutrition (Bollimbala et al., 2019) and baseline levels of the outcome variable as moderators (Schellenberg et al., 2015).




CONCLUSION

The present review systematically searched and summarized the evidence on the effects of arts education (namely music, drama, dance, and visual arts) from quasi-experimental and experimental studies and critically discussed the evidence to date. Most included studies evaluated music programs, while the evidence base for drama, dance and visual arts is sparse. Largely, the number of studies and methodological characteristics did not justify definite conclusions. Whereas experimental designs are considered the “gold standard” to demonstrate causal impact, the present review has demonstrated that the “gold standard” is often associated with a range of methodological limitations which create uncertainty in the conclusions. To support hypothesized mechanisms and theory building, the inclusion of qualitative methods into field experiments seems a promising method as illustrated by a few examples.
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Introduction: Evidence supporting the use of music interventions to maximize arousal and awareness in adults presenting with a disorder of consciousness continues to grow. However, the brain of a child is not simply a small adult brain, and therefore adult theories are not directly translatable to the pediatric population. The present study aims to synthesize brain imaging data about the neural processing of music in children aged 0-18 years, to form a theoretical basis for music interventions with children presenting with a disorder of consciousness following acquired brain injury.

Methods: We conducted a systematic review with narrative synthesis utilizing an adaptation of the methodology developed by Popay and colleagues. Following the development of the narrative that answered the central question “what does brain imaging data reveal about the receptive processing of music in children?”, discussion was centered around the clinical implications of music therapy with children following acquired brain injury.

Results: The narrative synthesis included 46 studies that utilized EEG, MEG, fMRI, and fNIRS scanning techniques in children aged 0-18 years. From birth, musical stimuli elicit distinct but immature electrical responses, with components of the auditory evoked response having longer latencies and variable amplitudes compared to their adult counterparts. Hemodynamic responses are observed throughout cortical and subcortical structures however cortical immaturity impacts musical processing and the localization of function in infants and young children. The processing of complex musical stimuli continues to mature into late adolescence.

Conclusion: While the ability to process fundamental musical elements is present from birth, infants and children process music more slowly and utilize different cortical areas compared to adults. Brain injury in childhood occurs in a period of rapid development and the ability to process music following brain injury will likely depend on pre-morbid musical processing. Further, a significant brain injury may disrupt the developmental trajectory of complex music processing. However, complex music processing may emerge earlier than comparative language processing, and occur throughout a more global circuitry.

Keywords: systematic review, music, brain imaging, child, music therapy, acquired brain injury


INTRODUCTION

In recent years the number of publications reporting the neural mechanisms involved in music processing has grown exponentially as scientists seek to systematically map the “implicit musical ability of the human brain” (Koelsch et al., 2000, p. 539; Koelsch, 2014, p. 170; Albusac-Jorge and Giménez-Rodríguez, 2015). The impact of music on a broad range of brain processes supports the therapeutic use of music in clinical neurologic populations; including neurorehabilitation, neuro-palliative rehabilitation, and neuro-psychiatry (Altenmüller and Schlaug, 2012; Thaut and Hoemberg, 2014; Chorna et al., 2019). However, current music neuroscience and clinical evidence pertains predominantly to the adult population.

A significant body of behavioral-based evidence indicates that fundamental auditory processing and musical communication are inherent in infants (Stewart, 2008; Trehub, 2010). It is widely accepted that the ability to meaningfully process music is acquired effortlessly from infancy without a requirement for formal training (Stewart, 2008). However the development of the neurophysiological correlates of music processing in childhood remains under-researched and poorly understood (Koelsch et al., 2003; Jeng et al., 2016a). Without a foundational knowledge of music processing in children it is not possible to understand the impact of an acquired brain injury (ABI) on the ability to process music and the potential for interruption to the ongoing development of musical processing. Additionally, a foundational knowledge is required to understand potential clinical implications of music interventions targeted to support recovery and rehabilitation following ABI.

Music is a complex auditory stimulus that consists of various components including melody, rhythm, timbre, and harmony (Altenmüller and Schlaug, 2013). When adults listen to music, these components are perceived as a phenomenological whole, however, they are processed separately through a complex bilateral network of cortical and subcortical regions (Altenmuller, 2001; Peretz and Zatorre, 2005; Levitin and Tirovolas, 2009). The neural substrates underpinning music perception and production vary depending on the musical task, as there is no single music center of the adult human brain (Tramo, 2001; Peretz and Zatorre, 2005; Altenmüller and Schlaug, 2013; Särkämö et al., 2013). This global processing supports the hypothesis that some ability to meaningfully perceive and process music will remain intact despite significant neural damage, potentially making music a unique therapeutic medium for individuals following ABI (Sihvonen et al., 2017).

A child's brain is not simply a smaller version of an adult's brain. Childhood is a period of rapid development and children's brains vary in shape and tissue composition compared to adult brains (Wilke et al., 2003). However, early plasticity theories are insufficient to describe the observed patterns of increased morbidity and cognitive impairment in young children following diffuse ABI (Crowe et al., 2012). Thus, the predominate theory of recovery following ABI in children supports that the developing brain of a child is at a significantly greater risk of adverse outcomes following severe ABI (Anderson and Yeates, 2010). Therefore, adult theories of recovery and rehabilitation cannot be directly translated to the pediatric population. This review was undertaken to develop a theoretical foundation for music-based interventions with children with a severe ABI, particularly those presenting with a disorder of consciousness (DOC).



OBJECTIVE

This systematic review with narrative synthesis was conducted to address the central question “what does brain imaging data reveal about the receptive processing of music in children?” Following the development of the narrative to answer this question, the implications of the results for children with severe ABI are explored. This review is a first step in developing a theory about the neural processing of music in children to support clinical practice in music therapy.



METHOD


Literature Searches

The search strategy was developed in consultation with a medical research librarian. Systematic searches of electronic databases were conducted to retrieve peer-reviewed references for inclusion in the first round of screening. Medline (Ovid), Embase (Ovid), PsycINFO (Ovid), Cochrane, and CINAHL (Ebsco) were searched predominantly using thesaurus terms to maximize the number of retrieved studies. Pubmed was searched, using keywords only, to retrieve items not indexed in Medline. The Medline search strategy was adapted for searching all other databases (see Appendix A for Medline Search Strategy). Thesaurus terms for searching Medline were categorized around four concepts:

• Brain

• Brain/neuro imaging techniques

• Music

• Child (0-18 years of age)

The four concepts were combined using the Boolean “AND.” Results were limited to the English language and children aged 0-18 years. Additional limiters for animals and participants with neuro-developmental disorders and hearing loss were applied. Additional items were identified through hand searching reference lists of relevant retrieved articles. Results from these searches were imported to bibliographic management software (Endnote X8, Thomson Reuters).



Inclusion Criteria

Inclusion criteria were intentionally broad to maximize the data available for synthesis. References published in the last 20 years, reporting both electrical and hemodynamic brain imaging data, about the processing of music in neurologically healthy children, aged 0-18 years, and reported in peer-reviewed journals were included. References that reported evoked responses, neural structures, and networks and/or processes involved in the perception and processing of music and/or its individual elements were included. This included single or pure tones, as single tones are the foundation of melody. Further, the perception of music, as opposed to the production of music or active music making, was explored because music-based interventions supporting early recovery from an ABI are likely to involve passive listening rather than active music production (Rollnik and Altenmüller, 2014). See Appendix B for full inclusion and exclusion criteria, and Appendix C for the rationale for the inclusion/exclusion criteria.



Study Selection

Two reviewers independently screened the titles and abstracts of all retrieved references, applying the inclusion and exclusion criteria to determine inclusions for second-round review. The reviewers recorded their decision in a pre-formatted Microsoft Excel document. These results were compared, and in the instance of disagreement a third reviewer independently screened the reference. Once a consensus about reference inclusion was reached, the full-text articles were retrieved for a second round of screening. Again, two reviewers independently screened all retrieved full-text articles with a third reviewer sought for any discrepancies, to determine the full-text inclusions for data extraction and synthesis. Data were extracted from the full-text references into a pre-formatted Microsoft Excel document by the first author.



Data Synthesis

The development of the narrative synthesis was based on an adaptation of the “Guidance on the Conduct of Narrative Synthesis in Systematic Reviews” developed by Popay et al. (2006). This model supports a text-based approach to the process of data synthesis, and was suited to synthesizing data extracted from studies that report a diverse range of evidence (Popay et al., 2006). In this instance this included diverse imaging methods, diverse musical stimuli, and a broad age range. The Popay et al. (2006) guidance is best suited to synthesis of intervention studies, and given the broad intention of this review, the review was not limited to intervention studies. Therefore, only the second (developing a preliminary synthesis) and third (exploring relationships in the data) steps of the guidance were undertaken.




RESULTS

Database searches were conducted on May 3, 2019, and updated on June 21, 2020. A total of 3,620 references were retrieved, 543 duplicates were removed, resulting in an initial library of 3,077 references. These references were screened and 175 references were included in the second-round full-text screen. After the full-text screen, 41 references were included in the synthesis. An additional five references were located through hand searching. The synthesis included 46 references that employed the following imaging techniques (see Figure 1):

• 33 references employed EEG scanning

• 4 MEG

• 7 fMRI

• 2 fNIRS1


[image: Figure 1]
FIGURE 1. Reference selection process. Adapted from Moher et al. (2009).


All participants in the included references were healthy neuro-typically developing children aged 0–18 years and were not reported to have received formal musical tuition. In references where useful data about the healthy control group were presented as a comparison to a clinical population, data about the healthy controls were included. In references where the intervention group received musical training or intentional musical exposure, but there was useful data reported about the control group who did not receive musical training, data from the control group were included. In the instance where references reported the same data, the later reference was excluded, for example Overy et al. (2004, 2005).


Narrative Synthesis

The included references were grouped into age categorizations approximating Piaget's stages of cognitive development (see Table 1):

• Infants aged 0–24 months (24 references; 3 fMRI, 2 NIRS, 1 MEG, and 18 EEG)

• Young children aged 2–6 years (8 references; 3 fMRI, 1 MEG, and 4 EEG).

• Children aged 7–12 years (11 references; 1 fMRI, 2 MEG, and 8 EEG)

• Adolescents aged 13+ years (3 references; 3 EEG)


Table 1. Included references summary of results (ordered by year of publication).
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Where the study design was longitudinal or cross-sectional, the reference was included in the age category that includes the oldest age point in the study.

Results from the included references were initially explored in descriptive format by the first author. The narrative synthesis and discussion were then developed collaboratively with all authors, three of whom are experienced music therapists. Thus, the narrative gives consideration to data that are likely to be most pertinent to music therapists.




THE NEUROPHYSIOLOGICAL PROCESSING OF MUSIC IN CHILDREN

This narrative tracks musical processing across a timeline from full-term birth to adolescence, with the key musical milestones most relevant to clinical music therapy practice summarized below in Figure 2.


[image: Figure 2]
FIGURE 2. Timeline of significant developments of musical processing.



Infants Aged 0–24 Months

Hemodynamic data obtained from fMRI and fNIRS scanning established that the infant brain processes music throughout a bilateral network of cortical and subcortical structures (Dehaene-Lambertz et al., 2010; Perani et al., 2010; Homae et al., 2012). Despite hemodynamic responses being mixed (negative/positive) because of immature vasculature, excerpts of classical music elicited a predominantly right hemispheric activation. Peak activation in the right auditory cortex extending into the secondary auditory cortex was reported, which is similar to patterns of temporal activation observed in adult non-musicians (Anderson et al., 2001; Kotilahti et al., 2010; Perani et al., 2010). Activation in the right insula and amygdala-hippocamal complex in the subcortical limbic system was also reported. This suggests music elicits an emotional response in newborns, albeit at a sensory level (Perani et al., 2010). Increasing sensitivity of the right temporoparietal region between 3- and 6-months to chromatic tone sequences may indicate ongoing development of a lateralization effect (Homae et al., 2012).

Distinct but immature electrical responses were recorded by EEG and MEG in infants, and a significant developmental milestone of these musically evoked cortical responses occurred around 6 months of age (Cheour et al., 2002; Jing and Benasich, 2006; Stefanics et al., 2009; Hamalainen et al., 2011; Muenssinger et al., 2013). The components of the auditory-evoked potential (AEP) in infants have longer latencies and greater amplitudes compared to those of older children and adults (He et al., 2009a,b; Marie and Trainor, 2013). However, the presence of a discriminatory response, or immature mismatch negativity (MMN), from 2 days of age to duration, beat, pitch, and interval deviants suggests a fundamental capacity for auditory working memory, pitch discrimination, and melody and beat perception (Cheour et al., 2002; Stefanics et al., 2009; Winkler et al., 2009; Muenssinger et al., 2013; Háden et al., 2015). Virtala et al. (2013) further reported that newborn infants display sensitivity to major-minor and consonant-dissonant tonalities. Mismatch responses with different cortical localizations were elicited by minor and dissonant deviants (Virtala et al., 2013). While noted that these mismatch responses likely indicate automatic discrimination and not preference, they nonetheless indicate cortical sensitivity to different tonalities (Virtala et al., 2013).

The cortical change mechanism for pitch discrimination is hypothesized to emerge around 3-4 months of age (He et al., 2009a,b). Prior to this, the discriminative slow wave positive response to single tone stimuli is likely a result of different neural generators (He et al., 2007). An adult-like MMN to single tone stimuli was recorded after 3 months and had a right hemisphere dominance, with the peak amplitude increasing and the latency decreasing as a function of age (He et al., 2007). Further maturation of the discriminatory response to single tone stimuli was reported at 4 months, with an MMN response elicited that was functionally similar to the MMN of adult controls (He et al., 2009b). The MMN elicited by more complex musical stimuli was reported to have a more protracted developmental trajectory, and at 4 months an intervallic stimulus elicited an immature MMN with a longer latency and increased amplitude compared to its adult counterpart (He et al., 2009a; Stefanics et al., 2009; Tew et al., 2009; Marie and Trainor, 2014).

Further exploring more complex musical stimuli, He and Trainor (2009) utilized an oddball paradigm that was designed so that detection of the missing fundamental pitch would elicit an MMN. No MMN was elicited at 3 months of age, but the authors concluded that a major developmental shift in cortical pitch representation develops shortly thereafter (He and Trainor, 2009). An MMN was elicited in both 4- and 7-month-olds, suggesting they were able to integrate harmonics into a single pitch percept and thus perceive pitch similarly to adults (He and Trainor, 2009).

Infants were able to hold separate memory traces for polyphonic music, and displayed a high voice preference in polyphonic music from 3 months (Tew et al., 2009; Marie and Trainor, 2014). Marie and Trainor (2014) hypothesize this high voice superiority may be innately mediated at the auditory nerve level. Again the MMN-like response to this more complex polyphonic stimulus was reported to have a longer developmental trajectory than the MMN elicited by a single tone stimulus (Tew et al., 2009; Marie and Trainor, 2014).

Jing and Benasich (2006) explored the developmental trajectories of the MMN and other components of the AEP up to 2 years of age, and reported significant morphological changes of the AEP around 6 months. The P150, N250, P350, and N450 were all reliably elicited after this age and the MMN became robust and more adult-like (Jing and Benasich, 2006). From 7 months of age infants were found to have the capacity to entrain to a rhythm, however the cortical level at which this entrainment occurred was not able to be determined (Cirelli et al., 2016). Given that the deeper layers of the auditory cortex are immature in infants under 6 months, it is likely that the components of the AEP (including the MMN) have different neural generators to those of adults (He et al., 2009b). This theory was supported by Hamalainen et al. (2011) who concluded that at 6 months infants begin to utilize analogous cortical areas to adults to detect pitch change in their auditory environments, including the frontal and supratemporal cortices and anterior cingulate cortex (located in the limbic structures). After this age, the MMN component elicited by tone pairs had adult-like latency, distribution, and source locations. The positive deflection that followed this MMN was thought to resemble the adult P3a that is related to an attention-switching mechanism (Hamalainen et al., 2011). Despite the relatively rapid development of the AEP components, the perceived emotional valence of a piece of music may not significantly affect the AEP in the first 12 months of postnatal life (Schmidt et al., 2003).

Extending the knowledge of the cortically recorded AEP components, the frequency following response (FFR) component indicates that essential subcortical structures utilized for tracking pitch are functional from birth (Jeng et al., 2016a,b). Tracking the development of the FFR across time, Jeng et al. (2016b) reported improved subcortical tracking accuracy and pitch strength at 3 months, supporting the hypothesis that neural circuitry involved in processing musical stimuli is refined through development and passive exposure (Jeng et al., 2016b).



Young Children Aged 2–6 Years

The fMRI data included in this age range extend knowledge about global cortical and subcortical hemodynamic responses to musical stimuli. Prabhakar et al. (2018) described increased bilateral hippocampi activation in sleeping toddlers, in response to a previously heard lullaby. This result indicates that music stimulates sub-cortical memory substrates in young children (Prabhakar et al., 2018). In slightly older children, activation of the bilateral temporal lobes, frontal lobes, fusiform, and cerebellum were reported in response to music (Overy et al., 2004; Guerrero Arenas et al., 2016). Wernicke's area and the cerebellum were involved in the processing of both tonal and atonal music indicating involvement of language and motor areas of the brain (Guerrero Arenas et al., 2016). Further, Overy et al. (2004) reported a small right lateralized region that displayed higher activation during melody discrimination compared to rhythm discrimination (Overy et al., 2004).

Fujioka et al. (2006) longitudinally tracked the development of cortical auditory-evoked fields (AEF) of children aged 4–6 years across a year. Maturation of the AEF was indicated by shorter peak latencies and decreased amplitudes across sessions (Fujioka et al., 2006). It was also noted that the violin tone, compared to the noise burst, consistently elicited a larger peak amplitude. This indicates that greater neural resources are required for the processing of more complex auditory stimuli (Fujioka et al., 2006). The EEG data included in this age group also track the ongoing maturation of the AEP. The MMN however, continues to be less robust than its adult counterpart and its maturational time-course may vary depending on different auditory features (Putkinen et al., 2013). No correlation was found between the MMN and informal music activities, which may indicate that development of the MMN is not exposure-dependent (Putkinen et al., 2013).

Implicit knowledge of musical syntax begins to emerge during these early childhood years (Jentschke et al., 2008, 2014; Corrigall and Trainor, 2014). The early right anterior negativity (ERAN) component of the AEP is elicited by violations of musical syntax, and is typically followed by the N5 which is thought to reflect the process of harmonic integration into a mental representation of Western tonality (Koelsch, 2009). Jentschke et al. (2014) reported that at 30 months of age, the ERAN-like response had a longer latency, smaller amplitude, and broader scalp distribution than that observed in adults (Jentschke et al., 2014). The N5 was not observed until after 4 years of age (Jentschke et al., 2008). Corrigall and Trainor (2014) also reported an immature ERAN at 4 years in response to harmonic stimuli but no significant response elicited by irregularities in a melody-only stimulus (Corrigall and Trainor, 2014). These results highlight that young children demonstrate implicit, but immature, cortical representations of Western harmonic key membership before explicit behavioral sensitivity is observed (Jentschke et al., 2008, 2014; Corrigall and Trainor, 2014).



Children Aged 7–12 Years

The implicit ability to process music according to Western tonal syntax music rapidly develops during the older childhood period, and is explored in both EEG and fMRI data (Koelsch et al., 2003, 2005; Jentschke et al., 2008). Children in this age group displayed an immature ERAN to strong syntactic irregularities, or syntactic irregularity at a cadence point (Koelsch et al., 2003; Magne et al., 2006; Jentschke and Koelsch, 2009). However, an ERAN was not elicited following a weak syntactic error or a syntactic irregularity in the middle of a musical phrase (Koelsch et al., 2003; Magne et al., 2006; James et al., 2015). Further, the ERAN continued to have a long latency and different scalp distribution compared to its mature counterpart (Jentschke and Koelsch, 2009). Interestingly, at 9 years, male children displayed a left predominance for the ERAN and female children a more bilateral distribution, compared to adults' right predominance (Koelsch et al., 2003). This distribution is similar to the cortical distribution observed in the processing of some aspects of language in children at the same age (Koelsch et al., 2003). Thus there may be overlapping neural generators for music and language processing in children, and the electrical correlates of musical syntactic processing were reported to emerge earlier than those of language (Koelsch et al., 2003; Jentschke and Koelsch, 2009). A music/language overlap was further supported by James et al. (2015) who recorded a left dominant centro-posterior negativity, reminiscent of the semantic (language specific) mismatch N400 in response to an ambiguous musical syntactic error.

FMRI data demonstrated that this syntactic processing takes place in a network of frontal, fronto-temporal, and limbic structures, with a pattern of right hemisphere activation in 10-year-olds, similar to that observed in non-musically trained adults (Koelsch et al., 2005). Irregularities of musical syntax were hypothesized as having a role in generating emotions in music and stimulated a neural network that includes the pars opercularis (part of the inferior frontal gyrus) and the inferior venterolateral pre-motor cortex (located in the frontal lobe) (Koelsch et al., 2005). The included fMRI and EEG data seem to present contradictory results related to the localization of musical syntax processing. However study participants' different ages may indicate a maturational time course, or the different scanning methodologies may be impacted by temporal and spatial factors (Koelsch et al., 2003; Jentschke and Koelsch, 2009).

The majority of references included in this age group explore melodic and harmonic processing, but cortical immaturity also impacts the perception of tempo and rhythm. Parviainen et al. (2019) explored hemispheric processing of stimuli present at different inter-stimulus intervals in 7-8-year-old children. Similar to adults, tones presented monaurally elicited a stronger response in the contralateral auditory cortex. A right hemisphere preference was noted, potentially indicating immaturity of the left hemisphere at 8 years (Parviainen et al., 2019). The protracted development of rhythmic processing was further evident as stimuli presented at a fast pace (short inter-stimulus interval) did not elicit a distinct neuro-electrical response or an induced beta-band entrained oscillation in this age group (Fox et al., 2010; Cirelli et al., 2014). It is hypothesized that the absence of these evoked responses to stimuli presented with short inter-stimulus intervals may result from immaturity in both the auditory and motor cortex (Cirelli et al., 2014).

The AEP in this age cohort was predominated by the P1 and N2 peaks reflecting auditory sensory processes, with the N1 not recorded at 4 years but functional in a 9-year-old cohort to both slow and rapid stimulus presentation (Ceponiene et al., 2002). The N1 generators in the 9-year-olds were anterior to those observed in adults, and this relatively late maturation of the N1 may reflect the immaturity of the frontal lobes at this age and protracted development of the neuronal generators required for auditory sensitivity and orienting (Ceponiene et al., 2002).



Adolescents Aged 13+ Years

The AEP continues to mature into late adolescence (Yamazaki et al., 2018). By late adolescence, right cortical hemispheric dominance for tonal stimuli resembles adult processing, as does the stability of the N1, P1, N2, and P2 components of the AEP components elicited by single tone stimuli (Shahin et al., 2010; Yamazaki et al., 2018). The presence of an audible movie soundtrack continued to have a degrading effect on the latency of the N1 and MMN peaks at 16-17 years of age, despite the stability of the amplitudes of the other AEP components (Mahajan and McArthur, 2011). The development of phase-locking to external auditory stimuli also strengthened with age, with phase-locking in the higher frequency bands (upper-beta and gamma) occurring later than lower bands. This aligns with the typical development of the power of spontaneous oscillation that shifts from lower to higher frequencies (Shahin et al., 2010).




DISCUSSION

It is evident that beyond being merely functional at birth, an infant's auditory system is sensitive to a variety of musical elements. After the immediate postnatal period, complex musical competence is acquired effortlessly throughout childhood but remains immature into adolescence (Trehub, 2003; Perani et al., 2010; Mahajan and McArthur, 2011; Jentschke et al., 2014). The following discussion explores considerations for clinical practice in music therapy with children who have sustained a severe ABI, specifically for early cognitive rehabilitation for children presenting with a disorder of consciousness (DOC).

The impact of nature vs. nurture has not been explored in this review. Indeed research on the specific effects of musical exposure and experience were excluded because it is increasingly acknowledged that formal music tuition/training in children results in neuroplastic changes observed in adulthood (See Appendix C) (Gaser and Schlaug, 2003; Putkinen et al., 2013). However, the presence of an AEP in infancy, in infants who were not reported to have had intentional pre-natal music exposure, may indicate an innate ability for musical processing (Cheour et al., 2002; Stefanics et al., 2009; Lordier et al., 2019). For example, the presence of the MMN component of the AEP to pitch deviants indicates an ability to recognize pitch change, the foundation of melody processing (Stefanics et al., 2009; Háden et al., 2015). However, the infant AEP is likely mediated by different neural pathways than its adult counterpart (Werner, 2012). Described grossly, in adults, musical stimuli project from the cochlear to the thalamus and then the auditory cortex, followed by triggering of cortical attentional resources toward musical events that may be of interest. Meaning may then be attributed to the music depending on previous experience and emotional context (Tervaniemi and Brattico, 2004). Despite the relative maturity of the auditory brainstem at birth, the cortex remains immature with the frontal lobes continuing to mature into adolescence (He and Trainor, 2009; Mahajan and McArthur, 2011; Werner, 2012). It is hypothesized that prior to maturation of the thalamo-cortical pathways after 6 months of age, AEPs likely stem from reticular formation inputs to the cortex (Werner, 2012). The reticular formation plays a fundamental role in arousal and consciousness (Mangold and Das, 2020). This may be of clinical relevance because music may support increasing arousal or potentially sustaining states of optimal arousal, through stimulating pre-attentive sensory processing.

The transmission of musically evoked response through the immature brain occurs more slowly and less efficiently than similar responses in adults (Shahin et al., 2010). The components of the infant AEP have a longer latency and variable amplitude (Cheour et al., 2002; He et al., 2007, 2009a). Increased myelination, maturation of synaptic connections, and synaptic pruning lead to increased localization and efficiency of musically elicited neuro-electrical transmissions (Magne et al., 2006; Fujioka and Ross, 2008; Giedd and Rapoport, 2010). ABI in children is also known to negatively impact the processing speed of cognitive tasks in children (Anderson et al., 2012). Children presenting with a DOC require stimulation to support optimal arousal, yet overstimulation may have a detrimental impact on recovery (Pool and Magee, 2016). The pacing and duration of musical experience should be closely monitored, particularly in children who may have a limited repertoire of behaviors to indicate distress or agitation. Repetition of musical material may support optimal processing. The impact of competing sensory stimuli needs to be considered carefully when working with children as pre-attentive processing of a single tone stimuli was reported to be less accurate when a competing auditory stimulus was present (Mahajan and McArthur, 2011).

Current evidence indicates that in healthy right-handed, non-musically trained adults, the prime musical architectures are predominantly right lateralized and are subserved by additional left hemisphere structures (Sihvonen et al., 2019). Language is somewhat the mirror of this with a left hemisphere dominance (Levman et al., 2017). Further, whilst some anatomical overlap is noted, the processing of music and speech is functionally separate in non-musically-trained adults (Abrams et al., 2011; Peretz et al., 2015). This distinction is less clear in children (see Figure 2) (Overy et al., 2004; Tervaniemi and Brattico, 2004; Putkinen et al., 2013; Jentschke et al., 2014; James et al., 2015; Jeng et al., 2016b; Sihvonen et al., 2019). While there is some evidence of a right lateralization in melodic processing, children may process music and language more similarly, and utilize a greater network of cortical structures, than adults (Koelsch et al., 2003; Perani et al., 2010; James et al., 2015). Koelsch et al. (2003) reported that at 9 years of age, males displayed a left predominance, and females a bilateral pattern, for the processing of musical syntax. It was concluded that there may be overlapping generators for the processing of musical and language syntax in children (Koelsch et al., 2003). This pattern of bilateral activation supports that a right hemispheric insult may not impair the ability to process music in children in the same way it would in adults. Further, the electrical responses elicited by musical-syntactic processing were recorded at a younger age than a comparative electrical response to language-syntactic processing (Koelsch et al., 2003; Jentschke et al., 2008). This supports a hypothesis that complex musical processing may mature earlier than language processing (Koelsch et al., 2003).

Retention of cognitive skills established before the brain insult is increasingly well-documented (Crowe et al., 2019) and it is feasible that the same retention of musical skills may occur. Gentle et al. (2015) reported the clinical case of a 5-year-old female who retained singing functioning following a profound ABI that resulted in an incomplete right hemispherectomy. The neurological resilience of song functioning was highlighted to support an argument for the potential of song in cognitive rehabilitation (Gentle et al., 2015). For the child described, it was likely that the foundational skills of musical processing were established prior to the age at insult.

The implicit understanding of melody and harmony based around Western scale structures (musical syntax) is thought to be one of the most sophisticated perceptive musical abilities, and subsequently develops later in childhood than the processing of basic musical elements (Magne et al., 2006; Jentschke and Koelsch, 2009; Trehub, 2013). Development of an implicit understanding of tonal syntax requires enculturation through exposure. Thus the discriminatory response (ERAN) elicited by syntactic incongruence does not begin to emerge until after 2 years of age (see Figure 2) (Jentschke et al., 2014). This development of a pre-attentive understanding of major-minor tonal music supports an argument for the use of melodically and harmonically regular music in the early cognitive rehabilitation for those children who have been pre-morbidly enculturated to Western tonal music. Such music may provide meaningful sensory stimulation whilst reducing the potential for overstimulation and associated cognitive fatigue. Nursery rhymes typically follow the rules of Western musical syntax, are simple, and may have emotional connections with memories of early parent-child musical interactions. Further, nursery rhymes are sung to support early cognitive, social, emotional, and motor development in infants and toddlers (Trainor, 2002). Thus, nursery rhymes may be an ideal stimulus to maximize arousal and awareness, to support optimal functional recovery in infants and children following ABI, especially in the presence of language deficits (Rosenfeld and Dun, 1999; Bower and Shoemark, 2012; Pool and Magee, 2016). Similarly, for adolescents, an argument could be made for the use of harmonically simple, pre-morbidly familiar popular music that follows the rules of Western tonal music.

Extending this evidence of enculturation and pre-attentive responses to musical syntax, emotional responses and increased arousal may result from suspension and fulfillment of musical expectancies (Koelsch, 2005; Koelsch et al., 2005; Steinbeis et al., 2006). An emerging ERAN before 3 years of age would indicate that children might also experience a similar arousal or emotional response. This has clinical implications as harmonic and melodic manipulation of pre-composed songs can be used to create expectancy and increased arousal (Bower, 2010; Bower et al., 2014). For example Bower et al. (2014) reported that a “recruitment” response in a 10-year-old child was elicited in quintessential moments in familiar songs in the early stages of recovery following profound ABI. This observed behavioral response indicated an increase in arousal and was interpreted as an intentional, cognitively mediated response from a child in an overwhelming state of low-responsiveness and agitation (Bower et al., 2014).

Studies included in this review indicate that similarly to adults, infants and children process music throughout a broad network of cortical and sub-cortical structures and that discriminatory responses to minor and dissonant music are recorded from infancy (Virtala et al., 2013). However, it is vital to note that simply being able to differentiate discrete musical elements does not equate with musical preference nor that there is any meaning attributed to this beyond that there is simply a change in the auditory stimuli (Trehub, 2013; Virtala et al., 2013). The majority of references included in this review employed “scientific reductionism” in defining music and explaining the neural structures and networks involved in its perception and processing (Tivadar and Murray, 2019, p. 85). Individual components of music (rhythm, pitch, harmony, etc.) are necessarily operationalized under experimental conditions (Hunt, 2015). While this deconstructed approach to exploring music for this review was fundamental in objectively analyzing brain responses, it potentially produces a limited definition of music as merely “organized sound” (Cross, 2003, p. 106). Further, the social or emotional meaning attached to musical experiences in children; from parental singing in infancy, to personal music listening as a leisure activity, to musical contexts for identity formation in adolescence was not captured in this review. Especially in a clinical scenario, music and musical experiences should be conceptualized as actions that occur within individual, social, and broader cultural contexts (Elliott and Silverman, 2013). Thorough considerations should be given to past musical experiences, familial music preferences, and the ecology of the clinical setting. There is also an argument for whole music (e.g., song or musical work) to be utilized in therapeutic interventions following ABI as the multiple combined elements that form music are likely to stimulate a broader range of intact cortical function than a single element alone to support increased arousal and awareness (Koelsch et al., 2005; Guerrero Arenas et al., 2016).



LIMITATIONS OF THIS REVIEW AND NARRATIVE SYNTHESIS

There are a number of limitations of the search strategy employed in this review. Firstly, the search strategy was kept intentionally broad to maximize the data included in the narrative. This has however resulted in a large number of references being included in the narrative and a subsequent reduction in the detail that could be explored. The use of the search term “EEG” rather than AEP may have reduced the number of references available for inclusion. The search terms were based around scanning technologies utilized within music therapy research, and not the elicited responses as may be the preferred search strategy in psychology and auditory sciences. Further the diverse scanning methods, ages, musical stimuli, and study designs included in the review mean it was not possible to undertake meta-analysis. Studies that research the processing of single and/or pure tone stimuli were included and it is acknowledged that some researchers and clinicians may not classify pure tone stimuli as music/musical. However, the authors argue that a single tone is the building block of melody and thus the decision was made to include these references. Additionally, in clinical practice in very early brain injury rehabilitation, single tones may be introduced to assess responsiveness to a basic musical stimuli (Magee et al., 2015).

EEG was the most utilized scanning methodology with 33/46 of the included references using this technology and this likely represents the ease of use and cost effectiveness of this method (Tivadar and Murray, 2019). It does however indicate a paucity of hemodynamic-based research (fNIRS and fMRI) that reports the neural substrates of music processing in infants and children. Further, low participant numbers were noted in a significant proportion of studies, particularly fMRI, fNIRS, and MEG. The cost, availability, and feasibility of having children remain still for extended periods of time likely explains these low participant numbers but again indicates the lack of hemodynamic-based research methodology in this area.

There is an uneven age distribution in the included references. The 0-2 years age group contained 24/46 of the included references and even within this group the majority of infants were <6 months of age. This likely reflects the pragmatic aspects of scanning methodology and ease of scanning young infants whilst asleep. Nonetheless, this age disparity represents large gaps in our understanding of musical processing in older infants, children, and adolescents. The role of gender in musical processing also warrants further exploration with only one reference exploring this (Koelsch et al., 2003). The total cerebral volume of female children peaks ~3 years earlier than males, and while correlation between volume and function is complex, it may be possible that musical syntax is not the only aspect of musical processing that is impacted by sex (Koelsch et al., 2003; Lenroot and Giedd, 2006).



CLINICAL IMPLICATIONS OF THE NEURAL PROCESSING OF MUSIC IN CHILDREN

The included narrative and discussion highlights the following considerations for music therapists working with pediatric neurologic populations:

• Infants are born (at term) with the neural foundations for processing basic musical elements. However, we do not know what meaning infants place on these musical experiences. It is likely that meaning is developed through interactions with an attuned partner and through ongoing exposure (Trevarthen and Aitken, 2001; Malloch and Trevarthen, 2018).

• Infants have a high voice preference when presented with polyphonic music and considerations should be given to the use of accompanying instruments, for example guitar or piano accompaniment should be pitched lower than a vocal melody.

• The responses to more complex musical stimuli have a more protracted developmental trajectory and considerations should be given to this when working with infants and young children following ABI to reduce the potential for overstimulation. Acapella singing may be optimal to stimulate intact musical processing whilst supporting fundamental interpersonal interaction.

• Following ABI, pre-morbidly attained musical skills are likely to remain intact. Given this and the emerging evidence that some elements of music processing may develop before corresponding language processing, music may be an ideal therapeutic medium to support early arousal, awareness, and cognitive stimulation for pediatric patients with an ABI.

• It is reasonable to hypothesize that an ABI will impair the ongoing maturation of music processing, and thorough consideration must be given to the age and musical development time point at which a child sustained the ABI when designing music therapy programs.

• The use of syntactically simple, melodically and harmonically regular music, that does not violate musical syntax, may reduce the potential for cognitive fatigue and negative impacts of overstimulation in children and adolescents presenting with a DOC.

• Clinicians should consider the musical manipulation of syntax and its resolution to support increased arousal in children and young people presenting in states of low arousal (including DOC) following ABI.

• It is unlikely that an ABI sustained in a childhood will impact musical processing in the same way it would an adult, and therefore adult research is not immediately translatable to the pediatric population.



CONCLUSION

A foundational understanding of the neurophysiological processing of music is essential for clinicians intending to utilize music as a therapeutic medium for infants, children, and adolescents following ABI. This knowledge encourages an understanding of what music processing skills may be present pre-morbidly, how these skills are impacted by the ABI, and finally how the ABI may alter the ongoing development of musical processing abilities. While evidence supporting the use of music interventions for adults with a DOC following ABI is expanding, the pediatric population remains severely under-represented in the current literature. The human brain reaches ~90% of adult size by 5 years but the relationships between the size of a particular brain area and its functional capacity is “staggeringly complex” as experience plays a substantial role in connectivity and functionality (Lenroot and Giedd, 2006, p. 726; Tau and Peterson, 2010). As such, key researchers promote vigilance against “adultomorphism” (Trehub, 2013, p. 1). Whilst there are some similarities in the way children and adults process music, results of this review add weight to the argument that adult knowledge is not immediately translatable to the pediatric population. Infants and children process music more slowly, use different cortical areas for this processing, and potentially lack the memory and emotional associations experienced by adults (Koelsch, 2005). Despite this, the capacity for processing the basic musical elements is present from birth and therefore may be argued to be innate. Evidence supports that rehabilitative interventions should commence in the early days and weeks following ABI to hasten emergence to consciousness and maximize functional recovery (Catroppa et al., 2016; Giacino et al., 2018). Results of this review support that music may be ideally situated to achieve this aim. It is noted that this review only explored the processing of music, and additional stimuli and/or rehabilitative therapies should be considered as part of multidisciplinary care of this vulnerable population.

There is an obvious need for further music neuroscience research with children and music therapy research with children following ABI. Research that longitudinally tracks the developmental trajectory of musical milestones would be enormously beneficial to the field. Research that maps the electrical processes and hemodynamic responses to whole music, as opposed to discrete musical elements, and explores potential emotional responses to music is also required. Exploring the processing of music in children following ABI and the potential disruption caused by an ABI to the developmental trajectory of music processing would develop clinical practice in music therapy. Finally, research that objectively describes any effect of music-based interventions targeted for consciousness rehabilitation with children following ABI is needed.
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Chronic pain is of significant global concern. There is growing evidence that body–mind therapies and psychological approaches can contribute toward changing chronic pain perceptions. This is the first model described in the literature that combines a mindfulness-based approach with dance movement therapy and explores the potential psychological and pain-related changes for this client population. In this paper, the results from the pilot study are presented involving patients with chronic headache recruited in an outpatient rehabilitation setting.

Methods: In this pilot study, 29 patients (n = 29) with chronic headache were randomized to either the Mindful-Based Dance Movement Therapy (MBDMT) group or the waiting list control group (treatment as usual, TAU). The MBDMT group was offered 10 sessions in a clinical outpatient rehabilitation setting for 5 weeks. Data were collected pre- and post-intervention and 16 weeks after the intervention was finished. The Hospital Anxiety and Depression Scale (HADS), Patient Health Questionnaire−9 (PHQ-9), Five Facet Mindfulness Questionnaire (FFMQ), and Numeric Rating Scale (NRS) were used as outcome measures.

Results: The working model of MBDMT identifies nine therapeutic mechanisms (safe therapeutic environment, mindfulness skills, body awareness, relaxation/releasing, distancing and staying with discomfort, meaning making, self-regulation, acceptance and integration, creative process). Per-protocol analysis reveals statistically significant reduction of pain intensity and depression scores in favor of the MBDMT group, and these improvements were maintained in the follow-up assessment.

Conclusions: The results suggest that MBDMT is a feasible and promising therapy approach for chronic pain patients. The pilot study offered sufficient information and preliminary results in the desirable direction to enable the researchers to move to a randomized controlled trial (RCT) stage in order to establish the efficacy of the intervention.

Clinical Trial Registration: The study was registered in the www.researchregistry.com, registry (5483).

Keywords: dance movement therapy, mindfulness, chronic pain, anxiety, depression


INTRODUCTION

Chronic pain affects 20% of the worldwide population (Goldberg and McGee, 2011; Fayaz et al., 2016). In fact, 150 million Europeans suffer from moderate to severe chronic pain1. This debilitating condition affects the persons' physical, emotional, and social functioning, being a major source of suffering at the same time as it is a significant economic burden and challenge for health care systems2. Since 2019, a significant change has been made in the classification of chronic pain as the World Health Organization has adopted the new edition of International Classification of Diseases, 11th revision (ICD-11). ICD-11 will be the first classification to include chronic pain as a health condition in its own right. This new classification differentiates chronic primary pain from chronic secondary pain, with the former referring to pain in one or more anatomical regions that persists or recurs for longer than 3 months. Furthermore, it recognizes that chronic primary pain is closely linked with significant emotional distress (anxiety, anger/frustration, or depressed mood) and it interferes with the activities of daily life and participation in social roles in ways in which cannot be accounted for by another chronic pain condition3. The new classification system is expected to promote research on the etiology and pathophysiology of these conditions and to improve access to multimodal care for all patients with chronic pain (Treede et al., 2019). Several emotional distress factors are regarded as mediators in the “chronification” of pain, that is, persistent pain with characteristic pain behavior and resistance to therapeutic intervention (Borsook et al., 2018). These factors include pain catastrophizing, anxiety, and fear of pain and helplessness (Keefe et al., 2004). Depression is also seen as a serious risk factor in the development of debilitating pain (Hülsebusch et al., 2016). The psychological characteristics of chronic pain patients can involve abuse and neglect experiences in childhood (Davis et al., 2005), counter-dependency traits, and alexithymia (Ak et al., 2004), with depression working as a mediator between chronic pain and alexithymia (Saariaho et al., 2013). These psycho-emotional characteristics of chronic pain patients make this patient population quite a heterogeneous group. The large-scale cross-sectional study of chronic pain patients identified four subgroups. They differ in aspects of pain intensity, duration and spreading, psychological strain, and social distress including lack of social support. Research confirms that all three components–bio-psycho-social–are important in chronic pain, but different constellations of these components form subgroups with different needs in pain treatment and indicate the need to design “tailor-made” interventions (Bäckryd et al., 2018).

Epidemiology studies show that the prevalence of pain is higher in women: chronic primary headache, in particular, affects more women than men (Jiménez-Sánchez et al., 2012; Allais et al., 2020). Middle age (40–59 years old) has been reported as high risk: people in this group appear to be less satisfied with their social life and are more often diagnosed with fibromyalgia. The older adult group reported higher life quality scores, higher levels of satisfaction with marital and social life, and better mood, but they face more comorbidities and longer periods of pain (Rustøen et al., 2005). Seniors also report lower levels of pain severity and pain interference and greater levels of perceived control over pain in comparison with younger people suffering from headaches (Lachapelle and Hadjistavropoulos, 2005).

Treatment strategies, which are regarded as clinically effective and cost efficient, tend to be multidisciplinary and are based on the biopsychosocial model of pain (Gatchel et al., 2007), acknowledging psychological risk factors (Nicholas et al., 2011) and offering holistic approaches to multimodal pain management (Kress et al., 2015). The biopsychosocial model of pain recognizes that pain has three facets: cognitive-evaluative, sensory-discriminative, and affective-motivational aspects (Melzack, 1999). All of these need to be included in a treatment package. From a wide range of psychological therapies, Cognitive Behavioral Therapy (CBT) and Acceptance and Commitment Therapy (ACT) present the strongest evidence for decreasing depression, pain-related anxiety, and catastrophizing and for increasing self-efficacy (Williams et al., 2012; Veehof et al., 2016). In addition, studies on Mindfulness-Based Stress Reduction (MBSR) program report decreasing pain intensity and disability (Cramer et al., 2012). MBSR was a program created and introduced by John Kabat-Zinn, who defines mindfulness as “the awareness that emerges through paying attention on purpose, in the present moment, and non-judgmentally to the unfolding of experience moment to moment” (Kabat-Zinn, 2003, p. 145). Mindfulness allows patients to relate to their physical and psychological symptoms in a different, more skillful way, with a positive effect on developing a realistic sense of control and appropriate strategies in becoming adaptive (Kabat-Zinn et al., 1986; Grossman et al., 2010). Other Mindfulness-Based Interventions (MBIs) show a positive impact on perceived pain control, pain acceptance, and quality of life (Bawa et al., 2015). In MBIs, the indirect effect on pain is due to an increased acceptance; this buffers the intensity of perceived pain as a stressful event (Shapiro et al., 2006). Analysis of the content of MBIs reveals meditation practice, exercises that support the change of habits, simple yoga exercises, and psychoeducation as some of the main structural components of the intervention (Majore-Dušele et al., 2018). Furthermore, monitoring attention and acceptance are the central mechanisms in mindfulness training programs; these interact to improve stress, affect, and health outcomes (Lindsay and Creswell, 2017).

However, these interventions are limited in their capacity to approach the person as a whole, prioritizing often the cognitive domain as the route through which change may occur. They require considerable cognitive and linguistic skills from the client/patient and acknowledgment of psychological difficulties and mental health concerns in their physical symptoms. As chronic pain patients experience the physical nature of their symptoms and may perceive their mental health concerns as stigma, they may refuse cognitive-based interventions (Payne and Brooks, 2018). With chronic pain being situated in the body, there is a danger that cognitive-based interventions are missing the opportunity to validate the physical suffering and work with the body in order to find therapeutic solutions. They also make limited use of the connection between the body and the mind as a means through which change may occur, ignoring the role movement can play as a holistic, creative, and thus therapeutic tool. For a body-based condition, such as chronic pain, there may be value in the development of a body–mind intervention with a holistic/creative character. Dance Movement Therapy (DMT) is one such intervention.

DMT is defined as “the therapeutic use of movement to further the emotional, cognitive, physical, spiritual, and social integration of the individual.” Somatic awareness and kinesthetic empathy, movement as creative self-expression and dance as non-verbal interaction, are the core components of DMT (European Association of Dance Movement Therapy 2013, p.1)4.

There is growing evidence that DMT, a creative body–mind form of psychotherapy, may have a positive psychological impact on the psychological states of patients with somatic concerns. Dance and movement, being key elements in the therapeutic alliance between patient and therapist, can provide the means for the self-expression and communication of unspoken concerns among this client population. The latest meta-analyses show that DMT is helpful in health-related psychological outcomes, improving well-being, mood, affect, quality of life, body image, and interpersonal competence and reducing clinical symptoms, such as anxiety and depression, for different patient groups (Koch et al., 2014, 2019; Meekums et al., 2015; Karkou et al., 2019). DMT has shown promising improvements in functioning for fibromyalgia patients (Bojner-Horwitz et al., 2003) and patients with medically unexplained symptoms (Payne and Brooks, 2016, 2017, 2020). However, until now, there has been limited research on the effectiveness of DMT with patients suffering chronic pain. One of the few studies with this client population comes from Shim (2015b) and Shim et al. (2017) who found that the 10-week DMT process increased resilience, decreased “kinesiophobia” (i.e., fear of movement), and showed a beneficial impact on pain intensity.

Regardless of the type of psychological therapy, there are arguments that the mechanisms of change in each therapeutic intervention need to be considered specifically for each client population (Kazdin, 2009; Burns, 2016). In pain treatment, mindfulness, acceptance, and self-efficacy are recognized mechanisms in pain regulation (Turner et al., 2016). In DMT work with chronic pain patients, increasing self-compassion has been set as a main principle of the work, which is facilitated through alternating between states of acceptance and inspiration (Erber, 2015). The BodyMind Approach® (TBMA) (an approach that has been derived from DMT) has identified five key factors as responsible for successful self-management of patients with medically unexplained symptoms. These are: body with mind connections, importance of the facilitator, positive benefits, preparedness for change, self-acceptance, and compassion (Payne and Brooks, 2020). The DMT model for building resilience in pain patients by Shim et al. (2017) recognizes the mechanisms of activating self-efficacy, connecting to self, connecting to others, enhancing emotional intelligence, and reframing as important. In earlier models of DMT for chronic pain patients (Shim, 2015a), four therapeutic factors were identified: kinesthetic awareness (articulation, noticing, widening), enactment (mobilization and motivation, kinesthetic imagining, reinforcement and reframing), expressivity (externalizing and symbolization, emotional restoration and management, creativity and ability to play), and making connections (mind–body integration, meaning-making and identity reconstruction, interpersonal connection).

Despite the discussion in DMT literature that mindfulness is an important component of DMT (Koch et al., 2019), there has been no prior study that integrates these two approaches and explores the potential psychological and pain-related changes for this client population. In this paper, the development of the working model of the Mindful-Based Dance Movement Therapy (MBDMT) is presented, along with the results from the pilot study that has been completed, before conducting a large randomized controlled trial (RCT) that will examine the efficacy of MBDMT for chronic pain patient population.

The objectives of the pilot study were to: (1) establish recruitment and follow-up processes, (2) explore the initial outcome results of MBDMT intervention, (3) examine intervention acceptability and participant adherence, and (4) test adherence to the MBDMT protocol. This current paper will present and discuss how these objectives were met.



METHODS


Recruitment Procedure and Participants

The present study recruited patients with chronic headache (tension-type headache and/or migraine with or without aura, diagnosed by a neurologist). Patients with chronic headache were prioritized in this study because of easy access to this population in the first instance. Inclusion and exclusion criteria were established prior to the commencement of the study. Inclusion criteria for the study were: (1) primary headache lasting more than 3 months (headaches needed to be the primary cause for seeking medical help), (2) being between 20 and 55 years old, and (3) increased depression and/or anxiety measures [Patient Health Questionnaire−9 (PHQ-9) ≥5; Hospital Anxiety and Depression Scale (HADS) ≥7]. Exclusion criteria were: (1) patients who had a disease based on an infectious process, autoimmune or metabolic pathology, traumatic injury, neoplastic process (primary tumor or metastasis), or internal organ pathology that can be connected with pain; (2) movement limitations not related to the diagnosis of chronic pain (e.g., cerebral palsy, spinal injuries); and (3) pregnancy.

The recruitment strategy involved: (i) the neurologists of the rehabilitation setting who were informed at their quarterly meeting about the aims and structure of the intervention and the inclusion and exclusion criteria of the pilot study and (ii) participation in the research and DMT groups was advertised through social media in a closed group of the headache patient's association. Interested participants allowed their neurologist to send contact information to the principal investigator (first author of this paper). Alternatively, they were given the option to contact the principal investigator themselves through email or SMS. The principal investigator made an initial phone call to each interested individual to inform them about the study, to answer any questions, and to gain verbal consent for participation in the study. Potential participants were informed about randomization and were also informed that members of the control group could participate in the DMT group after the intervention group process was complete. Following this, all participants were sent by email written information about the study, the consent form, and all measures for the baseline assessment. The recruitment process and all aspects of the study gained ethical approval by the Ethics Committee of Riga Stradins University (02/28/2019, no. 6-3/2/43).

Over the 10 weeks of the recruitment period (August–November 2019), 39 women (n = 39) expressed interest in participating in the study; 19 were recommended for participation by their neurologists, whereas the other 20 were recruited through the headache patient's association. Although no prevalence or restrictions were identified in the inclusion criteria regarding sex, only female participants came forward to participate in the study. After the baseline assessment, 29 patients (n = 29) were eligible for inclusion. These patients were randomly assigned to the MBDMT intervention or the waiting list control group using the random number generator that produced two sets of 15 unique numbers from 1 to 30.

All participants in the study received treatment as usual (TAU), continuing in their rehabilitation outpatient setting. TAU for chronic headache patients was pharmacological treatment ordered by a neurologist along with physical and/or physiotherapy input (Table 1).


Table 1. Baseline participant demographic and clinical characteristics in the intervention and control groups.
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Outcome Measures

Assessments were performed at baseline (T1), post-treatment (T2; 2 months after baseline), and 4 months post-intervention (T3; 4-month follow-up).

Demographic information was collected through a self-completed questionnaire created by the researcher, which gathered information about gender, age, and pain characteristics—pain duration, pain etiology, and types of pain control strategies.

A Numeric Rating Scale (NRS) was used as a scale for pain intensity measurement. This is an 11-point scale where the end points are the extremes of no pain (0) and worst possible pain (10). The NRS can be graphically or verbally presented and can be self-assessed. This method of assessing pain is widely recommended as a core outcome measure in clinical trials of chronic pain treatment (Farrar et al., 2001; Dworkin et al., 2005).

The HADS (Zigmond and Snaith, 1983) evaluates the severity of anxiety and depression symptoms in non-psychiatric inpatients. It is composed of seven items that assess anxiety symptoms and seven for depression symptoms. Each item contains a scale of 4 points (from 0 to 3) with total scores ranging from 0 to 21 for anxiety and depression in three categorical levels: normal (0–7), borderline abnormal (8–10), and abnormal (11–21). Higher scores mean greater severity. Psychometric properties for the Latvian version showed a good internal consistency (Cronbach's alpha 0.892) (Šmite and Ancāne, 2010). In the present study, the internal consistency at T1 was Cronbach's α = 0.82 for depression scale and α = 0.80 for anxiety scale, at T2 α = 0.79 and α = 0.82, and at T3 α = 0.74 and α = 0.73.

The PHQ-9 (Kroenke and Spitzer, 2002) is a self-administered dual-purpose instrument that can establish provisional depressive disorder diagnoses as well as grade depressive symptom severity. Each of the nine items is scored from 0 to 3, providing a severity score ranging from 0 to 27. Severity of depression was assessed by the PHQ-9 depression severity score and graded as none/minimal (0–4), mild (5–9), moderate (10–14), moderately severe (15–19), and severe (20–27). In the present study, the internal consistency of T1 data was Cronbach's α = 0.79, T2 α = 0.74, and T3 α = 0.70.

The Five Facet Mindfulness Questionnaire (FFMQ; Baer et al., 2006) is composed of 39 items. Each item is rated on a 5-point Likert scale (1 = “never or very rarely true”; 5 = “very often or always true”). Five scales: “Observing” is the ability to notice or attend to internal and external experiences, such as sensations, thoughts, or emotions. “Describing” means to label internal experiences with words. “Acting with awareness” refers to focusing on one's activities in the moment as opposed to behaving mechanically. “Non-judging of inner experience” means taking a non-evaluative stance toward thoughts and feelings, and “non-reactivity to inner experience” refers to allowing thoughts and feelings to come and go, without getting caught up in or carried away by them. Higher scores on the FFMQ reflect greater mindfulness skills. The Latvian version of this scale has shown good reliability and internal consistency (Cronbach's alpha 0.9; Majors, 2013). In the present study, the internal consistency of T1 data was Cronbach's α = 0.89, T2 α = 0.86, and T3 α = 0.91.



Intervention

The MBDMT intervention model used in this study was grounded on the contribution of five expert informants (Figure 1). It involved nine therapeutic mechanisms/components of change, which were structured in a developmental process with each component supporting the next one.

1. Safe therapeutic environment. This is a common factor in any counseling or psychotherapy process. Its main characteristics are warm relationships built on empathy, support, validation, and the acceptance of the patient as he/she is—emotionally, physically, and cognitively. These are also known as the person-centered facilitative conditions (Lambert and Barley, 2001). The therapeutic environment is a safe holding space for the other factors in the therapy process.

2. Mindfulness skills. The patient will be supported to focus and regulate their attention to different realms of perception: their own sensations, emotions, thoughts, and images, and to cultivate kindness, compassion, and a non-judgmental attitude toward their self. The development of mindfulness skills will serve as gateway into the creative process.

3. Body awareness. The patient will pay attention toward their body sensations, not reacting negatively or emotionally but with an explorative interest. Attention toward interaction between sensation, emotions, thoughts, and experience of body–mind connectivity.

4. Relaxation/releasing. Through creative activities, verbalization, and sharing, the patient will express themselves safely and release physical tension. This will open them up for new experiences and perceptions of themselves and others.

5. Distancing and staying with discomfort. Instead of persisting with fear and avoidance reactions, the patient will use creative tools (props) and aesthetic distance to focus on pain. This will help them to explore their relationship with their symptoms and to build tolerance and the ability to manage their discomfort.

6. Meaning making. The patient will be invited to respond to the question: “why is this happening to me?” In-depth exploration of symptoms in the context of one's personal life and possible insights into the cause–effect relationship of symptom development.

7. Self-regulation. The patient will practice self-management, recognizing and releasing physical tension and dealing with any emotionally intense feelings that may arise.

8. Acceptance and integration. As a result of the therapeutic process, the patient may gain a deeper understanding of themselves, as well as an acceptance of their physical and emotional states.

9. The Creative process permeates all of the above factors in the model, as they are delivered through creative activities. Imagery, symbolism, and movement metaphors are core aspects of DMT.
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FIGURE 1. Mindful-based dance movement therapy intervention model.


The therapy model described above shows that MBDMT is a purposefully organized therapeutic process where, through the use of creative activities, the development of mindfulness skills, and an exploration of bidirectional processes, the relationship between body and mind is explored, and self-management and self-regulation skills are learned (Majore-Dušele et al., 2019).

The protocol of the MBDMT intervention is organized as a short-term focused therapeutic process taking into the account the short-term organization structure of rehabilitation settings in Latvia. It includes 10 sessions, twice a week, for a 5-week period. Each session lasts 90 min and follows a similar structure: (1) check-in and physical warm-up; (2) body-scan (sitting, lying, standing, or walking); (3) work with themes—safety, pleasure, personal borders, body–mind connection, relationship with pain, and resources; and (4) closure and homework.

Two therapeutic groups took place, with seven/eight participants in each group. Three participants were lost early in the process, leaving a group of 12 (n = 12) from whom the data were derived. The groups were facilitated by a dance movement therapist in training (3rd year professional Masters student in arts therapies with specialization in dance movement). The facilitator had been licensed as a psychotherapist prior to training as a dance movement therapist, had more than 5 years practice working with mental health issues and adult groups, had previous mindfulness practice training (8 weeks program), received training in delivering the MBDMT intervention (24 h), and had supervision during the intervention period by a qualified supervisor. MBDMT intervention training included personal experience with the MBDMT model and facilitating skills training.



Analysis

Data were analyzed using the Statistical Package for Social Science, version 23 (SPSS-23, IBM SPSS Statistics for Macintosh, version 23.0; IBM Corp., Armonk, NY, USA). Descriptive statistics were used to present the characteristics of the sample. The Kolmogorov–Smirnov test indicated that the distribution departed from normality and the small sample size limited the power of statistical analysis, so the Mann–Whitney U-test was used to analyze baseline group differences of the interval data (i.e., socio-demographic and clinical characteristics), whereas the Pearson Chi-Square test or Fisher's Exact Test was used for categorical variables (localization and duration of pain and pain control strategies). The Mann–Whitney U-test was also used to conduct a between-group comparison of the change in scores from baseline (T1) to the post-treatment (T2) and follow-up (T3) for all the outcome measures with p < 0.05 being the accepted level of statistical significance. Although medians (interquartile range) were used for the calculation of averages, means, and standard deviations were also presented. Taking into account the small sample size of this pilot study, the statistical analysis was performed Per Protocol (PP) instead of performing Intention To Treat (ITT) analysis. PP included patients who completed the intervention according to the protocol only along with data collected from the control group. In all cases, missing data were not included in the calculation.

The Reliable Change Index (RCI; Jacobson and Truax, 1991) was calculated for PHQ-9, HADS, and pain measures to assess the impact of the intervention at the individual level. The RCI was used as an indicator of clinical significance of change because it allowed a determination of whether an individual change score (between pre-intervention and post-intervention assessment) was significantly greater than a difference that could have occurred due to random measurement error alone (Guhn et al., 2014). Cut-off points dividing the clinical and non-clinical patient groups were ≥10 for PHQ-9 and ≥8 for HADS as the most frequently recommended ones in the literature (Bjelland et al., 2002; Hansson et al., 2009; Manea et al., 2012). Participants whose PHQ-9 and HADS scores were below the cut-off point at the pre-treatment measurement (T1) were excluded from the RCI calculation. The RCI was calculated at 95% confidence. If a participant's RCI was below −1.96 and passed the cut-off point, the participant was classified as recovered. If the RCI was below −1.96 but did not pass the cut-off point, the participant was classified as improved. If the participant's RCI was between −1.96 and 1.96, the participant was classified as unchanged. If the participant's RCI was above 1.96, the participant was classified as deteriorated. For pain measures, the RCI was calculated based on the minimal clinically important difference being 2 points on a 10-point rating scale as reported in a previous study (Hägg et al., 2003).

Power calculation was performed for the primary outcome measure—depression (PHQ-9), to detect the adequate sample size for future RCT.




RESULTS


Recruitment and Follow-Up Feasibility

During the 2.5-month enrollment period, 39 women expressed an interest in participating in the study, and 29 met the eligibility criteria. Both recruitment strategies (i) by the neurologists and (ii) by headache patients' association were similarly effective, attracting 50 and 50% of the study participants. As the study flow diagram shows (see Figure 2), post-treatment measures used immediately after the intervention were completed by all the members of the control group and all those from the intervention group who attended the whole duration of the program. Three participants who did not complete therapy discontinued early in the study. Follow-up measures were completed by 100% of the intervention group completers and 71% (10/14) of the control group.
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FIGURE 2. Recruitment flow diagramm.




Sample Characteristics

All the participants in the study were female and between 26 and 55 years old (M = 36.7, SD = 7.4). Of the patients, 56.7% had suffered from pain (headache, migraine) for more than 10 years. Furthermore, 60% of the patients suffered from other types of pain in addition to headache and migraine. The participants in the intervention and control groups were compared by demographic characteristics in order to establish whether there were differences between them at baseline. The participants in the intervention group were older (M = 40.9, SD = 6.9) than the participants in the control group (M = 32.6, SD = 5.0). There were no differences between the two groups in the duration of pain experience and variabilities of pain type or pain control strategies (Table 1).



Treatment Outcome Results: Changes in Intervention Group vs. Control Group

The means, standard deviations, and medians of the outcome measures, as well as between group comparison of the baseline/post (T1/T2) and baseline/follow-up (T1/T3) change scores, are presented in Table 2 at three measurement points. The results indicate that, at baseline (T1), there were no statistically significant differences between the groups in the measurements of pain, PHQ-9, HADS, or FFMQ. For each of the scales with clinical cut-offs, the selected population baseline mean was above the clinical cut-offs, PHQ-9 (M = 8.1, SD = 4.3), HADS-A (M = 9.8, SD = 4.1), and HADS-D (M = 5.34, 3.8), respectively, indicating mild to moderate symptoms of anxiety and depression for both groups.


Table 2. Means, standard deviations, and medians of clinical outcome measures between group comparison of the pre/post and pre/follow-up change scores.
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A Mann–Whitney U-test was conducted to look for statistically significant differences in the reduction of pain, depression, and anxiety scores across treatment conditions. The test identifies a significant difference in the change score (T1/T2) of perceived pain between the MBDMT group (Mdn = −1) and the control group (Mdn = 0.00), U = 128.5, p = 0.02. The change remained statistically significant in T1/T3 between the intervention group (Mdn = −1.5) and the control group (Mdn = 0.00), U = 81.5, p = 0.04.

The reduction of PHQ-9 scores indicates that there were changes in symptoms for the intervention group (Mdn = −2), which was different from the control group in a statistically significant way (Mdn = −1), U = 40.5, p = 0.02 in T1/T2 comparison. The difference was not statistically significant when T1/T3 was calculated, U = 35.5, p = 0.18.

On HADS measures, the change score for anxiety and depression was greater for the control group in both post-intervention time points with reduced scores post-intervention than for the MBDMT intervention group, but this change did not reach statistical significance (HADS-A, T1/T2: Mdn = −2 vs. Mdn = 0.00, U = 121.00, p = 0.06; T1/T3: Mdn = −4 vs. Mdn = −1, U = 78.5, p = 0.08; HADS-D, T1/T2: Mdn = −1.5 vs. Mdn = 0.00, U = 118.5, p = 0.07; T1/T3: Mdn = −1 vs. Mdn = 0.00, U = 76.5, p = 0.11).

No significant differences between the groups were found for FFMQ scores as indicated in Table 2.

With reference to Table 3, 50% (6/12) of the intervention group participants experienced a reliable change in pain reduction of at least 2 points. For the other 50%, their pain level stayed unchanged. For 92% (11/12) of the participants, their anxiety level reached the clinical cut-off point at baseline for HADS-A, but follow-up measures demonstrated reliable improvement for 73% (8/11) of the participants. Furthermore, 28% (3/11) of the participants' anxiety levels changed from clinical to non-clinical population valuables. Only four participants' depression levels reached clinical cut-off points at baseline by both measures PHQ-9 and HADS-D, but at follow-up, three of these patients (75%) demonstrated a reliable improvement with regard to depression, changing from the clinical to the non-clinical population. One patient, from the intervention group included in RCI calculations, demonstrated a significant increase in anxiety.


Table 3. Reliable change of the intervention group using 95% CI for outcome measures pre-intervention to follow-up.
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As this pilot study demonstrated statistically significant decrease in depression, the PHQ-9 measure of depression was used as a primary outcome of the intervention. Based upon the follow-up data, using the means and standard deviations, sample size calculation for a larger RCT was performed. Calculation for continuous outcome superiority trial with 80% power at an alpha level of 0.05 suggested that a total sample of 86 participants were needed to detect clinically important difference between means. To allow for attrition between end of trial and follow-up, the aim was to recruit 120 patients for an RCT.



Intervention Acceptability, Participant Adherence, and Satisfaction

Of the 15 patients who began to participate in the MBDMT group, 12 completed the therapy course and attended at least eight sessions. The three participants who did not complete the treatment discontinued early in the study: one moved to a new residence, and two concluded after the first session that the intervention was not appropriate for them. Four patients completed all 10 sessions, 3 patients completed 9 sessions, and 5 patients completed 8 sessions.



Adherence Relative to MBDMT Protocol

Adherence to the treatment protocol from the dance movement therapist in training was evaluated through a selection of video recordings from the sessions, looking at different stages of the work (warm-up, working, and closing stages). This was also discussed during regular supervision sessions. Substantial diversion from the protocol was not observed. The nine working mechanisms that informed the structure of the intervention were found to be logical and supportive of the development of the group therapy process. There was, however, some difficulty in the timing of the sessions: the therapist in training found that more time was needed at the beginning and end of the sessions to allow for the participants' verbal discussion.

On the whole, the treatment protocol was easy to follow and responsive to group dynamics offering alternative choices of techniques.




DISCUSSION

This pilot study suggested that MBDMT was a useful intervention for reducing the pain, depression, and anxiety symptoms of chronic pain patients participating in the study. The results indicate that offering a DMT group intervention in addition to the usual medical treatment of chronic pain improved the psychological aspects and reduced pain more than just medical treatment and physiotherapy. Viewing the results of the present study within the context of other DMT and mindfulness-based intervention studies, the study offers an interesting addition to the literature, especially with regard to pain reduction. The results from systematic reviews show that MBIs are inconsistent in terms of their effect on pain reduction. The results vary from medium to weak effectiveness, but do reveal a positive impact on perceived pain control with a moderate effect size (g = 0.58) (Cramer et al., 2012; Bawa et al., 2015). Note that the goal of MBIs is not to reduce the intensity of the pain but to improve the patient's functioning and reduce their general distress; being mindful has a therapeutic value in its own right (Reiner et al., 2013).

The results from this MBDMT study, however, do suggest a statistically significant reduction in pain intensity, in contrast with the mindfulness measure where no significant change was observed. While pain reduction is not the primary goal of the MBDMT intervention, the pain experience of the patient is validated, and the relationship with pain is addressed in the work phase of the therapeutic process. For 50% of the MBDMT participants, pain reduction was at least 2 points on the NRS scale; this is considered to be a reliable and clinically important change (Farrar et al., 2001). These results are consistent with an earlier research in DMT for chronic pain patients, in which the theme of working with the meaning of pain was part of the therapeutic process, and the reduction in pain intensity was observed (Shim et al., 2017).

The MBDMT intervention preliminary results also suggest that reduction in depression and anxiety symptoms is possible at least for the small sample of participants with chronic pain involved in this study. Individual analysis of reliable change for the intervention group indicated reliable improvement in anxiety symptoms for 73% of the patients. For those four patients with moderate and severe depression, improvement was clinically significant, allowing them to move to a non-clinical population. These results are consistent with previous research studies with a similar patient group with medically unexplained symptoms, including medically unexplained pain, where 65% of the participants involved in a (TBMA) group demonstrated reliable improvement on depression or anxiety measures (Payne and Brooks, 2017; Payne et al., 2017). These results can also support the results from a large-scale clinical trial on DMT and depression (Hyvönen et al., 2020) and meta-analyses on DMT for depression (Meekums et al., 2015; Karkou et al., 2019). In addition, potentially, they add to the results from generic meta-analyses on DMT (Koch et al., 2019). The latter study argues that DMT can improve psychological conditions by decreasing depression and anxiety levels for patients with somatic concerns. The results from the current study suggest that this was also true for the participants of the MBDMT group.

Findings from this current study may be biased, due to the small sample size and the possibility of a type II error (low power to detect true effects). However, it is important to mention that the follow-up measurement (T3) took place 2 weeks after the beginning of the 2019 coronavirus disease (COVID-19) pandemic in Latvia (March 2020), and that an overall atmosphere of fear and uncertainty may have influenced the participants' psycho-emotional state. This, in turn, may have been reflected in the results of the follow-up anxiety, depression, and also pain measures. In addition, it is important to acknowledge that 60% of the study participants had comorbid pain states, which may have influenced the study results. The comorbidity of other pain and mental states (depression and anxiety) is characteristic of women with migraine diagnosis and has been reported in previous chronic pain studies (Allais et al., 2020; Xu et al., 2020), suggesting that the mechanism of central sensitization may be a substrate or consequence of comorbidity (Ashina et al., 2018).

Patients found the experience of being in the MBDMT group to be useful. This was reflected in the acceptability of the intervention by the participants, which was evaluated as good; 80% of the participants assigned to the treatment group stayed in the process and attended at least 8 out of 10 therapy sessions. The literature suggests that other body-based interventions also show high completion rates. TBMA, for example, reported a completion rate of 95% (Payne and Brooks, 2017), and the resilience-building DMT approach for chronic pain patients was evaluated as helpful and supporting of a body–mind orientated approach by 68% of the participants (Shim et al., 2017).

Still, in the current study, since two patients did not find the intervention appropriate for them and dropped out of the intervention group after the first therapy session, an assessment of the intervention's suitability is needed. Although statistical tests showed no significant difference in baseline measures between those dropping out and those completing the intervention, HADS anxiety scores indicate that there were some differences worthy of further analysis. The mean score of anxiety (9.95) for the group completing the intervention can be seen as borderline with the mean score of the dropout group (14.00) being a clear outlier. It is possible that patients with the high anxiety scores perceived the creative group intervention of MBDMT as too unusual, and involvement in the therapeutic group as emotionally overwhelming. In a clinical context, an individual DMT approach could have been more suitable for these patients.

The evaluation of acceptability of outcome measures indicated that in comparison with HADS, PHQ-9 could show a higher sensitivity in assessing symptoms of depression for this patient group. The construction of the HADS relies on anhedonia, not on somatic symptoms, and it is sensitive to mild distress as it excludes symptoms of severe mental illness. PHQ-9 is constructed as a diagnostic tool for clinical depression and strongly correlates with mental and physical health difficulties (e.g., self-reported disability days and clinical visits) (Anderson et al., 2011), making it an appropriate tool for use within this study. Furthermore, PHQ-9 was evaluated by patients with unexplained medical conditions as a more appropriate measurement tool than CORE or HADS in a TBMA pilot study (Payne, personal communication, December 2020). Finally, chronic pain patients are often more interested in the physical representation of their difficulties than the emotional aspects. It, therefore, appeared that PHQ-9 was a more suitable measure of depression for this study, as it captured changes in the somatic aspects of psycho-emotional distress.

Similary, the General Anxiety Disorder (GAD-7) scale was considered a good tool to assess the anxiety level for the chronic pain patient group. GAD-7 has good psychometric properties and is sensitive as a clinical outcome measure (National IAPT Programme Team, 2011). Both GAD-7 and PHQ-9 were also used as measurement tools for depression and anxiety in previous research studies with a similar population in TBMA (Payne and Brooks, 2016, 2017). It was, therefore, decided to use this tool along with PHQ-9 instead of HADS for the larger scale clinical trial following the pilot.

Somatic sensitivity may also be relevant to the mindfulness measure. In the present study, the FFMQ was used to assess changes in mindfulness aspects. The FFMQ evaluates the components of dispositional mindfulness, i.e., the tendency to express mindful attitudes and behaviors in everyday life (observing experience, using language to describe experience, acting with awareness, being non-reactive, and being non-judgmental). However, the FFMQ does not distinguish between attention directed to exteroception, interoception, or thoughts (Hanley et al., 2017). Since body awareness is one of the basic components of the MBDMT intervention, a measurement that detects the aspects of interoceptive body awareness may be more appropriate in future studies. The Multidimensional Assessment of Interoceptive Awareness (MAIA, Mehling et al., 2012) is one such example: it allows an assessment of awareness of the body's physiological condition alongside the evaluative interpretations arising in tandem with that awareness (Mehling, 2016). Mehling et al. (2012) also stated that the MAIA can be helpful in researching mind–body interventions, where the multidimensional assessment of body awareness can be used to understand which aspects of body awareness contribute to improvements in clinical outcomes. MAIA has been used as a body awareness assessment tool in a previous research on the use of DMT for chronic pain patients (Shim, 2015b).

Mindfulness scores did not show statistically significant changes after the 5-week-long MBDMT intervention. The most commonly used structure in MBI research is 8 weeks, with a group session once a week and an emphasis on regular practice at home (Bawa et al., 2015). The present length of the MBDMT intervention may not be enough to develop sustainable mindfulness skills. The “dosage” of this DMT intervention might have been insufficient to create quantitatively observable changes in mindfulness outcome measures. Another possible interpretation is that the working mechanisms of the MBDMT model were more closely connected with active therapeutic factors in DMT than with mindfulness interventions. To research this hypothesis, future studies should involve qualitative and quantitative analyses of therapeutic mechanisms. Future research may also attempt to answer questions present in the DMT literature (Koch et al., 2019): what do DMT and mindfulness-based interventions have in common? Additional mindfulness principles that have been incorporated in DMT through the practice of authentic movement, such as the concept of bodymindfulness (Payne and Brooks, 2019) or “bodyfulness” (Caldwell, 2014), can be further considered in future research studies.

At the time of writing, to the best of our knowledge, this is the first pilot clinical trial to explore a mindfulness-based model in DMT for the specific patient group. There are several publications available at the time of writing this paper: a published case analysis, in which the principles of mindfulness are used within the context of somatic psychotherapy and DMT as a pathway toward embodiment (Tantia, 2013); a research study showing mindfulness skill training as one of the guiding principles of therapeutic intervention for patients with depression (Pylvänäinen et al., 2015); and therapy models that offer the perspective of mindfulness meditations and mindful movement practices, e.g., tai chi and yoga, as an important aspect of the DMT intervention (Barton, 2011; Sanchez, 2012; Olmedo, 2020). TBMA® created by Payne (2009a,b) is an integrative approach underpinned by principles of experiential learning cycles, dance movement psychotherapy, and mindfulness research, created and researched for patients with medically unexplained symptoms (Payne et al., 2020). However, the MBDMT is the first model in DMT to be adapted for chronic pain patients that employs aspects from other models in a unique way. The model uses mindfulness as an integral part of the therapeutic process, in which the methodology of mindfulness practice and the understanding of the working mechanisms are integrated within the creative process of DMT. The MBDMT model adopts a bi-directional body–mind approach, in which awareness of the body is used as a physical portal to consciousness (Eddy, 2016), and awareness of the mind is seen as a metacognitive state—ability to observe, explore, and gain the understanding of the processes and relationships between mind and body, with both aspects (i.e., body awareness and meta-cognitive aspects) of mindfulness being equally important (Majore-Dusele and Karkou, 2018). In comparison with other mindfulness-based interventions, the advantage of the MBDMT is that mindfulness is put into action through creative activity, and creative methods enable the participant to fully experience and to be able to observe the experience at the same time.


Limitations and Future Research Directions

The first limitation of the study is the small sample size (n = 29) that reduces the generalizability and statistical power of calculations and questions the reliability of the quantitative findings. Qualitative data were used to complement the findings coming from quantitative data and to strengthen the conclusions regarding the study's feasibility and the impact of the intervention on specific self-reported measures completed by the participants. The use of self-reported scales is another limitation of this study. One of the clinical characteristics of chronic pain patients includes alexithymia—a decreased ability to identify and describe emotional states and differentiate them from bodily sensations. This questions the participants' ability to evaluate their own psycho-emotional states properly. Although the validity and reliability of the self-report scales used were high, in future research, both subjective and objective measures should be incorporated to increase the validity of the research findings. Another limitation is the fact that there were only female participants in the study, questioning the external validity of the study and suggesting a potential selection bias. In addition, the length of the intervention (10 sessions) and the fact that the therapeutic process was directed by a dance movement therapist in training should be considered as possible limitations of the study and as factors with capacity to influence the results of the study.

In contrast, the strength of the study is based on the use of randomization and the presence of homogeneity of the study's sample. Further strengths can be assigned to the careful development of the intervention integrating the two practices.




CONCLUSIONS

The MBDMT is a feasible and promising intervention for chronic pain patients. The participants in the MBDMT group reported a significant decrease in pain intensity in comparison with the TAU control group in both post-intervention measures. A decrease in depression symptoms was significant in post-intervention measurement. Anxiety also changed in the expected direction for the MBDMT group. Although the results did not reach statistical significance, there was reliable improvement for 73% of the patients attending the intervention group. Scores on mindfulness measures changed in the expected direction for the MBDMT group, but did not reach statistical significance when compared with scores from the control group on the same measures.

Still, it was concluded that the pilot study offered sufficient information and preliminary results to enable the researchers to move to an RCT stage. It is expected that a larger sample, the inclusion of an active control, the replication of the group to more than one site delivered by more than one therapist, and the inclusion of additional somatic outcome measures will strengthen this pilot study enabling generalizable findings on the effectiveness of this approach to people with chronic pain.
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FOOTNOTES

1Thematic Network on the Societal Impact of Pain, 2018: https://ec.europa.eu/health/sites/health/files/policies/docs/ev_20181112_co07_en.pdf.

2IASP, 2019: https://www.iasp-pain.org/PublicationsNews/NewsDetail.aspx?ItemNumber=8340&navItemNumber=643.

3ICD-11, 2018: https://icd.who.int/browse11/l-m/en.

4European Association of Dance Movement Therapy, 2013: https://www.eadmt.com/?action=article&id=22.
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The recognition and incorporation of evidence-based neuroscientific concepts into creative arts therapeutic knowledge and practice seem valuable and advantageous for the purpose of integration and professional development. Moreover, exhilarating insights from the field of neuroscience coincide with the nature, conceptualization, goals, and methods of Creative Arts Therapies (CATs), enabling comprehensive understandings of the clinical landscape, from a translational perspective. This paper contextualizes and discusses dynamic brain functions that have been suggested to lie at the heart of intra- and inter-personal processes. Touching upon fundamental aspects of the self and self-other interaction, the state-of-the-art neuroscientific-informed views will shed light on mechanisms of the embodied, predictive and relational brain. The conceptual analysis introduces and interweaves the following contemporary perspectives of brain function: firstly, the grounding of mental activity in the lived, bodily experience will be delineated; secondly, the enactive account of internal models, or generative predictive representations, shaped by experience, will be defined and extensively deliberated; and thirdly, the interpersonal simulation and synchronization mechanisms that support empathy and mentalization will be thoroughly considered. Throughout the paper, the cross-talks between the brain and the body, within the brain through functionally connected neural networks and in the context of agent-environment dynamics, will be addressed. These communicative patterns will be elaborated on to unfold psychophysiological linkage, as well as psychopathological shifts, concluding with the neuroplastic change associated with the formulation of CATs. The manuscript suggests an integrative view of the brain-body-mind in contexts relevant to the therapeutic potential of the expressive creative arts and the main avenues by which neuroscience may ground, enlighten and enrich the clinical psychotherapeutic practice.
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INTRODUCTION

The integration of knowledge from recent neuroscience research into Creative Arts Therapies (CATs) practice and education, in a multidisciplinary translational approach, can be transformative for advancing the comprehension and treatment of different mental states and disorders. CATs disciplines, such as dance/movement therapy, art therapy, music therapy, drama therapy, and psychodrama, seek to engage clients holistically across somatic, cognitive, emotional, cultural, aesthetic, and social aspects of the self (Dunphy et al., 2019). CATs include verbal and non-verbal forms of expression and communication, accentuated embodied knowledge and memory, multisensory engagement, presence and liveness, and the transcendent qualities of imagination and creativity (Malchiodi, 2005; Van Lith, 2015; Czamanski-Cohen and Weihs, 2016; Gerber et al., 2018; Samaritter, 2018). The comprehensive essence of the psychotherapeutic treatment could interweave with neuroscience that addresses the mechanistic understanding of brain functions. A deeper understanding of the neurobiological underpinnings of the subjective and intersubjective experiences, as well as their maladaptive shifts, may have great benefits and help improve the therapist’s observations, goals and interventions, to optimally help clients. Moreover, the knowledge generated from neuroscientific studies anchors the appreciation of ways in which the therapeutic work might influence brain function and the validity of our profession and thus advances professional identity (King et al., 2019).

Indeed, the assimilation of neuroscientific knowledge into psychotherapeutic practice has received growing interest over the past decade, both in general (Javanbakht and Alberini, 2019) and specifically with relation to the different CATs modalities (Homann, 2010; Belkofer and Nolan, 2016; Berrol, 2016; O’Kelly et al., 2016; Payne, 2017; King et al., 2019). The current manuscript aims to describe and discuss main characteristics of brain function and their applicability to the therapeutic work, addressing intertwining themes, presented in the following sections. The first section elaborates on the neuroscientific meaning of embodiment; the second introduces and deliberates on the predictive nature of the mind and the formation and reformation of internal models; the third articulates and discusses predictive processing mechanisms in the context of the psychic apparatus; the fourth explores developmental and therapeutic implications of the brain’s predictive mechanisms; and the fifth section focuses on the relational account of neural functioning and the underpinnings of empathy. The fundamental brain mechanisms are conceptualized and tailored to the understanding of their clinical relevance, ultimately acknowledging the neuroplastic potential of CATs.



THE EMBODIED BRAIN AND THE GROUNDING OF THE MIND

Advancements in the field of neuroscience lend substantial support to the embodied nature of brain mechanisms (Fabiani, 2015; Kiverstein and Miller, 2015). This implies that neural processing, bodily action, and environmental forces are constantly and complexly combined in constant dynamic feedback loops. The brain does not merely passively perceives input and controls body action, but rather actively creates perceptual experiences from sensory stimuli accumulating from the body’s internal milieu (interoceptive and proprioceptive) and from the surroundings (exteroceptive), in a generative manner. Mental representations dynamically evolve over time, in the form of nerve impulses that propagate in circuits and functional network assemblies, in order to anticipate, decode and respond to complex concrete (physical) and abstract (social) variables in the environment, based on prior information (Ju and Bassett, 2020; Teufel and Fletcher, 2020). Relevant to this argument, it has been acknowledged that in natural settings, brain activity is neither predefined nor fixed, but rather continuous and transient (Dmochowski et al., 2012; Zioga et al., 2018). The reciprocity between the human mind and the sensing active body, within the relational environment, underscores the need for holistic and integrative mental health approaches, such as CATs.

From the earliest foundation of the sense of self, neural processes related to multisensory perception give rise to the embodied, spatially located, self-conscious experience (Park and Blanke, 2019). Accordingly, the qualia of the mental experience of feeling were shown to be associated with the unique topography of the concurrent bodily sensations (Nummenmaa and Saarimäki, 2019). Subjective feelings were suggested to be elicited by the perception of emotion-related bodily states that reflect changes in the skeletomuscular, neuroendocrine (hormonal), and autonomic peripheral nervous systems (Levenson, 2003; Barrett et al., 2007; Damasio and Carvalho, 2013). Moreover, neural structures responsible for sensory, motor and emotional experiences are also involved in attributing linguistic meaning, expressing those experiences in words (Buccino et al., 2016). Respectively, language processing re-enacts sensorimotor, emotional, and introspective experiences (Pulvermüller and Fadiga, 2010). Indeed, sensory perception, movement, emotion, and cognition are interdependent processes that dynamically influence each other and are supported by cohesive brain networks (Pessoa, 2013). Well beyond the direct anatomical pathways that signals to and from the body, emotion is closely linked to transient bodily states and actions through functional interactions between the regions implicated in emotion and those that are chiefly important for mental operations, traditionally labeled as “cognitive,” such as decision making, spontaneous thought or mind-wandering (Babo-Rebelo et al., 2016; Pessoa and McMenamin, 2017). Correspondingly, there is a paradigm shift toward an action-oriented view of cognition (Engel et al., 2016). The well-supported concept of “grounded cognition” stresses that cognitive processes lie upon meaningful interactions with a dynamic environment and cannot be reduced to thinking-related mental representations (Engel et al., 2013). There is a close and causal relationship between sensorimotor and conceptual systems of the brain (Buccino et al., 2016). The brain possesses an ability to take our physical experiences and use it metaphorically for abstract thinking as basis of imagination and creativity (Wang et al., 2019).

This canonical framework implies that it is within the embodied actuality, through the subjective, lived, bodily experience, that we may induce awareness and change the way we perceive, think and feel about ourselves and others. This coincides with and highlights the uniqueness of the arts and the therapeutic potential of the embodied enactive CATs (Koch and Fuchs, 2011; Koch, 2017). Within the context of a containing relationship, CATs offer clients the opportunity to explore, articulate and express experiential content, grounded in the body and connected with representations of feelings and mental perceptions of the self and the outer world.

The following sections will develop these ideas through an intriguing neuro-functional account that is ultimately becoming a general and unifying explanation of brain function, and, by extension, dysfunction, with emerging clinical applications.



THE PREDICTIVE BRAIN AND EXPERIENCE-BASED GENERATIVE REPRESENTATIONS

An increasingly supported hypothesis in contemporary neuroscience, which concurs with the conceptualization of the “embodied brain,” converges on the idea that the brain runs internal models that function as probabilistic (Bayesian) inference for incoming sensory information from inside and outside the body (e.g., Friston, 2010; Clark, 2013). For the purpose of maintaining homeostasis and minimizing “free energy,” the brain makes meaning of the current situation, by re-implementing past experiences, and proactively tailoring the body’s responses accordingly (i.e., enacts allostasis, Barrett, 2017b). These past experiences are embodied representations that continuously anticipate upcoming sensory events and the best action to deal with those events, i.e., “predictive processing.”

As aforementioned, connectedness, at a structural and functional level, is a fundamental aspect of brain architecture. Neural activity cascades through hierarchical pathways, from lower level sensory and motor processing toward a functional spectrum of progressively higher level abstract representations. Accordingly, the constructive, non-deterministic nature of sensory perception emerges from continuous functional interaction between higher and lower levels of the neural processing hierarchy. The predictions are originated in cortical regions that unconsciously generate, in “top-down” (descending) pathways, expectations (beliefs) of hidden causes of the unfolding sensory events. The perception of actual sensory input, passed on in a “bottom up” (ascending) pathways, to the brain is then constantly shaped and modified by descending prior expectations. “Bottom-up” sensations are matched with “top-down” predictions, creating an interplay between forward and backward flow of information (Friston, 2005, 2010; Barrett and Simmons, 2015). Anticipated inputs confirm the predictions and become meaningful sensations, while unanticipated information or discrepancy between what was expected and what occurred becomes a prediction error – a “surprise.” The mismatch, in turn, serves as a driver for change, in order to minimize free energy, by actively interacting with the environment to better match predictions (“active inference”), or by updating the relevant predictions to accommodate unexpected signals, an opportunity to induce remodeling, adjusting and modifying the internal models (i.e., predictions) of the embodied exchange with the world (Clark, 2013).

Notably, predictive processing connects to embodied and enactive approaches, it is not merely a view of the brain as reducing the uncertainty of its sensory observations but rather concerns the active, selective sampling of the world by an embodied agent (Ramstead et al., 2020). In other words, the brain is no longer viewed as a passive system that generates complex representations over time, with top-down processes playing a modulatory role on the accumulating bottom-up stimulation, but rather an active organ that is constantly predicting its future state and stimulation. Actions, and their accompanying mental events, begin as top-down representations in the brain, constructed from past experiences that are tested against the state of the (social) world. The dependence on embodied priors occurs implicitly, without the requirement to explicitly remember past events (Hutchinson and Barrett, 2019). The comparison of predictions with incoming sensory information forms prediction errors, which serve as corrective feedback and can be minimized using two strategies: (1) changing sensory input through action or (2) changing the internal models of the world (prediction signals) (Venter, 2021).

The ontology of the human mind, through the lens of “predictive processing,” provides a powerful framework that captures fundamental aspects of psychic functioning and yields considerable ground to experientially oriented integrative therapeutic approaches, such as CATs. These brain mechanisms and brain-body-mind intersections are explored in more detail below.



THE MULTIFACETED PREDICTIVE BRAIN IN THE PSYCHIC LANDSCAPE

The predictive function of brain, or the way the brain actively handles uncertainty in dynamic relationships with the body and the environment, is a multifaceted, multidisciplinary, and multilevel account of the mind. It may map proto- and core aspects of the self, reflected in neural processes, which may further explain why predictive coding and error processing have been suggested to lie at the heart of a wide range of mental health conditions and disorders (Harrison et al., 2019; Smith et al., 2021), and how it applies to our therapeutic work.

Multisensory integration underpins minimal (pre-reflective) experiential aspects of the bodily self, including senses of agency and ownership, based on a model that successfully predicts the sensory consequences of one’s own movement, intentions in action, and sensory input (Hohwy, 2007; Limanowski and Blankenburg, 2013). This also establishes forms of self-awareness, enabling the recognition of the self, as the most accurate explanation of the inferred and modeled hidden cause of one’s sensory experience (Apps and Tsakiris, 2014). It explains how we make sense of the world, already observed in infant learning, navigating the dynamic physical and social environment (Köster et al., 2020). The predictive work in progress, thus, applies not only for maintaining life and for learning how to meet organismic needs in the world, but also for selfhood (self-organizing existence within a world that can be separated from the self) that conforms to goal-directed notions of intentionality (Solms and Friston, 2018).

Emotion has been eagerly advocated to belong at the very heart of the predictive-coding embodied nexus (Friston et al., 2018; Miller and Clark, 2018). According to these view of emotion, on-going changes in the peripheral body actively contribute to the creation of emotional experiences, in a constructive way, using accumulated knowledge from prior experiences (Barrett, 2017b).

Internal models of the body in the world (i.e., predictions) are generated, for example, in cortical regions of the brain that constitute the salience network, which is involved in affective experience, including the anterior insula and anterior cingulate cortex. These regions are continually informed by bodily changes and mediate interoception, supporting awareness and response to relevant internal or external stimuli, imbuing these stimuli with emotional weight, and using this information to guide attention and behavior (Barrett et al., 2016; Seeley, 2019).

The dynamics of predictive processing relate also to self-referential processing and the way we integrate memory representations with ongoing events and envision our future. In this account, top-down associative predictions also involve the regions of the medial prefrontal cortex: the ventromedial prefrontal cortex, which creates Gestalt representation of how an organism is situated in its environment and the subjective value of environmental stimuli, which then drives predictions about future events (Roy et al., 2012; Dohmatob et al., 2020); and the dorsomedial prefrontal cortex, which supports higher level evaluative control and may subserve the representation and assessment of self and other’s action considerations (Alexander and Brown, 2015). Both of these medial regions of the prefrontal cortex (i.e., the ventral and dorsal midline regions), along with the posterior cingulate cortex, are also part of the default mode network (DMN), a unique brain network that performs baseline mental activities, supporting free-ranging thought, spontaneous introspection, autobiographical memory, episodic future thinking, and mentalizing (Andrews-Hanna et al., 2014; Raichle, 2015; Wen et al., 2020).

In the process of generating predictions and at moments of uncertainty and surprise (i.e., prediction-errors), these aforementioned cortical brain regions communicate with sensorimotor cortices and with sub-cortical regions, such as the hippocampus, supporting associative memory; the amygdala, a key region of emotional processing; and the ventral striatum, integrating affective and rewarding/motivational information. These functional communications likely involve the temporal integration of incoming information with internal representations stored in memory, recently shown in naturalistic ongoing events, suggested to support narrative integration (Brandman et al., 2021). Moreover, an emotional experience manifests when there is resonance across hierarchical levels, that is, conceptualization and abstraction supported by higher-level DMN function make concrete, present moment, multisensory lower-level features meaningful as discrete emotions, in a given context (Satpute and Lindquist, 2019).

Both emotional awareness and emotion differentiation, also termed emotional granularity, defined by the ability to accurately distinguish between specific emotions like anger, sadness or frustration, rely on this internal model of the body in the world created by the brain (Barrett, 2017a). Correspondingly, alexithymic features, including affective agnosia, an impairment in knowing how one feels, have been linked with this neuroscientific theory of how “predictive processes” create emotional experiences (Duquette, 2020). Accordingly, poor emotional awareness and differentiation are considered transdiagnostic features of mental disorders and may act as either a vulnerability or maintenance factor (Kashdan et al., 2015; Lane et al., 2015b; Smith et al., 2018). Understanding such mechanisms could represent an important step in identifying which mechanisms are operative in different individuals and how they might be targeted on an individual basis within therapy (Smith et al., 2021). Poor emotional awareness may relate, for example, to overly precise prior expectations for somatic threats, leading to somatization (high anxiety sensitivity), or to highly imprecise predictions and emotion-concept acquisition due to consistently high levels of threat or environmental unpredictability (Smith et al., 2021).

These neural mechanisms linked to psychological constructs further lead to implications regarding the underlying developmental trajectories and the therapeutic work, elaborated on in the next section.



THE DEVELOPMENT AND USE OF A PREDICTIVE BRAIN IN THE THERAPEUTIC REALM

Before delving into the development of predictive abilities and its manifestation in the relational context, let us recognize again that the brain’s modus operandi is situated, constantly receiving information from, responding to, updating expectations and monitoring actions in accordance with the ongoing communicative signals (Hari et al., 2015). What we perceive of the world in any given moment, then, depends, critically, on the nature of our prior learning about the world and object relations. In order to increase predictability, we explore the environment (beginning with the infant exploring the mother’s breast) and the mind of others with our unconscious phantasies and proto-representations, building a repertoire of “priors” to make future inferences (Holmes and Nolte, 2019). Predictable input from the caregiver enables the brain to begin differentiating “self” versus “non-self” causes of sensations, securing an experience of ownership and agency (Fonagy et al., 2002; Seth, 2013; Di Plinio et al., 2020). The probabilistic predictions we generate may be experienced as daydreams or fantasies (Bucci and Grasso, 2017), this coincides with the aforementioned involvement of the default mode network.

With early life experience, the brain assembles predictive models, which underpin the development of social concepts and skills (Atzil et al., 2018), linked to the way we mentalize about own and others’ internal bodily and mental states (Koster-Hale and Saxe, 2013; Fotopoulou and Tsakiris, 2017; FeldmanHall and Shenhav, 2019). Primary embodied interactions permit the “mentalization” of bodily signals across exteroceptive and interoceptive sensory modalities, transforming rough perceptions into subjective feelings (Fotopoulou and Tsakiris, 2017). Correspondingly, the process was recently metaphorically linked to Bion’s postulation of the way “alpha function” (i.e., maternal “reverie” generating top-down predictions) processes the infant’s projected “beta fragments” (unnamed “bottom-up” raw sensory impressions) (Bion, 1962; Holmes and Nolte, 2019; McVey et al., 2020). Both the “alpha function” and “predictive processing” framework focus on the linking of implicit expectations and the actual realization, based on prior learning and inference, to produce the meaning-saturated elements of thought. The importance of such linking relies on the flexible and mutual flow of information between predictions and experience, rather than being frozen in maladaptive patterns (as in depression) or disrupted and fragmented (as in psychosis) (McVey et al., 2020).

Developmental studies emphasize the role of attachment figures, with whom one could appropriately place epistemic trust (Fonagy and Allison, 2014), in the progressive refinement of the internal self-model via predictive processing mechanisms, in the course of psychological development (Palmer et al., 2015; Fotopoulou and Tsakiris, 2017; Pereira et al., 2019). In accordance, in cases of insecure attachment, the possibilities for active (or enactive) inference are compromised due to the absence of a secure base for exploration. The limited extent and range of sensory sampling of the environment, confines the variety of “priors” available to account for them (Holmes and Nolte, 2019). The therapeutic secure relationship might alter these dynamics of brain function drawing on neuroplasticity (Pascual-Leone et al., 2005).

By enabling a safe and trustful environment and by “loaning” the therapist’s brain functions, creating a “reverie” that can offer therapists a means to enter the predictive moment, psychotherapy mobilizes the active inference in the context of intimate relationships (Holmes and Nolte, 2019; McVey et al., 2020). Moments of creative not-knowing may emerge and hence the need for active exploration, innovation and generative possibilities. In that sense, CATs may encompass both strategies to engage predictive processing neurodynamics – sampling new sensory input through action (active inference) and shaping the internal models of the world (prediction signals) through meaning-making (Venter, 2021).

The experimental aspects of CATs provide the opportunity for sensorimotor exploratory actions, expanding the individual’s repertoire of experiences in a secure, accepting, and facilitating relationship. Thus, the neuroplastic therapeutic processes enables both the “breaking” (i.e., creative destruction) of priors and the “making” (i.e., creative construction) of new ones, seeking for the optimal individually tailored balance between predictability (a therapeutic setting that does not overwhelm the client) and opportunities for prediction error- uncertainty, surprise and play.

Given that emotions, as predictions, are embodied conceptual categories built with experiential multisensory features, preparing the body for action while simultaneously making meaning of the incoming sensory array (Hoemann et al., 2020), valuable opportunities for emotional processing in CATs may arise. The usage of art forms as a vehicle for affective expression may enhance emotional awareness and acceptance. Attention to bodily sensations or unconscious somatically experienced knowledge, can further be transferred to explicit thought through language and symbolic formations, interweaving affective, cognitive and social domains (Czamanski-Cohen and Weihs, 2016; Koch, 2017). The process can also update resistant prior beliefs and in doing so, alternative expectations about the subjective experience can be generated.

Moreover, the predictive processing account of emotion might interlace with theories of aesthetic emotions, such as the feeling of “being moved,” savored for their own sake, linked with subjectively felt intensity, or rewarding emotional arousal (Menninghaus et al., 2019; Zickfeld et al., 2019). Aesthetic experiences, engaging the brain’s reward network, are laden with tension, fluctuations in uncertainty, generating prediction errors (“surprises”) that create a yearning for resolution, triggering predictive processes directed at future events of emotional significance (Koelsch, 2014; Lehne and Koelsch, 2015; Shany et al., 2019). Minimization of prediction error involves the embodied capacity to generate experience through action, thereby fostering creativity (Daikoku, 2019; Schiavio and Benedek, 2020). In this sense, CATs may tap into the intrinsic motivation to seek predictive progress and offer clients opportunities to venture out of predictable zones (Gottlieb et al., 2013). Successful predictions remain implicit, it is prediction errors that attract consciousness (Solms, 2015). The discovery of affective dynamics, unfolding through prediction errors, including negatively valenced contents, validates self-existence and the cognitive-affective schemata with which one experiences and navigates the world (Van de Cruys et al., 2017). Through embodied aesthetic expression and impression in CATs, that involve symbolizing, meaning-creating processes (Koch, 2017), predictive progress is being made, enlivening curiosity, creativity and sense of mastery.

Such therapeutic processes may also drive associative plasticity to update internally generated predictions that draw on memory traces (Barron et al., 2020). Indeed, an error in prediction, between expected and current events, affects different stages of learning and memory (Dudai, 2012) and can also drive the updating of consolidated memories in the process of reconsolidation, when memory is labile and susceptible, during its reactivation (Sevenster et al., 2014; Exton-McGuinness et al., 2015; Fernández et al., 2016; Gershman et al., 2017; Lee et al., 2017). In this regard, CATs may assist the formulation of a reconsolidated narrative, while processing traumatic memories also in the implicit realm, using the art forms that incorporate body movement (Hass-Cohen, 2016; Gerge et al., 2019; Hass-Cohen and Findlay, 2019; Perryman et al., 2019). Notably, the process of reconsolidation depends on emotional reactivation, without necessarily explicitly recalling the event, as well as on the recognition of a mismatch or disconfirming information (prediction error). Further activation of new emotional experiences allows the situation to be experienced and understood in a different way, adding safe elements to a threatening memory, working through the emotional consequences of the new learning in a variety of contexts and focusing on creating a more coherent narrative (Lane et al., 2015a; Lane, 2018; Hass-Cohen and Findlay, 2019).

These dynamic processes emerge within the context of a therapeutic relationship, moving us toward second-person neuroscience perspective, learned through real-time social encounters (Schilbach et al., 2013; Redcay and Schilbach, 2019). Focusing on interactive phenomena occurring in the relational matrix, the next section explores the neural mechanisms underscoring the capacity to grasp the mental states of others, i.e., mirror neuron and mentalizing systems; as well as the intriguing interbrain coupling through shared experiences.



THE RELATIONAL BRAIN AND THE LINK BETWEEN SUBJECTIVITY AND INTERSUBJECTIVITY

Intrapsychic experiences are interwoven with and dependent on relational and intersubjective contexts. These may be played out in the therapeutic relationship and transference-countertransference interaction, supported by the therapist’s presence and empathic attunement. Social neuroscience offers a window into the origins and dynamics of this relational matrix.

The conceptualization of the brain as embodied and the agent-environment dynamics of the predictive processing account of brain function, relates also to its social essence, being interconnected, interactive and intercommunicative. Humans are social species and the complex specialization for social stimuli processing encompasses regulation from the neurotransmitter to the neural network level, resulting in a “social brain” (Dunbar, 2009). Consequently, deficits in these processes may result and relate to diverse neuropsychiatric disorders (Porcelli et al., 2019). Indeed, robust literature suggests that human brains are wired to connect, dependent on ongoing social transaction and thereby should be considered in the context of other human brains. It has become increasingly clear that the brain is practically sensitive to social presence, whereby the mere presence of another person can alter brain activity (Verbeke et al., 2014). Furthermore, it is the non-verbal aspects of social interaction and embodied relational experiences that lay the foundation for the development of brain function (Hari et al., 2015; Atzil et al., 2018).

This interpersonal resonance is anchored by brain mechanisms of simulation- the vicarious representations of the bodily and emotional states of others through mirror neuron systems, and synchronization- the inter-individual neuronal coupling of brain activity during interaction.

Mental simulation theories of action understanding, based on mirror mechanisms of the brain, suggest that observed actions are matched onto the observer’s motor system (in mirror neurons in the premotor and parietal cortex), thereby allowing an understanding of the intentions behind these actions (Gallese et al., 1996; Rizzolatti et al., 1996; Rizzolatti and Sinigaglia, 2016). Furthermore, research has demonstrated that the human brain is also endowed with mirror mechanisms in the domain of emotions. Simulation describes the mapping of not only movements, but also sensations and emotions of others, mapped onto the observer’s visceral and somatosensory systems (Gallese and Sinigaglia, 2011). This implies that overlapping nervous structures involved in the subjective experience of emotions are also active when such emotions are recognized in others (Gallese, 2003; Keysers and Gazzola, 2009). This process, termed embodied simulation, recruits sensory-motor regions (e.g., the premotor cortex) along with visceromotor brain regions (e.g., the anterior insula) mediating interoception. Accordingly, neuroimaging studies have shown an overlap between these brain regions implicated in self and bodily experiences and those underpinning mental inferences about the affective states of others (Decety, 2015; Abraham et al., 2019); a shared neural representations for self- and empathetic emotions, including pain, and positive or negative emotions (Zaki et al., 2016).

Embodied simulation, therefore, recreates the other’s emotional state in one’s brain, a mechanism that enables individuals to resonate with other’s mental state and emotions, and grounds experience in the present moment (Gallese, 2014). These simulations of self and other, as ongoing, intrinsic activity, function as internal models (i.e., predictions) that construct emotions and perceptions, and guides actions (Chanes and Barrett, 2016). The simulation process in the parental brain, for example, was shown to be critical for grounding a “shared space” in the brain that underpins the capacity to build and maintain attachment (Feldman, 2017). Accordingly, studies found that this embodied simulation network of a parent also supports the child’s long-term sociality, well-being, and health, with participation of the neurotransmitter and hormone oxytocin, which underpins the development of trust and bonding (Abraham et al., 2019). Neural mechanisms that underlie simulation may explain individual variability in social functioning in healthy, at-risk and clinical populations (Masson et al., 2019; Lincoln et al., 2020).

The simulation mechanisms signify intercorporeality – the mutual resonance of intentionally meaningful sensorimotor behaviors – as a primordial source of intersubjectivity (Gallese, 2014). This concurs with the methods of CATs, demonstrating how deeply our making sense of others’ living and acting bodies is rooted in the power of re-using our own motor, emotional and somatosensory resources (Gallese, 2013). Notably, this mechanism plays a key role in our aesthetic experience, in the engagement of bodily memories and in imaginative associations (Gallese, 2017).

Empathic concern requires motivational investment and thereby is also supported by brain regions associated with reward processing (Singer and Klimecki, 2014; Weisz and Zaki, 2018). Furthermore, studies suggest a division between regions responding preferentially to internal states of the others’ bodily grounded emotional experience, versus internal states of others’ thoughts (Lombardo et al., 2010; Bruneau et al., 2012; Kanske et al., 2015; Spunt et al., 2016). Indeed, in addition to embodied emotional resonance, empathic attunement entrails cognitive understanding, which involves the activation of a theory of mind (ToM) or “mentalizing” network in the brain. This “mentalizing” network mainly includes the temporoparietal junction (TPJ), and regions of the aforementioned default mode network (DMN, mainly concerns midline anterior and posterior cortices), involved in the attribution of mental states, beliefs and intentions to others. The DMN is associated with distinguishing internal from external information, as well as generating and contemplating on thoughts and intentions of both the self and significant others (Alcalá-López et al., 2019; Dohmatob et al., 2020; Wen et al., 2020).

Importantly, mentalization during empathic engagement refers also to the attribution of emotions, wishes, desires, and needs (Fonagy et al., 2002) and involves automatic, embodied aspects, as well as more controlled reflective aspects (Luyten and Fonagy, 2015). The neuroimaging literature may help us understand this phenomenon better, suggesting that distinct neural networks are involved in self-knowing and knowing others, differentiating between affective simulation processes, i.e., shared representations for firsthand and vicarious experiences of affective states, and cognitive mental state attribution, which relies more on symbolic and abstract processing (Shamay-Tsoory, 2011; Raz et al., 2014; Luyten and Fonagy, 2015). As aforementioned, these networks show overlapping activations for mentalizing about the self and others (Lombardo et al., 2010). Accordingly, both the sense of self and the sense of others rely on the functional integration and segregation of default mode, sensorimotor, affect-related (insula, cingulate cortex) and executive brain networks (Di Plinio et al., 2020). This also concurs with the idea that the capacity for mentalizing is acquired in the context of attachment relationships (Fonagy and Luyten, 2016), since, as depicted above, attachment is founded on the caregiver’s capacity for empathic engagement (supported by the simulation and mentalizing networks) (Abraham et al., 2018), establishing the mechanism that creates our internal models (i.e., predictions).

It is not surprising then that the DMN, a core brain system for processing information about the self and about others, has emerged as a key system underlying multiple psychopathologies, mainly due to abnormal connectivity and decreased segregation between the DMN and other functional brain networks (Xia et al., 2018). This was shown, for example, in autism (Padmanabhan et al., 2017; Reiter et al., 2019), Schizophrenia (Kottaram et al., 2019), depression (Scalabrini et al., 2020; Zhou et al., 2020) and PTSD (Akiki et al., 2018).

Acknowledging the interplay between the aforementioned affective and cognitive dimensions of empathy, emphasized through the lens of brain systems, is particularly valuable in the context of the therapeutic relationship. Such dynamics may reflect the oscillation and tension between subjective and objective positions through the course of psychotherapy, and phenomena such as identification and transference-countertransference (including somatic) transactions. Within this interchange, a key issue is that the therapist processes her/his own implicit (body-based) and background (conscious but in the attentional background) feelings to make sense of the current interactive experience (Lane, 2018). Distinguished from emotional contagion, for other-directed empathetic concern to arise, along with the grounding of empathy in our own emotional experiences through shared representations, there needs to be a clear self-other distinction, or the capacity to correctly distinguish between our own affective representations and those related to the other (Lamm et al., 2016). This is presumably accomplished by inter-network connectivity and functional integration among brain systems, such as the embodied simulation (salience) and mentalizing networks (Levy et al., 2019).

Intriguingly, during real-time moments of affect sharing, a fascinating phenomenon of neurophysiological synchrony between people, analogous to a wireless communication, was operationalized and empirically observed (Anders et al., 2011; Hasson et al., 2012). This spontaneous and dynamic concordance in brain activity between individuals was found in brain regions of embodied simulation, reward/motivation and mentalization functions (Feldman, 2017), with regions of the prefrontal cortex most commonly implicated in this “brain-to-brain coupling” (Reindl et al., 2018; Azhari et al., 2020b; Behrendt et al., 2020). Notably, the coordinated or synchronized brain activation across people, i.e., intersubject correlation, was suggested as a mechanism of transmission of shared meaning and common interpretation that goes beyond cultural and linguistic boundaries (Honey et al., 2012): Moments of neural synchrony may be driven by shared attention to external stimuli in the environment or directly mediated by person-to-person communicative signals, through which interaction is conveyed (e.g., eye contact, facial expression, bodily gestures, vocal prosody). Correspondingly, the intersubjective oscillatory brain response has been related to empathic relationships and bonding (Wheatley et al., 2012; Hu et al., 2017), shown to be indicative of rapport (Ellingsen et al., 2020), emotion co-regulation and social learning, through mutual attention, and communication (Leong et al., 2017; Levy et al., 2017; Pratt et al., 2018; Reindl et al., 2018; Piazza et al., 2020). Recently, this implicit interpersonal neural resonance was suggested as the basis of attachment (Schore and Schore, 2008; Siegel, 2015; Long et al., 2020) and also affiliated with the development of resilience (Feldman, 2020). Accordingly, parenting stress was shown to have adverse effects on mother-child brain-to-brain synchrony (Azhari et al., 2019) and anxiously attached mothers exhibit less synchrony with their child, suggested to indicate less attunement to his/her mental state (Azhari et al., 2020a). Strengthened synchronization was presented when events were accompanied by strong emotions (Nummenmaa et al., 2012, 2014), social proximity (Parkinson et al., 2018), behavioral synchrony (Kinreich et al., 2017; Levy et al., 2017) and group bonding (Yang et al., 2020). Importantly, there seems to be an agreement on the fact that the brain-to-brain networks become increasingly efficient and integrated as the level of interaction between subjects intensifies (Falk and Bassett, 2017).

Within empathic relationships, moments of interpersonal match/synch are integrated with moments of mismatch, with relation to behavior, neurophysiology and mental states (Feldman, 2020). These notions provide biological and scientific evidence to Winnicott’s conceptualization on the critical continuity of being in the presence of a non-impinging good enough other as the basis for play and creativity (Winnicott, 1971). Furthermore, interbrain coupling is experience-dependent, demonstrating its specific relevance to CATs; it increases with diversity of repertoire, symbolic level and degree of mutuality, tuning the social brain (Levy and Feldman, 2019). Artistic experiences were shown to induce brain-to-brain coupling, e.g., while creating, performing or listening to music together (Babiloni et al., 2012; Müller et al., 2013; Zamm et al., 2018; Sachs et al., 2020), viewing dance performance (Jola et al., 2013; Herbec et al., 2015), in shared movement (Reddish et al., 2013) and in interacting audiences during free viewing of live cinema (Zioga et al., 2018). In the context of the therapeutic relationship, the contribution of creative processes to the intersubjective neuropsychological boding is thus compelling. Synchrony is rooted in biological rhythms grounding this experience in the physical and concrete and enabling the history of the relationship to resonate within “moments of meeting,” as “implicit relational knowing” (Stern et al., 1998; Bruschweiler-Stern et al., 2007; Feldman, 2020).



SUMMARY AND CONCLUSION- CREATIVE ARTS THERAPY AND NEUROPLASTICITY

Recent advances in understanding of brain mechanisms that underlie mental processes, as well as psychotherapeutic change, might have significant impact on CATs practice; not only for arriving at the most accurate and holistic account of case formulation and presentation, but also for treatment and intervention.

The invigorating present views of brain function that endorse its embodiment, dynamic processes of prediction, remodeling, resonance and interconnectedness, ground the intra- and inter- psychic features and highlight the therapeutic potential of the expressive creative arts. Moreover, these neuroscientific accounts emphasize the pre/non-verbal dynamics that play an important role in shaping self-experience and development and are an integral part of the CATs setting, were creativity, intimacy, and aliveness might emerge. The ability of the brain to plastically develop, adapt and change is a fundamental well-recognized phenomenon (Pascual-Leone et al., 2005). In accordance with the brain’s embodied engagement with the inner and outer environment, plastic processes were shown to be highly action-dependent and modifiable by experience (Fields, 2008; Tomassy et al., 2016; Sampaio-Baptista and Johansen-Berg, 2017). Moreover, neuroplastic processes are heavily influenced by environment, culture and the accumulation of experiences of production and appreciation of the arts (White-Schwoch et al., 2013; Bolwerk et al., 2014; Nadal and Chatterjee, 2019; Teixeira-Machado et al., 2019; Zamorano et al., 2019).

The exploratory, integrative nature of CATs may be linked to various dynamic brain mechanisms; enabling the brain to become more sensitive to experience-based context, broadening sensory sampling, processing of emotional salience and interoceptive awareness, promoting agency and shaping the interpersonal world to revise “priors” and reconsolidate memories in the light of experience. Therapeutic attunement encompasses means for interpersonal brain-to-brain coupling and the integration of the lived experience with reflective, meaning-making processes that might promote communication between different functional systems. These include neural systems related to the multidimensional sense of self and self-other relationship, supporting emotional awareness, motivational investment, mirroring or embodied simulation mechanisms and mentalization. Further research that evaluates the presented mechanisms will be valuable and useful to the field. Recent developments of mobile brain/body imaging technology, for example, may yield more extensive understandings of brain function in natural settings and in relational contexts, also during real-time artistic creation (King, 2018; Cruz-Garza et al., 2019; King and Parada, 2020).

Our task then, as therapists, is to tap into the brain’s potential for change and mobilize plasticity in the process of therapeutic development. Emotionally attuned experiential practice, enriched in multisensory and expressive tools, which provides a safe space for self and self-other explorations, might do just that. Neuroscience-informed therapy, acknowledging dynamic brain responses that underlie the subjective and intersubjective experiences, would enable deeper understandings of these intra- and inter-personal psychodynamics.
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In this paper, we argue that in order for the study of arts education to continue to advance, we must delineate the effects of particular forms of arts education, offered in certain contexts, on specific domains of children’s socioemotional development. We explain why formulating precise hypotheses about the effects of arts education on children’s socioemotional development requires a differentiated definition of each arts education program or activity in question, as well as a consideration of both the immediate and broader contexts in which that program or activity occurs. We then offer the New Victory Theater’s Schools with Performing Arts Reach Kids (SPARK) program as an illustrative example of how these considerations allow for the refinement of hypotheses about the impact of arts education on children’s socioemotional development.
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INTRODUCTION

Although research on the psychological benefits of arts education is expanding rapidly, problems remain in the ways in which such research is presented, publicized, and used to inform educational programs and policy. Chief among these is a tendency for discussions to focus on the benefits of “arts education,” as though all arts education were a monolithic activity with a singular pathway to uniform benefits. Here, we argue that our field must move beyond such broad claims about the impact of “arts education” to delineate the effects of particular forms of arts education, offered in certain contexts, on specific domains of children’s socioemotional development, a broad construct that encompasses identity formation, self-regulation, and interpersonal skills (Collaborative for Academic, Social, and Emotional Learning, 2021) and one that research increasingly suggests is fostered by many arts education experiences (see, for example, Farrington et al., 2019).

This specificity is essential for three reasons. First, the field has by now progressed to a point that merely demonstrating an association between some broad characterization of arts education (e.g., “theater education”) and some domain(s) of children’s socioemotional development (e.g., empathy) is unlikely to constitute a meaningful advance in our understanding of the relation between arts education and child development. In order to continue to build a scientific understanding of the potential role of arts education in children’s socioemotional development, we must formulate and test more precise hypotheses that link a particular form of arts education offered in a given context to a specific domain of that development. Only when all three of these terms – educational experience, context, and domain of socioemotional development – are adequately defined is it possible for researchers to reconcile the results of different studies and make informed hypotheses about whether the arts education experience that they are studying will yield a similar pattern of findings.

Second, if arts educators want to contribute to burgeoning efforts to foster children’s socioemotional development, they must design and implement programs that can accomplish this goal. This is far more likely when programs are intentionally designed around a plausible theory of change that links program activities to specific domains of children’s socioemotional development, and that provides guidelines for implementing a program with fidelity across different participants, sites, and contexts. The alternative – offering an ill-defined program and hoping for some unspecified socioemotional benefit to accrue – is unlikely to achieve results.

Third, just as a program is more likely to achieve its aims when built around a plausible theory of change, so too are initiatives or efforts comprised of many organizations working in concert. Given that arts education initiatives are often supported with public funds, educators and policymakers must be convinced of the initiatives’ potential prior to implementation and continued efficacy thereafter in order to provide support. Delineating the specific benefits of arts education initiatives to children’s socioemotional development aligns the expectations for these initiatives to the activities they offer and ensures that claims for these initiatives do not outpace the evidence for their likely effects.

These reasons could just as easily be cited to support an argument for a more thoughtful approach to understanding the benefits of the arts for children’s cognitive development, rather than their socioemotional development. Indeed, the boundary between cognitive and socioemotional development is often quite permeable: there is a cognitive component to most socioemotional skills and a socioemotional component to most cognitive abilities. Moreover, the effects of an arts education experience on a particular aspect of children’s socioemotional development (e.g., empathy) may be mediated by changes in children’s cognitive processes (e.g., theory of mind).

However, this paper focuses on arts education and children’s socioemotional development for two reasons. First, it is an area of burgeoning research interest, with an ever-increasing number of studies yielding findings that are now in need of conceptual organization. Second, it is also an area of emergent interest among educational practitioners and policymakers, and, as such, the socioemotional benefits of the arts have increasingly been cited in arguments that an education in the arts is an integral part of every child’s development (see, for example, the United Nations’ Convention on the Rights of the Child, Articles 28 and 29). That said, many, if not all, aspects of our argument would apply equally well to research that seeks to understand the effects of arts education experiences on children’s cognitive development, and we would encourage researchers whose work focuses on arts education and cognitive development to employ an approach similar to that which we outline here.

The remainder of this paper is divided into two sections. The first section reviews three aspects of any arts education activity or program that must be considered to effectively delineate its benefits on children’s socioemotional development: (1) a sufficiently differentiated definition of the arts education activity; (2) the immediate context in which that activity occurs; and (3) the broader ecological or environmental context in which it occurs as well. The second section proposes how researchers might frame hypotheses about the likely effects of a specific arts education intervention on children’s socioemotional development using the example of the New Victory Theater’s Schools with Performing Arts Reach Kids (SPARK) program – a theater program offered to students in the upper elementary grades.



DELINEATING THE BENEFITS OF ARTS EDUCATION


Toward a Differentiated Definition of Arts Education

The first step in formulating precise hypotheses about the socioemotional benefits of arts education is to develop a differentiated definition of arts education activities and programs. While it may seem obvious that participation in a Ballet class is different than participation in a jazz music ensemble, as mentioned above, “arts education” is often treated as a monolith. Yet, there are not only distinctions both between art forms, but also within individual art forms as well (e.g., genre or tradition). It is an open question as to whether these differences cause variation in outcomes, and which elements of an arts class drive causal changes. Any researcher must decide at the outset, for example, whether they are interested in the holistic effects of a theater class, with its curriculum decided by experts in theater and its activities shaped over many years (e.g., Goldstein et al., 2017), or whether they would rather specify and isolate effects of an acting class via well-matched control groups and strictly-specified activities. Regardless, when discussing and reporting any research, details matter, as they define the specific opportunities for socioemotional development different arts education experiences and programs afford children (Gibson, 1979; Jenkins, 2008). These include, for example, whether the arts activities were experienced as audience or performer, and whether the arts practice was informed by classical forms, modern techniques, or post-modern experimental methods.

Two reasons such differentiation is not regularly undertaken in research reporting is because of the sheer number of ways in which arts activities can be categorized, and a lack of knowledge of which of these categorizations matters for children’s development. To begin, there is the domain of an arts education experience: (1) visual arts, including painting, drawing, sculpture, and collage; (2) dance, including ballet, jazz, tap, hip-hop, modern, and choreography; (3) theater, including improvisation, classical, modern, experimental, and musical theater; and (4) music, including orchestral, pop, jazz, band, and improvisation, performed either instrumentally or vocally, as well as media. This, of course, is a short and introductory list of possibilities and subgenres. Some scholastic curricula also include digital media or culinary skills in the arts, or separate out creative writing such as poetry, drama, or fiction into the arts, while others include creative writing genres in drama or English language classes.

It is important when thinking about the contextual effects of different arts domains on outcomes to keep in mind that art forms are often combined in practice, professional presentation, and occasionally in the classroom. Poems are set to music. Staging an opera requires music, dance, acting, and make up, costumes, and designed sets. Thus, while arts education experiences can be categorized in ways that reflect the disciplinary boundaries of the arts themselves, the boundaries between those experiences may be more or less permeable than those encountered in the arts the arts themselves. Moreover, elements of the arts may be integrated into educational experiences that are primarily intended to convey knowledge about subjects outside of the arts, such as when the visual arts are used to teach geometry or when theater is used to enliven history lessons (Hardiman et al., 2014; The Kennedy Center, 2020). While complex, studying how teachers separate and combine artistic domains will best allow researchers to approximate both the intricacies of real-world practice and the rigor necessary to form conclusions about how the arts affect socioemotional development.

Each domain of the arts has non-mutually exclusive characteristics which can specify effects. Music, theater, and dance are generally interpretative and collaborative. Musicians, dancers, and actors can perform solo or work in ensembles of many sizes, learning and interpreting a composer’s, choreographer’s, or playwright’s work. Visual artists, in contrast, tend to work more by themselves, generating material. However, visual artists can work in collectives, and music, dance, and theater all have the possibility of generating and/or improvising work as part of study. In fact, most theater classes begin with an improvisational warm up, and use the generation of text and behavior throughout rehearsal processes. Music and dance both rely on rhythm; theater and the visual arts contain figural and representative elements. Within each domain and genre, an additional element to consider is the time period or form on which the class is focused. Any class in these arts domains could focus on Western or Eastern classical works, the modern artistic revolutions of the 19th and 20th centuries, or current experimental work. Like any area of study that continues to be informed by its own history, arts classes’ foci in time affect the type of work the student will engage in, their freedom of form and interpretation, and the rules they “should” follow. Whether these differences lead to distinct outcomes is unstudied at this point.

Similarly, there may be fundamental differences when a student actively participates in the creation of art, theater, dance, or music, compared to when they are simply in the audience or observing. While there is some evidence to suggest that both watching (Greene et al., 2018) and participating (Goldstein and Winner, 2012) in theater in middle childhood positively affects empathy, more studies are needed to replicate both effects, and this type of convergence may not hold for other art forms. Painting or walking through a museum, playing a violin or sitting in a concert hall, hours of physical practice or watching a Ballet are such significantly different behavioral and psychological activities, it would be very surprising if they caused the same effects.

One starting point for conceptualizing the real implications for social and emotional learning across and within art domains is by investigating the habits of mind fostered and supported by each. Habits of mind are cognitive patterns – domain general ways of thinking about problems, framing the world, and guiding behaviors (Perkins et al., 1993). Intensive studies on habits of mind are well-established in the visual arts (Hetland et al., 2015), with similar studies recently conducted in music (Hogan and Winner, 2019) and theater (Goldstein and Young, 2019). The similarities among art forms, such as their aesthetic and expressive components, have led some theorists to work toward a unification of the psychological components of art forms (Brown, 2018), but practitioners may or may not agree. To this point, both visual arts and music have been found to employ the habits of mind of persistence (i.e., keep going at practice and working through a problem); imagination (of what changes in a musical performance or visual stimuli may look like); and expression of ideas and meaning (Hetland et al., 2007, 2015; Hogan and Winner, 2019). But music may focus on building and creating ensemble while visual arts engage the use of careful observation and perception.

Finally, the “same” artistic activity can occur in many forms (Greeno, 2006). To take an example from theater education, a child may study his character, memorize lines, rehearse scenes, informally perform for peers, or perform in a full-fledged production before an audience. Each of these activities has different experiential elements and immediate contexts, and, as such, may inculcate different states of arousal and incur different consequences. Thus, if researchers seek to build the evidence base for incorporating theater education into school curricula and youth programming, it is vital to understand which activities in which contexts have a measurable impact on what domains of socioemotional development among which children (Holochwost et al., 2018).



The Role of Context


The Immediate Context

Defining an arts education activity or program by differentiating it in terms of its domain and characteristics is an essential first step toward formulating hypotheses about that activity or program’s socioemotional benefits. The next step is to consider the immediate context in which that activity or program occurs. The purpose of this is to provide a deeper understanding of where, for whom, by whom, and how a specific arts education experience was offered. For example, a performing arts residency program could play out quite differently in an arts magnet elementary school and an elementary school that lost its arts programs a decade ago. Similarly, the impact of a performing arts program might be markedly different if classroom teachers are viewed chiefly as behavior managers and facilitators or if they are active participants in professional development sessions designed to transfer performing arts strategies to their daily instruction. Taken together, information on the immediate context helps to define the environment/ecology in which a program occurs, who is an active participant, and how the program was implemented.

One essential parameter of the immediate context of an arts education program or activity is the specific institutional setting in which that activity occurs. A good deal of arts education occurs in schools, but arts education also takes place in many other settings, from community arts organizations to cultural providers to children’s homes. Each of these settings has a particular arts learning profile, a configuration of characteristics that defines that setting as an immediate context for arts learning. For programs that occur in schools, elements of this profile include the adequacy of the physical space made available for the program, the level of support offered to the programs by classroom teachers and administrators, the history and prominence of arts education at the school, and whether arts education is part of the curriculum for all students or whether it is made available only to students who meet certain academic or behavioral standards. Merely knowing that a student participated in a program of music education at their school is insufficient; the arts learning profile of a school with no dedicated practice or performance space and a single, itinerant music teacher could not be more different than that of a well-resourced arts magnet school.

Another key parameter is whether there is someone who guides or directs the arts education program or activity. While some arts education experiences may be self-directed, even an apparently independent learning experience such as roaming a museum exhibit is guided by curatorial decisions and placard texts. However, many arts education experiences feature a more prominent guide in the form of a teacher or teaching artist, and in these cases that teacher’s characteristics become important aspects of the immediate context of arts education (Diamond, 2015). These may include the teacher’s personal characteristics (e.g., gender and ethnic identities), training (both as an artist and an educator, including access to and use of professional development), their experience (again, as an artist and educator in general, but also as arts educator in comparable settings), and their role in the institutional setting (e.g., full-time faculty, itinerant faculty, or guest artist).

Finally, there are the characteristics of the program or activity as delivered in practice. As Diamond and Ling observed, “the ‘same’ program or intervention can be administered differently by different individuals,” and the benefits of any program to children’s socioemotional development will be determined by children’s experience in that program as it is delivered to them (Diamond and Ling, 2020, p. 366). The overall quality of that experience will be defined largely by its process quality (Zaslow et al., 2010), or the patterns of interaction between teacher or teaching artist and child.

Studies of early education have consistently revealed that teachers’ sensitivity when interacting with children is the principal determinant of whether children derive benefits from early education programs (Burchinal et al., 2000; Melhuish et al., 2015). Similarly, sports and athletic enrichment programs have been found to be most beneficial for children when coaches refrain from negative behaviors in their interactions with children (such as embarrassing children) and instead exhibit sensitive behaviors such as offering praise and encouragement, and emphasizing teamwork and enjoyment (Smoll et al., 1993; Smith and Smoll, 1997). Indeed, the benefits children derive from any arts education program will be contingent upon their engagement in that program, and engagement is based, in part, on enjoyment (Ericsson et al., 2009).

Even a very high-quality program must exceed some minimal threshold of dosage in order for it to yield benefits to children’s socioemotional development. Dosage may be defined by the frequency and duration of the program or activity across two time scales (minutes per experience and time between the first experience and the last). The dosage of arts education experiences ranges widely from a single field trip to see a performance to daily instruction that spans the course of childhood. All else being equal, higher dosage of an arts education program or experience would be expected to predict greater benefits to socioemotional development, but only when that program or experience clears some minimal threshold for dosage.



The Ecological or Environmental Context

As the prior section makes clear, arts education activities and programs are not untethered abstractions; they happen in a given institutional setting with a unique arts learning profile, and are delivered according to a particular model (which may include the presence of a teacher) at a particular dosage. Moreover, the immediate context in which arts education activities and programs occur is nested within a broader ecological or environmental context.

The most important component of this broader context is the child or children who are being educated, without whom any arts education activity or program cannot occur. The characteristics or features internal to the student or students are, therefore, a key aspect of ecological or environment context in which arts education occurs. Theoretically, almost any child factor could influence the potential for an arts education activity or program to benefit a particular domain of children’s socioemotional development. But some of those factors have proven most likely to have an effect in the greatest number of instances, beginning with the factors that are internal to the student.

Among these factors, age or developmental stage may be the most important influencer across the widest array of situations, due to the trajectories of different domains of socioemotional development. These trajectories influence how sensitive or malleable these domains are when a child participates in a particular arts education program or experience. Consider the example of self-concept. Even very young children have a concept of themselves; however, among young children self-concept is very broad and general. As children age, self-concept becomes increasingly nuanced. By middle childhood, children reliably differentiate between their self-concept with respect to academics and their self-concept in athletics; by adolescence, they see themselves differently in the context of different academic subjects (Marsh and Ayotte, 2003; Marsh et al., 2018).

As a result, an arts education program designed to enhance academic self-concept among preschoolers could not reasonably be expected to achieve that aim, for the simple reason that children at this age do not have an academic self-concept to enhance. All else being equal, a program that targeted academic self-concept among adolescents would be more likely to succeed, if its design and implementation reflected not only the trajectory of self-concept across adolescence, but also the ways in which that trajectory, combined with the relative malleability or recalcitrance of different aspects of self-concept, rendered those aspects targeted the program more or less open to change. Across different areas, self-concept in adolescence generally follows a curvilinear trajectory, in which self-concept is more positive as children enter adolescence, becomes more negative as adolescence proceeds, and then recovers as it ends. Depending when during adolescence an arts education program occurred, it might be expected to have different effects, though the precise nature of those effects would depend on whether more positive or more negative self-concept would be expected to constrain or promote the program’s potential benefits.

Other particularly salient child factors include gender and racial/ethnic identity. Returning to the example of self-concept, a meta-analysis found that school-aged males exhibited slightly higher academic self-concept scores than females (Wilgenbusch and Merrell, 1999). However, this overall difference masked the fact that this difference held only for academic self-concept with respect to mathematics; where English language arts was concerned, females reported higher levels of self-concept (Stetsenko et al., 2000; Kurtz-Costes et al., 2008). Hence, expectations for arts education to benefit children’s self-concept may have to be conditioned on both gender and the specific area of academic self-concept (here, math vs. English) that a program sought to change.

Of course, while we may seek to isolate the influence of different child factors on socioemotional development in our research designs (e.g., by holding different factors constant), any number of idiographic perspectives (e.g., social identity theory) reveal that within any particular child, these factors occur together (Sellers et al., 1998). That is, a child is not merely an adolescent, but a female adolescent (and many other things besides). The intersection of these factors will jointly impinge upon the effects of any arts education program on that child’s socioemotional development. For example, the magnitude of the gender difference in academic self-concept is three times larger in middle childhood (in males’ favor) than it is in adolescence (Wilgenbusch and Merrell, 1999).

Moreover, the influence of these factors will in turn be affected by elements of the developmental ecology that are external to the child. Most salient among these is the child’s family. Many aspects of the family have been linked to children’s socioemotional development, from family structure (Lee and McLanahan, 2015; Bzostek and Berger, 2017) to patterns of interaction between parents and children (Bridgett et al., 2015). Other family factors that have received far less attention, such as whether there is an artist in the immediate or extended family, may be particularly salient influences on whether arts education benefits children’s socioemotional development.

One level removed from the family are the elements of the developmental ecology that comprise Bronfenbrenner’s exosystem: the child’s peer group, school, and neighborhood (Bronfenbrenner and Morris, 2006). Each of these elements may also influence the impact of arts education of children’s socioemotional development, either directly or by impinging upon levels of the ecology that are more proximal to the child. For example, a lower-income family may reside in a neighborhood comprised of families with various incomes, or they may reside in a neighborhood of concentrated disadvantage. While the social comparison factors (Festinger, 1954) that may accompany living in a mixed-income neighborhood should not be overlooked, growing up in an area of concentrated disadvantage exerts a direct and tangible effect on children’s socioemotional development, above and beyond the effects of familial socioeconomic status (Carpiano et al., 2009; May et al., 2018). However, concentrated disadvantage may also exert an indirect effect on the benefits of an arts education program through its effects on child-level factors, by, for example, limiting a child’s access to arts education and thereby restricting their prior experience in the arts.


Figure 1 summarizes immediate and broader contextual factors discussed above that may promote or constrain the benefits of arts education programs or experiences for children’s socioemotional development. While this figure includes the factors discussed in the text, it is not intended to be an exhaustive list of all immediate and broader contextual factors that may impinge upon the benefits of arts education programs or experiences.
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FIGURE 1. Graphical summary of immediate and broader contextual factors that may promote or constrain the benefits of arts education programs or experiences on children’s socioemotional development.




Formulating Hypotheses

Once a differentiated definition of a particular arts education experience or program has been established and the immediate and broader contexts in which that experience of program have been considered, the final step in formulating a hypothesis is to link that experience or program, as it occurs in those contexts, to a particular domain of children’s socioemotional development. Socioemotional development is typically defined quite broadly as “the process through which children and adults understand and manage emotions, set and achieve positive goals, feel and show empathy for others, establish and maintain positive relationships, and make responsible decisions” (Collaborative for Academic, Social, and Emotional Learning, 2021). This broad definition encompasses many distinguishable domains of development, including theory of mind, empathy, compassion, sympathy, emotion understanding, and self-regulation, to name a few. The challenge is to use theory and prior research, together with the definition of the arts education experience or program and knowledge about the contexts in which it occurs, to predict which domains of socioemotional development are most likely to be fostered by that experience or program. In the remainder of this paper, we use the example of the New Victory Theater’s SPARK Program to illustrate how this may be accomplished, and then provide a brief description of a research project designed to test the resulting hypotheses.





AN ILLUSTRATIVE EXAMPLE: THE NEW VICTORY THEATER’S SPARK PROGRAM


A Differentiated Definition of the SPARK Program

The New Victory Theater’s SPARK program was designed to introduce the performance arts as a core element of the curriculum in schools without opportunities for arts education. The program was based around three performances that third-grade students attended over the course of a single school year, paired with 15, weekly, in-class workshops that were led by teaching artists (see immediate context below). These performances ranged from new plays and theatrical adaptations of existing stories (e.g., Mr. Popper’s Penguins) to less narrative, performances like circus arts productions and dance revues. Over the course of the year, students saw a balanced slate of productions, including one narrative drama, one circus arts production, and one performing arts revue. Regardless of genre, these productions featured many performers who were people of color playing major roles, and the content of the productions drew on the artistic and performance traditions of many cultures.

In-class residency sessions focused on teaching students information and vocabulary related to the productions they would see and the human lessons those performances embodied. For example, prior to seeing the performance of the circus arts production, Mother Africa students learned about the varied African origins of the performers and the long years of daily practice that they spent gaining the circus skills they performed in the show. The residencies also featured activities closely related to the performances students would see. For example, before going to see a circus arts performance, students learned how to perform simple tricks like scarf juggling and plate spinning. Throughout each workshop session, teaching artists taught many interpersonal skills, including subtle ones such as not laughing or teasing when a peer made a mistake or suffered a setback. Teaching artists would often recall a scene or situation from one of the narrative productions (e.g., The Velveteen Rabbit) and ask students to take the perspective of different characters, articulating those characters’ words and internal thoughts.

According to our differentiated definition, this was a theater program, but one that featured performance arts rather than theater alone. The predominant genre of works presented was modern, rather than historical or experimental, and many of the productions, as well as many of the activities featured in the workshops emphasized the human and ensemble nature of theater. Students’ participation in the program was multimodal: for the portion of the program in which they attended productions, students were members of the audience. However, students were also active participants during the residencies, contributing to generative theatrical and circus performance activities (rather than scripted activities).



The Immediate and Environmental Contexts of SPARK

As described above, the immediate context for an arts education program or activity is comprised of the specific institutional setting with its unique arts learning profile, the presence of a teacher and their characteristics, and the dosage of the experience. In the case of SPARK, there were two institutional settings for the program: the theater, where students attended the three productions, and their classrooms, where the residencies took place. The New Victory Theater is a historic venue that was transformed into a children’s theater in the mid-1990s. It is located on Broadway, in the heart of New York City’s theater district. It is widely regarded as one of the premiere children’s theaters in the world, and is especially well-known for presenting complex works to young audiences. For many years, the theater has run a program that recruits young people of color as ushers in the theater, offering them paid employment while training them for careers in the performing arts.

The children who participated in the program were in one of four classrooms (all in a single grade) at an elementary school that had been identified by the New York City School District as underperforming. The school had no arts teachers on its faculty (either full or part-time) and was not being served by any other community-based arts education partners. However, school administrators were interested in using the arts as a strategy to engage students and improve the overall performance of the school.

The residency sessions were led by pairs of teaching artists (TAs) who were actors and performers working in New York City. In a number of cases, these TAs were working in other productions while the residencies were in progress; one TA was featured in the Broadway production of The Lion King; another was in the touring production of the Blue Man Group (as one of the Blue Men). In addition to the training they received when they were hired to be part of the SPARK program, TAs attended a series of professional development workshops presented by the New Victory Theater over the course of the program year.

The residency sessions were delivered during the school day, and generally during English language arts instruction. The same pair of TAs was assigned to the same classroom(s) throughout the school year. Classroom teachers and any paraprofessional remained in the classroom during the residency sessions, though their levels of involvement varied considerably. To foster a closer working relationship with the classroom teachers, the New Victory Theater hosted three teacher workshops over the course of the school year. The sessions lasted a full class session (approximately 40 min) and 15 sessions were held between October and May. These parameters of the immediate context are summarized in Table 1.



TABLE 1. Definitional and contextual parameters of an arts education experience.
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In the year that we worked with the program, the children who participating in it were in third grade. Students in fourth grade comprised a comparison group, and though these students attended one performance at the theater, they did not attend the other two, nor did they receive the in-class residency. Across these two groups, approximately 60% of the students were female; nearly all children who attended the school were of color (20% Black and 76% Hispanic). Over 90% of the students who attended the school received free or reduced-price lunch, and the school is located in an area of concentrated economic disadvantage (57% of families with children in the zip code in which the school is located were living in poverty).



Hypotheses About the Program’s Effects

We anticipated that participating in the SPARK program would confer benefits across a number of domains of socioemotional development. For purposes of illustration, we will focus on how we formulated hypotheses about the potential for the program to foster students’ social awareness and relationship skills.

We defined social awareness and relationship skills as the abilities to take others’ perspective, to empathize with them, and to form positive relationships with their peers. On the basis of prior research, we hypothesized that participating in SPARK would be associated with an enhanced capacity to take others’ perspectives (Goldstein et al., 2013; Greene et al., 2018), higher levels of empathy (Goldstein and Winner, 2012), and more positive peer relations (DICE Consortium, 2010). Given that previous research has demonstrated the potential for attending a single theatrical performance to improve aspects of children’s perspective-taking abilities (Greene et al., 2018), we acknowledged that students assigned to the comparison group might exhibit improvements over baseline in this domain. However, we anticipated that the opportunity of treatment group students to attend multiple productions and participate in the residencies would lead to still greater gains.

We then refined this hypothesis in light of the differentiated definition of the SPARK program and both the immediate and broader contexts of the program. We anticipated that three specific aspects of the program might amplify its capacity to foster students’ social awareness and relationship skills. First, the productions students attended introduced students to the arts of different cultures and the capacity of human beings to imagine new possibilities. Second, the residencies explored the lives of both the performers and the characters included in the narrative productions. Third and finally, the residencies required that all students engage collaboratively in unfamiliar activities (e.g., scarf juggling) in front of their peers. We anticipated that by making each student vulnerable, the likelihood that each student would feel empathy for their peers when it was their turn to be vulnerable would be increased, while having students work together to accomplish these activities (and thereby mitigate their vulnerability) increased the chances that they would form supportive relationships with one another.

As for the immediate context, we expected that the arts learning profiles of the two settings in which the program occurred – the New Victory Theater and the students’ school – would work in tandem to further enhance the potential for the program to foster students’ social awareness and relationship skills. For nearly all students who participated in the program, attending the New Victory Theater was the first time they had traveled to New York City’s theater district, and, as such, represented an opportunity to increase their social awareness by seeing people doing things they had never seen a person do before (e.g., ride a unicycle, do a backflip, or deliver lines onstage). While this may be an eye-opening experience for any student, for a student from a school with no arts faculty and no other partnership programs, it may be revelatory.

In a similar vein, we anticipated that increases in students’ social awareness might be rendered more likely due to the characteristics of their teaching artists. Throughout the program, students displayed a keen interest in understanding how performers came to be able to do the amazing things they did during the shows students saw. When given the opportunity after each show to talk to the performers, students would ask them, but this topic would also come up once students discovered the TAs were talented performers in their own right. The delivery model for the program, in which TAs worked with the same classroom of students over the course of the year, allowed this initial curiosity to develop into an increased understanding of the TAs’ training and background on the part of the students, as well as the students’ interests and aspirations on the part of the TAs. Other aspects of the delivery model led us to expect that students would form positive relationships with each other. One of these was the fact that students attended performances as a classroom, providing them with a common touchstone of a special, shared experience. Another was that the residency occurred in students’ classrooms, allowing for the possibility that positive relationships formed in the context of the residency could carry-over to the broader context of the classroom when the residency was not in session.

Finally, there is the broader context, beginning with the characteristics of the child. The children in SPARK were in third grade at the time of their participation in the program, an age when social awareness and relationship skills are undergoing rapid consolidation (Collins, 1984). The fact that SPARK coincided with a sensitive period for the development of these skills raised the likelihood that the program would improve them. In our estimation, so too did two aspects of the environmental context. First, there was the fact that children participating in the program were almost entirely children of color who are, therefore, more likely to experience the types of racism and exclusion that can erode relationship skills (Pachter et al., 2010). Second, the children were disproportionately likely to be from families in poverty, another factor that can impede the development of relationship skills (Moilanen et al., 2010). We reasoned that the opportunity to participate in the SPARK program might mitigate the effects of racism and poverty on these skills, and that the magnitude of this effect may be larger, given the participants’ backgrounds of relative disadvantage (Catterall, 2012; Greene et al., 2013).

To test these hypotheses, we collected data from two groups of students: third-grade students who attended the productions at the New Victory Theater and participated in the residencies (designated as the treatment group) and their fourth-grade peers at the same school, who only attended the productions and were, therefore, designated as the comparison group. Prior to and following the program, students in the treatment group completed a set of measures designed to yield both quantitative and qualitative data; students in the comparison group completed the same measures according to the same schedule. In general, measures that yielded quantitative data were taken from existing measures (e.g., the empathy subscale from the Social Skills Rating Scales, or SSIS; Gresham and Elliott, 2008). However, we also designed a set of complementary measures that could yield richer information about the impacts of the program on children’s social awareness and relationship skills. For example, students completed an ecogram in which they were asked to imagine that they were forming their own theater company, and to assign classmates to the roles of actors, playwrights, directors, and designers. A structured sub-sample of students also completed a task in which they narrated a short, silent film that portrayed a character trying to escape from a mysteriously and invisibly locked park. Researchers instructed students to explain not only what was happening in the film, but what the character was thinking, feeling, and planning. The resulting stories were coded for information about the character’s internal states and life circumstances beyond what was shown in the film.

At this point, our data collection has concluded, but our analyses are ongoing. Regardless of the specific nature of the results ultimately yielded by these analyses, our ability to interpret those results will be enhanced by having formulated hypotheses that account for the differentiated definition of the arts education activity children experienced, and both the immediate and broader contexts in which that activity occurred. While all researchers prefer positive findings – in part because they are easier to publish – the field of arts education research is advanced more rapidly by studies with precisely-articulated hypotheses that yield null findings than studies featuring positive findings that are poorly motivated and contextualized and, therefore, difficult to interpret.




CONCLUSION

As this example illustrates, using a differentiated definition of an arts education program and considering its immediate and broader contexts to specify the benefits of that program on children’s socioemotional development allows us to formulate more precise hypotheses about not only what benefits those programs may confer, but how those benefits may be conferred. This understanding is a pre-requisite for the intentional design of arts experiences designed to yield a particular benefit and for understanding how definitional and contextual factors make the realization of that benefit more or less likely. Just as important, this understanding is a hallmark of a maturing science, one that is able to progress beyond the observation of a phenomenon – such as the association between arts education and child development – to offering an explanation of that phenomenon.

As our example suggests, the promotion of socioemotional development through arts education may be an equifinal phenomenon, one in which many pathways lead to the same end. However, that does not lessen the value of understanding each of those pathways, as each may be the most efficient route to a particular socioemotional end for a particular population of children. At present, many of those paths are uncharted; for example, as a field we know very little about how the alignment of the cultures featured in performances and the cultures of origin for the children attending those performances might impact the likelihood of developmental in a particular socioemotional domain, just as we know little about the importance of students of color seeing performances by people who are also of color, or the marginal benefit of increased dosage for a particular domain of socioemotional development. However, by formulating precise hypotheses about the effects of arts education on children’s socioemotional development, we increase our chances of answering them in the fullness of time.
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The aim of the present research was to test whether involvement in a 14-days training program in the performing arts could reduce implicit biases. We asked healthy participants to complete an Implicit Association Test (IAT) to assess biased attitudes to physical illness in two separate sessions, before and after the training program. Two separate control groups matched by age, gender and educational level completed the two IAT sessions, separated by same number of days, without being involved in the training program. Results showed that participants who were involved in the training program reduced their implicit bias toward illness measured through IAT in the second session. This reduction in IAT measures was not observed in the control samples, despite the two IAT measures being matched in temporal delay with the experimental group. These findings suggest that an interventional program based on the performing arts could be effective in reducing levels of implicit biases among the general population.
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INTRODUCTION

Implicit biases include attitudes that form through experiences and operate outside an individual’s awareness. Due to implicit cognitive biases, people may often attribute certain qualities or characteristics to all members of a particular group, a phenomenon known as stereotyping or prejudice. The effects of implicit bias on behavior have sparked a lot of attention, particularly when it comes to discrimination in important areas of life including healthcare, law enforcement, housing, criminal justice, and education (FitzGerald et al., 2019). Given this, society is interested in figuring out how to minimize implicit bias in the general population, as well as among practitioners who work in these fields.

To this date, the most widely accepted indicator of implicit biases is the Implicit Association Test (IAT; Greenwald et al., 1998). In the IAT task, participants are asked to categorize words as referring to negative or positive valence together with either images or words. For example, concepts such as “black” or “white” people could be associated with “good” or “bad”. Response latency to this categorization decision is then calculated and used as a measure that quantifies the strength of implicit associations between categories for a given individual. The IAT has undergone extensive testing and has been shown to be insensitive to procedural variation (Nosek et al., 2005) and less susceptible to individual response biases than questionnaires (Steffens, 2004). The IAT has also been shown to be reliable across test-retest experimental designs (Bosson et al., 2000; Dasgupta et al., 2000; Greenwald and Farnham, 2000; Greenwald and Nosek, 2001).

Implicit measures were initially assumed to be hardly susceptible to change (Fazio et al., 1995). However, with multiple studies showing that implicit associations are vulnerable to laboratory interventions, this viewpoint has changed to one of implicit malleability (for reviews, see Blair, 2002; Gawronski and Bodenhausen, 2006; Lai et al., 2013). Intriguingly, a recent study that evaluated several interventional approaches showed that those that were more self-relevant, emotional, and vivid were also more effective in inducing a change in implicit cognitive biases (Lai et al., 2014). This is in line with previous research indicating that messages that are related to the one’s “self” are more likely to be processed and become personally relevant (e.g., Petty and Cacioppo, 1990; Blankenship and Wegener, 2008).

Motivated by the need to find ways to decrease levels of implicit biases among the general population, we here aimed to investigate whether the involvement of non-professional artists in a training program on the performing arts influenced implicit measures. Acting requires an actor to understand a character’s mental world and the experience of that character’s feelings. The willingness to take another person’s point of view is a critical element in social functioning that promotes empathy for others (Davis, 1983) and changes representations of an out-group to be more self-like (Galinsky and Moskowitz, 2000). Indeed, it has been shown that imagining an event from another person’s point of view increases the perception of sharing their own personality attributes (Davis et al., 1996).

Here, we asked non-professional artists to enroll in a training program of 14 consecutive full days, whereby they were requested to devise, prepare and implement a real show that expressed the notion of “cancer and neurodegenerative diseases.” In fact, adverse medical conditions are an important source of implicit cognitive biases in the population. Studies in patients under negative health conditions showed they feel stigmatized and reported feelings of exclusion, rejection or devaluation (Weiss et al., 2006). Stigma-induced discrimination in turn, has been associated with different negative outcomes such as more psychological distress (Berjot and Gillet, 2011), more depressive symptoms (Roberts et al., 2020) less self-esteem (Liu et al., 2020) and the reduction of perceived quality of life (Chambers et al., 2012, 2015).

In the current study, artists were immersed into a preparation stage that involved meeting groups of scientists that researched different aspects of the illness, from molecular biology to patient care. During the 14-days program, artists were exposed to information that allowed them to better understand the illness from a biological point of view, as well as to help them invoke realistic behavior from a patients’ perspective, thereby fostering self-relevancy, emotionality, and vividness in their training program. We hypothesized that this particular interventional approach would influence implicit cognitive bias to illness, a stigma that is extended among the general population and clinical practitioners (Link et al., 2004; Brohan et al., 2010). To quantify the degree to which the training program influenced implicit cognitive bias on an “illness,” artists (i.e., the experimental group) were requested to complete an IAT before and after the training program that included images of sick/healthy people and words related to good/bad attributes. Two matched control groups of healthy participants were also included in the study. The first control group (no intervention) completed the IAT sessions separated by the same interval of days. The second control group underwent an information-based intervention and completed the IAT sessions separated by the same interval of days. The data from the control studies was used to assess for the specificity of possible changes between the two IAT sessions in the experimental group.



MATERIALS AND METHODS


Participants

A group of forty-six volunteers were invited to participate in the 2-session experiment separated into different days. Participants in the experimental group were selected by La Fundació Èpica based on their profiles, knowledge and professional experience. The profiles of the participants included amateur artists, scientists, neuroscientists, engineers and historians. Nineteen individuals accepted the invitation to participate but only sixteen (7 female) participants completed the two experimental sessions, which were the ones included in the analysis. Participants’ average age was 31.62 years (SD = 6.09). The sample of participants in the no-intervention condition included sixteen individuals matched one-by-one with the experimental group on age, gender and years of education. Thus, the sample of participants in the no-intervention condition comprised sixteen participants (7 female) with an average age of 31.62 years (SD = 6.09) too. Sixteen different participants were initially recruited to take part in the information intervention condition. However, two of them did not perform the second IAT session of the experiment and were excluded from the final sample. Thus, the sample of participants included in the information intervention condition comprised fourteen participants (7 female) with an average age of 29.4 years (SD = 6.78). The groups did not differ in age [F(1, 45) = 0.95, p = 0.33, η2 = 0.02]. The participants included in the two control conditions were recruited via posts on social media platforms, the group website, and email contact by the researchers of the Cognition and Brain Plasticity group. Participants from the three groups had similar educational levels [experimental group: M = 11.75 years, SD = 1; no-intervention control group: M = 11.87, SD = 1.54; information intervention control group: M = 11.87, SD = 1.54; The groups did not differ in years of education F(1, 45) = 0.04, p = 0.84, η2 < 0.01]. Participants in the experimental and control groups reported no history of psychiatric or neurological disease and were free of any psychoactive medication during the study. None of the participants in this study received monetary compensation for their participation. Participants in the control groups were informed about the importance of their commitment to the experiment and advised they should be able to finalize it once the experiment commenced. Participants invited to the information intervention condition were also motivated by the possibility to learn on neurodegenerative diseases and cancer. The researchers were in charge of contacting them reminding each of the appointed activities scheduled during the 14 days. The study protocol was approved by the ethics committee of the University of Barcelona (Institutional Review Board IRB00003099).



The Performing Arts Interventional Condition

The experimental group enrolled in an interventional program lasting 14 consecutive full days, developed by la Fundació Èpica—La Fura dels Baus1 which, through the performing arts, is capable of effectively promoting self-engagement, vividness and emotion. The creative process applied in the program is based on the methodology and language developed by La Fura dels Baus over 40 years.

The process consists of dynamic theater activities which include scientific training. On the first day, different scientists explain via seminars and Q&A approach the scientific concepts, research questions and approaches behind cancer and neurodegenerative disorders. Artists were exposed to information that allowed them to better understand the illness from a biological point of view. The remaining 13 days are divided into three phases: the cohesion and the creation phases, and the show.

The cohesion phase takes place during the first 5 days with the objective of generating a homogeneous, solid, united and combined group among the participants. The first phase starts with a group of individuals as heterogeneous as possible, who do not know each other. During this phase, participants are immersed in a series of physical and theatrical exercises specially designed to tackle disinhibition, team building, cooperation and emotional arousal.

Specifically, the cohesion phase has the following objectives:

(1) Exercises for group consolidation and rapport: disinhibition, in groups, in pairs, individually; exercises of competition, confidence, concentration, imperative collaboration, strategy and improvisation.

(2) Warm-up and activation. Physical warm-up not only to avoid ailments and injuries but also to activate the tools of the creative process from the specific body and voice work. Active listening.

(3) Skill work in space and time. Spatial awareness, volume, proportions, qualities. Rhythm, speed, volume and physicality of sound.

(4) Action as an impulse of creation. Error as a creative resource. Active imagination.

Through the game or dynamics with simple rules as a group, we proceed to enter directly into the action with active listening exercises in which, in the face of sound, rhythmic or movement stimuli, the participants must achieve clear objectives amplified by physical actions and sounds.

The exercises are eminently cooperative. Each individual action has a reaction that affects the team, the partner or the group. Therefore, despite the existence of personal objectives, they never revert exclusively to oneself but also require common tasks to achieve collective challenges.

Another part of the creative process is based on the work of the group, the simultaneous work, development of the figure of the leader, group listening, active proposal and collective response. The exercises themselves contain motor activities that are self-regulated by the group itself.

A specific activity was implemented on days 3 and 5 to help the artist invoke realistic behavior from a patients’ and caregivers’ perspective, thereby fostering self-relevancy, emotionality, and vividness in their training program. The activity consisted of simulating 24 h of normal activity as a patient or as a caregiver. Half of the artists simulated the day-life activity of a patient with scapulo-humeral dystrophy and the other half of a patient with the amyotrophic lateral sclerosis disease.

By the end of the cohesion phase, Èpica introduces a narrative concept (i.e., cancer and neurodegenerative diseases) to work on during the next phase, and on which the final performance will be based.

The creation phase follows the cohesion phase. During the creation phase, participants are required to transform a narrative concept into a performing arts performance. During this phase, participants design and implement the specific set-up that will guide the final show. The process is highly creative and engaging, thereby bringing participants into a fully immersive environment with high doses of arousal. The creation phase has several stages: identification of skills/interests, transformation of ideas into actions, run-throughs, identification of technical needs and rehearsals.

The creation phase is based on the knowledge provided by experts in cancer and neurodegenerative diseases, and on the experience of the participants after living with the disease—both as patients and as caregivers—in order to transmit their experiences to the public. In addition, researchers could evaluate the way of feeling and experiencing their limitations in groups of individuals unfamiliar with these situations and compare them with the perceptions of the patients.

During this phase, the working groups were formed to develop a performing arts strategy to represent specific features of the diseases in the final show. These groups comprised 5–6 persons. Each group worked every day on a specific feature of the diseases and explained the outcome of the work at the end of the day to the rest of the artists.

Throughout the creation phase, group meetings were held with all the participants to define and structure the show based on the performing art strategy developed by each of the working groups. These meetings took place every 2 days to ensure the show represented a cohesive strategy of how to represent the diseases and fit to the timings of the final show.

The creation phase ended with the display of the training result, which consists of two or more rehearsals of the final show in front of a general audience of ∼100 people2.

During the program, scientists from research groups facilitated the acquisition of ideas related to the topic of the performing arts program, responding to questions and concerns about some of the concepts explained on the first day. Scientists from different institutions took part in the program: from the Bellvitge Biomedical Research Institute, the Department of Philosophy from the Autonomous University of Barcelona, the Germans Trias i Pujol Research Institute, and the HKU University of the Arts in Utrecht.



The Information Intervention Condition

We designed a separate study to control for the possibility that changes in the IAT in the experimental group would be accounted only by having acquired scientific and medical notions about the diseases. The design aimed to resemble the periods of time in the 14-day program at which the experimental group received information about the diseases from scientists.

Given the limitations imposed by the COVID-19 pandemic situation in Spain during the course of this control study (March 2021), participants were requested to watch a set of lectures available on internet. The videos selected for this study included 2 lectures about cancer (50 and 18 min, respectively) and 3 lectures about neurodegenerative diseases (67, 11, and 4 min, respectively). The videos were watched on the first, second, seventh and thirteenth day of the program. To assess whether the participants maintained their attention while watching the videos as well as to give them a purpose for doing so, we informed them that they would be assessed by means of a questionnaire regarding their knowledge acquired after completing the program. This questionnaire consisted of 10 questions in a true/false format about the diseases explained in the videos. The average proportion of correct answers was M = 0.81 SD = 0.35 95% CI [0.63, 1.00] and above chance [t(13) = 3.35 p < 0.01].



The No-Intervention Condition

A separate study was designed to control for the possibility that changes in IAT could be explained by the delayed re-exposure of the participant to the IAT task. In this control study, a separate sample of healthy volunteers were required to perform the IAT task two times separated by 14 days and no intervention was implemented in between.



Materials

The IAT experiment included sixteen words in Spanish and eight images. Words representing “Good” attributes were “Beautiful, Precious, Contented, Enthusiasm, Excellent, Glorious, Pleasure, Happy” and words representing “Bad” attributes were “Horrible, Frightful, Hate, Grief, Selfishness, Poison, Disgust, Dirty.” Images were selected from web searches to depict four different people dressed up as patients from a hospital (“Sick” category) and four people dressed up as sporty individuals (“Healthy” category). Each picture category set included two female and two male individuals and, although the two sets of images were intended to reflect distinct contextual circumstances of people, both sets depicted people that expressed pleasant and smiling faces.



Procedure

The IAT consisted of 7 blocks (Table 1). Three blocks (1, 2, and 5 in Table 1) were pure practice blocks in which either target stimuli (Blocks 1 and 5) or attribute stimuli (Block 2) were sorted in their reference categories. The remaining blocks were the associative blocks that constitute the two mapping conditions of the IAT (e.g., mapping healthy-good and mapping sick-bad). Participants were trained how to differentiate between the sick and healthy images during Block 1. Each image was presented 3 times in random order, resulting in 24 trials. In Block 2, participants were instructed to use the same response keys to classify 8 good words and the 8 bad words presented 3 times, resulting in 48 trials. Block 3 was a combination of the two former asks. More concretely, during this block, half of the participants were asked to press the same key for healthy images and good words and the other half of the participants were asked to press the same key for healthy images and bad words. Each word was presented twice (2 × 16 = 32 trials), and each image was presented 4 times (4 × 4 = 32 trials), resulting in 64 trials. Words and images were presented randomly throughout the block. Block 4 was the same as Block 3 though the order of the trials was randomized. In Block 5, the target categories swapped their position on the screen. During this Block 5, the 4 healthy and the 4 sick images were presented three times (24 trials). This time, however, words from the good and bad categories were not presented. In Block 6, words and images were presented in a combined manner following the switched target location from Block 5. Each word was presented twice (2 × 16 = 32 trials), and each image was presented 4 times (4 × 4 = 32 trials), resulting in 64 trials. Block 7 was the same as Block 6 though the order of the trials was randomized.


TABLE 1. Block sequence in the Implicit Association Test (IAT).

[image: Table 1]During the task, the words/images were presented one by one in the center of the screen and participants had to indicate as quickly and accurately as possible, by pressing the corresponding response key on the keyboard, the category (healthy, sick, good, bad) to which each of them belonged. Category concepts were permanently visible in the left and right corners of the screen. Word categories were presented in blue and image categories in green. Participants were told to press the “e” (index finger left hand) for words/images from a category displayed in the left corner and the “i” (index finger right hand) for words/images from a category displayed in the right corner. A red cross appeared whenever the participant’s answer was wrong, which indicated the need to correct the mistake by quickly pressing the alternate key. When a correct response was provided the next word/image was displayed. Response latency (i.e., reaction time) was calculated from the moment a word/image appeared until the time the participant gave a correct response. Trials with a reaction time less than 400 ms were removed.



RESULTS

To assess for the existence of changes in cognitive biases specifically in the experimental group between IAT sessions, a mixed ANOVA was performed on mean reaction time (RT) to the associative blocks (Figure 1). The ANOVA included congruency (2 levels: congruent vs. incongruent) and session (2 levels: pre and post) as within subject factors and group (3 levels: experimental group, no-intervention control group and information intervention control group) as between subject factor. This analysis revealed a statistically significant main effect of session [F(1, 43) = 12.43, p = 0.001, η2 = 0.22] and congruency [F(1, 30) = 28.43, p < 0.001, η2 = 0.39], corroborating that participants were slower in categorizing words/images when social biased categories shared the location on the screen (i.e., sick/good and healthy/bad). Importantly, we found a triple congruency, session and group trend toward significant effect [F(2, 43) = 2.73, p = 0.07, η2 = 0.11] but not a session × group [F(2, 43) = 0.96, p = 0.39, η2 = 0.04] nor congruency × group interaction effect [F(2, 43) = 0.98, p = 0.38, η2 = 0.04], suggesting that the congruency effects between conditions and sessions varied differently as a function of the study group. To identify the source of this effect, we ran a repeated measures ANOVA including congruency and session as within subject factors separately for each group. This analysis showed a significant main effect of congruency in the experimental group [F(1, 15) = 16.92, p = 0.001, η2 = 0.53], in the no-intervention control group [F(1, 15) = 16.26, p = 0.001, η2 = 0.52] but not in the information control group [F(1, 13) = 2.46, p = 0.14, η2 = 0.16]. We also found a main effect of session in the experimental group [F(1, 15) = 5.54, p = 0.03, η2 = 0.27] and a trend toward statistical significance in the no-intervention control group [F(1, 15) = 3.39, p = 0.08, η2 = 0.18] and in the information intervention control group [F(1, 13) = 4.19, p = 0.06, η2 = 0.24]. Importantly, however, this analysis revealed a significant session x congruency interaction effect in the experimental group [F(1, 15) = 10.32, p = 0.006, η2 = 0.41] but not in the no-intervention control group [F(1, 15) = 0.31, p = 0.58, η2 = 0.02] nor in the information intervention control group [F(1, 13) = 0.30, p = 0.11, η2 = 0.19]. A student paired t-test analysis confirmed that the session x congruency interaction in the experimental group was driven by differences between sessions for the incongruent [t(15) = 3.01, p = 0.009, Cohen’s d = 0.75] rather than for the congruent [t(15) = 0.23, p = 0.82; Cohen’s d = 0.06] trials. To further assess for the specificity of the congruency effects found in the critical experimental condition, we ran a mixed ANOVA with the outcome variable mean reaction time (RT) to the practice blocks. The ANOVA included Block (2 levels: 1st vs. 2nd presentation block) and session (2 levels: pre and post) as within subject factors and group (3 levels: experimental group, no-intervention control group and information intervention control group) as between subject factors. This analysis revealed a significant main effect of Block [F(1, 43) = 9.80, p < 0.01, η2 = 0.19] and session [F(1, 43) = 27.79, p < 0.01, η2 = 0.39], but no interaction with group (all ps > 0.2, all η2 < 0.1).
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FIGURE 1. Latency results for each study group and condition. RT measures were extracted by averaging RTs to associative blocks in the IAT design. The RTs for each individual and individual and condition are represented in gray circles. For all boxplots, the central mark is the median, the edges of the box are the 25th and 75th percentiles.


Finally, we calculated the IAT D-score, which instead of comparing within-participant differences in RTs, standardizes them at the participant level, dividing the within-participant difference by a “pooled” standard deviation (Greenwald et al., 2003). D-scores in the experimental group were M = 0.73 (SD = 0.86) and M = 0.46 (SD = 0.71) in the pre and post observation, respectively, M = 0.41 (SD = 0.56) and M = 0.55 (SD = 0.44) in the pre and post measures in the no-intervention control group and M = 0.36 (SD = 0.67) and M = 0.14 (SD = 0.69) in the pre and post measures in the information intervention control group. A mixed ANOVA, including session (2 levels: pre and post) as a within-subject factor and group (3 levels: experimental group, no-information control group and information intervention control group) as a between-subject factor, confirmed previous findings by revealing a trend toward statistically significant session x group interaction [F(2, 43) = 2.74, p = 0.08, η2 = 0.12]. A paired student t-test showed statistically significant D-score difference between pre and post in the experimental group [t(15) = 2.55, p = 0.02, Cohen’s d = 0.64] but not in the no-information control group [t(15) = −1.04, p = 0.32, Cohen’s d = −0.26] nor in the information intervention control group [t(13) = 1.27, p = 0.23, Cohen’s d = 0.34].



DISCUSSION

The aim of the current study was to assess whether the involvement in a performing arts training program of 14 full days could lead to a shift in implicit measures. To this end, we conducted an experiment in which healthy participants completed an IAT to assess biased attitude to illness in two separate sessions, before and after the training program. A similar two-session IAT task was completed by two different matched control groups of healthy participants. Results showed that participants who were involved in the training program reduced their implicit bias toward illness measured through IAT in the second session. This reduction in IAT measures was not observed in the control samples, despite the two IAT measures being matched in temporal delay with the experimental group. These findings suggest that an interventional program based on the performing arts could be effective in reducing levels of implicit biases among the general population.

To the best of our knowledge, this is the first study showing that a training program based on acting can have an influence on implicit cognitive bias, thereby raising the possibility of extending previously established lab-based interventional techniques that can reduce implicit bias (e.g., Lai et al., 2014, 2016) to include more realistic approaches. Current findings therefore may represent a first attempt to show the promising possibilities that the performing arts may have to help treat prejudice and stereotypes. At the same time, the present study lacks a clear explanation of the mechanisms that underlie this effectiveness, as it was not designed with such purpose. Nevertheless, we can offer some speculations. Previous research revealed that most effective lab-based techniques to reduce implicit bias invoke self-relevancy, emotion and vividness (Lai et al., 2014). While designing strategies that can effectively elicit these properties in individuals may be challenging in the laboratory, inducing them by requesting people to perform as actors seems more practicable. Thus, one plausible explanation of the changes in IAT in our study was driven by the self-involvement of the participants during the training program, which in turn, induced a more thorough processing of the scenario. An alternative explanation would be that participants that engaged the performing arts training program increased their general cognitive control skills, which has been shown to influence implicit bias tasks (e.g., Payne, 2001, 2005; Amodio et al., 2008; Klauer et al., 2010). Future studies may include separate measures of executive functioning (e.g., Stroop task) in conjunction with the implicit bias tasks to be able to assess bias- and control-related ability changes due to an interventional program.

Several important questions, however, remained unanswered in the current study. The first one concerns the specificity of the effects. More concretely, it would be important to determine in the future the extent to which the reduction in implicit bias was specific to the stereotyped concept that surrounds the training program. For example, one would expect the reduction in implicit bias to be specific to illness but not to other stereotypes such as racial or gender bias. Our findings showing that only the experimental group, but not the control groups, had a reduction in implicit measures speaks about the effectiveness of the interventional program but not about its specificity at the implicit bias level. Future research may include different IAT versions at the within-subject design to scrutinize this possibility.

A second concerns refers to the small sample size of the experimental groups in our study. Though we believe current findings are well supported by effect sizes, the within-subject design and the inclusion of two control groups, future studies aiming to assess the impact of the performing arts in implicit biases should, if possible, include larger sample sizes. This would increase the statistical power of the study, thereby ensuring the effects can be extrapolated to the overall population, especially if the expected effects cannot be assessed at the within-subject level.

Another important issue is to assess the extent to which the changes in implicit bias observed in the current design persist over time. Previous research revealed that stability of changes in implicit preferences are difficult to observe in available interventional techniques (Lai et al., 2016; see, however, Peck et al., 2013). While the current research does not look at long-term effectiveness, our proposed framework engaged participants in a 14-days training program unlike previous interventional programs that involved a single session at the lab. At the speculative level, we hypothesized that engaging the participants in a consecutive day-to-day program may promote memory consolidation of learned non-biased association between concepts. A consequence of such a consolidation process would be participants’ reduction in implicit bias being accompanied by an explicit awareness of the bias. Indeed, previous research on memory consolidation showed that night sleep promotes knowledge awareness (e.g., Wagner et al., 2004). If that were the case, it would suggest that an interventional program has an impact in transforming implicit to explicit memory representations. A possible advantage of such transformation is that it may thus favor generalization (Ranganath and Nosek, 2008), thereby promoting implicit bias reduction in other conceptual domains. Future studies should examine this possibility by combining IAT measures with questionnaires that help assess attitude awareness of cognitive bias.

Society is interested in reducing the implicit biases in the general population. So far, most of the interventional techniques described in the literature that may help reduce implicit bias have been developed to be implemented in the lab. Though lab-based techniques offer experimental rigor and control, they may limit participants’ motivation and engagement with a task, thereby complicating the possibility of making reliable changes in implicit bias at an individual level. An alternative strategy is to take advantage of realistic activities that invoke solid individual self-engagement with a task, with the hope that this fosters strong changes at an implicit level. Current research underscores the powerful impact that performing theater can have in reducing implicit bias. Our findings show that implicit bias toward physical illness is reduced in a group of non-professional artists after enrolling in a 14-days training program based on theater acting. The extent to which such an interventional program has a causal effect and if so, whether such effect is specific to a specific conceptual bias (i.e., physical illness) remains to be examined in the future.
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Parkinson’s is a neurodegenerative disease characterized by motor and non-motor symptoms which are strongly associated with patients’ quality of life, affecting social skills and support. It strikes not only the motor abilities but may harm cognitive and emotional functioning. For the past 15 years, contemporary dance has been employed as an intervention to help people diagnosed with Parkinson’s disease cope physically and mentally by way of motor, vestibular, and sensory stimulation as well as social interaction. In this study we aimed to examine psychological flexibility, creative self-efficacy and quality of life of Parkinson’s patients participating in contemporary dance sessions. To obtain this goal we conducted a cross-sectional comparative study of 50 Parkinson’s patients aged 50–87 years, half of which had been participating for at least 3 months once a week, in contemporary dance classes, and the matched controls participated in a verbal support group. Study participants completed questionnaires after participating in a dance class (Intervention) or in a support group (control). Participants in the intervention group were also asked to answer three open-ended questions that examined the experience of participating in contemporary dance classes. We found that psychological flexibility and quality of life were significantly higher in the dance class participants. Participants reported positive changes that occur in their overall feeling and quality of life following their participation in dance classes. Since PD patients’ experiences are deeply embedded in the body, it is significant to explore the use of movement in treatment. The importance of the study is in its potential to highlight the relationship between psychological flexibility and quality of life and to increase awareness of clinicians treating Parkinson’s patients to the importance of incorporating dance as an inherent part of a multidisciplinary team effort.
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INTRODUCTION

Parkinson’s disease (PD) is the second most prevalent neurodegenerative disease worldwide which affects the control of body movements, and has shown 2.4 times increase between 1990–2016, with 6.1 million individuals diagnosed with PD in 2016, and this number is on the rise (Armstrong and Okun, 2020). PD was first described by James Parkinson in 1817 and was coined “the shaking palsy.” The major symptoms have not changed since it was first described, and diagnosis is based on observed motor signs (Davie, 2008; Jankovic, 2008). In PD neurodegeneration is caused by a loss of dopaminergic neurons in the basal ganglia and the accumulation of α-synuclein, which can be found throughout the autonomic nervous system (olfactory bulbs, the vagus and the enteric plexus), and leads to cell death. The motor signs that lead to diagnosis only occur after there is over 70% dopaminergic loss in the substantia nigra. Thus, the neurodegeneration related to PD begins about 20 years before diagnosis (Kalia and Lang, 2016). The disease has an insidious onset and is characterized by both motor and non-motor symptoms. The major motor symptoms include stiffness/rigidity, unilateral tremor mainly at rest, slow movement (Bradykinesia), and postural instability. In addition to these physical difficulties, psychological, non-motor symptoms may include depression, lack of motivation, and anxiety, which are strongly associated with patients’ QoL (Davie, 2008; Jankovic, 2008). The array of symptoms as well as the rate of progression is unpredictable, but eventually PD patients become extremely limited, and need hands on assistance for daily living (Sveinbjornsdottir, 2016).

While the medications for the treatment of motor symptoms are inexpensive and lead to significant symptom reduction, this reduction can be temporary and the coping with on and off periods can be frustrating for PD patients (Connolly and Lang, 2014). Preventative treatment for PD has yet to be identified, however physical activity has been found to be a protective factor for PD (Reuter et al., 1999; Crizzle and Newhouse, 2006; Goodwin et al., 2008).

The motor and psychological symptoms of PD significantly affect the QoL of PD patients which deteriorates with disease exacerbation (Schrag et al., 2000a,b). Executive functions are also impaired in PD with beneficial and detrimental effects of dopaminergic medications. The executive dysfunctions are related to deficits in motor function and psychiatric symptoms (Dirnberger and Jahanshahi, 2013). Thus, PD treatment needs to be a multidisciplinary effort aimed at symptom reduction, rehabilitation and slowing the slope of deterioration. Thus, we need to find ways to improve motor and cognitive skills and achieve behavioral gains. An extensive review reported that physical activity could have significant preventative and rehabilitative properties for cognitive and brain function (Kramer and Erickson, 2007).


Complementary Approaches to PD Treatment

As mentioned above, PD is a degenerative disease and medication have some effect that can be enhanced with rehabilitative interventions that focus on physical activity to reduce symptoms and improve (QoL) for PD patients (Goodwin et al., 2008). Exercise improves physical performance and daily activity in Parkinson’s patients (Reuter et al., 1999; Baatile et al., 2000; Goodwin et al., 2008; Ahlskog et al., 2011).

There are several physical and complementary approaches designed to reduce symptoms and improve QoL of PD patients. For example, active theater therapy, has been shown to improve the psychological well-being of Parkinson’s patients by reducing depression, apathy, anxiety, and even self-stigma with respect to a control group undergoing physical therapy (Modugno et al., 2010; Mirabella et al., 2017a). Furthermore, emotional theater training has obtained gains by possibly improving participants perception of their disease (Mirabella et al., 2017a). Studies have shown that skill-based activities that improve tempo-spatial accuracy along with aerobic exercise improves oxygen consumption to enhance circulating and respiratory efficiency and are beneficial in obtaining these goals. For example, in a randomized controlled trial (RCT) of 186 PD patients, multidisciplinary rehabilitation was shown to significantly reduce symptoms and improve QoL in the short and long term (Ferrazzoli et al., 2018). Dance for Parkinson’s patients is a way of incorporating the positive contribution of exercise to patients. It provides an opportunity to combine exercise and movement with rhythm, creativity and expression, along with changes and transitions between qualities and forms of movement, and the use of space and time. Above all, moving together with other people, talking and listening to music while moving, supporting and being supported, gives the power to cope with depression, anxiety, and lack of motivation so often seen in PD patients.

Dance therapy that utilized tango dancing (Hackney and Earhart, 2009b) and Irish dance (Volpe et al., 2013) have shown to improved balance and reduced frequency of falls. Tai chi is a form of martial arts that includes engaging in slow and focused movement has been shown to improve postural stability (Li et al., 2012), while a meta-analysis showed improvements in motor function and balance while, improvements in non-motor cognitive and affective symptoms were absent or very limited (Zhou et al., 2015).



Contemporary Dance and PD

Contemporary dance was developed in the middle of the 20th century and has since grown to be one of the dominant styles in the world of professional dance. The style was initially influenced by classical ballet, modern dance and various jazz styles. In comparison to dance that requires following certain rules, such as planned changes of direction, accompanying the movement using gaze and specific dance steps, such as in Tango, the uniqueness of contemporary dance is the emphasis on improvisation, unexpected changes in rhythm, speed and direction, and the combination of multiple dance styles (McGrath and Meehan, 2017). Contemporary dancers focus on versatility, the use of gravity and working on the floor, which is often done barefoot and with different music styles (Albright, 2010; Laban and McCaw, 2011; McGrath and Meehan, 2017). The connection between contemporary dance and Parkinson’s was born out of the need to allow PD patients to experience pleasure that will enhance motivation for ongoing participation, of movement combined with creative expressive techniques (Butt, 2017), and dance for health (Bergman and Sabah Teicher, 2018).

Dancing has been shown to lead to significant improvements in physical symptoms like, rigidity, freezing, tremor, balance, gait, onset of movement, range of movements, motor ability, facial expressions and posture (Bunce, 2008; Hackney and Earhart, 2009a; Heiberger et al., 2011; Houston and McGill, 2013; Hashimoto et al., 2015; Bearss et al., 2017; De Natale et al., 2017; McRae et al., 2018). As well as, effect emotional symptoms like depression, anxiety, helplessness, the ability to feel joy and improve QoL (Marchant et al., 2010; Aguiar et al., 2016). Dancing benefits social communication as well (Heiberger et al., 2011).

Westheimer et al. (2015) showed the effect of attending 16 biweekly dance classes. Significant improvement was found in physical and emotional symptoms like gait and tremor, depression and increased social benefits. Bunce (2008) showed significantly improved coping skills, social interaction and decreased symptoms of emotional distress resulting from dance classes. A larger study reported significant improvement in functional mobility and self-efficacy in 61 PD patients that were related to QoL (McRae et al., 2018). Dance classes allow Parkinson’s patients physical activity (Westheimer et al., 2015), feelings of joy and freedom (Houston and McGill, 2013), boost self-confidence (Hackney and Bennett, 2014), discovering new movement options and reducing disease symptoms (Aguiar et al., 2016). Dancing in a group is a social activity that may increase social skills and reduce loneliness along with the above-mentioned benefits of the movement itself (Heiberger et al., 2011). The moments of interaction with other individuals engaged in dancing enables the learning of new movements by inspiration and encouragement from others (Fink et al., 2009). While the benefit of group dance for PD patients has been relatively well established, the mechanisms through which this benefit occurs and the ways in which dance has an effect that differs from other forms of physical activity have yet to be examined.



Why Might Dance Help? Creativity and Flexibility

Creativity is the trait that underlies the act of creation and is historically defined as the creation of something new through a dynamic process of growth and development (Runco and Jaeger, 2012). Self-efficacy is a concept developed by Albert Bandura in 1995, defined as the individual’s belief in his abilities to achieve a particular goal or task (Bandura, 2010). Creative self-efficacy is defined as the individual’s perception of his ability to utilize creative thinking and execute these thoughts (Torrance and Safter, 1989). In other words, because a person feels creative, he will be more likely to be creative (Tierney and Farmer, 2002). Higher levels of creative self-efficacy increase the tendency to invest effort in performing the task even in the face of difficulties and obstacles. Creative self-efficacy is related to motivation and creative performance in students (Beghetto, 2010), as well as efficiency, achievement, and interpersonal skills in the workplace (Mathisen, 2011).

Psychological flexibility (Kashdan and Rottenberg, 2010) is defined as the ability to adapt to different situations by redefining and shifting mental resources. Psychological flexibility is dependent on one’s awareness, ability to recognize shifting situations and being open to adapt to different situations. Individuals who have lower levels of psychological flexibility as measured by the Acceptance and Action Questionnaire (AAQ) have higher anxiety and depression, as well as lower levels of daily functioning (Bond et al., 2006, 2011). An intervention designed to increase psychological flexibility improved the emotional and psychological well-being of participants (Fledderus et al., 2010).



Dance, Creativity, and Psychological Flexibility

Dance is a creative activity that allows new and original processes to take place, and may enhance psychological flexibility (Hui et al., 2008) and adaptation to changing situations (Kashdan and Rottenberg, 2010). The psychological profile of experienced dancers found that dancers have a collection of dominant personality traits such as creativity, self-confidence, high mental skills, self-awareness, ability to change and accept change (Taylor and Estanol, 2015). Alter (2004) postulated that the physical flexibility required of dancers, contributes to mental flexibility while enhancing a dancer’s motivation and ability to improve their physical performance.

Creative thinking requires originality and flexibility, and it makes sense to believe that creativity and flexibility may assist PD patients to cope with the cognitive decline and degeneration of motor skills. However, there are very few studies that examine the relationship between PD and creativity and psychological flexibility. A review that examined the relationship between PD and artistic creativity, examined 40 artworks (pictures, sculptures, novels and poetry) of PD patients and found that patients taking dopaminergic medications had higher artistic skills and motor control, as well as better QoL, self-perception, and daily functioning (Inzelberg, 2013). In addition, a group of researchers postulated that patients receiving dopamine agonists for PD, may have increased artistic creativity as a side effect of dopaminergic therapy. They found that PD patients treated with dopamine agonists and/or levodopa had enhanced verbal and visual creativity as compared to healthy controls. The researchers suggest that dopaminergic agents may reduce latent inhibition leading to increased creativity (Faust-Socher et al., 2014). As mentioned, a hallmark of PD is a deficit in inhibitory control. The impairment of this executive function is known to influence behavioral and psychological flexibility (Dirnberger and Jahanshahi, 2013; Mirabella et al., 2017b).

Thus, the aim of the present study is to examine the relationship between psychological flexibility, creative self-efficacy and QoL in PD patients participating in contemporary dance classes. Furthermore, we would like to examine the experience of PD patients participating in dance classes. We hypothesize we will find that: A. The psychological flexibility among PD patients participating in contemporary dance classes will be higher than non-dancing controls. B. Creative self-efficacy among PD patients participating in contemporary dance classes will be higher than in non-dancing controls. C. The QoL among PD patients participating in contemporary dance classes will be higher than non-dancing controls.



MATERIALS AND METHODS

In order to obtain our study goals, we conducted a comparative community-based cross-sectional comparative study to examine the difference in the level of psychological flexibility, creative self-efficacy and QoL among PD patients participating in contemporary dance classes to a matched control group of PD patients attending a verbal support group. Since this study was conducted in a community setting, we based the match on age group. While we are aware that clinical studies often match samples based on level of functioning using Hoehn & Yahr status, Mini-Mental State evaluation, dopaminergic therapy expressed in Levodopa Equivalent Dose (LEDD), and/or the Unified Parkinson’s Disease Rating Scale (UPDRS III), being a community-based study, we did not have access to participants medical information, to include, disease stage, medical treatment or on off status, nor were we able to conduct diagnostic observations. Furthermore, enabling anyone to participate in dance classes at Yassmin Goddar is part of their philosophy, so groups are not divided by disease stage and participants are not asked to share details about their disease or treatment. We also asked participants to describe their experience aimed at examining the “lived experience” of participating in contemporary dance classes (Denzin, 1983).


Procedure

The study participants were 50 PD patients (25 in the intervention group) aged 50–87 years (see Table 1 for demographics), who have been participating for at least 3 months in contemporary dance classes or a verbal support group. Prior to obtaining informed consent, all study participants received a written and verbal explanation of the study and its objectives. Participants in the contemporary dance group participated in contemporary dance classes at the “Yasmeen Godder” studio in Tel Aviv-Yafo. The guiding principle of contemporary dance classes in the studio is the focus on what promotes health. The lessons are based on the belief in the human ability to develop through dance and art (Bergman and Sabah Teicher, 2018). The participants are referred to as dancers, the content of classes is diverse and based on a supportive circle of teaching staff and volunteers. All sessions begin with a physical warm up in a circle consisting of moving body parts and joints, then while accompanied with music, the group leader starts with a free movement and invites participants to join in their own interpretation of the leader’s movement. As the group develops, participants are invited to enter the circle and continue the movement in a dyadic form with the leader in a back-and-forth mirroring and further developing their joint dance, all the while the rest of the group continues to mirror the movements of the dyad. Toward the end of the session all members rejoin the circle for a gradual goodbye that takes form by moving toward the middle of the circle and getting closer to one another and moving outward and gaining more space between the members.


TABLE 1. Descriptive and demographic characteristics of the study sample.
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The non-dancing control group was contacted through several professional organizations that provide support groups for PD patients. These groups entail sitting in a circle with a group leader who provides an environment in which members take turn expressing difficulties related to coping with PD and the leader and members provide support.

Participants who expressed their consent to participate in the study and signed an informed consent form were asked to complete questionnaires at the end of dance class or support group. Participants in the dance classes were also presented with open-ended questions regarding their experience, as detailed below.



Questionnaires

The demographic questionnaire includes reference to age, sex, education, marital status, time of diagnosis of the disease, past and present movement or dance experience.

Psychological flexibility was measured with the Acceptance and Action Questionnaire (AAQ) (Hayes et al., 2004) which measures experiential avoidance and psychological inflexibility. The scale contains seven items with a range of 1–7 and is scored by averaging the items so that higher scores indicate higher psychological flexibility. The items deal with negative assessments of emotions, avoidance of thoughts and feelings, and behavioral adjustment in the presence of difficult thoughts or feelings (Bond et al., 2011). The AAQ has been used as a research tool in more than 30 studies and has been found to be related to levels of depression, anxiety, general mental health, job satisfaction, future job loss, and future job performance (Hayes et al., 2006; Chawla and Ostafin, 2007). Cronbach alpha is 0.84, and the retest reliability for 3 and 12 months is 0.81 and 0.79, respectively (Bond et al., 2011). In the present study, Cronbach α = 0.92.

Creative self-efficacy was measured using the Creative self-efficacy questionnaire (Tierney and Farmer, 2002) designed to measure creative performance in a work environment. The questionnaire includes four statements, and participants are asked to rate on a scale of 1 to 7 the extent to which they feel that each statement describes them. The index was calculated using the average of the items in such a way that a higher average indicates greater self-efficacy. The questionnaire has Cronbach alpha of 0.83 and has been widely utilized in studies (Shalley et al., 2004; Shin and Zhou, 2007; Gong et al., 2009). In the present study, the questionnaire was found to have high internal consistency of α = 0.87.

Quality of life was measured with the Parkinson’s Disease Questionnaire (PQD) which is the most commonly used tool to assess QoL among Parkinson’s patients and assesses eight different domains: such as mobility, social support, communication and physical discomfort, on a scale of 1 to 5. The indices are calculated by averaging the items, and higher scores indicate a better QoL. The questionnaire has two versions: a 39-question version and an abbreviated 8-question version (Peto et al., 1995). Internal reliability of the questionnaire ranges from 0.64–0.95. It has been translated into many languages, as well as translated and validated in Hebrew (Moore et al., 2005). Participants in the present study answered the abbreviated questionnaire, as well as four additional questions representing emotional wellbeing from the full questionnaire. In our study the questionnaire had high internal consistency for the overall QoL index Cronbach α = 0.86, as well as the emotional QoL index Cronbach α = 0.83.

The open-ended questions examined the experience of participating in dance classes, the perception of the QoL and the perception of the impact of dance on the lives of the participants. Participants were asked to write about how they felt before and/or after attending a contemporary dance class, the impact of the dance classes on their daily life and QoL. The choice of a combination of open-ended questions in the study was intended to expand the information that is attainable in self-report measures and to obtain the subjective experience of dance class participants



Data Analysis

Quantitative data analysis was performed using SPSS version 25 (IBM Co., Armonk, NY, United Sates). Participants’ background characteristics were described using means and standard deviations for continuous variables (age, duration of illness), and using frequencies and percentages for non-continuous variables (gender, education). Differences between the groups were examined using a t-test for the continuous variables and using a Z analysis to compare proportions between two samples for the non-continuous variables. Internal consistency was calculated for all study variables (Cronbach α), and the variables were defined using the item averages. Averages and standard deviations for the study variables were calculated and described, as well as Pearson correlations between them with respect to the whole sample. Subsequently, correlations between the study variables and the background variables were examined in order to examine the need to monitor any background variables when examining the research hypotheses. The hypotheses were examined using a multivariate analysis of variance while controlling for previous participation in movement and conducting any sporting activity (MANCOVA).

The qualitative data was analyzed using thematic analysis to examine the meaning of the data obtained along with a holistic description of the participant’s experiences. In the process of analyzing the texts, the respondents “answers were grouped into key themes related to the participants” experience in the lessons and the sense of the impact of this experience on their lives. In the first stage, the first author read each answer to obtain a first impression of the main topics, in the second stage, we read each questionnaire again while performing open coding in order to organize the content into main content categories (Creswell, 2014).



Ethical Considerations

The study received the approval of the Ethics Committee of the Faculty of Social Welfare and Health Sciences at the University of Haifa (Approval No. 241/18). All study participants received a written and verbal explanation of the study and its objectives and agreed to participate in it with the understanding that they are not obligated to answer all questions and can stop participating at any time.



RESULTS

We were able to recruit 50 participants for our study (25 in the intervention group). There were no statistically significant differences in the demographic characteristics between the study and control group participants. The participants had been diagnosed for an average of 10 years with 72% women, most of the participants married (70%), and close to half had an academic education (46%) (see Table 1 for demographics and descriptive statistics). Out of the 25 participants in the intervention group, 36% also participate in ballroom dance classes. Twenty-one participants from the intervention group (84%) and 16 from the comparison group (64%) take part in some sports classes (swimming, gymnastics, yoga, etc.) with no significant difference between the groups (Z = 1.61, p = 0.107). Ten participants from the intervention group (40%) and 18 from the comparison group (72%) received physical therapy, a difference which was found to be significant between the groups (Z = 2.28, p = 0.023).

We examined the relationship between the study variables in the entire sample, and found positive, significant correlations between psychological flexibility and perception of QoL (see Table 2). When examining the means and standard deviations of study variables, we found relatively high levels of creative self-efficacy, psychological flexibility and QoL (see Table 2). The distribution of study variables was normal (Skewness = −0.47 to −0.88, SE = 0.34).


TABLE 2. averages and standard deviations and correlations between study variables (N = 50).
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Correlations were calculated between the study variables and all the background variables to examine the need for statistical control of the background variables when examining the research hypotheses. The age and duration of the disease are continuous variables, while the other background variables were defined as dichotomous variables: gender (1-men, 0-women); Marital status (1-married, 0-unmarried); Education (1-academic, 0-to high school/high school); Previous participation in the movement; Participation in physical therapy; Any sporting activity (1-yes, 0-no).

We examined the relationship between the demographic and study variables and found no association between age, gender, marital status, education, duration of illness, or previous background in dance or sports and psychological flexibility, self-efficacy, or general or emotional QoL. Thus, the research hypotheses were examined controlling for previous participation in movement and sports activities.

The three hypotheses were tested using a multivariate variance analysis (MANCOVA) of the study variables, by group, controlling for previous participation in movement and sports activities (see Table 3). In accordance with our first hypothesis we found that psychological flexibility was higher among PD patients participating in contemporary dance classes 5.80(±1.35) in comparison to participants in the control group 5.06 (1.60) with a main effect of F(1, 46) = 4.75, p = 0.004. We also found higher general QoL in the participants of the dance group 3.98 (± 0.70) in comparison to the control group 3.37 (± 0.88) with a main effect of F(1, 46) = 6.66, p = 0.009. Finally, we found higher emotional QoL among participants in the dance group 4.20 (±0.75) in comparison to the control group 3.72 (±0.87) F(1, 46) = 4.12, p = 0.04. We did not find a statistically significant difference in creative self-efficacy between the dance group 5.27 (± 1.25) and the control group 4.67 (±1.42). Thus, the first and third research hypotheses were confirmed, and the second research hypothesis was not confirmed.


TABLE 3. Means, standard deviations and F values of the study variables, by group N = 50.
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The dancing participants wrote about their sensations and experience before, during and after participating in dance sessions, and several themes were identified. The first theme, “Physical and emotional sensations” pertains to physical and emotional changes that were identified after participating in dance classes. This theme can be further divided into sub-themes of difficulties (weakness, poor walking, instability, fear, and uncertainty) versus benefits (improved balance, pleasure joy and self-confidence). More specifically, as Mike (pseudo name) stated: “I feel a little “off” before class, I have difficulty walking, difficulty speaking and balance problems but the pleasure following the dance sessions and meeting with the dancers and all the people in the group makes me feel joy and in a great mood”; John said: “Before class I feel general weakness especially in my calves”; Suzy said, before class—“I’m afraid I won’t be able to participate and dance, but at the end of the class I always say to myself: Wow, I succeeded, it was wonderful!.” Nicholas shared “My mood always improves after dancing, I go out in a great mood happy, bursting with adrenaline. I feel like I’m flying and full of life.” Nathan stated that he arrived at the studio with his cane, and when he left realized he forgot his cane in the studio.

The second theme “Changes outside the dance studio” pertains to changes that participants feel occurred in their lives following dancing. This theme is further broken down into subthemes of confidence (self-acceptance, changes in posture and movement in space), energy levels and increased social interaction. For example, Allan stated: “Dancing gives me confidence and changes my posture, movement and daily life when interacting with people. I have freed myself from many restraints and opened an important window in my life, to dare much more and believe in my abilities.” Marsha stated that dancing “gets me energized to do things, be happier. Dance adds joy, self-acceptance without criticism, physical flexibility and a great mood, I feel young and beautiful!.”

The third theme “My life without dance” pertains to ways in which participants described their experience before dancing or how their life might be if they did not dance. Sub themes in this category describes closedness versus openness, depression versus joy, repression versus awareness, rigidity versus flexibility, boredom versus joy, identity as patients versus dancers. For example, Joseph shared: “Without movement I lived a life of desolation, without the dance lessons I was much more closed and depressed.” Ruth explained: “The body and mind awareness I developed since I started dance sessions have become a part of me. Without dance I would have felt less joy in life, less ability to move my body, without the dance experience I would have been bored.” Linda concluded “Here there are no PD patients, but only dancers.”

In conclusion, the qualitative portion of our study strengthens the quantitative findings regarding the flexibility of the participants in dance classes, as well as of QoL that were found to be significantly better than in the comparison group and clarified their positive experiences and its impact on their everyday lives. However, creative self-efficacy was not found to be higher in the intervention group nor was this mentioned in the qualitative part.



DISCUSSION

The aim of the study was to examine psychological flexibility, creative self-efficacy and perception of QoL in PD patients who participated in contemporary dance classes for PD patients. Contemporary dance has been recognized as an auxiliary treatment for PD (Earhart, 2009). Dance classes allow PD patients physical closeness with others (Westheimer et al., 2015), feelings of joy and freedom (Houston and McGill, 2013), self-confidence (Hackney and Bennett, 2014), and the opportunity to discover new movement repertoire and a decrease in disease symptoms (Aguiar et al., 2016).

The findings of the current study point to significant differences in psychological flexibility and perception of QoL between the groups, while there was only a tendency for creative self-efficacy. Creativity in general has been found to be enhanced in PD patients taking dopaminergic medication (Faust-Socher et al., 2014). The qualitative portion of the study clarified the positive experiences of the participants in the dance classes, as they expressed positive changes in their felt QoL. While benefits of dance, such as Tango, have been shown in previous studies (i.e., Bunce, 2008; Hackney and Earhart, 2009b) contemporary dance provided the opportunity to examine a movement experience that emphasized free movement that potentially may have different benefits than structured dance. Thus, this experience provided the opportunity to begin to observe the relationship between psychological flexibility, creative self-efficacy and QoL which has been lacking in studies about dance and PD.

As hypothesized, the level of psychological flexibility was found to be significantly higher in the intervention group. This finding can be explained by the many complex stimuli and movement changes during the lessons that require flexibility and concentration. PD patients, practice starting and stopping, changing direction, during the dance. Pleasure is not just an added value but enhances motivation to keep practicing in response to several stimuli simultaneously. Psychological flexibility allows a person to adapt to environmental changes and redefine his or her physical and mental abilities, and to adapt to new realities (Kashdan and Rottenberg, 2010). The ability to adapt to a changing reality has an effect on QoL and is especially relevant for PD patients whose functioning changes at an unpredictable pace and pattern. The study findings did not indicate a significant difference for creative self-efficacy, although the mean level was higher among the dancers. Dance offers the opportunity to improvise and allows for creative and personal expression (Albright, 2010; McGrath and Meehan, 2017). Creative self-efficacy may develop as a result of creative efforts (Tierney and Farmer, 2002). However, as mentioned earlier it has been postulated that creativity is enhanced as a result of dopaminergic therapies in PD patients (Faust-Socher et al., 2014).

QoL among PD patients participating in dance classes was higher than in non-dancers, which has been established in previous studies (Houston and McGill, 2013; Bearss et al., 2017; McRae et al., 2018). One of the current study aims was to examine the relationship between psychological flexibility and QoL, which has been supported here. Improved QoL among participants in the dance group can be possibly explained by the satisfaction achieved following succeeding to move together with others, in a group in a way that is in contrast to symptoms of the disease (Westheimer et al., 2015).

The group framework of the dance sessions helps to alleviate feelings of loneliness (Davie, 2008). Participants watch others while dancing and are being seen themselves. This enables the participants to feel connected to the other dancers in the group. Moving together with other people, supporting and being supported, gives PD patients the strength to cope with depression, anxiety and helplessness (Houston, 2011). In dance classes for PD patients, group inventions lead to an experience of empowerment while self-esteem and recognition of their ability to cope with the surrounding reality is strengthened (Chaiklin, 2015). The added benefit of dancing in a group for psychological flexibility and improved QoL should be noted as our control group also had group interactions.

Participants described the impact of dance on their daily lives in a positive way, describing a sense of liberation, being filled with confidence and belief in abilities, greater flexibility, self-acceptance and a sense of joy and happiness. Most participants addressed the improved QoL, and most described positive, physical and/or social, emotional changes related to self-satisfaction, sense of accomplishment and added value to their lives, as mentioned in the literature (Quiroga-Murcia et al., 2010; Houston and McGill, 2013; Bearss et al., 2017; Bergman and Sabah Teicher, 2018; McRae et al., 2018). We can make this conclusion regarding participation in contemporary dance classes but can not generalize these findings to different and more structured types of dance classes.



LIMITATIONS AND CONCLUSION

The aim of the present study was to examine psychological flexibility, creative self-efficacy and QoL of PD patients participating in dance sessions. This study led to an improvement of our understanding of psychological flexibility and its relationship to QoL in PD patients who participate in dance sessions, but it is not without limitations. A main limitation is that this study did not randomize participants to an intervention and control group. There is a possibility that those who choose dance classes have higher levels of creative self-efficacy, psychological flexibility and a better QoL to begin with. Thirty six percent of the participants in the contemporary dance classes also participated in ballroom dancing. Besides the fact that this is a cross- sectional comparison study, this further limits our ability to conclude that the differences between the groups stem from the contemporary dance experience. Furthermore, since this is a community-based study, we did not have access to medical information such as Hoehn & Yahr status, Mini-Mental State evaluation, dopaminergic therapy expressed in Levodopa Equivalent Dose (LEDD), UPDRS III or were we able to match controls according to this or to their on off stage in medical treatment. In addition, information is missing regarding the emotional state of the subjects prior to the interventions, thus we cannot conclude that the higher levels of psychological flexibility and QoL are a result of participation in contemporary dance sessions. In addition, there is a wide range of symptoms in PD patients and their severity varies as well, making it difficult to conduct an accurate between subject comparison. Participants in this study had full understanding of the study aims and objectives following filling out informed consent, and participants may be biased toward the dancing doing them good, as they have chosen to participate in dance classes. Another limitation of the current study lies in the difficulty of PD patients to fill out questionnaires. While participants expressed the motivation to cooperate, they have had physical or cognitive difficulties filling out the questionnaires.

This study has clinical relevance and significance as it brings the relationship between psychological flexibility and QoL into awareness, thus may encourage clinicians working with PD patients to give focus on developing psychological flexibility. Future research may want to take our study further by assessing changes across time with PD patients who have not yet experienced dance for PD sessions before and are randomized to a control group within a medical setting with full access to medical information. In addition, while dance is generally recommended by physicians working with PD patients, it would be useful to examine whether dance for PD is something that should be encouraged in individuals who do not have an interest in dance from the outset. Other recommended studies can be those examining differences in the benefit of different types of movement-based interventions. Further questions for continued research, are, to closely examine the relationship between psychological and physical flexibility, thus possibly enabling an additional pathway to counter-effect the symptoms of degenerative disease. Since research with individuals coping with degenerative diseases is very challenging, our small study serves as an additional scaffold supporting the implementation of dance as an inherent part of a multidisciplinary approach to PD treatment.
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In art therapy, art-making plays an important role in the therapeutic relationship. To better understand the triangular relationship between the art therapist, the client and the artwork, this study investigated the association between the therapeutic alliance and reactions to artistic experiences with art materials in an art therapy simulation. The simulation consisted of a series of 6–8 sessions in which art therapy students were divided into teams composed of a permanent observer (art therapist) and creator (client). The client's role was to self-explore through art- making, and the art therapist's role was to accompany the client. Thirty-four students, all women, who played the art therapist role, and 37 students (one male) who played the client participated in the study. Of these participants, there were 24 pairs where both participants filled out all the questionnaires. A short version of the Working Alliance Inventory (WAI) was completed by the clients and the art therapists on the second session (T1) and on the penultimate session (T2). The clients also completed the Art-Based Intervention Questionnaire (ABI) at T2. Significant positive correlations were found between indices of the WAI for the art therapist and the client and the clients' reactions to the artistic experience with art materials on the ABI. The evaluation of the emotional bond between the art therapist and the client at the start of the simulation significantly predicted the client's reactions to the artistic experience with art materials at the end of the simulation and explained 45.4% of the variance for this variable. These findings highlight factors related to the development and influence of the therapeutic alliance, as well as the role of the artistic experience in art therapy and lay the groundwork for further research.

Keywords: triangular relationship, working alliance, reactions to artistic experience, art therapy simulation, therapeutic relationship


INTRODUCTION

The relationship between therapist and client is considered crucial to development, personal growth, therapeutic change, and positive therapeutic outcomes (Gullo et al., 2012). Work with art materials in art therapy contributes to the dyadic therapist-client relationship (Robbins, 2001) and forms what is known as the triangular relationship between the art therapist, the client and the artwork (Schaverien, 2000). This study explored the associations between the side of the triangle characterizing client-art therapist relations, and the side related to client-artwork relations.

The relationship between the therapist and the client, which is often referred to as the therapeutic alliance (Doran, 2016), is a cornerstone of the psychotherapeutic process (Zilcha-Mano et al., 2014) and is generally viewed as the collaborative component of the therapeutic relationship. In the literature, it is defined as consisting of three components: agreement on the goals of therapy (Goal), collaboration on tasks that help to achieve these goals (Task), and the development of an emotional bond between therapist and client (Bond) (Bordin, 1979). The alliance is considered to contribute in a significant way to change over the course of the psychotherapeutic process (Murphy and Hutton, 2018; Welmers-van de Poll et al., 2018). The strength of the therapeutic alliance has been shown to be a major predictor of high psychological functioning, can reduce the severity of negative symptoms, and promote a better quality of life (e.g., Xu and Tracey, 2015).

In art therapy, art materials are the prime constituents of therapeutic interventions and can be considered to add a third dimension to the therapeutic alliance to form a triangular relationship between the art therapist, the client and the artwork (Schaverien, 2000; Moon, 2010). One of the key theoretical assumptions in art therapy is that artwork, which expresses the inner world of the client (Hilbuch et al., 2016), may also reflect or deepen the relationship between the art therapist and the client (Robbins, 2001). Another crucial theoretical assumption is that the art therapist serves as an active partner in the process of art-making by providing the materials, and enabling a safe space in which clients can make associations, revisit emotions from the past, explore, and discover new things about themselves through their artistic experiences (Dalley et al., 1987; Wood, 1990; Hilbuch et al., 2016; Snir et al., 2017). These two theoretical assumptions suggest a connection between the client's relationship with the art therapist and his or her relationship with the artwork.

This connection between the two sides of the triangle may also stem from the role attributed to object relations on each of these sides. In terms of the client's relationship with the therapist, as often measured by the WAI (Working Alliance Inventory) (Horvath and Greenberg, 1989), there is ample evidence that clients' object relations and the quality of their interpersonal relationships (Ollila et al., 2016) play an important role in the development of the therapeutic alliance, such that positive internal representations are related to the formation of a strong and stable working alliance (Mikulincer et al., 2013; Sanders et al., 2014), whereas negative internal representations disrupt the development of the alliance (Bernecker et al., 2014). In terms of the client-artwork relations, theorists suggest that the clients' object relations are reflected in their responses to the artistic experience with the art materials before, during, and after art-making, as well as to the product itself (Robbins, 2001; Sanders et al., 2014; Hilbuch et al., 2016). This is consistent with a previous study (Snir et al., 2017) on the relationships between attachment dimensions of anxiety and avoidance and reactions to using art materials in 409 non-client volunteers. These participants engaged in art-making and then completed the ECR (Experience in Close Relationship Questionnaire) (Brennan et al., 1998) which measures attachment, and the ABI (Art Based Intervention Questionnaire) (Snir and Regev, 2013), which measures clients' attitudes toward creating and using art materials. The findings indicated that the higher the score on the avoidance dimension, the more negative the individual's response to the art materials.

Some support for the existence of an association between client-art therapist and client-artwork relationships emerged from a preliminary correlative study in which 51 participants filled out the Client Attachment to Therapist Scale (CATS) (Mallinckrodt et al., 1995) and the ABI at the end of a simulated therapeutic session. The results suggested that the higher the client's secure attachment to the art therapist in the simulation, the more positive the experience of working with the art materials. As in the study above, the greater the avoidance reported in the relationship with the art therapist during the simulation, the more negative the experience of working with art materials (Corem et al., 2015).

The present simulation study sought to empirically test the association between the client-art therapist side in the art therapy triangular relationship as assessed by the therapeutic alliance, and the client-artwork side, as assessed by reactions to the artistic experience with art materials. Previous research has shown that the use of simulation is a valid way to examine different treatment-related phenomena and that the results are consistent with the findings reported in field studies (e.g., Cooper, 2012; Abramowitz et al., 2014). We hypothesized that there would be a positive correlation between the three components of therapeutic alliance (Goal, Task, and Bond), and clients' reactions to the artistic experience with art materials in a classroom simulation.



METHOD


Participants

The participants were second-year art therapy students at the University of Haifa who were all enrolled in a course entitled “Advanced Concepts in Art Therapy.” Of these 96 women and four men (forming a total of 48 dyads) who were taking this course during the 2 years of data collection, 70 women and one man agreed to participate in the study. The students were randomly divided into permanent creator (who played the client role; henceforth “clients”) and observer (who played the art therapist role; henceforth “art therapists”) teams by the course instructor, while deliberately avoiding putting good friends together. Of the total number of participants, 34 played the art therapist role, and ranged in age from 26 to 53 (M = 34.67, SD = 6.91); 37 played the client role, and ranged in age from 24 to 58 (M = 34.12, SD = 7.73). Data collection took place in two repeated measurements during the simulation, and because participants had the right to decline to participate in each measurement separately, the number of participants in each was different. At T1, 29 art therapists and 30 clients (78.4 and 81.1%, respectively) completed the questionnaires, and at T2, 31 art therapists and 36 clients (83.8 and 97.3%, respectively). There were only 24 dyads where both participants completed all the questionnaires on both measurements.



Tools


Working Alliance Inventory

The therapeutic alliance was measured using the short client and the therapist versions of the WAI (Horvath and Greenberg, 1989; Tracey and Kokotovic, 1989). This questionnaire is made up of 12 Likert-type items rated on a 7-point Likert scale ranging from 1 = “never” to 7 = “always.” The questionnaire assesses three dimensions: the extent of agreement between the therapist and the client about the goals of therapy (Goal component), the extent of agreement between them on how to achieve these goals (Task component) and the emotional bonding between the therapist and the client (Bond component). This questionnaire is one of the most commonly used instruments for evaluating the therapeutic alliance (e.g., Doran, 2016). Studies have reported high reliability. For example, in a study on the association between treatment outcomes in BRT vs. CBT, the internal reliability range across time points was 0.88–0.94 for clients and 0.83–0.93 for therapists (Zilcha-Mano et al., 2019). In another study on the WAI, the internal reliability at four time points ranged from 0.92 to 0.95 (Zilcha-Mano et al., 2014). The WAI was reported to evidence convergent and discriminant validity with other self-report measures of interpersonal relationships and other alliance measures, as well as with outcomes (e.g., Alexander and Luborsky, 1986; Hatcher and Gillaspy, 2006). For purposes of the present study, the questionnaire was adapted to the simulation of art therapy; for example: “___and I collaborate on setting the goals for my artistic self-exploration.” The questionnaire was filled in by both the art therapist and the client at two time points during the simulation. The Cronbach's alphas in this study ranged from α = 0.50 to α = 0.88. In addition to using the original scales, a general therapeutic alliance score (General WAI) based on the average of the three components was also calculated for each art therapist and each client, on each of the two measurements separately.



Art-Based Intervention Questionnaire

The self-report ABI (Snir and Regev, 2013) is composed of 41 Likert-type items that examine the participants' artistic experiences when using art materials. The clients were asked to rate each statement on a scale anchored at “very wrong” (1) to “very true” (7) to indicate the extent to which it described their experiences during the artwork in the session that had taken place just prior to the administration of the questionnaire. The items tapped four categories, under 10 sub-scales as follows: (a) feelings and thoughts before the artistic process, which included the sub-scales of positive excitement (e.g., “I was eager to begin the creative task”), confidence (e.g., “I had several ideas about what I wanted to make”), and aversion (e.g., “I was upset about getting dirty”; (b) feelings and thoughts during the artistic process, which included the pleasantness and therapeutic value (e.g., “Working on my art project released the tension I'd been feeling”), competence (e.g., “I knew exactly how to handle the materials”), difficulty in carrying out the artistic task (e.g., “I had a difficult time executing my ideas”), and playfulness (e.g., “I felt I was playing with the materials”) sub-scales; (c) attitudes toward the artistic product, one subscale (e.g., “I was excited to see what I had made”); and (d) attitudes toward the material, as captured by the meaningful (e.g., “ powerful material”) and pleasant material (e.g., “The material had a soothing effect”) sub-scales. In this study we used only 33 items from two out of the four questionnaire scales that were reported to be the most reliable by the questionnaire authors (Corem et al., 2015; Snir et al., 2017): Feeling and thoughts during the artistic process (Process component), and Attitude toward the product (Product component). This questionnaire was filled in by the clients at T2. For each client, a score was calculated for each of the two scales (Process component and Product component) as well as a general score for all questionnaire items (General-ABI). The ABI subscales were found to be positively correlated with the Session Evaluation Questionnaire (Stiles et al., 1994), and with relational measurements such as secure attachment with the therapist (Corem et al., 2015), and the attachment dimensions of anxiety and avoidance (Snir et al., 2017). The authors reported good reliability of the subscales, ranging from 0.63 to 0.86 (Snir and Regev, 2013). The Cronbach's alphas in the current study ranged from α = 0.63 to α = 0.92.




Procedure and Ethical Considerations

This correlative exploratory study is part of a larger project exploring the triangular relationship in art therapy. It took place during an undergraduate art therapy course at the School of Creative Arts Therapies at the University of Haifa from 2015 to 2017. The clients' role was to explore their inner selves through art materials, during six or seven weekly sessions (the number of sessions varied according to the number of weekly sessions each semester). The art therapists were asked to accompany the clients in their exploration in a way that best suited the clients' needs. The data for the study were collected during the second session (T1), and at the penultimate session in each cycle (T2); i.e., sessions 2 and 6 in the 7- session simulation, or sessions 2 and 5 in the 6- session simulation. All the students in the course were invited to take part in the study, with no penalty for refusing. The questionnaires were filled out at the end of the lesson by the participating students immediately after the simulation session, and were immediately placed in sealed envelopes, keeping the art therapists' questionnaires together with their clients' questionnaires. Identification numbers were written on the envelopes, which the students chose themselves, to allow the researchers to associate information from the repeated measurements. This study was approved by the Ethics Committee of the Faculty of Welfare and Health Sciences at the University of Haifa, and complied with all regulations on ethics in human research.



Statistical Analysis

A preliminary analysis tested for a normal distribution using the Shapiro-Wilk test. Pearson correlations tested for associations between the WAI subscales. Repeated measures ANOVAs were used to examine changes in WAI scores between times and groups. The hypotheses were tested using Pearson correlations, and standard multiple regression analyses, with SPSS software. Due to the many comparisons, a Bonferroni correction was implemented.




RESULTS


Preliminary Analysis

A preliminary Shapiro-Wilk test revealed that most of the scales were normally distributed; therefore parametric tests were performed. Calculation of the scale means (see Table 1) showed that the alliance score means were M = 4.77 (n = 29) and M = 5.36 (n = 31) for the art therapists, and M = 4.69 (n = 30) and M = 5.38 (n = 36) for the clients, indicating the overall positive quality of the alliance at T1 and T2.


Table 1. Summary of means, standard deviations, and minimum and maximum for scores on WAI and ABI.
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The means for the ABI scales also showed that the clients reported a positive overall response to their artistic experience with the art materials, with a General-ABI M = 5.5 (n = 37).

As depicted in Table 2, positive moderate to high correlations were found between the WAI sub-scales for the clients' responses at both T1 and T2. For the art therapists' responses, these correlations were mostly moderate.


Table 2. Pearson's correlations between the therapeutic alliance sub-scales in art therapists and clients.
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We implemented a repeated measures ANOVA to examine changes in WAI scores at T1 vs. T2, and potential differences between art therapists and clients. This analysis was run solely for those pairs for whom we had no missing data (N = 24). The effect of time was significant (p = 0.0005). A paired T-test showed a significant time effect in both art therapists and clients (art therapists: at T1 4.85 ± 0.89 vs. at T2 5.34 ± 0.74, clients: at T1 4.93 ± 0.98 vs. at T2 5.39 ± 1.13, mean ± std). As depicted in Figure 1, art therapists' and clients' WAI scores were significantly higher at T2 than at T1. The effect of group was not significant (p = 0.7248); in other words, the art therapists and the clients were consistent in their assessment of their therapeutic alliance.


[image: Figure 1]
FIGURE 1. General WAI scores at T1 and T2.


Finally, we examined whether there were significant differences in the General WAI assessment across measurements, to determine whether there was a change in the quality of the alliance. T-tests for paired samples indicated a significant difference between T1 and T2 for the art therapists [T(26) = −3.136, p < 0.005], who reported a higher alliance quality at T2 (M = 5.356, SD = 0.772) than at T1 (M = 4.837, SD = 0.869). Similarly, there was a significant difference in the same direction between T1 and T2 for the clients [T(28) = −4.145, p < 0.005], who reported a higher alliance quality at T2 (M = 5.398, SD = 1.08) than at T1 (M = 4.749, SD = 1.021). That is, both the art therapists and the clients reported a higher General WAI quality as the sessions progressed.



Associations Between the Therapeutic Alliance and Reactions to the Artistic Experience With Art Materials

Pearson correlations between the therapeutic alliance quality as reported by the art therapists and the, and the clients' responses to the artistic experience with art materials showed (after the Bonferroni correction) that for the clients, there were significant high positive correlations between almost all components of the alliance at T2 (n = 36), and their scores for reactions to the Product, Process, and General-ABI (Table 3). There were also positive correlations between all components of the alliance at T1 (n = 30), and their scores for reactions to the Product. Their score for the Bond component at T1 was positively correlated to all ABI scores. Hence, for most of the correlations, the stronger the alliance, the more positive the clients' response to the artistic experience.


Table 3. Correlations between the therapeutic alliance components (WAI) and client reactions to the artistic experience (ABI).
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When the therapeutic alliance was measured from the art therapists' perspective, there were only a few marginally significant positive correlations after the Bonferroni correction between the General WAI score and the Goals sub-scale, and the ABI scales at T2 (n = 31).



Further Analyses

In addition, we conducted a standard multiple regression analysis to predict the General-ABI score of the clients at T2, using the three components of the alliance (Goals, Task, and Bond) as assessed by the art therapists and the clients at T1, after we ruled out possible multi-collinearity among the predictive variables; namely, the different therapeutic alliance sub-scales. The regression model was significant [F(6, 19) = 4.471, p = 0.006] and accounted for 45.4% of the variance in the General-ABI score. The significant predictors of the regression were the Bond component according to the clients (β = 0.567, SE = 0.57, p = 0.014) and the Bond component according to the art therapists (β = −0.480, SE = 0.18, p = 0.025). That is, the assessment of the Bond component of the therapeutic alliance by the art therapists and the clients as measured at T1 explained almost half of the variance in the overall measure of the response to the artistic experience at T2.




DISCUSSION

The present study examined the associations between the therapeutic alliance and clients' responses to their artistic experiences with art materials during an art therapy simulation. The hypothesis of a positive association between the therapeutic alliance and the client's responses to artistic experiences with art materials was largely confirmed.


Preliminary Analysis–The Therapeutic Alliance

The findings indicated consistency between the art therapists' assessment and the clients' assessment of the nature of the therapeutic alliance. Similarly, literature in the field of psychotherapy has consistently reported positive correlations between therapists' ratings and clients' ratings of the alliance (Shick Tryon et al., 2007; Hawley and Garland, 2008). There were also significant differences between the first measurement and the second measurement of the therapeutic alliance, both among the art therapists and the clients, indicating that the therapeutic alliance strengthened during the simulation. This finding is consistent with studies showing that the therapeutic alliance grows stronger as therapy progresses (e.g., Goldman and Anderson, 2007; Stiles and Goldsmith, 2010). Hence, although this study was conducted during a short-term art therapy simulation, the art therapists and the clients were able to form a consistent therapeutic alliance, which both of them evaluated in a similar way, and which was strengthened from the beginning of the simulation to the end. These findings are partially consistent with psychotherapy studies (e.g., Hawley and Garland, 2008; Bucci et al., 2016), thus lending weight to the efficacy of studies conducted during treatment simulations.



Correlations Between the Therapeutic Alliance and the Clients' Response to the Artwork

In line with the hypotheses, there were significant positive correlations between the measures of the therapeutic alliance and measures of the clients' responses to the artistic experience. When the therapeutic alliance was evaluated by the clients, positive strong correlations were found between most of the alliance components, as measured at T1 and T2, and the clients' attitude toward the product, response to the process, and general score on the ABI. The more positive the therapeutic alliance as perceived by the clients, the more positive their response to the artistic experience and attitude toward the product. The art therapists' points of view with respect to the alliance in general, and the alliance Goal component were also associated with the clients' response to the artistic process and the general score for the artistic experience at T2.

These findings partially support the central assumption that there is a positive association between the art therapist-client relationship and the client-artwork relationship in art therapy. These findings are in line with another study conducted during an art therapy simulation that used the same self-report questionnaire (ABI) (Snir and Regev, 2013), which found that the higher the level of attachment security of the clients to their art therapists, the more positively they reacted to the artistic experience on most sub-scales, including feelings before the artwork, during the artwork, as well as the attitudes toward the product and the material (Corem et al., 2015).

Because this was a correlative study, no causality can be inferred from the findings. Hence, these associations may be due to a third factor affecting each of the variables, such as the clients' internal representations which could have been expressed both in relation to the art therapist (Robbins, 2001) and in relation to the artwork (Schaverien, 2000; Hilbuch et al., 2016). The results may also be explained by the theoretical assumption that the response to the artwork is an expression of the client's perception of the therapeutic relationship within which it took place. Hence, the clients may have realized over time that the art materials that helped them to express and understand themselves were part of what the art therapist could provide them when accompanying (Robbins, 2001). However, given the order in which the variables were measured in this study, where the therapeutic alliance measured at the beginning of the simulation was associated with the response to the artistic experience at the end of the simulation, it can be assumed that a stronger therapeutic alliance formed at the beginning of the simulation resulted in a more positive client response to the artwork experience at the end.

Accordingly, when taking into account all the components of the therapeutic alliance as measured on the first measurement, the Bond component, as reported by both the clients and art therapists, was found to be a significant predictor explaining 45.4% of the variance in the clients' response to the artistic experience, as measured at T2. This finding is interesting in light of the fact that the correlation tests did not identify any correlations between the art therapists' Bond component and the art therapists' reactions to the artistic process. This finding suggests that the association between the Bond component of the alliance on the part of the art therapist and the response to the artwork of the client may vary when all the components of the alliance are taken into account from the perspective of the client as well as that of the art therapist. This finding may imply that at different levels of the clients' therapeutic alliance, the association between the art therapists' perception of the Bond component and the clients' response to their artwork may be different. We were unable to conduct further analyses of the clients' therapeutic bond as a mediator, because of the small sample size, which should be explored in future studies.

The correlations between the therapeutic alliance as assessed by the clients and the art therapists as to their agreement on the goals of the simulation at T2, and the attitude toward the artistic product, showed that the attitude toward the product was a significant component of the clients' response to the artistic experience. This finding lends weight to the theoretical assumption of the importance of attitude toward the artistic product, which serves as a way to relate to the therapeutic outcome by illustrating parts of the client's inner world, which can convey significant aspects of the evolving relationship between the client and the art therapist (Hilbuch et al., 2016).



Implications for Research

The findings point to the potential association between the therapeutic alliance in particular, and the therapist-client relationship in general, and the creative space present in art therapy. This central theoretical assumption has not been investigated to date, which makes this study one of the first in the field of research. It may thus enrich theory on the relationship triangle in art therapy. The findings and the limitations of this study can be a starting point for further research on the subject.



Limitations and Suggestions for Further Research

This study was conducted on a relatively small sample of students in an art therapy simulation. Some of the data were missing, which further reduced the dataset and thus precluded more complex statistical analyses. Therefore, the findings cannot be generalized and only provide a first glance into the association between the therapeutic alliance and the response to art-making within the art therapist-client relationship. Examining the research question in the context of simulation in which there is no therapeutic goal, and less dependency than in a real-world therapeutic relationship further reduces the ability to generalize from the findings. The sample, which was not large in the first place, became even smaller in the regressions, and did not allow us to run follow-up tests. As such, the ability to further explore and generalize from the findings was constrained.

Future long-term research in the clinical field, using a larger sample and gender diversity is essential to support these claims. The fact that the study was based on self-report questionnaires, which are sensitive to social desirability and situational biases, may also limit its validity. Interviews with art therapists and clients about their experiences of art-making as part of an evolving alliance could help better understand the significance of this relationship.
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Empirical studies in the creative arts therapies (CATs; i.e., art therapy, dance/movement therapy, drama therapy, music therapy, psychodrama, and poetry/bibliotherapy) have grown rapidly in the last 10 years, documenting their positive impact on a wide range of psychological and physiological outcomes (e.g., stress, trauma, depression, anxiety, and pain). However, it remains unclear how and why the CATs have positive effects, and which therapeutic factors account for these changes. Research that specifically focuses on the therapeutic factors and/or mechanisms of change in CATs is only beginning to emerge. To gain more insight into how and why the CATs influence outcomes, we conducted a scoping review (Nstudies = 67) to pinpoint therapeutic factors specific to each CATs discipline, joint factors of CATs, and more generic common factors across all psychotherapy approaches. This review therefore provides an overview of empirical CATs studies dealing with therapeutic factors and/or mechanisms of change, and a detailed analysis of these therapeutic factors which are grouped into domains. A framework of 19 domains of CATs therapeutic factors is proposed, of which the three domains are composed solely of factors unique to the CATs: “embodiment,” “concretization,” and “symbolism and metaphors.” The terminology used in change process research is clarified, and the implications for future research, clinical practice, and CATs education are discussed.

Keywords: creative arts therapies, mechanisms of change, therapeutic factors, drama therapy, dance movement therapy, psychodrama, music therapy, art therapy


INTRODUCTION

There is growing recognition of the role played by different art forms in improving health and well-being (Clift and Camic, 2016; Fancourt and Finn, 2019; Nitzan and Orkibi, 2020; Sonke et al., 2021), whether as part of everyday life (not for health purposes but with a secondary health benefit), within arts programs designed to promote health, or within specific therapeutic interventions provided by qualified creative arts therapists in various kinds of healthcare settings. The creative arts therapies (CATs) are characterized by the clinical and evidence-informed use of the arts within a therapeutic relationship that relies on experiential and action-based interventions (De Witte et al., 2020c). In recent years it has also become apparent that, for example, in addition to cognitive-behavioral therapy (CBT), there is a clear need for more empirical evidence on the effects and applicability of therapeutic interventions rooted in the action-based approach such as CATs. Some studies on CBT have shown that behavioral activation strategies alone, such as role-play exercises, result in the same outcome as the full cognitive therapy package, especially in client populations with cognitive limitations (Cuijpers et al., 2007; Didden, 2007). This is in line with reviews from psychotherapy research, phenomenology, and cognitive science that have also reported the benefits of action- and experience-based interventions (e.g., Elliott et al., 2013; Fuchs and Koch, 2014; Koch, 2017).

Although the growing number of systematic reviews and meta-analyses of the CATs reflect the increase in individual studies examining the effects of CATs on psychological and physiological outcomes (e.g., Koch et al., 2019; De Witte et al., 2020b), little is known about which change factors of the CATs lead to or impact certain health outcomes. To better understand the CATs-related factors leading to therapeutic change in both physiological and psychological outcomes, we conducted a scoping review of published empirical studies to contribute to disseminating the existing evidence and guide future research.


The Creative Arts Therapies

The creative arts therapies (CATs) is an umbrella term covering healthcare professions in several disciplines: art therapy, dance/movement therapy, drama therapy, psychodrama, music therapy, and poetry/bibliotherapy (see Table 1). Creative arts therapists complete extensive education and clinical training in using arts-based methods and the creative processes and their outcomes to ameliorate disabilities and illnesses and optimize health and well-being within a therapeutic relationship (https://www.nccata.org/). Creative arts therapists work with clients of all ages, with individuals, dyads, families, and groups across a variety of mental healthcare, medical, rehabilitation, educational, and community settings (Orkibi, 2020). CATs scholars are currently developing the terminology and knowledge base for the unique contribution of CATs as specific fields of psychotherapy (e.g., Baker et al., 2015; Koch, 2017; Dunphy et al., 2019). Within this attempt, there is a growing need to pinpoint not only the effectiveness of the CATs, but also the in-session change processes that lead to desirable health outcomes.


Table 1. Description of each CAT discipline.
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Theoretical Assumptions and Models of Change of the CATs

To provide a theoretical background on the ways in which CATs interventions may lead to therapeutic change and positive outcomes, the leading theoretical CAT models are briefly described below. Over the last few decades, several theoretical models of change that apply to all CATs specializations have been proposed.

In 1980, Rudolf Arnheim asked: “What is it that endows the arts with the healing powers you see at work?” He specified factors such as hedonism, pleasure, symbolic communication, trying out, and integrity (Arnheim, 1980). A decade later, Blatner (1992) described the underlying therapeutic principles of all CATs as a theory of praxis, and argued that clients project their emotions and ideas into the artistic medium that function as a transitional object. Blatner (1992) also asserted that symbolization, creativity, spontaneity, playfulness, role expansion, and imagery are unique elements of CATs. Johnson (1998) introduced a psychodynamic model involving a sequential process of externalization, transformation, and re-integration to account for therapeutic action in the CATs. Karkou and Sanderson (2006) claimed that the arts in CATs are perceived as a participatory activity without the requirement for artistic quality or the need for a final artistic product; they viewed creativity, imagery, symbolism, metaphor, and non-verbal communication as important agents of therapeutic change across the CATs. Koch (2017) proposed a theoretical model of change emphasizing embodied aesthetics in the CATs in which active art-making (moving) and art-reception (being moved), occur in a cyclic process of expression and impression. Five clusters of CATs therapeutic factors were hypothesized within this model: hedonism (pleasure and play), aesthetics, symbolism (non-verbal communication), enactive transitional space, and generativity. Jones (2021) proposed the following core processes across the arts therapies: artistic projection, the triangular relationship, perspective and distance, embodiment, non-verbal experience, the playful space and the informed player, the participating artist-therapist, and the active witness.



Change Process Research

In psychotherapy research, there has been growing interest in expanding the range of studies beyond mere outcome research. Whereas, psychotherapy outcome research inquires whether or not treatment leads to change, change process research (CPR) inquires how or why psychotherapy leads to change (e.g., Ramsayer and Tschacher, 2011). In the CATs, it is important for research, practice, and education to identify factors that lead to therapeutic change and that are associated with certain outcomes; however, many research funding bodies are almost exclusively interested in outcome research and their implications for policy. The importance of studying what unfolds and what is helpful in a single session or across several sessions has long been acknowledged by leading psychotherapy researchers (Timulak, 2008; Kazdin, 2009; Elliott, 2010; Lambert, 2013; Gelo et al., 2015). CPR is crucial to the advancement of the CATs, because it can help to: (a) identify specific therapeutic factors that can account for the ways in which therapeutic change occurs, (b) improve the effectiveness of CATs interventions, (c) refine a theory of change that provides a rationale and structure for CATs interventions, and (d) develop more effective training and supervision on effective therapeutic factors that are supported by evidence (Hardy and Llewelyn, 2015).

Data in CPR can be collected from one or, preferably, several perspectives including the client, therapists, and observers; change can stem from the client, therapist, or relational processes (Elliott, 2012). Type of change may be cognitive, behavioral, emotional, and/or physiological; the locus of change may be at the individual, interpersonal, and/or community/socio-cultural levels. These somewhat artificial divisions can be helpful “as a starting point for thinking about what initial position [and theory] a particular therapy adopts regarding change” (Dallos and Vetere, 2005, p. 98).

The collection of process data is routinely done using a variety of both qualitative and quantitative methods. Elliott (2010) identified four types of CPR. The first type is qualitative helpful factors research that examines which factors (i.e., client, therapist, or relational process factors) lead to client-reported change as assessed post-session or post-treatment. The second is quantitative micro-analytic sequential process research that examines the associations between process factors themselves by coding clients' and therapists' recorded responses and interactions (e.g., how specific responses or techniques provided by the therapist are associated with client engagement or insight). This design is best suited to quantitatively testing theory of change hypotheses. The third is significant events research that examines what happens in client-identified important moments in therapy (helpful or hindering) and may involve both qualitative and quantitative data collection and analyses. The fourth type is quantitative process-outcome research, which involves measuring process variables and testing whether they relate to or influence therapeutic outcomes (see also Crits-Christoph et al., 2013; Hayes, 2013). Process variables are often labeled as therapeutic factors or change factors, as well as mechanisms of change or mechanisms of action, as described next.



From Common and Specific Factors to Mechanisms of Change in Psychotherapy Research

The literature on psychotherapy research employs terms that are used interchangeably by researchers across treatment contexts, from medicine to psychotherapy. This section aims to elucidate the range of terms and suggest definitions pertinent to CATs (see Table 2).


Table 2. Definition of terms.
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Many comparative studies have reported equivalent outcomes across diverse psychotherapies, which has been dubbed the “Dodo effect” (Rosenzweig, 1936). When all psychotherapy methods are found to have equally beneficial effects, “everyone wins the race, and all get a prize,” according to the verdict of the Dodo bird in the book Alice in Wonderland (Carroll, 1971/1865). This effect has been attributed to: (a) methodological problems (e.g., correlational design and low statistical power due to small sample size), (b) the notion that different psychotherapies may lead to comparable outcomes through different pathways, and (c) the notion that therapeutic change owes more to common factors than to specific factors in a particular psychotherapy approach (Grawe, 1997; Lambert, 2013).

Over the last few decades, psychotherapy researchers have put forward several models or taxonomies of common factors (also termed non-specific factors or universal factors), defined as “elements common to all psychotherapeutic approaches” (De Felice et al., 2019, p. 50). Reviewing these models in full is beyond the scope of this article (see Lambert, 2013; Cuijpers et al., 2019), but the common factors that are frequently reported include client involvement, client expectations of outcome and perceived treatment credibility, self-understanding, and insight, as well as the therapeutic alliance (i.e., positive client-therapist relationship). The latter is the most frequently researched common factor that can be measured by self-reports by both client and therapist (Horvath and Greenberg, 1989), as well as by observational coding (McLeod and Weisz, 2005). Essentially, common factors are a-theoretical, in that they are broad and not rooted in a specific theory of change (Wampold, 2001, 2015). Rather, they are related to client characteristics, therapist characteristics, and their interactions (Lambert, 2013). Table 3 displays a list of the main common factors in the general psychotherapy literature (e.g., Grawe, 1997; Norcross, 2011; Lambert, 2013; Wampold, 2015; Wampold and Irmel, 2015).


Table 3. Common factors of psychotherapy.
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Specific factors (also called specific ingredients) are well-specified therapeutic factors that are theorized to produce therapeutic benefits in a specific psychotherapy approach. These include, for example, interpretation in dynamic psychotherapy, emotional arousal and processing in experiential therapy, cognitive restructuring in cognitive therapy, and behavioral modification in behavioral therapy, and so forth (Crits-Christoph et al., 2013). In the study of specific factors, it is particularly important to monitor the therapist's adherence to the treatment protocol and/or to approach-specific techniques as well as the level of competence (i.e., skillfulness) in which the treatment is delivered (Wampold, 2015).

However, while some researchers proposed that at least 80% of the variance in outcomes are attributed to client or extra-therapeutic factors as well as unexplained and error variance, others have argued that this is a misconception, because common and specific factors are significantly correlated and thus cannot be considered independently (De Felice et al., 2019). For example, a technique in a specific approach (specific factor) can be helpful because there is a strong alliance between the therapist and the client or because the client has high expectation or motivation for change (common factors). Consistently, researchers were called to consider how common and specific factors can be “integrated or synthesized in a meaningful change process framework” (van der Merwe, 2020, p. 77).

Finally, the terms factors, ingredients, mediators, and mechanisms of change or mechanisms of action are used in the literature interchangeably to describe what leads to or causes therapeutic change in an outcome of interest. We view factors and ingredients as two overlapping terms, with the former being more prevalent in the psychotherapy literature and the latter in medical and pharmaceutical literature. For example, as mentioned above, psychotherapy research addresses therapeutic factors that impact a target outcome of interest, such as changes of maladaptive thoughts impact depression in cognitive therapy (Kazdin, 2009). Comparably, medical pharmaceutical research addresses active ingredients in a given medicine that has therapeutic effects on the body, such as increased levels of serotonin in the brain through antidepressant medicine based on selective serotonin reuptake inhibitors (SSRI; Preuss et al., 2020).



The Present Study

Since previous systematic reviews have mainly focused on the impact of the effects of CATs interventions on certain outcomes (e.g., Van Lith, 2016; Koch et al., 2019; Orkibi and Feniger-Schaal, 2019; De Witte et al., 2020b; Feniger-Schaal and Orkibi, 2020), it is worthwhile gaining more insights into how, why, and when CATs interventions lead to certain outcomes. The present study consists of a scoping review of the literature followed by an in-depth analysis of the therapeutic factors and mechanisms of change. The objectives of this study were: (a) to clarify key concepts and definitions, (b) to identify the evidence from empirical studies on CATs therapeutic factors and mechanisms of change, (c) to identify joint factors across the CATs disciplines, and specific factors that are unique to each CATs discipline (see Figure 2) as opposed to common factors across psychotherapies, (d) to examine how research is conducted on CATs therapeutic factors and mechanisms of change, (e) to establish a framework for future studies on CATs mechanisms of change, and (f) to identify, analyze, and discuss gaps in knowledge.




METHODS


Scoping Review Design

We conducted a scoping review to identify the therapeutic factors and mechanisms of change of the CATs reported in empirical studies. Scoping reviews are generally used to map the concepts underpinning research and the main types of evidence (Arksey and O'Malley, 2005), and thus differ from systematic reviews, which are mainly used to address more specific questions based on particular criteria of interest (Peters et al., 2015). Scoping reviews can be seen as a hypothesis-generating exercise, while systematic reviews often focus on hypothesis-testing (Tricco et al., 2016). Like systematic reviews, scoping reviews also require comprehensive and structured searches of the literature to maximize the relevant information, provide reproducible results, and decrease potential bias from flawed implementations (Sucharew and Macaluso, 2019). The results of a scoping review can provide in-depth information for further orientation, define preliminary working hypotheses, set research agendas, and identify implications for decision-making (Tricco et al., 2016; Von Elm et al., 2019). Scoping review methods are often used to bundle research results and to identify gaps as well as recommendations for further research (Munn et al., 2018). Therefore, a scoping review was the best fit for our purposes.



Expert Group

To effectively implement all the steps of this scoping review, and to guarantee the global perspective we set out to retain, we formed an international multidisciplinary expert group. This expert group consisted of 10 CATs researchers from different countries and universities. The team included researchers who are experts in art therapy (1), drama therapy and psychodrama (2), music therapy (3), dance movement therapy (3). In close consultation and discussion with each other, the experts came to a consensus on the scope and methods of this review. The first task was to agree on the definition and related terms of the key concepts “therapeutic factors” and “mechanisms of change.” Terms were extracted from literature and synthesized by three expert group members, after which working definitions were created. Terms and definitions were then discussed in the full expert group to further refine them and to reach a consensus, which finally resulted in a shortlist of potentially relevant sub-terms for each term (see Table 2 for term definitions). The second task of the expert group was to formulate appropriate inclusion and exclusion criteria for selection of the articles. The diversity in both study designs and the content of the different types of CATs interventions required an approach that, despite the formulated criteria, allowed for individual considerations with respect to each study.



Search Strategy
 
Inclusion Criteria

Multiple inclusion criteria were formulated in consultation with all the experts. First, only empirical studies (i.e., consisting of data collection methods) published in peer-reviewed scientific journals, reporting on therapeutic factors and/or mechanisms of change of CATs interventions, were included. Second, we only included articles written in English. Third, an important inclusion criterion was that the study was explicitly situated within a CATs context; in other words, for example, that the CATs intervention was provided by a certified creative arts therapist. Fourth, both quantitative and qualitative data-driven studies as well as systematic literature reviews were included; i.e., that the therapeutic factors and mechanisms of change were derived from empirical data. Case studies were included only when they were data-driven and consisted of empirical methods of data collection. Fifth, because this scoping review focused solely on psychological well-being outcomes, studies that dealt exclusively with medical or physical outcomes were excluded. Finally, no restrictions were placed on client populations so that a wide range of health conditions, gender, culture, context of adversity, and age groups (children, adults, elderly) were included.



Databases and Search Terms

Using a pre-defined search strategy, we systematically searched the literature for relevant articles. A computer-based search was conducted of the psychological and medical electronic literature databases without restriction on publication dates, including Medline, Academic Search Complete, Cochrane Library, Web of Science, Embase, Wiley Online Library, Springerlink, PubMed, PiCarta, Academic Search Premier, ScienceDirect, PsycINFO, and Google Scholar. Appropriate search terms were identified based on the findings of the expert group on how “therapeutic factors” and “mechanisms of change” and related terms were defined within the literature. The search strategy included six sets of search terms: those that (i) apply to “mechanisms of change/therapeutic factors,” are relevant to (ii) “creative arts therapies” as an umbrella term, (iii) “art therapy,” (iv) “dance movement therapy,” (v) “drama therapy” or “psychodrama,” (vi) “music therapy.” For all the searches conducted, search terms related to “mechanisms of change/therapeutic factors” were combined with terms referring to “creative arts therapies” or to one of the specific CAT disciplines. See Supplementary Materials for an exemplary search string that was used for the PsycINFO database.



Selection of the Articles

The initial search was conducted by an independent medical librarian and the first and second authors and adhered to the search criteria approved by all the co-authors. All the publications available up to January 2020 that met the inclusion criteria were uploaded to Rayyan QCRI1, which is a widely used online workspace for screening articles systematically where each screener is blind to the other screeners' selections. This resulted in a total of 4,591 publications, which were then screened in two separate selection steps. All the steps of the selection process were conducted by at least two authors, who selected the studies independently of each other. In cases of selection conflicts, a third author made the final decision. The first selection step, based on title and abstract, resulted in 1,466 publications. The selected publications were labeled according to their specific CATs discipline. In the second selection step, based on full text publications, separate Rayyan workspaces were created for each specific CATs discipline, and for the publications that consisted of more than one CATs discipline. In each workspace, publications were fully screened based on the inclusion criteria by at least two authors specialized in the particular CATs discipline. In addition to the electronic search in the online databases, 11 articles were included based on hand searches of the reference lists in the articles and consultation with experts. In total, 67 articles met all the inclusion criteria for this scoping review, as shown in Figure 1.
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FIGURE 1. Flow chart of the search.





Coding and Data Analysis
 
Coding of the Studies

To report on the possible and/or assumed therapeutic factors and mechanisms of change in the CATs studies, several characteristics of the included articles were identified and coded independently by two authors using a coding Excel sheet, and conflicts were discussed until an agreement was achieved. In terms of the study characteristics, we coded the design, the type of setting, and context of the study. First, we separated the quantitative studies from the qualitative studies, because the methodology required a different form of coding. The quantitative designs covered randomized controlled trials (RCT), clinical controlled trials (CCT, without randomization), pre-post designs (one group), systematic reviews (SR), or meta-analyses. For each of the quantitative studies, we coded the targeted outcomes, the type of measures used, and the main results. For the qualitative study designs, we coded whether the study used focus groups, interviews, clinical observations, or data from self-report measures. We also coded the research purpose and the main findings of each qualitative study. The type of setting refers to the specific context in which the study was conducted (e.g., schools, forensic psychiatry, palliative care, outpatient- or clinical care). We also coded the target group or client group involved (e.g., children/youth/adults/older adults, inmates, clients suffering from depression or anxiety, older adults suffering from dementia, etc.). We also coded in which country the study was conducted, the frequency and number of therapy sessions, and whether there were group or individual sessions. For the specific characteristics of the studies in each CATs discipline, see Supplementary Tables 1–5.



Data Analysis

The first coding step provided initial insights into the articles. Next, we specifically focused on the relationship between the intervention characteristics, therapeutic factors or mechanisms of change, and the effects or targeted outcomes reported in each of the studies. To provide more insights into which of the CATs factors were similar or different from the common factors of psychotherapy, we further analyzed each of the therapeutic factors. First, we coded the therapeutic factors as a common factor (CF) when there was a strong association with the psychotherapeutic factors compiled from the literature on psychotherapeutic common factors (see Table 3). The next step was to identify which of the therapeutic factors that remained could be regarded as a specific factor (SF); i.e., the therapeutic factor was specific to one discipline of the CATs, rather than shared by the CATs disciplines. Therapeutic factors that appeared in more than one CATs discipline, and were not CF of psychotherapy, were therefore regarded as shared factors which we coded as joint factors across the CATs (JF); see Figure 2.
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FIGURE 2. Types of therapeutic factors.


To provide insights into the relationship between all the therapeutic factors from a broader perspective, all the therapeutic factors were categorized by three members of the expert group by inductive analysis. This approach is used in many qualitative data analyses and aims to gain an understanding of meaning in complex data through the development of summary themes or categories from the raw data (e.g., Backett and Davison, 1995; Thomas, 2003). The inductive approach allows research findings to emerge from the frequent, dominant, or significant themes inherent in the raw data, without the restraints imposed by structured methodologies (Thomas, 2006). Starting with the JFs, the inductive analysis further reduced the data into several main categories and corresponding subcategories of therapeutic factors. The second step involved adding the CFs and SFs to these main categories, which resulted in splitting these categories or expanding them with new subcategories. The data analysis process was carried out in its entirety by three researchers and consisted of a continuous iterative process in which all decisions were made by consensus. After the analysis was completed, the whole process was verified by one co-author who was not actively involved in the data analysis. To finalize the results of our analysis we determined whether each domain subcategory was made up of only SFs and JFs of the CATs or only the CF of psychotherapy, or whether it consisted of a mixed therapeutic factor. For a complete overview of the steps taken concerning the data collection and analysis, see Figure 3.
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FIGURE 3. Overview of the steps of data collection and analysis.






RESULTS

Of the 67 studies included in this scoping review, 28 were quantitative, 34 were qualitative, and five used mixed methods designs. Of these, one was a theoretical review, two were narrative reviews, six were systematic reviews, and 58 were original studies that specifically addressed therapeutic factors and/or mechanisms of change in the CATs in a wide variety of contexts. In the following paragraphs, we examine the studies reviewed in each specific discipline in terms of the common factors of psychotherapy (CF), joint factors of therapeutic change across the CATs (JF), and specific factors of drama-, dance-, art-, and music-therapy (SF). Note that the findings are presented with the original wording used by the authors to describe therapeutic factors and/or mechanisms of change (see Supplementary Tables 1–5). We conclude with an overview of 19 domains of therapeutic factors that were generated by further analysis (see Table 4).


Table 4. The 19 domains of therapeutic factors in the CATs.
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Art Therapy Studies

There were 10 art therapy studies that met the inclusion criteria (see Supplementary Table 1), including two quantitative studies, six qualitative studies, and two systematic reviews.


Common Factors of Psychotherapy From AT Studies

Art therapy takes place in the safety of the studio environment (Van Lith, 2015; Abbing et al., 2018; Nolan, 2019; Bosgraaf et al., 2020) and functions in the context of a strong therapeutic alliance (Bosgraaf et al., 2020; Keidar et al., 2020). Art therapists work in the here and now (Haeyen et al., 2015) to facilitate the expression and clarification of thoughts and feelings visually (Deboys et al., 2017; Abbing et al., 2018; Czamanski-Cohen et al., 2019). Art therapy is motivating (Van Lith, 2015) and offers opportunities to deepen understanding, insight (Haeyen et al., 2015; Van Lith, 2015), and mastery in that art therapy encourages the development of cognitive and emotional skills (Haeyen et al., 2015; Van Lith, 2015; Abbing et al., 2018).



Joint Factors of CATs in AT Studies

Along with other CATs, art therapy provides a safe and structured pathway for playful, creative experimentation and self-awareness (Deboys et al., 2017; Gabel and Robb, 2017; Abbing et al., 2018; Nolan, 2019). Art therapy, like all CATs, modulates one's sense of time and space; art therapy promotes relaxation and a flow state (Abbing et al., 2018). Individuals and groups benefit from the opportunity to learn and practice artistic skills and forms of visual self-expression (Van Lith, 2015; Bosgraaf et al., 2020). The art-making process helps individuals and groups symbolize and externalize experiences that are not easily verbalized and concretize internal conflicts to facilitate perspective-taking and reflection (Deboys et al., 2017; Gabel and Robb, 2017; Abbing et al., 2018; Czamanski-Cohen et al., 2019; Bosgraaf et al., 2020). This non-verbal expression enables emotional elicitation and processing (Haeyen et al., 2015; Gabel and Robb, 2017).



Specific Factors of AT

The tactile quality of art (Abbing et al., 2018) and the choice of appropriate and specific art materials (Haeyen et al., 2015; Bosgraaf et al., 2020) contribute to reducing anxiety and enhancing self-concept. Researchers observe transference during art-making and the artistic product (Hilbuch et al., 2016) as well as the specific potency of art-making in promoting perspective taking and self-awareness. Visual self-expression and the creation of a visual narrative were demonstrated to enhance self-concept, self-esteem and promote emotion regulation (Bosgraaf et al., 2020).




Dance Movement Therapy Studies

In DMT, 13 studies met the inclusion criteria (see Supplementary Table 2). Seven were quantitative studies, and five were qualitative studies, and one a narrative review.


Common Factors of Psychotherapy From DMT Studies

As expected, relational components were important therapeutic factors in DMT studies and were shared across other forms of psychotherapy. The therapeutic alliance (Shim et al., 2017) in one-to-one work and connecting with others (Shim et al., 2017, 2019) in groups were clearly present. Along with external connections, creating connections with one's self was also found to be an important agent of change (Shim et al., 2017, 2019), and finding one's inner balance was presented as another internal therapeutic factor (Mannheim et al., 2013). The DMT studies also highlighted the value of stress reduction (Ho et al., 2018), release and relief through expressing and actualizing emotions (Chyle et al., 2020), but also expanding, regulating, and processing emotions. For example, studies referred to the broadening and building affect, enhancing emotional well-being (Shim et al., 2019), regulating and ultimately transforming emotions (Chyle et al., 2020). Perceiving one's own emotions and blockages (Chyle et al., 2020), along with processes such as reframing (Shim et al., 2017, 2019) or mentalization (Shuper-Engelhard et al., 2019) were all thought to impact therapeutic change. As in other types of psychotherapy, enabling clients to remember important things (Chyle et al., 2020) and facing deeper issues in their past (Winther and Stelter, 2008) was reported to be therapeutic. Finally, the need for a safe environment was seen as an essential requirement for any type of therapy, and more so in DMT where the body and movement may elicit feelings of vulnerability. Creating a safe place was also reported as an important common factor of change within therapy (Shuper-Engelhard et al., 2019).



Joint Factors of CATs in DMT Studies

Common factors in DMT that were present across all the CATs included the discipline's capacity to engage clients in artistic activity and in this case, in movement, through mobilization (Shim et al., 2017, 2019; Chyle et al., 2020). Studies acknowledged that engagement with movement can provide pleasure (Mannheim et al., 2013), similar to artistic pleasure derived from engaging with other art forms. Some found that aesthetics were also linked to therapeutic change as well as the client's experience of beauty (Koch et al., 2016) is key. As is the case for other CATs, creativity and letting go of control (losing control according to Chyle et al., 2020) were regarded as an important first step that can allow for experimentation (designing of model situations and testing alternative behavior, Chyle et al., 2020) and for symbolic work to take place (shifting between the symbolic and the knowing realms, Ellis, 2001). DMT increases brain connectivity (Ventouras et al., 2015), and supports concretization, another important therapeutic process shared across CATs; in DMT this takes place through the direct use of the body and through the therapeutic factor of self-display (Chyle et al., 2020). The re-enactment of biographical or dynamic themes was another therapeutic factor under concretization (Chyle et al., 2020). The ways in which movement experiences are structured within sessions were also viewed as key, since they allow for participation in ritualized processes and the progressive release of emotions (Chyle et al., 2020); thus, supporting the expression of emotions in a safe way.



Specific Factors of DMT

Embodiment is an important factor of change in DMT practice. Experiencing the body (Chyle et al., 2020) and body awareness (Mannheim et al., 2013; Shim, 2015) are regarded as an important agent of change. Similarly, although verbalizations are not excluded, the non-verbal nature of DMT allows for discharge of energy and release of tension (Mannheim et al., 2013), expressivity in movement (Shim, 2015) and non-verbal disclosure (Chyle et al., 2020). This engagement with movement can communicate unconscious processes in the form of movement metaphors (Ellis, 2001) and support insight by relying on bodily sensations as a source of information (Chyle et al., 2020). It can also support the development of artistic skills such as connecting movement and language with one another or learning and practicing motion sequences (Chyle et al., 2020). Artistic agency is also facilitated and can be evident in the ways in which one moves. Koch et al. (2007), for example, showed that the jumping rhythm is presented as an important agent of change in clients with depression. Finally, the therapeutic alliance is encouraged through kinesthetic empathy in the form of mirroring (Shuper-Engelhard et al., 2019), dialogue in the form of movement interactions and synchrony in the form of movement synchronicity (Chyle et al., 2020).




Drama Therapy and Psychodrama Studies

There were 13 drama therapy and psychodrama studies that met the inclusion criteria (see Supplementary Table 3). Of these, there were eight quantitative studies, two mixed method studies, one qualitative study, a systematic review, and a survey.


Common Factors of Psychotherapy From DT/PD Studies

Drama therapy and psychodrama employ common factors of psychotherapy such as the importance of establishing a safe environment and the value of a positive therapeutic alliance (Cassidy et al., 2014; Orkibi et al., 2017a). Drama therapists and psychodramatists employ techniques that facilitate experiencing in therapy, to develop a felt awareness (Armstrong et al., 2016). Drama therapy and psychodrama promote a sense of agency and empowerment (Bucută et al., 2018), hope and optimism (Bucută et al., 2018), reflection (Cassidy et al., 2017), self-awareness and insight (Bucută et al., 2018; Testoni et al., 2018) and facilitate emotional release and relief (Bucută et al., 2018). Four psychodrama studies examined the transformative potential of group processes, such as Yalom's common factors for group therapy, with a specific emphasis on catharsis (emotional release), insight, self-understanding, interpersonal learning, and the reciprocal process of giving and receiving support (Yalom, 1983, 1995; Kellermann, 1985, 1987; Oezbay et al., 1993; Kim, 2003; Testoni et al., 2018). Two studies dealt with the ways in which the observed changes were related to non-specific and productive in-session client behaviors such as cognitive, behavioral, and emotional exploration (Orkibi et al., 2017a,b) and one study highlighted the catalytic function of working in the here and now (Cassidy et al., 2014).



Joint Factors of CATs in DT/PD Studies

Drama therapy and psychodrama, like all CATs, elicit active involvement (Cassidy et al., 2014) within an embodied artistic process in which both verbal and non-verbal expressions are possible (Cassidy et al., 2017). Like other CATs, drama therapists and psychodramatists offer intrinsically pleasurable and playful (Orkibi et al., 2014) activities that promote a sense of agency in that participants experience control and choice, and creative experimentation where clients are invited to practice their spontaneity and try out new ways of being (Orkibi et al., 2014; Cassidy et al., 2017). Drama therapists and psychodramatists, like other CATs, employ concretization, the process of rendering internal experience visible and tangible, which further enables perspective-taking and insight (Cassidy et al., 2017). Witnessing, a reflective process common to all CATs, was also highlighted in one study (Orkibi et al., 2014).



Specific Factors of DT/PD

Drama therapists and psychodramatists facilitate change through active engagement with and within dramatic or surplus reality (Cassidy et al., 2014; Orkibi et al., 2014, 2017a). Emotional regulation and reflection are facilitated by working at a safe distance within or outside the drama (Cassidy et al., 2017). Drama therapists and psychodramatists encourage understanding, self-awareness, perspective, and empathy through doubling (Goldstein, 1971), role-reconstruction (Bucută et al., 2018), encounter, and role-reversal (Orkibi et al., 2014; Testoni et al., 2018). In addition, dramatic embodiment and dramatic projection were identified as two specific factors contributing to client experiencing a felt awareness, which facilitates change (Armstrong et al., 2016).




Music Therapy Studies

There were 24 music therapy studies that met the inclusion criteria (see Supplementary Table 4). Of these, eight were quantitative studies, 11 were qualitative studies, three were systematic reviews, and one was a theoretical review.


Common Factors of Psychotherapy From MT Studies

The common psychotherapy factors in music therapy include working in the here and now (Ansdell et al., 2010; Carr et al., 2012) within a positive therapeutic alliance (Bonde, 2005; Kellet et al., 2019) in a safe, predictable environment (Robb, 2000; De Witte et al., 2020c). Several studies emphasized the importance of group processes such as group cohesiveness (Goldberg et al., 1988; Waldon, 2001; Ahonen-Eerikäinen et al., 2007; Carr et al., 2012; Dalton and Krout, 2015; Bibb and McFerran, 2018; De Witte et al., 2020a), feelings of togetherness and bonding (De Witte et al., 2020b), altruism (Gardstrom et al., 2017), validating feedback by others, and interpersonal learning (Goldberg et al., 1988; Gardstrom et al., 2017). Participants in music therapy experience a sense of personal connection (Rolvsjord, 2010; Dalton and Krout, 2015), pro-social skills (Warth et al., 2016), meaning (McDermott et al., 2013; Baker et al., 2015), agency (Ahonen-Eerikäinen et al., 2007; Potvin et al., 2018), motivation (Dalton and Krout, 2015; Gardstrom et al., 2017; Millet and Gooding, 2017), and emotional release and relief (Gardstrom et al., 2017). Client in-session behavior factors of involvement and engagement were represented in all studies.



Joint Factors of CATs in MT Studies

Music therapy, like all CATs, actively engages participants (Landis-Shack et al., 2017; Millet and Gooding, 2017) in a creative process (Rolvsjord, 2010) where verbal, symbolic (Bonde, 2005; Short et al., 2009; Baker et al., 2015; Bibb and McFerran, 2018), and non-verbal expression are possible (Ansdell et al., 2010). Music therapy heightens participants' sense of artistic agency (Potvin et al., 2018) and promotes emotional release and relief through deep relaxation (Short et al., 2009). Like all CATs, music therapy promotes well-being because it is intrinsically enjoyable (Ahonen-Eerikäinen et al., 2007; Gardstrom et al., 2017), and because it modulates one's sense of time and space, by bringing one into a state of flow (Baker et al., 2015) or as a distraction from stress-inducing thoughts (Porter et al., 2017).



Specific Factors of MT

The specific therapeutic factors in music therapy include the physical act of music making (Landis-Shack et al., 2017) and the safe and structuring (Robb, 2000) nature of music itself including the use of tone, tempo, and alternating rhythms (Ansdell et al., 2010; De Witte et al., 2020a,b,c). Music therapy enhances therapeutic alliance and group processes through playful (Passiali, 2012; Porter et al., 2017) musical interactions (Passiali, 2012; Bibb and McFerran, 2018), shared musical experiences (Porter et al., 2017), musical attunement (McDermott et al., 2013), musical synchronicity (Potvin et al., 2018), and musical dialogue (Kellet et al., 2019). Music therapy triggers or activates memories (McDermott et al., 2013; Porter et al., 2017; Bibb and McFerran, 2018) which, together with intervention choices and musical cues facilitate coping and emotion regulation (Robb, 2000; Baker et al., 2015; Landis-Shack et al., 2017).




Studies With More Than One CATs Discipline

Seven studies with a number of CATs disciplines met the inclusion criteria (see Supplementary Table 5). Of these, there were two quantitative studies, two qualitative studies, and three reviews. As these are integrated studies, only the CF of psychotherapy and the JF across CATs are reported below.


Common Factors of Psychotherapy From Studies of CATs

These studies confirmed the impact of several common factors of change in psychotherapy beginning with the therapeutic alliance (Heynen et al., 2017). Their orientations differ in that some work in the here and now (Flanagan, 2004; Parsons et al., 2020), while others focus on past events (Parsons et al., 2020), creative arts therapists tailor the therapeutic goals to meet individual and group needs, facilitate fundamental relational skills and features, and promote supportive relationships (Heynen et al., 2017; Kalaf and Plante, 2019; Parsons et al., 2020). CATs take place in a liberating environment characterized by trust and safety (Chiang et al., 2019), in which clients can experience a sense of agency and skill with regard to processing and communicating emotions and forming connections with others (Dunphy et al., 2019; Kalaf and Plante, 2019). Creative arts therapists facilitate self-awareness and opportunities for meaning-making (Flanagan, 2004; Kalaf and Plante, 2019).



Joint Factors of CATs

These studies revealed that the CATs actively engage (Parsons et al., 2020) participants in artistic therapeutic activity and offer multiple options for verbal and non-verbal expression through symbolism and metaphor (Flanagan, 2004; Schiltz, 2014; Chiang et al., 2019; Dunphy et al., 2019). The CATs facilitate concretization, to make visible internal conflicts, which enables perspective-taking (Schiltz, 2014; Kalaf and Plante, 2019). In addition, participants experience a sense of creativity, artistic pleasure, and achievement as they develop artistic skills (Chiang et al., 2019; Dunphy et al., 2019; Parsons et al., 2020).




Domains of Therapeutic Factors Across CATs Studies

Table 4 presents the 19 domains of therapeutic factors across the CATs that were generated by further analysis. Note that these domains are not mutually exclusive and some are interrelated. The left column in Table 4 indicates therapeutic factors that are unique to the CATs; i.e., SF relevant to one CATs disciplines (e.g., MT-SF) and JF identified across the CATs. The middle column lists the mixed therapeutic factors; i.e., those that are SF, JF, and CF across psychotherapies (e.g., DT/PD-CF). The right column only consists of CF across psychotherapies.




DISCUSSION

The therapeutic factors identified in the 67 studies converged to 19 domains. We distinguished the CF of psychotherapy from the JF of CATs and identified the SF of each CATs discipline.


Domains of Therapeutic Factors Unique to CATs Research

Of the 19 domains of therapeutic factors, three appeared to be unique to the CATs because they consisted of only SFs and JFs: embodiment, concretization, symbolism, and metaphors. In embodiment, getting in touch with the body and achieving body awareness lead to a fuller experience of the body. The physicality of the body-mind music/art making connection with the arts in the form of the sensory quality of the materials, enactment, and the physical act of artistic creation were designated as important therapeutic factors across the CATs (Koch, 2017; Lange et al., 2018).

Concretization refers to changing an abstract content or statement into a tangible form that can be physically perceived, experienced, and related to. Concretization constitutes a core element in what Blatner (1992) termed the “dynamics of change,” and further clarified that “creating something visible, audio, re-enacting an event or reconstructing a role permits reflection and ultimately, insight and new perspectives” (p. 409). It was mentioned across the CATs mainly because they involve shaping abstract content or experiences into a tangible form. This specific therapeutic factor warrants further empirical investigation (in drama see, Kushnir and Orkibi, 2021).

Relatedly, the CATs involve the projection and expression of internal and often unconscious material into visual, embodied, musical, and enacted forms. Symbolism allows clients to explore difficult material, experience transference and create links between known and unknown realms (Ellis, 2001; Short et al., 2009; Gabel and Robb, 2017). Imagery and metaphors are processes closely linked with the capacity to symbolize and operate as therapeutic factors in CATs contexts (Flanagan, 2004). These factors were pinpointed by Karkou and Sanderson (2006) and align with how Blatner (1992) described the underlying principle and unique function of the arts as transitional objects that allow for the projection of emotions and ideas onto the art medium. Symbolism as a JF also aligns with Johnson's (1998) explanation of therapeutic action, where “inner states are externalized or projected into the arts media, transformed in health-promoting ways and then re-internalized by the client” (p. 85).

In addition to the domains that consist solely of SFs and JFs, we identified 14 domains consisting of mixed-type factors (both SF/JF of CATs and CF of psychotherapy), six of which we discuss in more detail, because they reflect the integration of CF with arts-related processes. For example, the domain of agency is closely related to motivation, self-efficacy, and a sense of vitality/vitalization. While not the primary purpose of the CATs, participants often derive a sense of competence and accomplishment related to having artistic choices, or “artistic agency;” for example, when singing in harmony (Ansdell et al., 2010), making smooth movement transitions (Koch, 2014), performing their story (Bucută et al., 2018), or developing the visual art technique of shading (Bosgraaf et al., 2020).

The active engagement through the arts in CATs gives clients the opportunity to experience interpersonal communication through non-verbal attunement in music, mirroring in movement, and role-playing in drama. It is often the case that therapists and clients are equally active in the artistic process and may experience an arts-based synchronicity specific to CATs, which is another therapeutic factor (Ramsayer and Tschacher, 2011; Feniger-Schaal et al., 2018). Engagement via the arts has also been referred to as relational aesthetics; namely, “the overlapping triangular relationship between group members, artworks, and leaders in which the art serves as a medium for visual/non-verbal and verbal feedback” (Gabel and Robb, 2017, p. 129). The findings reveal an interplay between certain senses, imagination, and active creation with the art form (Barak and Stebbins, 2017).

Creativity includes being open to new and more adaptive possibilities (Orkibi, 2021), through active play-like exploration, self-expression, testing and trying out new ways of being. This finding is important within the integrated CATs approaches, because the shift from one art medium to another promotes different perspectives, and opens up different artistic pathways to therapeutic goals (Ram-Vlasov and Orkibi, 2021). In their summary of CATs definitions, Karkou and Sanderson (2006) highlighted creativity as one of several key therapeutic agents of change.

Artistic pleasure (Rylatt, 2012) is another JF identified in the data. The unique engagement in the process of CATs may afford participants joyful and pleasant experiences that can instill hope and optimism (Azoulay and Orkibi, 2015; Orkibi, 2019). Playfulness is an important component of this process, which may be enhanced by movement and dance, spontaneous improvisation and role-play, the use of art materials, and/or playing instruments in a safe and nonjudgmental space. The experience of beauty is also included in this domain as a potential source of pleasure (Mannheim et al., 2013; Koch, 2017).

Modulating time and space reflects being able to work in the here-and-now as well as at times in the there-and-then, thus enabling clients to transcend the limitations of time and place within a creative space that facilitates the potential for change and growth using imagination (Moreno, 1965; Winnicott, 1980; Pendzik, 2006). Some CATs scholars connect this with the state of flow (Baker et al., 2015; Abbing et al., 2018), while others refer to the ability of the arts and arts-making to act as a temporary distraction from illness (Flanagan, 2004; Porter et al., 2017), which possibly has to do with the expression of the multiple pathways in which the mind-body connection occurs in CATs contexts.

Non-verbal expression allows clients to externalize all internal experiences, especially with regards to challenging features, and to articulate them in words or by other visual, audio or kinesthetic means (Kaimal et al., 2017; Smith et al., 2017; Lauffenberger, 2020).

Overall, the results provided insights into the role and function of the specific and joint factors in CATs such as embodiment, concretization, symbolism, and metaphors. The results also identified mixed therapeutic factors (Koch, 2014; Wiedenhofer and Koch, 2017; De Witte et al., 2020b), involving the reinforcement of common psychotherapy factors. However, these instances are also connected to intra- and inter-artistic factors within and between each discipline. This underscores the importance of connecting these mixed CAT therapeutic factors and how they reflect more recent CAT change models such as Jones (2007, 2021) and Koch (2017).



Specific Factors of Each CATs Discipline
 
Art Therapy

The findings showed that specific factors are related to artwork and art-making such as promoting positive therapeutic change by seeing one's own emotions through the artwork, eliciting a “visual narrative of life” and “portraying the feelings of past/future” (Haeyen et al., 2015; Hilbuch et al., 2016; Bosgraaf et al., 2020). The artwork, in this way, becomes a tangible and concrete agent that facilitates perspective taking, motivates self-reflection and self-awareness, and further promotes understanding during the therapeutic process (Abbing et al., 2018; Bosgraaf et al., 2020). This finding aligns with the recent Adaptive Response Theory art therapy framework, which situates art-making as well as the art product as distinct elements that enable clients to shift from maladaptive to adaptive responses through the interpersonal and intrapersonal understanding that occurs in the session (Kaimal, 2019).

Another important domain of specific factors in art therapy is interaction and engagement through the physicality of the various art materials. Discovering materials and possibilities with art media (Haeyen et al., 2015) have been associated with a sense of mastery, embodied imagination, and artistic agency. The tactile quality of the art media (Abbing et al., 2018) and the use of specific art materials and techniques (Bosgraaf et al., 2020) facilitates exploration and creative engagement during the art therapy process. This is consistent with the theoretical model of engagement with the art media at various kinesthetic/sensory, perceptual/affective, and cognitive/symbolic levels that are all linked at the creative level (Lusebrink et al., 2013). However, the specific mechanisms by which the different dimensions of the artistic medium facilitate various levels of engagement deserve further theorization and empirical investigation.



Dance Movement Therapy

The non-verbal nature of DMT is considered an important therapeutic factor (Mannheim et al., 2013; Shim, 2015; Chyle et al., 2020). As the definition of the discipline suggests (Karkou and Sanderson, 2006), attention to the body and movement allows for body-mind connections and for holistic attention to therapeutic change. Similarly, embodiment, in the form of experiencing the body (Chyle et al., 2020) and body awareness (Mannheim et al., 2013; Shim, 2015), is an important factor of change in the DMT studies included here. This finding echoes theoretical discussions on embodiment in the discipline (Koch and Fuchs, 2011; Fuchs and Koch, 2014; Payne et al., 2019) as well as applications of these ideas to clinical practice (Sandel et al., 1993; Pallaro, 2007) and research (Meekums et al., 2015; Pylvänäinen et al., 2015; Pylvänäinen, 2018; Karkou et al., 2019). Mary Whitehouse (Pallaro, 2007) for example, one of the early pioneers of DMT in the USA, and a Jungian analyst, highlighted the value of heightening sensorial messages as a way to provide information in the here-and-now, but also as a way to allow one to delve into the depth of one's inner world and past history. Similarly, Ellis' (2001) discussion of movement metaphors refers directly to revealing unconscious processes, and Chyle et al's (2020) references to bodily sensations are regarded as supporting insight. Both findings echo influences of Jungian thinking and depth psychology in DMT practice and support arguments that the discipline is a form of creative psychotherapy where movement metaphors play a central role (e.g., Meekums, 2002).

Influences from movement analysis systems and movement-based practices such as Laban (McCaw, 2012) and Kestenberg Amighi et al. (2018) can also be identified in the specific DMT factors. Chyle et al. (2020), for example, noted the development of artistic skills including connecting movement with language and learning certain movement sequences, while Koch et al. (2007) explored the role of the jumping rhythm for developing artistic and general agency as described by Kestenberg Amighi et al. (2018).

Finally, mirroring (Shuper-Engelhard et al., 2019), movement interactions and movement synchronicity (Chyle et al., 2020) all emerged as important therapeutic factors. The development of the therapeutic alliance, dialogue and synchrony are part of the fabric of DMT practice, and were strongly advocated by Marian Chace and her students and explicitly flagged up by Schmais (1985) in one of the first texts on therapeutic factors written in the discipline. Schmais (1985), in this seminal text, talked about healing processes in DMT, translating Yalom's therapeutic factors in verbal psychotherapy groups into DMT group practice. The assumption that these are important and unique ingredients of DMT that are responsible for therapeutic change remains largely the same. Conversely, the contemporary literature translates practice-based theorization into empirical investigations, as evidenced by the DMT publications included in this review.



Drama Therapy and Psychodrama

Overall, we identified more PD than DT specific factors. Beyond the fact that there were more PD than DT studies included in this review, PD is more structured and unified than DT in terms of both theory and practice (Kedem-Tahar and Kellermann, 1996). Therefore, the therapeutic factors in PD are relatively well-defined and are often quantitatively measured through observational ratings or self-reports. As such, they lend themselves more readily to consistent operationalization and empirical investigation. For instance, doubling and role reversal are well-defined PD techniques, while encounter, role-reconstruction, and catharsis are well-defined key factors in the PD theory of change (Moreno, 1972/1994; Blatner, 2000; Orkibi, 2019). PD therapeutic factors that call for further empirical investigation include spontaneity and creativity, concretization, act hunger, act fulfillment, and action insight, to name a few.

In contrast, the DT therapeutic factors of dramatic projection and embodiment, which were identified in qualitative studies, need further operationalization before they can be quantitatively measured in future change process or process-outcome studies. For example, Jones (2007) suggested the following eight core processes that apply to all DT approaches and reflect in-session drama and theater therapeutic processes: dramatic projection, drama therapeutic empathy and distancing, role-playing and personification, interactive audience and witnessing, embodiment, playing, the life-drama connection, and transformation (pp. 99–129). Finally, further operationalization of Landy's (1997) concept of aesthetic distance may provide a discipline-specific conceptualization for clients' levels of emotional involvement in a DT session that may be associated with a range of meaningful psychological outcomes such as emotion regulation.



Music Therapy

The findings show that specific factors related to the musical dialogue, such as “shared musical experiences” or “musical interactions,” are very often associated with positive therapeutic change. This suggests that the therapeutic relationship itself is formed in the music. By offering a solid musical frame, any musical expression produced by the client can be musically encouraged and responded to in a musical dialogue (Nordoff and Robbins, 1966; Aigen, 2005; MacDonald et al., 2013). The 64 musical improvisation techniques developed by Bruscia (1987) based on using the unique qualities of music to establish/influence the musical dialogue, are still the basis of music therapy training all over the world. However, since musical dialogue contains so many different components and working processes, both inside and outside the music, it is strongly recommended to conduct further research into related therapeutic factors, for example through micro-analysis of a short segment of a session (Lee, 2000; Wosch and Wigram, 2007).

Another important domain of specific factors in music therapy associated with a wide range of positive outcomes (e.g., reduction of stress, arousal, anxiety), concerns the structuring nature of music, which were referred to in the studies as “repetitive rhythms,” “tempo of the music,” and “musical simplicity.” Neurological evidence shows that music with a slow and steady rhythm can provide relaxation and calm by altering autonomic body rhythms such as heart rate (e.g., Thaut et al., 1999, 2015; Bernardi et al., 2006; Thaut and Hoemberg, 2014; Koelsch, 2015). This is in line with two recent meta-analyses which reported positive correlations between a slow, steady music tempo and stress/anxiety reduction (De Witte et al., 2020a,b). However, most of these studies used pre-recorded music and music tempo was usually not measured during a music therapy session using improvised live music. Therefore, we recommend further investigation of music tempo as a specific therapeutic factor within active music therapy interventions, as related to psychophysiological and psychological outcomes.




Implications for Clinical Practice and Education

While there is literature on CATs education in each discipline, there is much less on joint CATs pedagogy. The 19 domains that emerged from the CATs literature can contribute to closing this gap. These 19 domains build upon the state of the art in terms of the role and function of the arts and arts-based learning in CATs (Landy et al., 2005, 2012; Gerber, 2006; Deaver, 2012; Young, 2012; Hahna, 2013; Knight and Matney, 2014; Butler, 2015, 2017a,b; Gaines et al., 2015; Demaine, 2016). There has also been a small although growing dialogue on CATs online and distance learning pedagogy where our results can also inform teaching practices. This is particularly true regarding closer connections between joint CATs factors and their impacts on clinical skills such as intentionality, presence, and evaluation in distance-learning contexts (Vega and Keith, 2012; LaGasse and Hickle, 2015; Beardall et al., 2016; Blanc, 2018; Sajnani et al., 2019, 2020; Pilgrim et al., 2020). Some studies can contribute directly to pedagogy in areas such as the student experience and student development (Orkibi et al., 2021), curricular and program development (Moon, 2003), field training approaches and models (Fish, 2008; Landy et al., 2012; Orkibi, 2012) and program evaluation and assessment protocols (Julliard et al., 2000; Cruz, 2013). For example, CATs educators can associate the change process to certain CATs models, such as the five domains of change (Koch, 2017) and the Expressive Therapies Continuum (Lusebrink et al., 2013). This way of conceptualizing CATs education may provide new teaching and learning perspectives where CATs education can occur within shared CATs frameworks.

The 19 domains can also constitute a common language for clinical training. This includes connections to the local and global CATs community and its cross-cultural implications for teaching and learning. Current areas of global concern are the field's cultural responses to health issues and health crises (Harvey et al., 2020), and the psycho-physiological impacts of illness (Czamanski-Cohen et al., 2020). Understanding the impact and effect of common CATs and specific factors in CATs can provide advanced training tools for educators to tailor interventions in specific cultural contexts. Further advances in inclusive clinical CATs program site development for schools (Hannigan et al., 2019) is also a current concern. Such considerations for programs reimagine the role and function of other joint CATs factors such as creativity and emotions in curriculum planning, community mental health, and student wellness (Quinlan et al., 2016; Hannigan et al., 2019). Finally, the results capture the unique characteristics of CATs and contribute toward enhancing ongoing dialogues on pedagogical frameworks in education and leadership in CAT (Kaimal et al., 2017).



Implications for Future Research
 
Terminology and Theory

This scoping review underscores the complexity of studying therapeutic factors. Overall, there is a need for a more unified vocabulary and a greater specificity in conceptualizing and operationalizing therapeutic factors in CATs. One necessary starting point is a shared terminology (i.e., Table 2) used in an accurate, systematic, and consistent way by the CATs research community. Shared definitions help recognize and minimize redundancy, confusion, and contraindications. For example, in some studies referring to a measured outcome variable (e.g., enhanced self-concept, emotion regulation, empowerment, stress) as a therapeutic factor is questionable given the fact that such variables are more often than not defined in the psychology and psychotherapy literature as outcomes rather than therapeutic factors. Nevertheless, a compelling theoretical argument for conceptualizing such outcome variables as therapeutic factors was also often found to be lacking.

In line with Kazdin (2007, 2009), it is crucial to use theory as a guide to explain how a therapeutic factor operates across CATs and in a given discipline. A theory can be studied bottom-up (by exploratory qualitative or quantitative data) and/or top-down (by an existing theory of change). For example, Blatner (1992) described the underlying therapeutic principles of all CATs and Johnson (1998) introduced a psychodynamic model that explains CATs' therapeutic action. More recently, Koch (2017) suggested the framework of embodied aesthetics as a model for specific mechanisms in CATs. There are also discipline-specific models of therapeutic factors; for example, in drama therapy (Jones, 2007), psychodrama (Kushnir and Orkibi, 2021), art therapy (Czamanski-Cohen and Weihs, 2016; Kaimal, 2019), dance movement therapy (Koch and Fischman, 2011; Imus, 2021), and music therapy (Baker and Roth, 2004; Grocke, 2019).



Methodological Implications and Recommendations

To examine how change occurs, psychotherapy researchers often look at mediators, but this line of studies is generally lacking in CATs studies and therefore calls for further discussion here. A mediator (M) is an intervening variable that is theorized to account for the causal statistical relationship between two variables, such that X causes M which in turn causes Y (see Figure 4A). In psychotherapy research, a mediator is situated between the intervention (independent variable, X) and the outcome (dependent variable, Y) (Kazdin, 2009). For example, a psychodrama intervention (X) may increase perspective taking (Y) through role reversal (M). It is possible to examine a more complex theory of change that has parallel mediators or a chain of sequential mediators in a single statistical model, as illustrated in Figures 4B,C (see also Hayes, 2013). Thus, we propose reserving the term mediator or mediating variable for the statistical relationship between variables, in the context of statistical mediation analysis.


[image: Figure 4]
FIGURE 4. Types of Meditation and Moderation Models. (A) Simple mediation. (B) Parallel mediation. (C). Sequential mediation. (D) Moderation. X = independent variable (mostly the form of therapy or intervention), M = Mediator (the change factor operationalized into a mediator), Y = dependent variable/outcome (e.g., well-being), Mod = Moderator (for additional mediation and moderation models see Hayes, 2013).


However, “mediation does not equal mechanism” (Nock, 2007, p. 5S), because isolating a mediator does not itself explain how treatment leads to change. Kazdin (2009) noted that while the study of mediation is the first step in understanding how therapy works, “mechanism refers to a greater level of specificity than a mediator and reflects the steps or processes through which therapy (or some independent variable) actually unfolds and produces the change” (p. 419). Proposing a mechanism of change is first and foremost a theoretical task that should reflect the theory of change posited by the researcher. This includes a causal sequence of “events” (or mediators in quantitative mediation analysis) that reflect how the change occurred. To illustrate, a strong client-therapist alliance (a common change factor serving here as an independent variable), may lead to more dramatic engagement in drama (a specific change factor, M1) that in turn leads to more action insight (another specific change factor, M2), which enhances self-understanding (a common change factor, M3), and consequently to behavioral change (the dependent variable). This example illustrates a causal process (i.e., sequential chain of variables) reflecting one possible mechanism of change in psychodrama that involves both common and specific factors. Note that the independent variable can also be the intervention (e.g., psychodrama vs. CBT) such that the treatment variable precedes the alliance. Mediators should be clearly articulated in the theoretical model upon which the treatment is based in order to establish “treatment differentiation” that clarifies the essential factors by which a given intervention differs from a comparison or control group (Ang et al., 2018). Creative self-efficacy is a particularly relevant construct that offers promising avenues for future CATs research on mechanisms, because it has been recently associated with creative adaptability and well-being indicators (Orkibi, 2021).

A moderator is a construct external to the treatment that influences the direction or magnitude of the relationship between the treatment and outcome (see Figure 4D). Hypothesizing moderators can clarify when or for whom therapy leads to change, because moderators are often client or therapist characteristics (e.g., gender, ethnicity, years of practice, temperament) or the treatment delivery format (e.g., individual vs. group; in-person vs. online) and dose (e.g., once vs. twice a week) (Kazdin, 2009). It is noteworthy that in some cases “a given variable may function as either a moderator or a mediator, depending on the theory being tested” (Frazier et al., 2004, p. 116). More complex statistical analyses can examine a moderated mediation model in which “the effect of X on Y through M is moderated by or conditioned on one or more variables” (Hayes, 2013, p. xi). In other words, the mediation “operates to varying degrees (or not at all) for certain people or in certain contexts” (Hayes, 2013, p. 432). In a mediated moderation model, “the interaction between two variables affects a mediator, which then affects a dependent variable” (Morgan-Lopez and MacKinnon, 2006, p. 77). However, it has been claimed that the latter model “rarely has a meaningful substantive interpretation” and thus should be avoided (see Hayes, 2013).

Note that while qualitative research does not involve statistical analysis of possible causal relationships between variables, empirical qualitative research draws on participants' and/or the therapists' self-reports of their treatment experiences to describe possible therapeutic factors, or more detailed mechanisms of change, and vice-versa. Relatedly, labeling the therapeutic factors identified in a qualitative study as mediators should be avoided, since this term is conventionally used in the context of quantitative statistical analysis.

We call on CATs researchers to include two or more measures of candidate mediators in quantitative treatment studies in order to identify which mediator makes a greater contribution to the outcome. Mediators may be related to the therapist, the client, the interaction, and/or the group. However, to demonstrate a causal timeline (i.e., temporal sequence) it is important to assess both the mediator and the outcome (preferably in multiple occasions across the treatment), “to ensure the mediator has, in fact, changed before the outcome” (Kazdin, 2009, p. 424). Both control studies (in a laboratory) and naturalistic studies (in a real-world setting) are valuable to identify mediators and therapeutic factors. In controlled studies, the direct experimental manipulation of a proposed mediator can provide evidence that the change in the outcome is a function of the levels of the manipulated mediator (e.g., a group with low vs. a group with high dramatic engagement). Naturalistic studies can be useful as well for generating and testing hypotheses about therapeutic factors in treatments delivered in the field (Kazdin, 2009). The conditions under which a therapeutic factor impacts a given outcome (i.e., when or for whom) can be assessed with a conditional meditation analysis (i.e., “moderated mediation”) with the mediator being specified, for example, as a dose (e.g., treatment length), different client characteristics (e.g., age, gender), and varying settings (e.g., individual, group).

Moreover, the CATs field can progress through research that pinpoints therapeutic factors in the artistic and creative process, thus pointing to CATs as treatment methods in their own right. To this end, we urge researchers to develop methodologically rigorous measures that capture CATs' unique therapeutic factors, including those designed to determine the embodied and non-verbal expressive and creative processes that can be assessed by means of triangulation to strengthen internal validity (e.g., self-reported, therapist reported, and observational data). These measures should be disseminated to the CATs research community, and in particular to faculty members who are active researchers in research-oriented CATs programs, who may help establish their validity, reliability, and replicability across settings and populations.

Finally, the development and testing of CAT micro-interventions responds to the call for more research on therapeutic factors. Micro-interventions can be regarded as a short part of a session in which the therapist uses specific therapeutic techniques or steps to work on the client's specific goals (De Witte et al., submitted), which is in line with the growing recognition that one-size-fits-all approaches to intervention may be suboptimal for the client and healthcare system alike (Rush et al., 2004; Gauthier et al., 2017). Developing CAT micro-interventions may be a suitable way to uncover a therapist's implicit and practice-based knowledge, which may stimulate the transferability of valuable clinical practices and provide more insights into which factors lead to change. Micro-intervention testing also allows researchers to conduct micro-analyses on a very short segment of the therapeutic process and is therefore highly suitable for pinpointing elements of the intervention that cannot be examined when testing over a larger period of time. Ultimately, such knowledge exchange will promote the consistency and replication of results across independent studies, thus enhancing possibilities to draw substantiated inferences about a given therapeutic factor (Kazdin, 2009).




Study Limitations

There are several limitations to this study. Because we included studies where therapeutic factors were considered as a framework, as well as studies explicitly addressing therapeutic factors in their research questions (i.e., they actually examined therapeutic factors), the data across studies are diverse. Our searches may have failed to identify studies where the researchers did not include keywords or terms that indicate they researched therapeutic factors. In addition, not all CATs disciplines were included (i.e., poetry-/biblio-therapy), and only data-driven published studies met the criteria. Articles on theoretical descriptions of therapeutic factors without empirical testing were also excluded. Thus, it is not impossible that some outcome studies that did not use the terms related to therapeutic factors (e.g., Table 2) may not have been identified. Furthermore, the diversity of orientations across the CATs presented challenges when attempting to identify mediators, moderators, and outcomes and how to label them as factors and frameworks which ranged from aesthetics, psychotherapeutic, to biomarkers and neuroscience. As a result, a broad swath of joint CATs factors and specific factors with varying degrees of specificity were identified. To keep the review manageable, certain details on techniques and interventions and their relationship to mechanism activation were lost in the synthesis process. For example, Abbing et al. (2018) described common factors of cognitive regulation with a further distillation to AT specific factors of “reflections upon art.” Our review did not describe these in detail, nor the therapy orientation of these AT researchers.

This scoping review constructed a comprehensive list of therapeutic factors and leaves to future research endeavors the in-depth description of how, why and under what conditions these therapeutic factors are activated. Readers are encouraged to read the tables in Supplementary Materials and each study cited to obtain a more detailed descriptions of each therapeutic factor and/or mechanism of change. The need for synthesis at this level highlights the importance for each discipline to undertake more in-depth analyses of the therapeutic factors described in the studies cited here. An important point to consider is that mechanisms are constructs of clinical practice. On the conceptual level, there is always surplus meaning related to each therapeutic factor, even the physiological ones. On the methodological level, quantitative mechanism research is limited to a linear cause and effect logic, as is outcome research, and in studies within CATs' reach it is often only possible to test one factor at a time. This means that parallel and sequential factors are hard to identify, and more complex systemic and circular relations, as assumed in some CAT mechanism models, cannot be represented by existing mechanism models (Kazdin, 2007; Hayes, 2013). While mechanism research is starting to look at more complexity in therapeutic processes, it is important to acknowledge that its quantitative version is limited in similar ways as is outcome research.

Finally, our research team was composed of members from the US, UK, the Netherlands, Germany, Israel, Hong Kong China, and Australia, so that the articles reviewed and included were limited to those written in English. A body of research published in other languages may have been omitted due to language barriers, particularly from the Nordic countries that are active in CATs research, and countries from South America, Africa, Asia, and the Middle East, where some researchers do not publish in English. CATs practices may differ as a function of cultural differences in the use of the creative and performing arts in those countries, so there is a gap in identified therapeutic factors that may be culturally specific to those groups. Any future systematic review would benefit from an even more global review team, or a specialized review, to ensure a multicultural outlook.




CONCLUDING REMARKS

Change process research is crucial to the advancement of CATs. It can help to: (a) identify specific therapeutic factors that can account for the ways in which therapeutic change occurs, (b) improve the effectiveness of interventions by focusing on these therapeutic factors, (c) refine a theory of change that provides an underpinning rationale and structure for the treatment, and (d) develop more effective training and supervision on effective therapeutic factors that are supported by evidence (Hardy and Llewelyn, 2015). This review brought us closer to answering the question of which possible mechanisms of change connect CATs interventions with outcomes. We were able to strengthen the connections between our theoretical models in CATs and specific CATs therapeutic factors. In so doing, the level of specificity improved, which supports the foundations for change process research in the CATs.

The results point to avenues for future studies on mechanisms of change that will lead to a better understanding of CATs-specific factors. This study revealed two key areas of consideration to move the field forward: the joint factors in CATs and the specific factors for each discipline in CATs. Shaping a change process research program in the CATs will be a challenge due to the level of complexity and diversity in these two key areas. Kazdin (2009) discussed the challenges this poses with a particular focus on its impact on the quality of care. He suggested that “the complexities are critically important to understand, because the best patient care will come from ensuring that the optimal variation of treatment is provided” (p. 426). This is a crucial concern regarding the non-linear creative processes in CATs context and the need to allow for this in research design and methods. We were able to identify levels of general consistency with CATs factors and can infer a certain level of involvement of these components as potential mediators and/or mechanisms. However, this major finding also points to the lack of specificity and focus on change processes in study design and methodology. It is therefore critical to begin a change process research program with a strategy that shapes pathways to locate and illuminate mechanisms and mediators in CATs. As the first step, however, CATs researchers need to conceptualize their theory of change, building on existing models (e.g., Johnson, 1998; Koch, 2017; Jones, 2021), formulate questions that address treatment change, and elaborate on the possible mechanisms that may account for this change, and on how they operate.

In summary, this scoping review provides an initial framework featuring empirical clusters of relevant therapeutic factors that can encourage researchers to begin to develop process-outcome and change process research programs in the CATs. Our framework can serve as a foundation to build pathways toward a greater understanding of joint and specific factors in the CATs, which are attributed to the therapist, the client, the artwork, and the interaction between them in CATs-specific contexts. This will ultimately advance CATs research in moving from the study of therapeutic factors to a more complex examination of mechanisms of therapeutic change.
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Background: Sustaining the wellbeing for children with an autism spectrum disorder (ASD) can be highly demanding. Dance Movement Psychotherapy (DMP), a form of psychotherapy with a non-verbal character, may present as a relevant intervention option for this group of children.

Methods: A protocol-based group DMP intervention was developed and implemented in two special educational needs schools in the North West of England. We aimed to investigate the effects of DMP on children with ASD using the Social Communication Questionnaire (SCQ) and Strengths and Difficulties Questionnaire (SDQ). Twenty-six children aged between 8 and 13 years (mean age = 10.65 years) with ASD were randomly allocated to DMP and a control group with standard care, following a crossover research design.

Results: Results showed no significant carryover or period effects for either the SCQ or SDQ (p > 0.05). A significant intervention effect was found only for SCQ (p = 0.005) but not for SDQ (p > 0.05). ANCOVAs were performed on the data before the crossover to test for differences in SCQ and SDQ scores between the DMP intervention and control groups while controlling for pre-intervention scores. Those in the DMP intervention group presented significantly lower SCQ scores following the intervention period than those in the control group (p = 0.001). No significant differences in post-intervention SDQ scores were found between DMP intervention and control groups (p = 0.2). However, minimal clinically important differences (MCID) were reached for both SCQ and SDQ measures before crossover for those in the DMP intervention group. Moreover, repeated measures ANOVAs performed on SCQ and SDQ measures following crossover were significant, with the change in both SCQ (p = 0.001) and SDQ (p = 0.009) pre-and post-intervention being significantly greater for those in the DMP intervention than the control group.

Conclusion: The pilot DMP intervention has shown promising results on the social and emotional wellbeing of children with ASD irrespective of whether they preferred verbal or non-verbal mode of communication. Limitations and appropriateness of the research methods implemented in this study for their use in a large RCT are discussed in detail. Overall, our findings highlight the value of creative therapies for improving the lives of young vulnerable groups.

Keywords: Autism spectrum disorder, dance movement psychotherapy, wellbeing, pilot study, arts therapies, social and communication


INTRODUCTION

Autism spectrum disorder (ASD) refers to a group of complex and pervasive developmental conditions with unique strengths and challenges (American Psychiatric Association, 2013; Volkmar et al., 2014). The word “spectrum” in ASD highlights the heterogeneity in individuals with ASD; their abilities and challenges may fall anywhere in this spectrum. Their challenges particularly impact their social, communication, and behavioral patterns early in life and persist throughout the life time, while their strengths vary drastically and can be found, but are not limited, to areas such as memory, music, mathematics (Lord et al., 2018; National Institute for Mental Health (NIMH), 2020). With these abilities and challenges, children with ASD encounter several issues in their interactions with others and this might impact on their wellbeing.

Wellbeing is a broad and multidimensional notion, frequently linked to important societal factors such as mental health, happiness, productivity and health care costs (Kraatz et al., 2016). This study is grounded on the definition of wellbeing proposed by Dodge et al. (2012), which considers the principles of equilibrium/homeostasis and the fluctuating state between challenges and resources. Too many challenges, as well as excessive resources, are equally responsible for an imbalance. Therefore, wellbeing as a dynamic process with an attempt to strike a balance point between an individual’s resource pool and the challenges faced (Dodge et al., 2012).

Children with ASD may encounter numerous emotional, social and communication challenges in life. This could create an imbalance between resources and challenges in their wellbeing. To maintain a balanced state, children will have to adapt their resources and challenges accordingly. Challenges refer to difficult life events and resources are linked to situations where everyone develops relevant skills to cope with the challenges they face. In this study, we focus on two different dimensions of wellbeing of children with ASD as highlighted by the National Institute for Health and Care Excellence (National Institute for Health and Clinical Excellence (NICE), 2017): (i) emotional wellbeing, which includes being happy and confident and not anxious or depressed and (ii) social wellbeing, which considers factors such as effective communication, having good relationships with others and not having behavioral problems, that is, not being disruptive, violent or a bully.

Autism spectrum disorder has become one of the most common developmental disabilities in children and has been reported to be the most expensive condition in the United Kingdom (UK) (Buescher et al., 2014; National Autistic Society (NAS), 2020). In addition, in the same country, occurrence of ASD is at least four times more in males than in females and is present in all ethnic and socioeconomic groups. As per the Centers for Disease Control’s Autism and Developmental Disabilities Monitoring (ADDM) Network (Christensen et al., 2016) about 1 in 54 children has been identified with ASD in 2016 while it was 1 in 150 in the year 2000. The high rate of ASD shows mounting demands for better intervention options and provision of support for children with ASD. This fact led the sixty-seventh World Health Assembly, supported by more than 60 countries, to undertake a resolution for “comprehensive and coordinated efforts for the management of ASD” (World Health Organization (WHO), 2014).

The World Health Organization (WHO) (2018) recognizes the complex health care needs and inadequate services and support available for people with ASD. Amongst several approaches promising intervention results, there are only a handful of them which have demonstrated evidence of their effectiveness for children and adolescents with ASD (Simpson, 2005). The National Autistic Society (NAS) (2020) recognizes a range of approaches which can be broadly classified under those that are communication-based, behavioral and educational. Although these evidence-based approaches have data to support their usefulness, many clinicians and researchers raise concerns about their attitudes, goals and methods (e.g., Silberman, 2015; Baron-Cohen, 2017; Mottron, 2017). The most common criticisms of the approaches are that they are addressing only the problems faced by children with ASD, ignoring the possibility of also focusing on their strengths (Mottron, 2017). Further criticisms are that these interventions encourage socially appropriate behaviors which are normative and norm-centric by oppressing children with ASD and attempting to change their core characteristics. Nind (1999) for example, argues that these interventions do not allow children to express who they really are, and they fail to promote happiness and the unique strengths possessed by people with ASD. Furthermore, National Institute for Health and Care Excellence (NICE) (2020) recommends Cognitive Behavioral Therapy (CBT) and emotion recognition training for co-existing mental health issues faced by children with ASD. However, these interventions are only suitable for children with appropriate verbal and cognitive capacity to engage in such interventions. It is challenging to reach children at their own level to communicate effectively and to promote their strengths. It is argued that arts therapies, including dance, music, art and drama, have the potential to penetrate through the barrier of verbal communication by incorporating non-directive, creative and predominantly non-verbal strategies to support the wellbeing and growth of children and young people (Moula et al., 2020). The findings of a systematic review that synthesized outcomes from children’s perspective on attending arts therapies highlighted that children found arts therapies to be useful in improving their socio-communication abilities and emotional wellbeing (Moula et al., 2020). Children also reported that arts therapies helped them to build their resilience, academic learning, and manage aggressive behavior.


DMP for Children With ASD

Dance movement psychotherapy (DMP) is one of the arts therapies and works with the principles of initiating the process of bringing change for both therapists and individuals with ASD (Scharoun et al., 2014). This is unlike many other interventions where the change is expected only from individuals with ASD. Earlier DMP interventions for children with ASD fostered children’s creative expression and showed an appreciation of both their strengths and weaknesses (Adler, 1968; Siegel, 1973; Erfer, 1995). Using mirroring as one of the key techniques, therapists and clients were supported to experience each other’s viewpoint empathetically and thus enable mutual understanding and change for both clients and therapists.

Mirroring is an important tool used by dance movement psychotherapists to the current date. It often involves an affective attunement to the non-verbal presentation and movement preferences of the children (Meekums, 2002). Stern (2000) argues that these attuned processes facilitate integration and organization of sensory experiences and self-regulation. These are crucial for the development of intersubjectivity which can further social communication in children with ASD. The outcomes of DMP interventions are thus assumed to be changes imbibed out of self-will or autonomy as opposed to changes that are imposed. In this respect, DMP is fundamentally distinct from other available interventions for children with ASD while it is can be applied in a wide range of settings including, for instance, special educational needs (SEN) schools, home, hospital, and community settings.

Research in DMP for children with ASD is still limited. Early DMP practitioners have highlighted the potential of DMP to offer better mental health, more independence and creative opportunities for early interventions for children with ASD (Adler, 1968; Siegel, 1973; Kalish, 1977; Erfer, 1995; Loman, 1995; Parteli, 1995; Scharoun et al., 2014). These have been largely documented using case studies and clinical reports. In the past decade, studies with a clearer focus on research are being conducted. The systematic literature review completed for DMP practice with children below 16 years (Aithal, 2020) synthesized findings from seven studies with clear research designs. The review included two quantitative studies (Hartshorn et al., 2001; Chiang et al., 2016), three qualitative (Wengrower, 2010; Houghton and Beebe, 2016; Devereaux, 2017), one artistic inquiry (Athanasiadou and Karkou, 2017) and one mixed-methods thesis (Samaritter, 2015). It concluded that DMP can potentially promote the social, physical, emotional as well as cognitive wellbeing of children with ASD. However, evidence for its effectiveness still remained inconclusive as many studies made claims about the effectiveness of the intervention without substantial supporting evidence. In addition, most of the studies reviewed were identified with issues in the quality of the research design, execution of the methods and reporting of the results.

Similarly, Marchant et al. (2018) conducted another systematic review on DMP for adults with ASD. This review also considered seven studies; out of them most also were quantitative (Mateos-Moreno and Atencia-Doña, 2013; Koch et al., 2015; Hildebrandt et al., 2016; Koehne et al., 2016; Manders, 2016), while only two were qualitative studies (Wadsworth and Hackett, 2014; Edwards, 2015). The largest study among them was Hildebrandt et al. (2016) with 78 participants and the study found symptom reduction on the overall negative symptoms in ASD was greater in the intervention group. However, in this randomized controlled trial, the effect size was only significant at 0.10 level and there was a high amount of data attrition. A study of this type and size for children with ASD was not available. Furthermore, in both systematic reviews, the studies were too diverse to be eligible for conducting meta-analysis and for the calculation of the collective effect size (Marchant et al., 2018; Aithal, 2020). Thus, despite several decades of DMP work with persons on the autism spectrum the effectiveness of DMP still remains inconclusive.

So far, randomized controlled trials have been conducted with adults on the autism spectrum only. DMP studies with children on the autism spectrum have not been able to provide clear information on dosage (frequency and duration of DMP sessions), theoretical frameworks, therapeutic techniques and establish the effectiveness of the intervention. Therefore, well-designed studies on the impact of DMP for children with ASD are warranted.



Overall Aim, Research Questions and Hypothesis

This DMP intervention pilot study adopted a crossover research design with a primary intention to investigate the existence of an intervention effect and explore the contribution of DMP toward the wellbeing of children with ASD. In particular, the focus was on changes in emotional and social wellbeing of children with ASD as a result of DMP intervention in comparison with their standard care routine. As a pilot study, it was designed to inform the development of a larger randomized controlled trial with children with ASD and did not require large sample size and statistical power (Thabane et al., 2010).

The primary research question was therefore:


(1)What are the effects of DMP on social and emotional wellbeing of children with ASD?



We also asked additional questions, one of which is answered in this paper:


(2)What is the appropriateness of the research methods adopted in this study for their use in a large RCT?



The study explored if DMP can enhance the resources or strengths of children with ASD by developing relevant skills to cope with the challenges. Hence, the reduction in the challenges or difficulties indicated a positive impact of the intervention. On the basis of this understanding of wellbeing, the following null hypothesis was used:

H0 = DMP had no effect on measures of social and emotional wellbeing of children with ASD who participated in the intervention programme.

As this was a pilot study, our measure for determining if the DMP intervention was influencing our outcome measures was whether or not our change score reached our predetermined minimal clinically important difference (MCID). The MCID is often used in clinical intervention studies that adopt patient reported outcome measures. The approach allows us to conclude whether an intervention is having a clinically significant effect irrespective of the statistical significance value obtained (Jaeschke et al., 1989; Cook, 2008).



MATERIALS AND METHODS

This article focused on the quantitative strand of a larger mixed-methods pilot DMP intervention based on a crossover and convergent research design (Creswell, 2018). Qualitative and arts-based findings from the broader study are not presented for reasons of space. This intervention study was block randomized, controlled and engaged in finding the effects of the protocol-based DMP on social, communication, emotional and behavioral aspects of ASD. The study was approved by the ethics committee of the Faculty of Arts and Sciences at Edge Hill University.


Participants

Participants were recruited from two special educational needs (SEN) schools in the North West of England. Children below 16 years with a diagnosis of ASD as per the Diagnostic and Statistical Manual, Fifth Edition (DSM-5), children’s assent, willingness and parent’s consent for them to participate were the eligibility criteria for participation in the study. Children with a diverse severity of ASD, language, cognitive and physical abilities and associated problems were included.



Severity and Mode of Expression

Children’s mode of expression was categorized as verbal or non-verbal. The preferred mode of expression was categorized as “verbal” if the difference between the chronological age of children and expressive language age was less than 2 years. Such children (8–13 years) were able to express using sentences with intact syntax, semantics, phonology and major issues with just the pragmatic component of language. All those children who used only some content words or no words, predominantly used Makaton (Brownjohn, 1988), and the difference between their verbal expressive language and their chronological age was greater than 2 years came under the “non-verbal” category as their preferred mode. Participants’ difficulties were also categorized according to ASD severity based on direct observation using Childhood Autism Rating Scale Second Edition CARS2 (Schopler et al., 2010). The researcher subjectively rated participants’ difficulties on the fifteen items of CARS as follows: (i) mild – if they required support and faced difficulties in social situations only; (ii) moderate – if the children required substantial support; and (iii) severe when children required very substantial support to carry out basic daily living tasks.



Study Design

The research studied the effects of the proposed DMP intervention by conducting a pilot intervention with a crossover design (Jones and Kenward, 2014). The Crossover design comprised the factors Group (DMP versus standard care group) and Time (before versus after the intervention) at two time Periods before crossover (period 1) and after crossover (period 2). The end and start of these periods were separated by 1 month. A crossover design was chosen because the approach can accommodate low sample sizes, while in terms of research ethics, it provides intervention opportunities to all the participants. The crossover design was planned with equal rigor as in a parallel-group trial to make sure that the crossover approach meets the criteria in terms of type I and type II error risks (Wellek and Blettner, 2012). Finally, the crossover design allowed for comparisons of DMP and standard care within the same participants and reduced within-subject variability (Jones and Kenward, 2014).



Randomization

Block randomization (Altman and Bland, 1999), a technique that helps to randomize the participants into clusters to receive intervention (A then B or B then A) was used. Blocks were defined as small, predetermined cluster assignments, which help keeping the numbers of participants in each group similar and create a balance (Frane, 1998). Participants were manually divided using a shuffled deck of sealed cards to decide the order of intervention. When parents picked a card with an even number, children were allocated into the DMP intervention group in period 1; when they picked an odd number children were allocated to the control condition where they maintained their standard routine as usual in period 1. Two clusters of the participants received DMP (A) followed by standard care (B) while the other three clusters received standard care followed by DMP (A then B/B then A design). The groups were unchanged once the participants were allocated to groups. Blinding of the participants and the researchers was not feasible as parents and teachers who filled out the questionnaires and children who participated in the sessions were aware of the intervention phase. Placebo group sessions were not provided due to logistical constraints and limited resources. The researcher was involved during DMP sessions to gather qualitative and arts-based data (for the qualitative strand of the broader study).



Outcome Measures

The outcome measures were the Strengths and difficulties Questionnaire (SDQ) developed by Goodman (1999) and the Social communication Questionnaire (SCQ) developed by Rutter et al. (2003). Both measures have been found helpful in intervention planning, educational intervention and measurement of change over time following an intervention (Mieloo et al., 2012; Avcil et al., 2015; Stone et al., 2015). This makes them more appropriate than other measures such as the ADOS which is not meant to detect intervention effects (Goodman et al., 2000; Bieleninik et al., 2017).

The SDQ is a behavioral assessment tool used to gain inputs on child’s emotional and social wellbeing from the teacher’s perspective. It consists of 25 items divided between five scales: emotional symptoms, conduct problems, hyperactivity/inattention, peer relationship problems and prosocial behavior. Responses are given to each item on a 3-point scale (Not True, Somewhat True and True). Although the questionnaire allows separate calculation for each subscale, it also provides an overall score using raw scores from the first four subscales, with a higher score indicating a greater degree of difficulty. A large national survey of child and adolescent mental health carried out by the Office for National Statistics in Britain found the average SDQ scores for a 5–15 year old sample (forms completed by teachers) was Mean = 6.6, SD = 6.0 (Meltzer et al., 2003). The class teachers of the children answered the questionnaire before and after both period 1 and 2.

The SCQ is a psychological questionnaire designed to identify social and communication abilities of children from parents’ perspective. The current version of the form was used in the study as this provides an assessment of the child’s behavior over a recent period of time. The test consists of 40 yes/no questions appropriate for both verbal and non-verbal children, with higher scores indicating a greater number of social and communication difficulties. SCQ scores above the cut-off point of 15 indicates ASD and deviant social and communication patterns in them (Berument et al., 1999). Wiggins et al. (2007) found that the sensitivity and specificity of the SCQ were maximized at lower cut offs of twelve when used with younger children using non-verbal communication. Parents were invited to answer the questionnaire during the parent-teacher meeting before and after each term.



Procedure

To report the progress through the phases of this study we have implemented the Consolidated Standards of Reporting Trials (CONSORT) guidelines with some slight modifications adapted to report a crossover randomized controlled trial. As shown in the CONSORT flow diagram (Figure 1) invitations were sent to 18 SEN schools. Following school visits only four schools were identified as suitable, based on the number of children available and responses from the parents. Two schools proceeded further to send out study documents i.e., participant information sheet, invitation letters and reply slips to 108 parents of children with ASD. A total of 32 parents communicated interest from both locations. Following participant drop-out, before the assessment (shown in Figure 1) 26 children were then grouped into five clusters and two clusters received the intervention in the first period while the other three clusters were in the waiting list (control group). In the second period of the trial the clusters were swapped from waiting group to intervention groups. Baseline and post assessments were carried out at both periods. Incorporating the DMP intervention into the school schedule enabled the current study to reduce or even eliminate missing data, as well as increase attendance at the DMP intervention sessions. In the current study 23/26 children attended 70% or more sessions, while the remaining 3/26 participants did not complete the intervention either because they did not accept the intervention, or they found it difficult to adjust to the change in their routine. There was only one participant who dropped out clearly stating that he liked science experiments more than dancing. Some children missed out sessions in between due to frequently falling sick, class trips, priority to certain school events and unavailability of the teaching assistants to escort the children with high dependency needs to the sessions.
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FIGURE 1. CONSORT flow diagram for each stage of the trial.


Effectively, all outcome measures were obtained from all 26 participants and data from all 26 participants was included in the statistical analysis. Thus, the inclusion of data in the final analysis utilises an intention to treat (ITT) approach.



Intervention

The intervention programme was developed based on the synthesized findings from the systematic literature review of DMP for children with ASD that was conducted as part of the first author’s doctoral study. The DMP intervention protocol was designed for ten sessions divided across four modules with a frequency of two sessions of 40 min every week. The sessions were built on an eclectic/integrative DMP framework (Karkou and Sanderson, 2006) that acknowledged useful ingredients from the reviewed literature (Aithal, 2020). As described in the Table 1, the intervention protocol comprised of eight principles which acted as the backbone to the practical application of the session objectives.


TABLE 1. Principles, modules and objectives of the ten DMP Intervention sessions.

[image: Table 1]Each session began with a consistent opening ritual where children could express their readiness to take part in the sessions. It was then followed by a playful warm up section and further developed to meet the objectives of the sessions. The themes formed the core part of the sessions and they varied across the clusters depending on the needs of the participants in the cluster. The sessions were gradually brought to closure by cooling down and using a closing ritual. A wide range of techniques including mirroring, sensorimotor explorations creatively merged alongside the use of play techniques, rhythm and props. These were used in solo, dyad and group configurations.

Sessions were structured around the strengths of the participants where the therapist initiated the movements following the child’s lead to work on embodied movement experiences. The therapist’s movement patterns resonated with their interests and energy levels (Mottron, 2017). For example, in session three, children explored embodying the movement qualities of their favourite animals. They took turns to display various movement qualities such as the lightness of a bird or the power of a lion in these roles. Each individual made unique contributions to the group. For example, one child brought in gentle movement qualities to improvise while another child used swift and sharp movement qualities. A child in a wheelchair was encouraged to move and make his own sounds through clapping, body tapping and vocalizations that the group used to move to. The complete design of the protocol along with the conceptual background and the findings of the fidelity assessment have been detailed as a separate paper (Aithal et al., in preparation).

A qualified and ADMP UK registered therapist facilitated all five DMP clusters with children at two different locations. The therapist was a female DMP practitioner and a sports psychologist with more than 5 years of clinical experience. The sessions were clinically supervised by the director of this doctoral study.



Statistical Analysis and Measurements

All data from the 26 participants who completed the study were analyzed using the Statistical Package for the Social Sciences version 25 for Windows (SPSS Inc., Chicago, IL, United States). Figure 2 illustrates the crossover design as it was applied in the current study. Based on this design we analyzed the following measures.
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FIGURE 2. Crossover design to test carry over, intervention and period effects. A = Dance Movement Psychotherapy (DMP); B = Standard Care; X1, X2, Y1, Y2 = Post Intervention Measurement Timepoints. (Figure adapted from Wellek and Blettner, 2012).



Baseline Group Differences

As all conditions were met for conducting the parametric tests, a one-way ANOVA was performed to test for significant differences in pre-intervention scores for SDQ and SCQ at t1 for Group 1 and Group 2. This was to determine whether there were any differences in baseline scores between the two groups before receiving either intervention.



Group Differences Before Crossover

Two separate ANCOVAs were performed on the data from period 1 (i.e., before crossover) to test for differences in SCQ and SDQ scores between those receiving the DMP intervention and the control group, following the intervention period, while controlling for pre-intervention scores. The participants mode of expression (categorized as verbal and non-verbal) was entered into the model as well as the interaction term between group (DMP intervention/control) and mode of expression (verbal/non-verbal).



Intervention Effects

We calculated intervention effects were calculated for the crossover design using the approach outlined by Jones and Kenward (2003). Specifically, we calculated carry-over effects as well as intervention and period effects for SDQ and SCQ scores.

As shown in Figure 2, group 1 consisted of children who received intervention A (DMP intervention) first followed by intervention B (standard care) [i.e., A then B]. Group 2 involved children who received intervention B first followed by intervention A [i.e., B then A]. All measures observed in the crossover analysis i.e., X1, X2, Y1, and Y2 were post-intervention scores and the timepoints indicated the four points in time at which each group was assessed for all the outcome measures in the study. Carryover effects were calculated by comparing the sum of values over both intervention periods between group 1 (ΣX1 + ΣX2) and group 2 (ΣY1 + ΣY2) using a 2-sample t-test. The intervention effect was tested for by comparing the difference between intervention A and intervention B for the 2 groups. For group 1 the differences were calculated for after time period 1 minus after time period 2 (i.e., X1 – X2), while for group 2 the differences were for after time period 2 minus those after time period 1 (i.e., Y2 – Y1).

The period effect measured whether there was a change over time irrespective of intervention. Period effects were calculated by comparing the difference between period 1 and period 2 for the 2 groups. For group 1 the difference was calculated as X1 – X2 and for group 2 the difference was calculated as Y1 – Y2.

Two repeated-measures ANOVAs were performed on the total data set, following crossover to test whether the change in SCQ and SDQ scores differed between DMP intervention and control groups. The change in pre-and post-intervention measures was calculated for the DMP intervention and control conditions which were used as the two dependent variables in the model, classified as the within-subjects factor, intervention. A between-subjects factor was entered for group (group 1/group 2) which specifies the order in which participants received each condition (i.e., A then B versus B then A). This analysis was performed to test whether the change in pre-and post-intervention scores differed between interventions received while controlling for the crossover design feature of the study. To calculate the change score equivalent to the Minimal Clinically Important Difference (MCID), the standard deviation of the baseline scores was multiplied by 0.2 (the small effect size) (Samsa et al., 1999). MCID was calculated for SCQ and SDQ before crossover. Eta squared was also calculated to determine effect size for all tests performed and then converted to Cohen’s d using free online software by Psychometrica (Lenhard and Lenhard, 2017). An alpha level was used to set the standard and a level of 0.05 was chosen for determining statistical significance. An effect size between 0.2 and 0.4 was considered as “small effect” and an effect size > 0.8 was deemed as a large effect (Lenhard and Lenhard, 2017).



RESULTS

The total sample considered in the statistical analysis included 26 children (21 males) aged between 8 and 13 years from two different centers (see Table 2). All 26 participants were British citizens with 19/26 being white. Most (24/26) spoke English as their first language, with the remaining two being native Spanish speakers. A 16 of them preferred verbal communication while the remaining 10 communicated using alternative non-verbal modes. As per the researcher’s ratings on the CARS2 (Schopler et al., 2010) measure at the baseline evaluation, 7/26 were classed as having mild difficulties, 12/26 as having moderate, and 7/26 as severe difficulties across social, emotional, communication, and cognitive aspects.


TABLE 2. Baseline characteristics.

[image: Table 2]Participants had no previous experience with DMP, but they had taken part in arts sessions as part of their school activities. They were not familiar with either the therapist or the researcher who was the co-facilitator before the start of the sessions. Teaching assistants took part along with children. The number of teaching assistants and people varied according to their availability, school’s schedule and participants’ needs and hence was an extraneous variable which went uncontrolled and unmeasured.

Means and standard deviation for SCQ and SDQ scores pre-and post-intervention before and following crossover, separated by DMP intervention and control groups is shown in Table 3.


TABLE 3. Means and standard deviations (bracketed) for SCQ and SDQ scores pre- and post-intervention separated by group and intervention as well as the total.

[image: Table 3]Across all groups average SCQ scores are higher than the SCQ cut-off score (i.e., mean SCQ > 15). Similarly mean scores for the total SDQ score are three times higher (i.e., 18.31 at pre-intervention across all participants) than the normative data of typically developing children in Britain i.e., mean = 6.6, SD = 6.0 (Meltzer et al., 2003). Results from the one-way ANOVA revealed no significant difference in either SCQ or SDQ score at pre-intervention between DMP intervention and control groups (p > 0.05).

Results for the 2-sample t-tests performed to determine significant carryover, intervention and period effects for the crossover design showed no significant carryover or period effects for either the SCQ or SDQ (p > 0.05). A significant intervention effect was found for SCQ (t24 = 3.067, p = 0.005). The mean difference in intervention effect was 2.25 (95%CI: 0.74, 3.76). No significant intervention effect was found for SDQ; however, this was close to the boundary of significance (t24 = 1.895, p = 0.07). The mean difference in intervention effect for SDQ was 1.96 (95% CI: −0.17, 4.10).

Findings from the ANCOVAs showed significant differences in SCQ between DMP intervention and control groups before crossover was applied (F1,21 = 15.715, p = 0.001, Cohen’s d = 0.09). Specifically, those in the DMP intervention group presented lower SCQ scores following the intervention period than those in the control group (standard care). Results showed no significant difference in post-intervention SDQ scores between DMP intervention and control groups before the crossover design (F1,21 = 1.853, p = 0.2, Cohen’s d = 0.02). The mode of expression and the interaction term group∗mode of expression were not significant in the ANCOVA model for either SCQ or SDQ (p > 0.05).

Furthermore, results from the ANCOVAs showed that the DMP intervention was having a significantly greater effect than standard care on SCQ scores but not on SDQ scores. However, the MCIDs indicate that the intervention was achieving the minimal clinically important difference, as assessed between pre- and post-measures, for both SCQ and SDQ outcomes for those taking part in the DMP intervention but not the standard care (control group). MCIDs were calculated for SCQ and SDQ scores before crossover. Results showed that for SCQ the mean difference between pre- and post-intervention score was greater than the MCID (0.816) for the DMP intervention group (i.e., 1.8 > 0.816), but not for the control group (i.e., 0.06 < 0.816). Similar results were found for SDQ scores with the mean difference in pre- and post-intervention SDQ score being greater than the MCID (0.762) for the DMP intervention (i.e., 1.7 > 0.762) but not the control condition (i.e., 0.19 < 0.762). These results suggest that whilst the difference in post-intervention scores for SCQ and SDQ between DMP intervention and control groups was not significant, the mean difference in pre- and post-intervention scores for the DMP intervention but not the control condition achieved the MCID for a small effect size.

Results from the repeated measures ANOVAs which were performed on the total data set after crossover show that the change in pre- and post-intervention SCQ scores differed significantly between DMP intervention and control groups (F1,24 = 13.891, p = 0.001, Cohen’s d = 1.523). Those in the DMP intervention group showed a significantly greater change in SCQ scores than those receiving standard care (i.e., 1.69 versus 0.12, respectively). The effect of the intervention on change in scores did not differ between the order (i.e., A then B/B then A) in which the interventions were received (p > 0.05). Results also showed that the change in pre- and post-intervention SDQ scores differed between interventions (F1,24 = 7.963, p = 0.009, Cohen’s d = 1.127); specifically those in the DMP intervention group showed a significantly greater change in SDQ score than those receiving the standard care (i.e., 2.12 versus 0.38, respectively). The effect of intervention condition on the change in SDQ score did not differ between the order in which interventions were received (p > 0.05). Figures 3A,B present line graphs showing the mean difference in pre- and post-intervention scores for SCQ (Figure 3A) and for SDQ (Figure 3B), separated by the order of interventions received.
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FIGURE 3. Mean difference in pre- and post- intervention scores for SCQ (A) and SDQ (B), separated by the order of interventions received. The blue line represents the order of interventions (A) (DMP intervention) then (B) (standard care) and the red line represents the order of intervention (B) then (A). Blue and red vertical lines, parallel to Y axis represent error bars with 95% confidence intervals.




DISCUSSION


Effects of DMP on Social and Emotional Wellbeing of Children With ASD

This section discusses the first research question “what are the effects of DMP on social and emotional wellbeing of children with ASD?” As indicated in the literature, the strengths and struggles of children with ASD are unique (Mottron, 2017) and this DMP-based study was designed to work with existing strengths to promote their wellbeing. This study was piloted to evaluate the impact of an DMP intervention protocol based on the findings of a systematic review (Aithal, 2020) on social, communication and overall psychological wellbeing of children with ASD after ten DMP sessions using a crossover research design. Minimal clinically important differences (MCID) were achieved before crossover for both outcome measures used in the study i.e., social communication questionnaire (SCQ) and strengths and difficulties questionnaire (SDQ) in the DMP intervention group. Differences in post-intervention measures for SCQ but not SDQ were significantly higher for those in the DMP intervention compared to the control group. Following the application of the crossover design, however, results did show that the change in SCQ and SDQ scores from pre- to post-intervention were significantly greater in the DMP intervention group than controls. Overall, the results show that the DMP intervention was having a clinically and statistically significant effect on the key outcome measures used in the study with stronger effects on social and communication aspects.

Findings reveal that from a parents’ perspective (assessed using the Social Communication Questionnaire; SCQ) children have gained from the short-term DMP intervention on social and communication abilities, when controlling for the child’s preferred mode of communication. Similarly, improvements were observed from the teacher’s perspective, as assessed by the SDQ, which is a measure of emotional, conduct, hyperactivity, peer relationships and pro-social behavior also when controlling for the child’s preferred mode of communication. This reflects that regardless of the heterogenous spectrum of abilities presented by children with ASD, DMP has been successful to further social and communication aspects of the children within a short period. This is likely because the non-verbal elements promoted in DMP cannot only enhance non-verbal expressions but can facilitate verbal communication as well. The results are coherent with the notion that the creative arts, in general, encourage social communication, which may otherwise be impeded by sensory, motor and social difficulties (Sharda et al., 2018).

Theoretically, DMP for individuals with ASD have been extensively informed from theories of intersubjectivity and embodied simulation theories (Hildebrandt et al., 2016). Trevarthen and Delafield-Butt (2013) argue that variations in body movements, motor control and processing sensorimotor information influence affective engagement and emotional regulation. A dysregulation of emotional perception and expression may often manifest as peculiar behaviors, anger, aggression, depression. Anxiety, self-stimulation or even as self-injurious behaviors (Mazefsky and White, 2014). Subsequently, people in general find it difficult to understand and respond to their exaggerated or understated expressions. Thus, emotional dysregulation can turn into a barrier for relationships and communication between individuals with ASD and others. It might be possible that DMP could have provided opportunities for children to engage affectively in these sessions enabling emotional regulation and opportunities to communicate with others. These findings are in line with the outputs of the earlier studies included in the systematic review (Samaritter, 2015; Chiang et al., 2016; Athanasiadou and Karkou, 2017; Devereaux, 2017).

Another reason that may explain identified improvements in social and emotional aspects of children is that the movements encouraged in the DMP intervention protocol were initiated following the child’s lead and resonated with the interests and energy levels of the children. These child-centered principles could have probably encouraged the participants to move ahead in the stages of intersubjectivity toward building or initiating social relations on their own, connect with others and express themselves. As Holt(1982, p145) states “we can give other people names and lists, but we cannot give them our mental structures; they must build their own.” This statement indicates the philosophical differences between this intervention and other evidence-based behavioral interventions mentioned earlier in this article that are used for children with ASD. In humanistic principles-informed arts therapies the idea that children take ownership of their own “change” is championed (Karkou and Sanderson, 2006). It is possible for children to eventually learn and articulate their actual emotions through behavioral approaches. However, clinical observation also suggests that when children are taught to name their emotion, the words and their body presentation may not be at synch. When children are posed with a simple question: “how are you?,” they may appear tensed, with a shrunken body and answer “I am happy.” This paradoxical verbal and non-verbal response could be because children are often reinforced by their environment to provide that answer. Subsequently, they learn that happy is the right and socially acceptable answer and may limit meaningful interactions. However, DMP which considers integration of mind and body as one of the foundational principles of practice may open new ways for meaningful and coherent interactions in children with ASD [Association for Dance Movement Psychotherapy (ADMP UK), 2013].

Overall, promising improvements in the SCQ and SCQ scores show that DMP might be a useful tool to facilitate the experience of “a state of wellbeing” (World Health Organization (WHO), 2001). It is possible, however, that a state of wellbeing refers to experiences that are transient. Henceforth, DMP could be an intervention offered to children with ASD as a way of being resourced to deal with challenges in emotional expression or communication. The study findings suggest that the DMP intervention was successful in catering for heterogenous abilities and needs. However, it is likely that not all the participants reached or experienced the state of wellbeing. Nevertheless, all of them have taken at least a step to get close to experience that state.



Methodological Limitations and Future Directions

This section discusses the second research question “what is the appropriateness of the research methods adapted in this study for their use in a large RCT?” With regards to age, the demographics of the sample demonstrates that the age range (8–13) was more focused without much variance within the sample reflecting on no statistically significant difference between intervention and control groups at the baseline in period 1. The intervention protocol developed for this study emerged from the systematic review with a sample of an average age of 9.6 years from seven studies (Aithal, 2020). This review enriched the suitability of the therapeutic objectives of the intervention to the needs of present sample’s age range. According to Williams et al. (2008), the UK median age of diagnosis of ASD is around 4.5 years. Also, the challenges faced by adolescent groups are different from children due to the transitory phase to adulthood (Parsi and Elster, 2015). These facts could explain why research studies with children with ASD tend to include the 8–12-year olds. Hence, age of the target population can become an ad hoc factor in future studies to explore the differences in DMP approach as an early intervention and for adolescents separately by tailoring it to the needs of the age groups.

Most of the children who participated in this study were boys and it was not surprising as Loomes et al. (2017) reported that male and female ratio of 3:1 in the prevalence of ASD. Despite existing gender stereotypes and stigma associated with men in dance (Holdsworth, 2013), the current study did not encounter resistance from boys who participated in the study, except for one out of 21 boys who was vocal about not wanting to dance. This might be associated with better acceptance of DMP by the participants because of proliferation in the shift of gender stereotyped perception of dance among boys in recent years or children with ASD were not really influenced by the popular socio-cultural pressures (Reinders, 2013; Teixeira-Machado, 2015; Ferreira et al., 2019).

The sample included a heterogenous group of participants in terms of severity of ASD who were both verbal and non-verbal. The sample was scattered across mild moderate and severe categories but with a small number in each category to be included in the statistical analysis as a co-variate. It is still unclear if the severity of ASD would influence the effects of DMP on wellbeing. To take account of this spectrum, further explorations with larger sample size are needed. As mode of expression was included in analysis, the study argues that irrespective of the preferred mode of expression by children, short-term DMP intervention has displayed positive results in children with ASD. This highlights the strengths of arts therapies to sidestep the exacerbating impact of mode of communication in traditional talking psychological therapies. Researchers have noticed that school-age children with ASD often remain unengaged in social settings as there are limited opportunities for socio-communicative and emotional development despite regular interventions that children with ASD receive (Sharda et al., 2018). However, the results of the current study indicate that the use of alternate, creative and arts-based means of expression to support social communication enhance the prospect of developing meaningful relationships (Nathan, 2019).

The present study implemented a group approach to DMP considering the low-cost factor associated with group therapy and more opportunities for socialization in a group setting. In the past, there has been a mixed trend in DMP for children with ASD as the systematic review (Aithal, 2020) identified three studies with group therapy, three studies with individual therapy and one study with parent-child dyad. It is still unclear which configuration of DMP would be more helpful in relation to the profiles of the children, time and cost effectiveness.

It is worth contemplating if higher intensity, frequency and longer duration of the intervention would have an impact on the findings for several reasons. In evidence-based approaches such as ABA, Linstead et al. (2017), found that intensive ABA intervention yielded large, positive effects on language-related outcomes and moderate, positive effects on non-verbal IQ, social functioning, and daily living skills in children with ASD. In DMP studies involving participants with ASD in groups, the intervention was offered over one and a half to 2 months and sessions ranging from 30 min (Hartshorn et al., 2001; Houghton and Beebe, 2016; Devereaux, 2017) to 60 min (Chiang et al., 2016). These sessions were delivered once or twice a week totaling between eight (Athanasiadou and Karkou, 2017) to 20 sessions (Chiang et al., 2016). The current study considered ten sessions of 40 min to fit well within the school’s term time. Intervention effects as measured on SDQ, although showed a change close to the borderline to be statistically significant, possibly a greater number of sessions could have produced detectable significant changes. Furthermore, some tests normally require a 3-month intervention period in order to measure any change which is the case for the SCQ. Perhaps at least twelve sessions each week would probably give enough time to get better measurable changes. These are just speculations, however, studies in the future should consider including larger data sets to analyze a linear relationship between dosage and DMP impact predictor.

The tools used in this study were reportedly identified with satisfactory reliability, validity and sensitivity to capture the intervention effects (Mieloo et al., 2012; Avcil et al., 2015; Stone et al., 2015). However, the questionnaires used required parent and teacher perspectives on the children’s wellbeing and thus, do not capture the children’s perspectives of their own wellbeing. Such measures of wellbeing are often difficult to administer to children, particularly those lacking the appropriate language skills. Currently, there are escalating arguments on who speaks for children with ASD and empowering children’s voice on their wellbeing by recognizing their perspectives in intervention-based research (Devlin and Appleby, 2010; Moula et al., 2020). The belief here is that data from first-person opinion can provide trustworthy and rich information (Kellett, 2011). Therefore, qualitative and arts-based measures were used to bypass the language abilities of the children but restricted the quantitative data to teachers’ and parents’ perspectives only. This is not unusual in children’s studies. Among the studies included in the systematic review (Aithal, 2020), only one study (Samaritter, 2015) employed a self-reporting method i.e., the Youth Self Report (Achenbach et al., 2008). This study, however, involved adolescent participants with competent language abilities.

With regards to execution of the research design, this study included randomization and allocation concealment. However, it did not include blinding to reduce placebo in the measurements using rating scales answered by teachers and parents was impractical. Nonetheless, there are possibilities to achieve this by implementing clinician administered observational tools with assessor blinding measures where the clinicians administering the tests are not aware which group of children is receiving the intervention and which group is not. The other option to reduce the bias and placebo in testing would be randomized retrospective video analysis where the analyst is blinded about the participants’ intervention.

The debate over ASD as a disorder and neurodiversity movement arguing the condition as distinct cognitive style and not a disorder reflect on the inconsistencies in terminologies used and also the differences in strengths and deficit models (Miller et al., 2016). With these differences in mind, although the intervention aimed at resource enhancement and adopted strength-based model, appropriate tools were not available to measure the increment of strengths with a positive attitude (Mottron, 2017). Despite the neurodiversity movement, available validated tools are mainly based on deficit models, mostly focusing on ASD’s negative symptom reduction or decrement in challenges. To make a complete shift to a strength-based approach, the development of tools which capture improvements to match the intervention principles are necessary. Furthermore, tools which capture the embodied components would also be valuable to capture the nuances of DMP. Tools which are malleable through intervention might be able to provide more meaningful outcomes and thus highlights future targets of research.

The study adopted a crossover design to pilot an early stage trial. Since this study aimed to explore outcome measures related to ASD i.e., SCQ and SDQ in children with ASD, crossover design was applicable due ASD’s long-term or pervasive nature where there is no immediate cure. One of the strengths of this design is that it allows for greater homogeneity in the sample as it eliminates between-subject variability (Maclure, 1991). The design can also provide two folds of the actual sample size and more importantly from an ethical point of view all the participants receive intervention at some point of time and do not miss out the opportunity to participate on a random chance. However, some researchers have argued that even when crossover trials are properly implemented with a washout period, there is less clarity in addressing the impact of a carryover effect (Senn et al., 2004). This design also restricts the scope for symmetrical follow-up data collection as in the parallel group research design with separate experimental and control groups. Therefore, for exploring long lasting effects of the intervention traditional RCTs are highly recommended.

Intention to treat (ITT) analysis was used in the current study since this approach tends to avoid various misleading findings that can arise in intervention research. ITT analysis includes every subject who is randomized. A key advantage of this approach is that it estimates the efficacy of the intervention and is more accurate as it accepts that non-compliance and protocol deviations are likely to occur in clinical practice (Gupta, 2011). In the current study, rates for session attendance were reasonably good with only three out of the included 26 participants not completing the intervention, and 23 of the participants partaking in 70% or more of the sessions. The outcome measures, which were completed by either parents or teachers were, however, collected for all participants, irrespective of whether the child completed the intervention. This allowed for the ITT approach which is difficult to achieve when outcome data is missing (Altman, 2009; Can et al., 2011; Bell et al., 2014). In line with Dziura et al. (2013) strategies for the prevention of missing data is key to minimizing the problem of missing data and highlights an advantage for conducting the study in a school setting i.e., as a result there was negligible amount of missing data. Teachers were accessible within schools to complete questionnaires and the data from the parents were collected during their termly school visits. This made data acquisition fairly straightforward.



CONCLUSION

Findings from the current study show promising effects of the DMP intervention on measures of children’s wellbeing including measures specific to ASD. Modest improvements in social communication scores and in strengths and difficulties suggest that, group DMP has been effective. A crossover design was employed in the current study and although no carryover or period effects were found, it is recommended to employ a different study design in the future that will allow for follow-up measures to be conducted to assess the long-term effects of the DMP intervention. Future studies should also consider the “dosage” period for the DMP intervention, utilizing a longer intervention period in order to detect intervention effects and enhance intervention related improvements, especially for those children who are deemed to be more in need of receiving support for their wellbeing. Neuroimaging studies are needed to better understand the neural mechanisms contributing to the enhanced change in SCQ and SDQ scores as a result of the DMP intervention. This is particularly poignant given that the current study shows changes, particularly those in relation to social communication, in a group of children with a diagnosed neurodevelopmental disorder. The findings of the study indicate that social, communication and emotional independence can be improved through an intervention that utilises the creative arts, highlighting the value of these creative therapies for improving the lives of young vulnerable groups who typically, due to a lack of verbal skills, would be unsuited to more traditional talking therapies. Future studies could include large scale multi-centered RCT to empirically validate the effectiveness of DMP for children with ASD. Studies of this type may enable the intervention to be more readily available for children with ASD and can potentially have long-term impact on improving productivity, reducing economic burden and overall wellbeing in the society.
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The caregiving of people who suffer from Parkinson’s predominantly falls on their life partners. Living with and caring for somebody with Parkinson’s can cause a range of emotional, psychological, and financial pressures. Whilst an increasing number of alternative treatments for Parkinson’s is available, such as dancing, the focus is predominantly on the motor and emotional improvements of the person suffering from Parkinson’s. For caregivers, however, dancing can be a double-edged sword: Although dancing can offer an opportunity to enjoy a social event with their partner; attending dance classes puts additional responsibilities on the carer. The present study thus aimed at exploring the experiences of participants with Parkinson’s who attended dance classes as well as the experiences of their care-partners in and around these classes along with their view on everyday life changes experienced since dancing. Six couples were interviewed individually where one partner had Parkinson’s. The interviews were also analyzed separately using inductive thematic analysis. In line with existing programmes that offer dance for people with Parkinson’s, the classes used a mixture of ballroom, ballet, contemporary, and creative dance styles; supported and influenced by an instructors’ extensive knowledge of the abilities and needs of those with Parkinson’s. A recurring challenge for Parkinson’s sufferers relates to “who is in control?” based on the many unknown changes of Parkinson’s; as well as seeing/being seen. Yet frustrations were oftentimes counteracted with humour. Also, when dancing, participants with Parkinson’s reported enjoying playful interactions. Caregivers’ themes focussed on theirs and their partners’ wellbeing regarding social contacts and openness, as well as issues surrounding their responsibilities as carers. Whilst some identified dance movements that help them in everyday tasks, they and their care-partners question the impact of dance on their motor control. Yet, participants unanimously agree that dance provides relevant opportunities for social contact and comparison. Nevertheless, the care-partners’ concerns remain about the burden of increasing responsibility for the wellbeing of both partners but they also reported enjoying dancing with their partner. Experiencing their loved ones as more cheerful after starting dance classes is recognised an important positive and impactful outcome of dancing together.
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INTRODUCTION

Parkinson’s disease is a progressive dopaminergic neurodegenerative disorder typically associated with physical symptoms such as tremors, freezing of gait, and a general functional slowness (Maffoni et al., 2017) leading to a greater risk of falls (Heiberger et al., 2011). Although these are common symptoms, there is a range of other manifestations such as sleep disturbances (Menza et al., 2010), facial masking (Wootton et al., 2018), forgetfulness (Khoo et al., 2013), and speech impairment (Ho et al., 1998). The physical symptoms are understood to have a dopaminergic cause and the medications available thus specifically target dopamine levels and receptors in the brain. However, this often does little to nothing for many non-motor symptoms, which usually are not directly linked to dopamine (Khoo et al., 2013). Further, research has shown that non-motor symptoms can have a significant detrimental effect on the person with Parkinson’s and those around them (see in Khoo et al., 2013; Soileau et al., 2014). For example, impaired cognitive functions, such as memory, and communication problems can make everyday interactions for Parkinson’s sufferers and their partners, family, and friends a challenge (e.g., Saldert and Bauer, 2017). This is particularly pertinent as partners or family members often also become an informal or formal carer for the person suffering from Parkinson’s.

Living with and caring for people with Parkinson’s can lead to caregiver burden, particularly as the disease advances and the person becomes more disabled, thus ever demanding more tasks from the carer (Drutyte et al., 2014). Caregiver burden can be defined as the negative physical and psychological effects a person experiences as a result of taking care of someone who is sick, usually a loved one (Yang et al., 2019). The is seldom only physical, but also financial (Santos-García and de la Fuente-Fernández, 2013), emotional, and social (Smith and Shaw, 2017). Research has also shown that the non-motor symptoms can have a greater negative impact on the care-partner and the relationship than the motor symptoms do (Hiseman and Fackrell, 2017). Notably, caregiver burden can have a harmful effect on both parts, to the extent that intervention is needed before the carer shows signs of burn-out. Their own health can influence their ability to care for their partner as well as themselves (Drutyte et al., 2014).

The field of research in care burden tends to paint a depressing picture of life post-diagnosis. Evidence suggests that carers’ higher stress-related morbidity is linked with their care duties (Glozman, 2004). It is indeed common for care-partners to suffer from sleep disturbances (Happe and Berger, 2002), feel depressed, anxious, fatigued, and stressed (Drutyte et al., 2014). Although life with Parkinson’s poses immense physical and emotional difficulties, accepting the diagnosis and this new way of life whilst making the most out of each day was found to help many couples live happy and fulfilled lives together (Smith and Shaw, 2017). What is, however, particularly challenging in relationships with people who suffer from Parkinson’s is that some of the Parkinson’s non-motor symptoms directly affect conditions that are basic for a successful interpersonal interaction. For a healthy relationship, partners need to be able not only to verbally communicate well, but to recognise and express emotions as well as feel a certain level of empathy toward one another (Fitness, 2015). Yet, people with Parkinson’s often show hypomimia, also described as facial masking, resulting through a loss of control of facial muscles and spontaneous facial expressions (Wootton et al., 2018). Another symptom of Parkinson’s is alexithymia, which is difficulty in recognising and verbalising one’s emotions (Ricciardi et al., 2015). Hypomimia and alexithymia interrupt the chain of emotional signalling in social interactions, which is confusing and frustrating (e.g., imagine being confronted with an emotionless expression in an emotionally social context). Indeed, facial masking has been found to increase the care burden, as the care-partner not only supports their loved one living with a deteriorating disorder but might also struggle to even recognise their partner of many years (Gunnery et al., 2016). Care-partners sometimes report feeling as if they are caring for a stranger, especially if the person with Parkinson’s experiences behavioral changes as well as difficulties with showing appropriate emotional responses (Drutyte et al., 2014; Mercer and Best, 2016). Further, a loss of empathy in Parkinson’s is generally a poorly recognised symptom, yet it significantly affects caregivers’ burden and mental health. Pomponi et al. (2016) showed that an improvement in Parkinson’s empathy levels through a 6-month intervention had a positive effect on their spouses’ wellbeing. As people with Parkinson’s struggle with their emotional regulation and are unable to express themselves romantically or positively, it is no surprise that care-partners feel depressed, lonely, and isolated. Indeed, the care-partner can be easily overwhelmed if their partner has depression and is also socially isolating themselves from other social support networks, further increasing the care burden as well as the risk of developing depression, a reduced overall quality of life, and early onset mortality (Drutyte et al., 2014; Mercer and Best, 2016). It is thus crucial to gain a better understanding of the impact non-medical interventions can have on people suffering from Parkinson’s as well as their caregivers. Based on the issues observed in regards to social isolation, depression, and social-interaction between life partners, a reduction in isolation and an increase in experience of emotional togetherness seems relevant for the wellbeing of caregivers in their role as carers and partners in response to an effective alternative treatment.

Over the past decade, there has been a surge in developing alternative treatments for Parkinson’s. Different forms of exercise and mindfulness programmes, such as Nordic walking (Cugusi et al., 2015), yoga (Ni et al., 2016), tai-chi (Li et al., 2012; Ghaffari and Kluger, 2014), or various forms of dancing (McNeely et al., 2015) found positive effects on gait, balance, coordination, slowing reduction of muscle mass, but also reduced levels of anxiety and depression. However, many complementary treatments are not covered by health insurances which enhances the couples’ financial burden. Moreover, caregivers or their Parkinson’s partners might feel anxious about their physical abilities. It is thus important to explore the lived experiences of care-partners of such body-mind programmes.

In this study, we focus on dance for Parkinson’s for three reasons. Firstly, dance classes are very popular amongst people with Parkinson’s. It is thus relevant to capture the experiences with dance classes of people with Parkinson’s as well as their caregivers. Secondly, whilst studies on dance for Parkinson’s consistently show positive effects on Parkinson’s emotional, embodied, and social wellbeing (e.g., Houston and McGill, 2013; Koch et al., 2016; Holmes and Hackney, 2017; Hadley et al., 2020), statistical evidence for motor advantages of dance compared to other interventions is mixed (see for example Rawson et al., 2019). Moreover, levels of frustration are frequently reported. For example, Bognar et al. (2017) participants revealed that dancing allowed them to create meaningful social connections both verbally and non-verbally through movement and music leading to an overall happier mood even though frustration at the inability to do certain movements occurred fairly regularly. Holmes and Hackney (2017) found that an adapted tango programme for people with Parkinson’s can improve their ability to carry out daily activities, improve their quality of life, create strong social bonds, but frustrations related to motor impairments were prevalent. Therefore, considering the inconsistencies in the reported motor changes in addition to the frustrations felt by the people with Parkinson’s, it is important to look at the care-partners’ lived experiences and their motivations to support their partner’s dancing. Thirdly, dance is a multifaceted activity for which various forms exist that were found to impact on emotional, psychological, and social aspects in addition to physical training (Jola and Calmeiro, 2017). Yet large heterogeneity across studies is challenging. Whilst the impact of dancing on people with Parkinson’s has been researched extensively through several forms of dancing, such as tango (Duncan and Earhart, 2014; Hackney et al., 2007), ballroom (Kunkel et al., 2017), ballet (Houston and McGill, 2013), or contemporary dance (Heiberger et al., 2011), we know little about what facets of dance lead to which outcomes (Jola, 2020). For example, Rocha et al. (2018) found in their randomised controlled trial some motor improvements in the Tango group and a reduction of freezing of gait in the mixed dance group. As a possible contributing factor, the authors emphasised the importance of the interaction of movement with music which is in line with many other studies (see Bek et al., 2020). Rocha et al. (2017, 2018) also highlight the importance of the instructors’ expertise in adapting the movements to the participants’ abilities in their studies; yet no other specific association between dance style and motor or non-motor improvement was proposed. It is also possible, for example, that the dancing is effective through the training of kinaesthetic sensation, emotional expression of the body and the face, or the opportunities to observe others, all of which are understood to enhance empathic interaction, as observed and discussed extensively in the dance movement therapy literature (e.g., Federman, 2011; Behrends et al., 2012; Shuper Engelhard, 2019). These aspects of dance training might thus be particularly effective for the wellbeing of couples where one suffers from Parkinson’s since verbal and non-verbal communication are severely affected by the disease. It is thus of great interest to identify which aspects of the dance classes are of importance for the dancing parties in and beyond these classes.

To our knowledge, no peer-reviewed publication investigated the specific effects a Parkinson’s dance intervention has on their caregiver spouses. Whilst Holmes and Hackney (2017) included care-partners as dance partners in their study, their experiences were not part of the study. Caregivers’ experiences were however part of the qualitative study by Rocha et al. (2017). The authors held a stakeholder forum to better understand the benefits and limitations of therapeutic dancing classes for people with Parkinson’s disease. Stakeholders included health clinicians, dance instructors, people with Parkinson’s and caregivers. The aim was to use the findings through thematic analysis in designing and implementing effective dance classes for people with Parkinson’s. The authors found that creative expression and a distraction from the disease through an immersion in dance as an art form were important features of the success of Parkinson’s dance classes. We understand that creative expression and a distraction from the disease are factors that might not only support people with Parkinson’s through dance participation, but also their spouses.

The aim of the current study was thus to explore the experiences of participating in a dance for Parkinson’s programme in people with Parkinson’s and their care-partners. What are the experiences in and around the dance classes that make them an increasingly common alternative treatment? What changes are noticed by carers and people with Parkinson’s in their everyday life together since they started dance classes? Which of these could be attributed to the dancing? In order to answer our research questions, a novel approach was adopted in that the couples were interviewed individually to make them feel more comfortable with sharing their personal experiences in and beyond the dance classes. Personal experiences reported separately may lead to a different emphasis than when discussing them in front of their partner.



MATERIALS AND METHODS

Ethical approval for the current study was received from the School of Applied Sciences Research Ethics Committee, Abertay University (EMS1835).


Participants

Six couples were recruited using convenience sampling from two dance programmes for people with Parkinson’s in Greater London. The participants with Parkinson’s (five male) were aged 50–77 (M = 69.50, SD = 9.60) and their partners (five female) were aged 56–83 (M = 68.83, SD = 8.33). They were all in heterosexual relationships and had been married between 29 and 53 years (M = 41.83 years, SD = 8.84). The people with Parkinson’s had been diagnosed 5–25 years ago (M = 13.3 years, SD = 6.90 years). The inclusion criteria to participate in the research were: (1) to have had a Parkinson’s diagnosis for at least 1 year; (2) have no other neurological condition (e.g., dementia); (3) have participated in a minimum of 10 dance classes; and (4) have a partner who acts as a caregiver and is also willing to be interviewed. For the person with Parkinson’s, demographic information such as age, gender, time and stage of diagnosis, medication, and information on other medical conditions were recorded. All participants were taking one or more medications for Parkinson’s at the time of interviewing, and they were between stages 1–4 (M = 3.16, SD = 1.07) on the five-step Hoehn and Yahr scale (McRae et al., 2002) as assessed by the first author at that time point. All participants participated in the dance classes at least once a week and the participants with Parkinson’s were interviewed before the partners. All personal information was anonymous or pseudo-anonymised during the transcription phase using the letters from A to L for our 12 participants in alphabetical order (i.e., adjacent letters are couples). Since four participants with Parkinson’s were male, some information could have been easily identifiable. We thus used gender neutral pronouns in the text and replaced gender specific pronouns in the referenced statements with “they” or “them.”



Dance Classes

Our participants were recruited from two dance programmes in the Greater London area, the South London Inclusive Dance Experience (SLiDE) and Move into Wellbeing. Whilst some teachers have trained in a Dance for PD workshop, these classes were not certified Dance for PD classes at the time of the study. The 1-h classes used a mixture of ballroom, ballet, contemporary dance styles with influences from tango and creative dance and the instructors’ extensive knowledge in teaching dance for people with Parkinson’s. The movements were continuously adjusted to the participants needs and abilities. Likewise, the music played by the instructors varied widely, from classical, modern pop, and rock and pop music from the 60s and 70s, mostly played through loudspeakers. At the time of the interviews neither of the classes had live music, although in the past one of the classes had had a pianist.



Materials and Apparatus

A Homder digital voice recorder was used to record the interviews, and a pen and notepad were used during the interview to note down body language, facial expressions, mood, and other non-verbal factors and added to the transcripts in brackets as were clarifications on what participants talked about.

Two separate semi-structured interview schedules were used for the persons with Parkinson’s and their partners. The questions were aimed to evoke rich responses through talking about specific experiences but also included general questions to open-up the discussions. The decision to ask open questions in a non-suggestive manner was made to let the participants lead the conversation as the aim of the interview was to allow for a participant-led thematic framework to emerge on participants’ experiences surrounding the impact of dance on PD and their relationship. In other words, we were interested in how much the participant would bring up dance unprompted, and thus did not instantly ask about dance or ask too many direct questions about their dance experiences. Questions and answers were thus overall, relatively broad and covered a range of topic areas, from their experience with the disease, the dancing, the relationship, as well as questions related to their confidence or self-esteem (See Table 1). The most specific dance related questions the persons with Parkinson’s were asked were for example “Can you remember a moment when you really enjoyed the class? What was happening? How did it make you feel?” but we also asked “What does a Parkinson’s diagnosis mean to you?” to understand how the experience of Parkinson’s may be associated with the view on dance or the relationship with their partner. The care-partners were also asked semi-structured interview questions such as “Can you remember a moment that gave you a positive feeling since your partner started dance classes? Imagine being in that moment, what was happening? How did it make you feel?” To ask participants to remember specific moments and to talk freely about a situation and related contexts is an approach that is common in qualitative research practices (Vaismoradi et al., 2013).


TABLE 1. Sample interview questions and prompts.

[image: Table 1]
Since the interviews were semi structured, some of the topics brought up by the people with Parkinson’s were also included in the interviews with the care-partners, in order to get their thoughts on the same matters such as thoughts about the future.



Procedure

Information about the study was distributed amongst participants of two dance classes for people with Parkinson’s by the dance instructors and the researcher. Only participants who registered their interest to volunteer as a couple were contacted and told more details about the study. The participants were asked not to discuss the questions with their partner until after both had been interviewed. The decision to interview them separately was made on the basis of wishing to gather data about each person’s subjective experiences and enabling them to share their experiences without having to worry about their partner’s view. The person with Parkinson’s was interviewed first (i.e., Participant A, C, E, G, I, and K). The time limit for each interview was 1 h, although the shortest only lasted 17 min (the participant had severe communication difficulties) whereas the longest lasted 50 min. The interviews took all place before the Covid-19 pandemic in public places such as a café, communal lounge, and a pub. A few participants had severe mobility impairments and were therefore interviewed in their home. All participants provided written informed consent prior to taking part in the interviews. After the interview, all participants were debriefed.



Data Handling and Processing

The first author transcribed all interviews verbatim and pseudo-anonymised the data. Data analysis was conducted according to Braun and Clarke’s (2006) six-step thematic analysis. We followed an inductive approach as it was important to create themes from the data that cover the whole range of participants’ experiences, in and beyond dance. The first step, familiarisation with the data, started with transcribing all interviews followed by reading them several times and initial thoughts were noted down. In the second step, initial codes were generated, such as “dance instructors” and “needing help.” In step three these codes were then sorted into preliminary themes and sub-themes by writing them down and color coding the transcripts. Both authors independently conducted all steps from step 2 onward both authors and involved discussion until agreement on the codes was reached. In the fourth step the themes and subthemes were reviewed and adjusted. The final themes were created, reorganised, and written down in a thematic map and given definite names in the fifth step. This was followed by the final step, the report writing and revision. Although we aimed to understand the themes to cover the broad range of topics discussed, due to the word limit, the decision was made to discard some themes that appeared to not fit in with the whole data set or did not provide an answer to our questions.




FINDINGS

As the interviews were conducted and analyzed independently, the themes are reported separately as well (See Tables 2, 3). The inductive thematic analysis showed that disease-related thought processes take centre stage and emphasised that carers and their Parkinson’s partners share some experiences, the topics differ overall. A comparative discussion can be found in the discussion. To fully capture the lived experiences of dance for Parkinson’s, we included themes that are associated with but not directly “about” dance and/or their relationship.


TABLE 2. Themes from the interviews with people with Parkinson’s.
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TABLE 3. Themes from the interviews with partners of those with Parkinson’s.
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Parkinson’s Experience


Main Theme: Changes–the Known and the Unknown

Across all interviews, Parkinson’s participants described how they experience changes associated with their disease, including the symptom fluctuations, the impact it has on their relationships, as well as the potential positive changes through the dancing. What is particularly noticeable is that participants discuss changes within a framework of the known and the unknown related to the mystery disease. This is of interest considering that with its powerful yet intangible experiences, mystery is a strong characteristic of dance.


Sub-theme: the mystery disease

Participant K illustrates the gravity of changes associated with Parkinson’s: “It means a complete change of the way of life” and “this is going to get worse.” Overall, the direction of the disease is clear, and all participants report on the things they are not able to do anymore. Yet above all, participants’ responses illuminate how several changes are based on “unknowns” of the disease:

“Well when you receive the diagnosis you don’t know what it means, you just don’t know what it means. And you start learning fast” (Participant K).

Other unknowns of the disease are the unexplained symptom fluctuations, which make short- and long-term planning with the progressive disease difficult. Participant C states: “So my life is completely unpredictable uh… it suddenly changes and I’m not good uhm.” The unknowns of the disease are also present in the experiences our participants had in receiving a diagnosis. Participant G, for example, explains:

“No, he (the doctor) didn’t pick up on it for a while, he just said that we’re watching the symptoms. It’s quite hard to diagnose.”

Participant I’s doctor wasn’t sure either as he explains:

“And I went and see him [doctor] and he said yeah you’ve got Parkinson’s I think…. what does that mean? Does it mean I’ve definitely got it or I haven’t got it, he said well they don’t know we’ll have to see.”

Once diagnosed, the next step is generally the medication, which can be continuously changing in type and frequency. On some days, participants require more pills, which participant K explained “it’s uh a pain… It comes to dominate your life.” Moreover, whether the medication helps or not is not necessarily known, as Participant A says:

“The whole process of medication as far as I’m concerned, I am not conscious of it doing any good. But neither am I conscious of it doing anything wrong. Erm maybe it is that I am expecting miracles and not getting them or I don’t know.”

This is of interest as whilst most participants with Parkinson’s question the impact of dance also, they nevertheless experience it as doing them good (see sub-theme below). Participant A further illustrates the challenge for them to situate their condition as noted in the dancing with humour:

“And some people in the class say that if I forget to take my medicine, I’m in a terrible state…. (Pause) Maybe I am in a terrible state but I think it’s my normal state (laughs) I don’t know.”

It is possible that the unknown associated with Parkinson’s is one of the reasons as to why comparisons with others are so important as discussed under the separate main sub-theme “seeing and being seen.” Clearly, the direct impact of Parkinson’s is substantial and conscious not only in their dancing but their everyday behavior as well as during the interview. For example, participant K was apologetic when struggling to answer a question: “Ehm (whispers to themselves) sorry this is not working out very well.” Considering that much is unknown about Parkinson’s whilst participants are aware of their struggles, it is not surprising that they create their own theories. In response to a question that was unrelated to the causes of the disease, participant C lists possible reasons such as concussions experienced as a schoolboy. Also, participant E illustrates the links to anxiety as follows:

“Yeah I, I’ve always said it’s a vicious circle, the anxiety will feed the Parkinson’s and the Parkinson’s because of the symptoms will make you anxious so it’s just, vicious circle.”

Yet at the same time, participants know what is recommended to help with the symptoms, one of which is dancing. In most cases, they state that they are compliantly adhering to these as is with this participant:

“And I just think that some of the ways of trying to break through that is through stretching, or exercise, or your diet, whatever, to try and break that circle. Yeah that’s why I’m still doing ballet after 3 years yeah cos it’s good for me so.”



Sub-theme: questioning the impact of dancing

Participants discussed changes in relation to dance participation throughout the interviews. When participant E for example talks about his lost ability of writing or engaging in other daily activities that require fine motor control, they refer independently to the ballet classes:

“Yeah uh I lost the ability to write properly and stir a cup of tea… it’s completely in slow motion and I was looking at my hand and just thinking my god and I get frustrated,… and when I, ballet, we used to do this with our fingers (shows finger exercise) I was just like this really slow and I thought I’m dying, but through this ballet and other things that I do I’ve got all of this back, yeah I can stir a cup of tea, all of this has come back and yeah.”

Notably though, according to participant E, the feeling of control returned due to ballet and “other things.” Indeed, not all participants were convinced that the dance classes help on a physical level. Participant C for example notices changes but likewise questions the impact of dancing:

“I think I’m walking a lot better for whatever reason I don’t know… whether the um classes were helping I don’t know, I suspect they were.”

What remains unquestioned across the Parkinson’s participants, however, is that dance is good because it provides a change in their environment. It gets them out and includes social contact as discussed in the sub-theme “social enablers.” Moreover, it is clear from the interviews that dance evokes overall more positive emotions, as discussed in the “emotion” themes. Yet, for dance to be enjoyable, participants expressed that the dance-classes need to make sense. The classes need to be able to relate to the participants and their conditions as also discussed in the following sub-theme. It helps when participants are able to relate the dancing activity to something they know or can understand. For example, participant C describes that they could not execute gestures they didn’t know or didn’t understand:

“I couldn’t relate to it, she it had, it had a story line that was to me incoherent, it didn’t make sense. And we were making gestures like grass sunshine or something um and I can’t remember what they were but they were sort of random concepts which to me didn’t make any sense and uh I found myself sort of unable to follow because they were un, to me they were not, not sequential and logical. Um I don’t know what else, I didn’t enjoy that. I couldn’t actually I couldn’t do it really.”

The same participant also illustrated an example of gestures they enjoyed as they knew them from their travels abroad:

“well I love [the dance instructor’s] gestures and I love the, the, and the first time she introduced the uh the gesture of this (does twisting movement with hand) cos I used to work in Italy,… And I remember all sorts of gestures that they had…”

Nonetheless, participants also experience the dance classes as enjoyable when it surprises them, as discussed in the section “Sub-theme: Interactive Playfulness.” Thus, the impact of dancing is situated between the known and the unknown, as is the disease.



Sub-theme: what others know or should know

Further changes that the participants emphasised were connected to relationship dynamics. Changes with their care-partners were not experienced as sudden; but it was also emphasised that they weren’t planned. For example, participant K explains:

“Well I’ve accepted that things are not the same as they once were ehm and that she’s, we’ve developed into various roles. She looks after me which wasn’t the original contract.”

However, it is noticeable that these changes weren’t discussed in much detail. For example, participant G mentions changes but they are not comfortable to elaborate on these neither with the interviewer nor their partner: “Uh (long pause) communication, uh the sexual side I suppose,… I just keep it to myself…. nothing you can do about it.” Or participant I “Sexually it, it has done really we don’t (mumbles).”

It is evident in the interviews that participants recognise that their care-partners “know” more and are more in control, as participant A explains: “[their partner] actually stop me from doing things that I think I’m still capable of and it was a bit of a frustration.” This is further elaborated in that their partner could see things which they themselves couldn’t: “Not that I noticed, but my wife did notice… when the diagnosis first came through, she said oh yes I recognise that sign” which also links to the sub-theme of seeing and being seen.

The participants also illustrate how important it is for them that others know about their condition not just for their everyday life encounters, but also for dance classes. Participant E reports several distressing shopping experiences, where staff and other shoppers didn’t know how to respond kindly. Dance examples are discussed in more detail in the theme “Inclusivity and Connectivity.”




Main Theme: Inclusivity and Connectivity

Inclusivity and connectivity are important topics that were explored several times by the Parkinson’s participants in relation to their everyday life as well as the dancing. Seeing and being seen as well as having social contact through what we call “social enablers” constitute relevant parts of their experiences.


Sub-theme: seeing and being seen

It is interesting how participants related to the importance of seeing. This ranges from seeing others’ developments as well as seeing nice things. For example, “having the grandkids coming along you know… has really changed things because I need to survive to, to watch them grow up” (Participant E). Observing changes gives participants a purpose of continuation and seeing natures’ beauty can keep them interested in an activity:

“We have a place in the mountains in France… and the um one of the objectives of going there is to facilitate the interest in walks. So there are we’re very near the mount blanc and so you get to see the spectacular snow cap” (Participant A).

Yet, seeing is also of particular interest since it can lead to struggles associated with the disease, such as bouts of freezing:

“me with going into Sainsbury’s and Robert Dyers and places like that, when I see it’s full lots of items about, I just can’t do it. You know my brain says no, stop, or I’m going to shuffle you into something so” (Participant E).

Similarly, seeing thresholds is a challenge: “…or stuck especially under doorways. Um I have great trouble going through thresholds” (Participant C). Thus, albeit not mentioned, the environment of dance classes which are in relatively large, uncluttered spaces seems optimal (but see also section “Sub-theme: Interactive Playfulness”).

Moreover, when Parkinson’s symptoms are visible from the outside, participants can experience judgemental responses from others. For example, when other people see their symptoms and assume, they are drunk. Or how participant G observed: “I notice when you come into a room people show away from you,” which was not mentioned to happen in the dancing. On the contrary, participants are passionate about their dance related achievements. For example, one participant told their daughter proudly that they have taken on a leadership role in the dance classes twice, despite their daughter’s downplaying response: “But it’s ballet!”. Instead of letting themselves being affected by the social stigma attached to dance, it is evident that being seen by others through dance can provide participants with an opportunity to experience pride and confirmation, as illustrated by participant C:

“yeah…. it was a show for you know, 300 people…. um I went on stage to do a [solo], 15 min of um my chaotic dance models… But I was a bit nervous that I, I couldn’t hold a stage anymore but it, it was quite good”

Notably, participants also report taking confidence from other forms of public presentations. Since there are many unknowns of the disease, being seen by others and seeing others can help Parkinson’s participants to situate themselves. Interestingly, the observation of others with Parkinson’s during the dancing is mentioned rarely (see example sub-theme positive and negative emotions). Observing and comparing oneself with others is however an integral part of their everyday life, mentioned in contexts such as sitting in the doctors’ waiting room or watching TV. Clearly Parkinson’s dancers also observe the instructor (see section “Sub-theme: Interactive Playfulness”) and being seen as a person with Parkinson’s in the dance classes is relevant. Overall, it is very important for participants to “getting some degree of confidence and self-awareness where one is at for real and where one may not be.” (Participant A). This is also evident when participant E talks about a class that he didn’t enjoy at all:

“and the instructor said to me what’s wrong and I said well it’s just we’ve got uh this disorder and he has quite clearly not looked into it because the stuff he was doing people can’t do that and I myself struggled a bit and then but the instructor took it onboard and um he never came back and we’ve never had that since so yeah”

As the symptoms of Parkinson’s are not necessarily seen from the outside as explained by Participant E, responding to the limitations can be a challenge for others: “as I’m sitting here now and I look fine, inside I can feel myself doing this kind of movement (shows swaying in circles movement).”



Sub-theme: social enablers

Social enablers are activities or people that allow our Parkinson’s participants to feel part of something, supporting a sense of inclusivity and connectivity. Dance was mentioned as a social enabler throughout the interviews. Participant E states “Yeah uhm well I’ve been there a long time now so I feel very much a part of it.” Participant G, for example, describes a particularly enjoyable aspect of the dance classes:

“Being able to move about without the fear of falling down and the contact of people… to social side is good, yeah.”

Another way in which the dance classes are experienced to achieve a sense of connection is through the music:

“I think quite good and there’s some classical music but there’s also some ehm popular songs including my generation so people like the Beatles, it incorporates some of these musicians into ehm into distraction and it’s entertaining actually.” (Participant A).

Other participants also refer to the importance of the music relating to their group in positive and negative ways:

“Um I’m quite happy with it (music), people are mostly my kind of age so the music is appropriate, year and quality, like the Beatles for instance” (Participant K)

“I’ve enjoyed it (dancing) a lot every week but about a year ago they brought a young lad (instructor) in that was doing his own type of music and dance and he lost everybody. Everybody was just sitting and just didn’t join in in it and I got very angry about” (Participant E)

It is interesting to note in the above examples how Parkinson’s participants often extent their own experiences to the whole group, which could be read as a sign that they do feel part of the group. Notably, the caring for each other goes beyond the disease or the dancing, as explained by one Parkinson’s participant that started language lessons to improve their Dutch through a contact from the dance classes.

Nevertheless, it is important to remember that dance classes are not the only social enablers noted to be of relevance for Parkinson’s participants’ wellbeing. Notably, the connections to family members beyond their care-partners are often mentioned as particularly enjoyable. For example, one participant very much enjoyed their wedding anniversary with the whole family. Moreover, whilst participants enjoy their family looking after them, this is also recognised as giving their care-partners a respite from care.




Main Theme: Emotions


Sub-theme: positive and negative emotions

Parkinson’s participants refer to a range of positive and negative emotions throughout the interviews. Whilst the expressed emotions are predominantly negative in relation to the disease, such as anger, lack of motivation, embarrassment, frustration, depression, or resignation, they are mostly positive in response to the dancing, such as happy, fun, enjoyment, motivating, encouraging, liberating, or a feeling of confidence. What is noticeable is that participants name a multitude of factors that make dancing such a positive experience. For example, participant A explains: “I find I find dancing is not a natural activity for me. But, if you combine it with a bit of music it can become fun!” Similarly, as participant K describes: “Well it’s a social event, which one doesn’t have many of these days. Uhm and it’s exercise and moving to music so it’s fun.” In this statement, the participant names all the relevant facets of dancing, which are social, emotional, physical, and auditory. While participant C specifically refers to the movement aspect as providing them with a sense of liberation:

“based upon my, my mask like lack of expression and um my gait, and my not swinging the arms particularly well…. Which is one reason that I, I always think about that when we do these exercises in class, it’s very good. Specially the twisting of the body because some in the class are doing that (shows poor twisting movement) but actually what the instructor is doing is that (does huge twisting of the body) and it feels so, so good so liberating.”

Similar to the sub-theme of social enablers, where dance is an important but not the sole source for social contact, participants have positive experiences beyond the dancing through other activities, such as walking, or going to events. For example, the Parkinson’s participant K very much enjoyed an event with their care-partner at the British Library: “well we went for something unusual, we went to a lecture at the British Library, which we both enjoyed I think.”

Moreover, dancing might evoke a mix of emotions. For participant I, attending as a couple was the main reason for one of our participants to attend:

“I can’t say I really enjoy it, I don’t mind doing it, I quite, quite enjoy it. I’ve never been uh I’ve always been athletic but never been dancing. I was (mumbles)…., I’m not a dancer (laughs) ‘they’ (care-partner) are a good dancer…. I just come because of ‘them’ (care-partner) because they want me to keep dancing once a week and so we come here.”



Sub-theme: interactive playfulness

A particular positive emotion expression that shines through all interviews with the Parkinson’s participants is their sense of humour and enjoyment in playful interactions. It seems that participants with Parkinson’s like to be surprised, despite all the uncertainties they face caused by their disease. Participant E describes the joy of new routines and humour:

“the instructor I think is unbelievable, the amount of different things that ‘they’ know… and the one thing will just trigger it off, you know one word and then ‘they’ll’ ‘they’ll’ ‘they’ got something to make from it, ‘they’ are incredible.” And later: “It suits me but uh I can imagine somebody saying that ‘their’ sessions are too random and illogical but um but we share the same sense of humour.”

Even those participants who might not enjoy dancing as much use a sense of humour and playfulness to keep doing it: “I do it and I make it, make it enjoyable, and having a laugh as well with it, don’t take it too seriously you know” (Participant I). This participant later adds: “I’m never going to be in Phantom of the Opera (laughs).” A reference to the importance of interactive playfulness can be seen in Participant A’s a detailed analysis of why they find it easier to walk on uneven surfaces:

“for walking, it’s sometimes easier for me to be walking on difficult land, difficult ground, than it is on straight ground um straight, flat, ground. If you gave me the choice between walking across an air terminal on a completely even featureless um concrete or slab flooring, um versus boulda hopping as it were a mountain, on lake district mountain, were you have to sort of go in another way and… which…. you’re going to step on. I find that easier than walking across a featureless floor”

Notably, dance spaces are flat and often featureless. Thus, this experience is in opposition to the previous cited examples of the problems Parkinson’s sufferers have with thresholds and visual information. Participant A goes on to explain:

“Because I am applying the active cognitive sort of thinking part of my brain rather than the sort of primitive um sort of primitive low the um the primitive brain which is the automatic. So if I were to walk across a completely featureless…um and to do so if I try and do so and to get into a rhythm I find that once I have consigned it to my automatic walking the little…. and I will sort of get into a stuttering movement, but if I am… everything has to be controlled by the deep thinking part of the brain, to step or not, sort of working it out, so for that very good reason it is easier because it’s not being automaticed, automised, yeah.”

Whilst this explanation contradicts what we know about motor control (i.e., in that it is the difficult terrain will activate more subconscious processing, by removing the cognitive conscious control of the individual), it is interesting as it emphasises the ways in which an element of interactive playfulness in movement can facilitate motor execution for people with Parkinson’s. The playfulness in this example is stimulated by the environment, whereas in dance it is through the imagination, the music, or the group interactions.

A sense of humour and enjoyment with interactive play is not only present for the dancing. For example, the Parkinson’s participants who have the opportunity, love to play with their grandchildren. The risk involved in playing with grandchildren is however evident and sometimes, if the Parkinson’s is too restrictive for physical play, this can create a sense of loss:

“We have grandchildren, and that helps too when we can get to see them. It’s fun to catch up with them but even there Parkinson’s has a negative effect because I can’t play as vigorously with the children the grandchildren which I would like to do but I can’t” (Participant A)

Whilst the dance instructors can adapt the classes to their group, playing with grandchildren is less flexible. Also, it exemplifies that beneath the humour lies something more troublesome. Participants with Parkinson’s know some things are beyond their control and humour can be a means to build resilience. Participant K for examples responses to the closing question whether there anything else they would like to add about living with Parkinson’s:

“I cannot recommend it, don’t write that down (laughs). (Mumbles) people don’t always appreciate it. Um no, I’m extremely lucky to have ‘them’ (care-partner). Without ‘them’ I don’t know, I’d probably be in a home somewhere (pause).”





Care-Partners’ Experience


Main Theme: Responsibilities


Sub-theme: initiating and taking action

In many ways a Parkinson’s diagnosis brings a lack of and a need for control into a couple’s life. Since the diagnosis is multifaceted and impacts the person’s symptom severity, responsibility is put on the partner to always be prepared for administering booster pills or help preventing falls. This significantly restricts what they are able to do as a couple on a daily basis. It also places care-partners in the position to impose or be in charge over big and small decisions, such as a house move or which transport to use in prediction of their partners illness progression and symptom fluctuations. These everyday management tasks also appear in regard to the dancing. For example, most care-partners said that they took the initiative to start going to dance classes, and without their prompting and encouragement, their partners would not attend. As participant J reports:

“We, we like it. We have to, I have to drag them here, they probably told you… they used to play a lot of football but they’ve never been into exercise.”

The care-partner therefore often has a lot of responsibilities related to their partner’s daily activities, ranging from attending dance classes to having a medication review, all of which can take a toll on their wellbeing because it demands non-stop attention. Considering the carers responsibilities associated with these everyday challenges, attending dance classes cannot be understood in isolation.



Sub-theme: holding awareness

In cases where the Parkinson’s is quite progressed, it increasingly becomes the carer’s responsibility to continuously pay attention to the wellbeing of their partner. It is of importance to note that the continuous awareness and guidance is a theme for care-partners outside dance classes but not within. For example, carers need to know when to give so called booster pills to help manage the Parkinson’s symptoms, but even then, their partner may still go into “off” mode and shut down, such as participant J states:

“‘they’ are having a bit of a bad day today really with walking so we’re going to have to wait and see how ‘they’ feel but ‘they’ might be alright when we leave here (to go to the dance for Parkinson’s class).”

This unpredictability means that many care-partners give up some of their interests and other responsibilities such as volunteering, in order to support their partner. Participant H commented:

“Eh as far as I’m concerned it’s obviously meant that I’ve had to increasingly care for ‘them’ and give up some of the things that I used to enjoy doing so that I can look after ‘them’ and that’s been increasingly the case as the Parkinson’s has developed.”

Thus forth, the dancing offers care-partners an opportunity to combine their own interests with the needs of their Parkinson’s partner as well as the ability to take away some of the carer’s everyday responsibilities through a reduction in the otherwise ceaseless attention and awareness they have to dedicate to their Parkinson’s partners. In general, care-partners try to promote their partner’s independence as much as possible but sometimes this means more work for them if not everything goes according to plan. Notably, two of the care-partners did not attend the dance for Parkinson’s classes with their partners and were not involved in the dance programme in the same way:

“I can probably think of one, maybe two, that I’ve taken ‘them’ (Parkinson’s partner) in the car, um which hasn’t usually been because ‘they’ve’ been incapable of getting under ‘their’ own esteem it’s usually because it’s late. So I don’t really have the experience of ‘them’ going to the class” (participant D).

They both felt that they did not need to support their partner in going to the classes as they were mentally and physically able to make their own way there and back. Importantly, the carers also reported that they used that time for themselves. The dance classes are thus an opportunity to reduce the care burden, whether by attend together as a couple or not (see also section “Main Theme: Opportunities”).




Main Theme: Openness


Sub-theme: ambivalence

Openness is not only important in the relationship for communication purposes but can also be found within the dance for Parkinson’s classes. The care-partners had found a safe, support network within the dancing as they were all in the same (or a similar) situation and had a level of understanding of what the others were going through. One participant had noticed that her partner opened up at the dance classes and commented:

“And there’s this you know when you meet somebody, when ‘they’ meet people and ‘they’ chat ‘they’ have this energy but on ‘their’ own or with me it’s calmer and it’s not the same” (Participant B).

This caused somewhat of a conflict within the participant, as they on one hand were happy that their partner had this extra energy and was very open and sociable when at the classes, but on the other hand they said that their partner did not behave or feel that way more often or when it was just the two of them at home.

The care-partners seemed to have largely resigned to this new way of life where their partner had Parkinson’s and all of the changes that it had brought upon them as a couple. Participant L also said:

“I say look in the mirror you know, if you have to do that (reach arm up) you do that (barely lifts arms) and ‘they’ just doesn’t feel the difference, ‘they’ feel that ‘they’ have had a good workout, if ‘they’ shrug ‘their’ shoulders and you can barely see it! I uh I think it’s good that ‘they’ go out and try and ‘they’ say that ‘they’ do ‘their’ best so, so I can’t, who am I to say I’m sure ‘they’ could do better.”

This quote illustrates how the care-partner has resigned to their current situation even though they would like them to try more. Hence, whilst a level of openness allows care-partners to engage in their partners wellbeing, there are levels of criticism involved. Many talked about accepting the situation although most of them mentioned feeling frustrated, sad, disappointed, or angry at times, not directly at their partner but at the situation or Parkinson’s diagnosis and not being able to express this and instead carry it within them. Participant J commented “I just worry sick every day” and added:

“I think they gets frustrated cos we sit here, we sit there, and think how did we end up here? You know what I mean? After the life we’ve led, here we are.”



Sub-theme: social past and future

The care-partners who regularly attended the dance classes said that they enjoyed being able to attend a social event together, as this is something that they are unable to do as much these days. The dance classes can give the couples an opportunity to both interact and extend their social networks together as a unit

“we always enjoy the exercises and the chat that goes to and fro and it’s a, you know a bit of a social occasion as well as exercises, you’re seeing the other people” (Participant H).

However, for some people with Parkinson’s it may be difficult to socialise and make new connections due to the cognitive and verbal challenges of Parkinson’s, something which participant L had noted

“they (‘their’ siblings) really take ‘them’ out of ‘themselves’ in that because it’s so familiar ‘their’ brain goes into different gear when ‘they’ speak to them and I find with old friends as well. More so than with people we’ve only known for the last few years but ‘they’ are more confident and ‘their’ brain works better. ‘They’ remember more because ‘they’ are beginning to be forgetful and remember more about the past.”

There is often a change in the dynamics or roles within a relationship after a Parkinson’s diagnosis as the healthy partners need to do more either physical chores or cognitive tasks, depending on in what ways their partner has been affected by Parkinson’s. However, the care-partners noted that the care burden is not something that occurs overnight, rather it accumulates slowly over time. Participant D said

“I think the, the difficulty for me has been mostly not knowing how ‘they’ are feeling, managing, um ‘they,’ ‘they’ show ‘their’ feelings but ‘they’ must have feelings and anxieties you know long-term and it worries me”

and participant L added “It goes so slowly and the tasks and the burden becomes heavier and heavier, you get used to.” This was something most care-partners refrained from sharing with their family and friends, as they did not want to worry anyone else and therefore carry this burden by themselves.




Main Theme: Opportunities

Some of the care-partners mentioned how they benefitted from the classes as several of them said they enjoyed dancing and rhythm came naturally to them. They talked about how they have danced throughout their lives, although not together with their partners who had mainly played various sports previously. The dancing thus offers itself as an opportunity for carers to do something with their partner that they enjoy doing. This is pertinent, as other activities caregivers enjoyed are challenged through the attention their partners need. For example, several carers described how they enjoyed playing with grandchildren, however, they were not able to fully engage in these activities as they needed to always divert a lot of attention to their Parkinson’s partners. Henceforth, it seems that the dancing is an activity in a controlled environment that allows care-partners to be more be present in themselves. In addition, it also provides an opportunity to gain a better understanding through social comparisons with people who are exposed to a similar situation as them.


Sub-theme: coping

The care-partners have a unique outlook on Parkinson’s as they spend most of their time supporting their partner compared to family members or friends who may only see them for a few hours now and again. Some care-partners noted that their children did not understand the severity of the situation, but at the same time other care-partners were very apprehensive about sharing too many details with their other loved ones as they either did not understand or worried a lot. They also talked about how the general public does not have a good understanding of Parkinson’s and had experienced some judgemental looks whilst out and about “they look at you as if you’re drunk! You know, falling all over the place” (Participant F).

For some people the dance classes were thus an opportunity to discuss with other care-partners what they had gone through in the past week and compare experiences. Participant B commented

“Because precisely we see quite a lot of people and we can compare whereas before if you do not see others you’re quite isolated but there you can see how people evolve and so you are not on your own and so I think that has helped them and me to see the range.”

She spoke about feeling isolated and lonely before attending the dance classes. Participant H felt very much the same way, and said

“You know that’s, that’s one of the good things about the group, from the point of view that uh whether it’s exercises or the group itself for people on their own, at least they can, they realise that they’re not on their own, other people have got it too and they’re all coping and we’ll have a chat about it, how you manage and ideas have come up about doing different things, yeah.”

One participant did however point out that it is impossible to know how Parkinson’s is going to affect their partner further down the line and that it is pointless to compare them to others since everyone gets different symptoms.



Sub-theme: questioning the effectiveness of dance for Parkinson’s

The care-partners also questioned the dance classes to some degree regarding motor improvements with most of them saying that they did not notice any motor related differences in their partners after beginning to attend the dance classes. They did not talk a huge deal about the physiological effects of dance, although participant D did comment “so I can’t tell really physically, if ‘they’ve’ walked there and walked back, it’s difficult to quantify.” As their partner walks to the classes and keeps active outside of the classes too, the care-partner felt unable to determine any associations between dance and physical abilities as those may have been influenced by the walking.

The role of music was not mentioned as having a specific impact either, with one participant saying that the music does not do anything for their partner whatsoever “Uhm I’m not sure, ‘they’ have no sense of rhythm, so the music doesn’t do anything for ‘them’” (participant L). Only one participant explicitly stated that they thought the music alongside the movements were beneficial for their partner:

“I think it’s very good I think uh (pause) the way of using movement and dance no movement and music, movement and music whether it’s dance or not (laughs) it’s really excellent for the brain because the brain makes the connection and it’s very good for its agility” (Participant B).






DISCUSSION

Parkinson’s is often described as a mystery disease since the prevention of the disease is unknown, the causes of non-motor symptoms not fully understood, and its progressive symptomatic individual and varied (e.g., Ball et al., 2019). This mystery characteristic of the disease is specifically visible in the interview responses from people with Parkinson’s: The unknowns associated with the changes that the disease brings were the most frequently discussed theme across all interviews but also played a role across other themes, such as seeing and being seen. Since Parkinson’s participants often expressed that they did not have a clear sense of where they are in the progression of their disease, they compare themselves to others. Seeing others with the disease in everyday life as well as in the dance classes allows participants to reduce the level of the unknown. Since the Parkinson’s sufferers themselves and their doctors are in the unknown, then, who knows?

Therefore, the question “Who is in control?” overarches the theme of changes and its associated knows and unknowns. In a way, seeing becomes a way of knowing. Also, having a care-partner who is in control is another important pillar. Whilst participants recognised this, they did not seem to be at ease to share relevant information with either partner or others, such as the interviewer. One possible reason is that communication is an overarching challenge for Parkinson’s sufferers (Saldert and Bauer, 2017). Nevertheless, it is important for people with Parkinson’s that other people know about their condition. This is particularly evident when they described challenging everyday experiences, but also when they talked about the dance classes. This is in line with the findings by Rocha et al. (2017), which showed that dance instructors need to be experienced and able to modify and adapt the dance classes to the participants’ needs for them to enjoy dancing. Instructors that run classes beyond the participants’ abilities were explicitly not welcomed by our participants.

Notably, the unknowns also occurred within the responses of their care-partners. In response to the question of “who is in control?”, where possible, the partners take over. For example, in most of the cases, the care-partners were the ones who took the initiative to attend the dance classes together due to several reasons such as wishing to encourage physical activity, socialising, or to do an activity together without being restricted by the Parkinson’s diagnosis. The socialising and support aspect were important to many care-partners and is something that has been found in previous studies too, such as Rocha et al. (2017), who found that some participants attend classes mainly for the social support. This was echoed by the current study, as the care-partners felt it was beneficial for both themselves and their partner to meet and spend time with others with Parkinson’s as everyone was in the same situation. The dance groups can create excellent support networks where everyone gets to feel understood and valued, as well as getting guidance how to live life with Parkinson’s (Houston and McGill, 2013; Kunkel et al., 2017). This is particularly important as the care-partners often felt as though they were unable to tell their friends and family about the severity of the situation and their partner’s Parkinson’s progression.

The social aspects of the dance classes also create opportunities for connections beyond dancing or Parkinson’s, giving care-partners a potential respite from their care burden and for the romantic relationships to enliven at the same time through other external stimulants. This is important since with the progression of their partners’ Parkinson’s, the care-partners take on an increasing amount of responsibilities which can lead to an increased care burden and decrease in mental wellbeing. However, both the people with Parkinson’s and the care-partners noted that this progression happens slowly and whilst a change in the relationship dynamic with the care-partner taking on chores they haven’t had to previously is unavoidable, adapting to the changes in responsibility and control is crucial. Nevertheless, the unknowns encountered by the people with Parkinson’s were mirrored by the care-partners. Care-partners struggled to come to terms with not knowing how Parkinson’s might affect their partner in the future, whether they need to move, employ a live-in carer, or find a place for their partner in a residential home. Due to the unpredictability of Parkinson’s it also often means that care-partners have to give up activities they used to do as they were unable to leave their partner alone at home. Whilst previous research found that changes in the relationship dynamics can occur drastically after one partner is diagnosed with Parkinson’s and the other one slowly becomes a care-partner (Karlstedt et al., 2019) and these changes are evident in our data, they are not the sole factor of concern.

The care-partners spoke to varying degrees about the potential physical benefits their partners may notice through the dancing, although one care-partner in particular pointed out that her husband was not aware of not moving his body properly. A lack of self-awareness is a common consequence of Parkinson’s (Maier et al., 2012) and is what Haahr et al. (2011) found as those with Parkinson’s often perceive their bodies as not functioning properly, for example limbs not following orders. Interestingly, negative body perception is frequently reported to affect levels of wellbeing in Parkinson’s (Hadley et al., 2020), but none of our participants expressed specific suffering with their body image or appearance. Hadley et al. (2020) noted, however, a lesser increase in bodily awareness in people with Parkinson’s who took part in dance classes compared to a matched control group. The authors also observed that whilst dance can lead to an increased bodily awareness, this includes the awareness of body limitations. Therefore, our care-partners might experience similar frustrations, in that the dance participation highlights their partners’ limitations. Accepting the changes, restrictions, and adaptations appear to be a vital part of living a happy and fulfilled life with Parkinson’s, not only for the person themselves but for their partner to cope as well (Phillips, 2006).

Interestingly enough, both participant groups were rather critical of the facilitating role of music on movement. People with Parkinson’s found that the music highlighted what they could not do and that it challenged the understanding of the instructions, due to the increased level of volume, a common observation for people with Parkinson’s (e.g., Mollaei et al., 2013). However, the choice of music was considered an imperative part of the overall dance experience for people with Parkinson’s, possibly as it allowed them to reminisce and reminded them of their youth. The music could make them feel recognised when it suited to their generation, their experiences, and their preferences, creating positive emotions. Rocha et al. (2017) also found that the choice music is important to enhance memories, thus increasing the emotional and social benefit of the dance classes.

Overall, both the care-partners and those with Parkinson’s questioned the impact dancing may or may not have on any physiological symptoms. Whilst it is evident through an extensive number of qualitative studies that dance for people with Parkinson’s is beneficial for their emotional, social, and psychological wellbeing, quantitative findings on motor improvements are mixed (Jola, 2020) with at times evidence for better improvement trough other types of exercises (Rawson et al., 2019). Importantly, since we completed our interviews, two other studies were published that included care-partners in the data collection and analysis (Prado et al., 2020; Prieto et al., 2021). The study by Prado et al. (2020) is a mixed-method study that investigated whether psychosocial interventions, such as dance classes, have a positive impact on the wellbeing of people with Parkinson’s and their carers and what the motivations of carers are in either attending or abstaining from these sessions. The study found that relational, responsibility and uplifting elements are of importance for carers to accompany individuals to the sessions. Whilst these are similar with some of our observations, we would refrain from a direct comparison since the study focussed more on the meaning of wellbeing for carers and included interventions other than dance (e.g., music, swimming). Moreover, in the quantitative evaluation, the authors did not find a significant relationship between higher levels of wellbeing of caregivers or people with Parkinson’s and their joint participation in psychosocial activities, nor did the authors find a significant relationship between the type of physical activity and form of improvements (i.e., social or physical).

The findings of the most recent dance study involving Parkinson’s carers by Prieto et al. (2021) correspond partially with ours. These are in regards to the social relevance of the dance classes. Notably, the self-evaluation theme of people with Parkinson’s ties in with our themes of seeing and being seen, and dance as a social enabler. Moreover, we did have some indications of Parkinson’s people putting effort into complying to keep moving as dance might not feel naturally to them. However, we did not identify keep moving’ as a theme, as all but one of our Parkinson’s participants have always been physically active and overall expressed to enjoy doing so. It is important to note that whilst Pietro et al. (2021) distinguished the experiences of carers and people with Parkinson’s, it is not clear whether the interviews as well as data analysis were done independently for the two groups or not. Importantly, we conducted our data collection and data analysis separately for people with Parkinson’s and their care-partners to target individual experiences. Moreover, we only interviewed lifelong couples whereas the participants in Prieto et al. (2021) study included friends and other relatives as care-partners. Finally, the questions by Prieto et al. (2021) directly addressed the dance experiences; whereas we made the conscious decision to provide participants with the opportunity to report their dance experiences more freely whilst also focussing on aspects of their relationship which can explain the differences in our findings. We argue that a more open format allows participants to feel confident in questioning the impact of dance, which is one of the main differences between our findings and theirs.

We suggest that the questioning of the efficacy of dance classes by our Parkinson’s participants and care-partners is at least partly based in their extensive experiences of the many unknowns associated with the disease. Participants with Parkinson’s showed several attempts to solve the mystery of the disease, hence, they seem to have become predetermined in questioning any of their observations. It is important to note that, indeed, one participant was able to pinpoint a particular movement in class that provide them with a sense of liberation in their range of motion. Moreover, another participant reported how they were able to transfer a particular skill trained in the dance class to their everyday life. Whilst dance might emphasise the motor limitations of the Parkinson’s person in their care-partner, this might not have the same impact on the person with Parkinson’s. For them, it is important how something feels internally. And other research with stroke patients, another neurodegenerative disease with motor-impairment, has shown, that it can be the sense of achievement rather than the actual motor execution in movement training that is of importance for the individual and consequently the improvement (Grabherr et al., 2015). In other words, from the perspective of the person with Parkinson’s, imagined motor executions can be sufficiently motivating. As Grabherr et al. (2015) noted that they had stroke patients who reported feeling very comfortable with the motor imagery training due to an enhanced sense of control and the ability to “do something”. Moreover, our findings are in support of the suggested framework by Bek et al. (2020) in how internal action representations may contribute to the beneficial effects of dance in people with Parkinson’s. For example, we found that for at least one participant, movements in the dance classes could be transferred to everyday life contexts. For such an action correspondence to be consciously recognised, motor imagery in everyday life is necessary. It is thus possible that the dance training increases motor imagery abilities and thus contributes to transference of dance from the studio to everyday life. It is also of interest to note that observing others is a relevant theme for our Parkinson’s participants as is how it feels internally; both often assumed to be associated with imagery processes. We don’t know, however, whether observing others is a predominantly social or action related process. Interestingly, though, our participants did not report that the music would affect their motor representation or motor execution skills as suggested by Bek et al. (2020).

Finally, four of our six couples attended dance classes together. We neither observed evidence for a difference in our participants’ experience in response to dancing together or not. This is surprising considering the findings by Hackney and Earhart (2010) as well as Kunkel et al. (2017), who observed a bigger impact for Parkinson’s sufferers when they attended Tango classes with their partners. One possible explanation is that these effects are specific for Tango, a dance style whereby partners communicate through subtle weight shifts, thus increasing the intimate sensory attention of each partner, whereas the dance classes our participants attended consisted of a mix of dance styles. Further research is required to explore the impact of the dance style on the relationship. We suggest, however, two alternative explanations for this effect: Firstly, as indicated above, participants did not seem to feel comfortable in sharing their very personal experiences neither with one-another nor the interviewer. It is therefore possible, that communication issues are already present that are not alleviated through the dancing, or at least not in a way that it could have been shared with the interviewer. Secondly, it is possible, that as discussed above, the dancing together increased the awareness of the limitations in addition to the extra burden of the care-partner in organising the attendance of the classes (and the timely medication in preparation of these). Therefore, these points might have overshadowed some of the benefits that have arisen from attending the classes together.

Nevertheless, there is thus strong evidence that movement synchronicity is an important factor in a couples’ relationship. When the communication between couples is impaired, a connection through the moving body still allows the experience of many aspects of a relationship, such as the possibility of interactive playfulness. Overall, our data showed indeed that the participatory experiences in dance classes for Parkinson’s play a special role in the focus on the couples’ wellbeing. In line with previous studies that found including dance and movement in couple therapy is beneficial to couples’ experiences of intimacy, communication, closeness, and playfulness in general (e.g., Shuper Engelhard, 2018; Shuper Engelhard and Vulcan, 2018), we found supporting evidence that moving together is also experienced as beneficial for the psychological and emotional wellbeing for couples with care responsibilities in regards to playfulness, understanding of the disease, and a sense of care.


Limitations and Future Recommendations

This study is not likely to be representative of the general population living with Parkinson’s disease, as the participants were recruited from affluent areas of Greater London with the privilege to attend private dance classes. Most people living with a progressive disorder in the United Kingdom do not have these extra funds available to them and might therefore have a very different experience of living with Parkinson’s. For future studies, we thus recommend using a more diverse sample. Ideally, dance for Parkinson’s programmes would be funded in order to allow free participation in more deprived areas as it is possible that people who cannot afford to pay for private classes would benefit just as much from a dance intervention, provided that they would be interested in this kind of class. Local experience from Scotland showed that free Parkinson’s dance classes can attract a mixed socio-economic group. For this study, it was noted that not all participants with Parkinson’s used to dance before, and that the stigma attached to dance was present but could be overlooked. I thus seem feasible that with playful interactive dance classes that use music choices which speak directly to the participants and instructors that are being understood by participants, can raise an interest in various groups. Yet whilst the impact of the current study is important and applicable to those living with Parkinson’s, the findings are not aiming to be representative of others’ experiences of living with Parkinson’s. Importantly, those from disadvantaged socioeconomic backgrounds may not have a care-partner or one that is supporting the dancing and they may have more comorbidities as a result of healthcare inequalities, in addition to other language and cultural barriers. Secondly, in the current sample, only one participant was middle aged, and the rest of the participants were of older age. There is a chance that aged-matched dance groups would be beneficial for younger individuals as they could potentially relate to one another more easily.

Another avenue for future research around dance for Parkinson’s is to study the impact dance classes have on empathy and emotion expression quantitatively. We highlighted the importance of empathic abilities in romantic relationships and the challenges Parkinson’s causes in that regard but they did not suffice as themes. Whilst one Parkinson’s participant showed their enjoyment of expressing familiar gestures, no specific experiences were expressed associated with changes in empathy through the dancing. A recent review by Pick et al. (2019) showed that research regarding the understanding of empathic deficits in Parkinson’s is sparse and fragmented, despite its importance in the establishment of a functional doctor-patient relationship. With reference to the care-partners wellbeing, it is of interest to note people who engage in embodied and theoretical practices, such as theatre, show higher empathic skills without increased feelings of distress (e.g., Schmidt et al., 2021). Dance classes that emphasise a theatrical component could therefore be beneficial not only for people with Parkinson’s through the practice of gestures and facial expressions but also for their care-partner’s resilience. We know that people with Parkinson’s benefit from the presence of empathic carers (Pomponi et al., 2016). We suggest that it would make a huge difference for care-partners’ sense burden were they able to share emotions in response to negative events without letting it overly affecting their own feelings. Yet more research is needed to address these potentials of dance classes for people with Parkinson’s and their care-partners.

Finally, some participants also had severe communication difficulties and might have had more to say than they were physically able to on the day of interviewing. Some of the interview questions were also too long and complicated for the people with Parkinson’s to process. Furthermore, the care-partners were asked mainly about their experiences with Parkinson’s and their relationship with their partner rather than about themselves as a person and carer. This could have led to limited findings as the care-partners may have been primed to only focus on Parkinson’s during the interview and therefore refrained from talking about their personal concerns or non-Parkinson’s parts of their lives.




CONCLUSION

Parkinson’s participants experiences were found to be related to the questioning of experienced changes with the disease as well as the dancing. The importance of knowledge in general as well as in regard to the instructors’ expertise was evident. Other themes were the need for seeing and being seen to feel validated and included, as well as the ability of dance to act as a social enabler and mood changer. Further, albeit limited, we found evidence that dance classes provide motor skills training that is transferrable to everyday tasks. We did not expect the consistent prevalence of humour people with Parkinson’s showed throughout the interviews nor did we anticipate the importance this group placed on the playfulness interaction in dance classes as well as with their family or friends. The group aspect was particularly important to the care-partners as they were able to interact with others who have Parkinson’s and gain an insight into how their life may change in the future when their partner deteriorates further. And whilst the current sample was small, the dance classes were an avenue through which the care-partners were able to have an enjoyable moment as a couple and create happy memories together despite the looming prognosis of Parkinson’s. We deliberately did not ask our participants directly about the impact of dance on Parkinson’s or their relationship to give them more freedom to discuss their personal lived experiences and thus reduce the repetition of preconceived ideas. It is possible that our approach reduced the insight into specific aspects of dance for Parkinson’s but considering the vast number of studies on the benefits of dance for Parkinson’s we feel that a wider more participant-led perspective provided us with a better understanding of the conditions surrounding the role dance plays in their lives.
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The Lullaby Project is an innovative model developed to support vulnerable groups through community-based music creation. It pairs expectant and new mothers with professional musicians, to create a lullaby for their children. This paper presents an investigation of the project’s pilot implementation in the United Kingdom, bringing together musicians from the Royal Philharmonic Orchestra, refugee mothers and inmate fathers from a central London prison. The research aimed to understand how the Lullaby Project was experienced, focusing on the potential areas of perceived change linked with the concept of mental health as flourishing. Participants (N=12) took part in semi-structured interviews and kept daily notes to aid recollection of the sessions in the interviews. Interpretative phenomenological analysis was adopted as the research approach. Participants considered the project to carry significance for them in three key areas: (1) wellbeing, through a strong sense of accomplishment, meaning and connectedness, and the experience of positive emotions; (2) proactivity, promoting initiative, both musical and relational; and (3) reflectiveness, stimulating perspective-taking and positive coping mechanisms. The Lullaby Project offers an effective model towards promotion of flourishing among vulnerable groups, and the results make a strong case for its implementation.

Keywords: music, flourishing, wellbeing, refugee, prison, community music


INTRODUCTION

Community-based music projects have been reaching a progressively wider set of contexts and are leading to a promising body of research highlighting their potential to promote positive change. Findings have been unanimous in emphasizing the role of community music making in fostering key components of psychological flourishing, such as engagement (Cohen et al., 2006; Davidson, 2011), a sense of accomplishment (Perkins and Williamon, 2014), purpose, autonomy, control, social affirmation (Creech et al., 2013), and reducing anxiety (Hars et al., 2014) and loneliness (Koga and Timms, 2001; Cohen et al., 2006). This has been true both across general population samples and with vulnerable groups.

Recent research with mental health service users focused on group drumming found significant positive change on areas such as agency, a sense of accomplishment (both general and specific to musical goals), engagement, self-concept, and social wellbeing, as measured by qualitative inquiry (Perkins et al., 2016; Ascenso et al., 2018). The project also evidenced enhancement in quantitative indicators of general wellbeing, accompanied by reduction in depression and anxiety (Fancourt et al., 2016). Similar initiatives have also supported the psychosocial rehabilitation of psychiatric in-patients (Tague, 2012). Other reports have emphasized community-based music as an effective complementary tool for addiction treatments, by promoting the reduction of alienation and self-centeredness, through connectedness with self and others (Winkelman, 2003). These activities have also shown high potential to create a sense of community in under-privileged neighborhoods (Camilleri, 2002) and increase social learning outcomes for at-risk youth (Wood et al., 2013).

The Lullaby Project is another example of a promising intervention aimed at strengthening vulnerable communities through music-making. The initiative offers an innovative format of a 3-day workshop, inviting expectant and new mothers to work with professional musicians to create and record a personal lullaby for their children. It was launched at the Jacobi Medical Center (NYC), by Carnegie Hall’s Musical Connections team, and has been running for 10 years. It has now extended significantly across the United States, reaching mothers in hospitals, homeless shelters, schools, and correctional facilities. This paper presents the results of its pilot implementation in the United Kingdom, with two highly vulnerable groups: refugees and prisoners. Before introducing the project design, a closer look at the evidence base suggesting the potential of art-related interventions with both populations is explored.


The Case of Migration

Arts-based community projects have proven highly valuable toward promoting integration and psychological flourishing of migrants, especially refugees. Migration predisposes individuals to a higher degree of physical and psychological vulnerability, both as a result of the pre-migration stressors as well as the challenges that acculturation, adaptation, and eventually transit can bring. Frequently, the migration process is also linked with trauma (Montgomery, 2011).

A review of 72 studies by the World Health Organization (WHO) (Bradby et al., 2015) points to a higher prevalence of mental distress among refugees compared with non-refugees, and greater risk for asylum seekers in relation to refugees. In the case of trauma, there is increased vulnerability for depression, anxiety, substance abuse, general distress, fear, deep sadness, guilt, anger, and impaired cognitive and affective functioning (Murray et al., 2008; Montgomery, 2011). This is often linked with intrusive thoughts about the traumatic events, avoidance, emotional numbing, and/or hyper-arousal. Also to consider are the potential risk factors for mental illness that resettlement can bring. Crucially, the loss of meaningful social roles and important life projects, lower levels of daily activity, and social isolation are evidenced to determine worse outcomes when integrating in the new community (Murray et al., 2008).

A report by the United Nations High Commissioner for Refugees Policy Development and Evaluation Service (Andemicael, 2011) has presented a review establishing strong evidence on the promise of artistic engagement as a means for achieving holistic human flourishing in refugee contexts. Previous accounts have highlighted the expressive potential of the arts toward helping migrants build new narratives, develop a sense of continuity, enhance meaning, and restore identities (Frater-Mathieson, 2004). This adds to the evidence of a positive impact of the arts toward inclusion and connectedness (Saether, 2008), meaningful community reintegration, resilience and the overcoming of stigma (Harris, 2007), communication, reduced stress, and a positive negotiation between a meaningful connection with the new country and the bond with the country of origin (Jones et al., 2004; Pesek, 2009; Lederach and Lederach, 2010). Musical engagement, in particular, has been found to promote inclusion and growth of newly arrived migrants, through fostering a sense of belonging (Marsh, 2012).



The Case of Incarceration

Evidence on the potential of arts programs to tackle the psychological challenges inherent to incarceration is also growing. Despite a lack of recent data, survey studies have consistently described higher rates of mental illness in prison groups when compared to the general population, with an increase in recent years [see Hiday and Ray (2017) for a review]. Recent accounts have described estimates of around 49% for risk of anxiety and depression (National Audit Office, 2017), with other reports pointing to overall prevalence rates as high as 90% (e.g., Singleton et al., 1998; Lynch et al., 2014; Fazel et al., 2016; House of Commons Committee of Public Accounts, 2017). However, there is not a shared set of criteria across studies. Some reports adopt a rather broad definition of mental illness, and despite the unequivocally concerning figures, any comparisons need to be considered with extra care. Side-by-side with identifiable mental illness, qualitative evaluations have highlighted a wide array of concurrent, interwoven, issues that prison populations face, with a detrimental impact on psychological functioning, such as learning difficulties, poor social skills, debt, diminished sense of self-worth and loss of identity, aggression, bullying, fear, trauma, and poor physical health (Durcan, 2008). Additionally, being in prison can exacerbate pre-existing challenges, particularly due to a reduced sense of agency and meaningful activity, insecurity about the future, isolation, and social withdrawal. The prison setting has also been highlighted as typically leading to the development of hypervigilance, distrust and suspicion, alienation, and psychological distancing (Haney, 2012).

The role of artistic engagement in promoting flourishing among prison populations has also been evidenced. A review focused on arts projects in incarceration between 1997 and 2003 has highlighted the positive impact of the arts across central areas of functioning, such as self-confidence, social cohesion, and adaptive coping mechanisms, along with the crucial reduction in recidivism (Hughes et al., 2005). This added to previous reports evidencing an impact on general behavior and emotional control (Dawes, 1999; Brewster, 2014), stress reduction (Peaker and Vincent, 1990), social competence, initiative and artistic skills (Cox and Gelsthorpe, 2008; Brewster, 2014), hope, self-esteem, motivation, and positive relationships (Cartwight, 2013). An extensive qualitative investigation of a set of arts-based projects in UK prisons (Bilby et al., 2013), including a substantial number of music initiatives, suggested there are strong foundations to assume arts in criminal justice as an area of considerable significance and innovation. Key areas of change enabled by such activities include increased positive affect, connectedness engagement, achievement, and the development of positive identities. All these are considered to be at the core of the desirable developments toward behavioral change and desistance from crime that educational projects in prisons aim for.



The Lullaby Project

The Lullaby Project exposes participants to a high-quality creative musical experience. Through a focus on the parent–child bond, it intends to facilitate a safe and fruitful space for emotional processing and expression to promote wellbeing. The project is built upon musician-participant dyads, and its format typically includes three sessions and one performance. On session one, there is a creative workshop-like encounter, where the musician and the participant write a first draft of the lullaby. The composition process is driven by the participant (both regarding the music and lyrics) and facilitated by the musician. Next, each song is arranged by the musical team. On a second session, the participants receive the arrangement and work on editing toward creating the final version. This is typically followed by a final sharing session where the lullabies are presented to the wider group of participants and their children. Finally, when possible, there is a performance to a general audience. High-quality recordings of their personal lullaby are given to each participant to keep.

The specific case of the role of music in optimizing the maternal relationship and wellbeing, at the core of the Lullaby Project, has also received wide attention in recent research. In particular, community-based projects focused on mother–child dyads have looked at the impact of singing on reduction of maternal stress, positive neonatal and infant behavior, language development, and the building of secure attachment. Children’s attachment style may be negatively influenced by any factor that may hinder the mother’s ability to attend to their needs, such as high levels of stress (Bowlby, 1969; Ainsworth, 1973; Miller, 2016). Music can play a very important role in this context, through strengthening emotional experiences, expression and communication, and contributing to the mother’s wellbeing. A recent systematic review has highlighted the effectiveness of music-based interventions in reducing stress levels and anxiety among expectant women (van Willenswaard et al., 2017). Maternal singing has been especially emphasized as a unique source of communication, and lullabies are of particular importance due to their repetitiveness, simplicity, slow tempo, and soothing effects. Singing lullabies has been evidenced to improve maternal–infant bonding, with positive effects on neonatal behavior and maternal stress (Persico et al., 2017). A qualitative evaluation of a lullaby-based project (Baker and Mackinlay, 2006), making use of traditional lullabies, highlighted how the process potentiated the mothers’ deeper understanding of their babies’ responses and enhanced feelings of motherhood. The Lullaby Project in the United States has also led to research evidence over the years, strengthening the case for lullaby-based workshops as a means for overall wellbeing and communication (Wolf, 2017).

This document presents the research findings from the qualitative investigation of the first pilot initiative of the Lullaby Project in a UK context. The project included mothers (as in its original design) and was also extended to fathers. It resulted from the appeal from both prisons and charities working with refugees toward receiving creative interventions to promote mental health, in combination with the intention of orchestras to expand their portfolio of community engagement projects. This led to a partnership between The Irene Taylor Trust – Music in Prisons, Praxis (a charity working with refugee and migrant women in East London), HMP Wandsworth (one of the country’s largest male prisons), and the Royal Philharmonic Orchestra. Given the challenges of migration and incarceration previously highlighted, and the potential of music-based initiatives to tackle some of the major needs among these communities, this study aimed to understand how participants experienced this project model. Of particular interest was to look at how the Lullaby Project was experienced in relation to participants’ mental health.

Despite the many reports linking music engagement with mental wellbeing, there is rarely a shared operational definition of what is meant by wellbeing across music psychology research, and reports tend to be typically presented in what appears to be a theoretical vacuum. The expressions “mental health,” “subjective wellbeing,” and “psychological wellbeing” are often used interchangeably. It is, therefore, useful to clarify what is meant by mental health in the context of this study.



Mental Health as Flourishing

Most of Psychology’s history was dominated by a long-standing tradition of assuming that mental illness and mental wellbeing stood as opposites and that the treatment of conditions within psychopathology would result in a mentally healthy population. This, alongside an emphasis on the categorical classification of mental disorders, led to a tendency to focus on patients’ problems (Keyes, 2002; Corrigan, 2004). Following a gradual shift of paradigm, subscribed by the WHO and largely developed by Positive Psychology, there has been a progressive detachment from the medical model when looking at psychological health. “Being psychologically well” is now conceptualized as qualitatively different from the absence of mental illness. This paradigm deviates markedly from the focus on merely minimizing harm. As Seligman (2008) points out, wellbeing is defined by a combination of excellent status on biological, subjective, and functional measures. Investigating wellbeing, therefore, means assessing the presence of positive indicators of functioning, not merely the absence of negative ones.

Broadly, wellbeing entails feeling good and functioning well (Keyes and Annas, 2009). Wellbeing models have tended to emphasize either the former or the latter. Within a hedonic perspective, wellbeing has been equated as the optimal balance between positive and negative affect, along with perceived satisfaction with life. This has been coined as subjective wellbeing (Bradburn, 1969; Watson et al., 1988 Diener et al., 1999). From a eudaimonic approach, in turn, with a center on virtuous action and self-realization, wellbeing is best defined as the degree to which a person is fully functioning and self-actualizing (Waterman, 1993; Ryan et al., 2008). One of the most influential models of wellbeing was developed by Ryff (1989; Ryff and Singer, 2008), who put forth six dimensions: self-acceptance, environmental mastery, positive relations with others, personal growth, autonomy, and purpose in life. These elements are empirically distinct from hedonic components, and their investigation has strengthened the case for equating wellbeing as more than just “feeling good” or a subjective evaluation (Ryff, 1989; Keyes et al., 2002). In the context of this model, therefore, “psychological wellbeing” is defined by these six elements.

It has also been emphasized how wellbeing is not just a private phenomenon (Keyes, 1998). People belong to social structures and live out social roles. Social wellbeing, therefore, encompasses social functioning, standing as a distinct component from emotional and psychological wellbeing. Keyes (1998, 2002) proposes five dimensions of social wellbeing: social contribution, social integration, social actualization, social acceptance, and social coherence.

In recent years, models have converged toward operationalizing wellbeing as a combination of both hedonic and eudaimonic dimensions. The work of Keyes and Ryff led to a joint definition incorporating: (1) emotional wellbeing (positive affect and life satisfaction), (2) psychological wellbeing [consisting of Ryff’s (1989) six dimensions], and (3) social wellbeing [consisting of Keyes’s (1998) five dimensions]. Mental health is conceptualized as a syndrome of these positive symptoms of feeling good and functioning well, encapsulated in the term “flourishing” (Keyes, 2002). Flourishing consists of the presence of these symptoms. Languishing is conceptualized as their absence. In this study, mental health is conceptualized following Keyes’s (2002) proposal given that it is a theoretically driven model, it comprehensively incorporates hedonic and eudaimonic components, and it has received consistent empirical support, including cross-culturally and across the lifespan (Keyes et al., 2008; Westerhof and Keyes, 2010; Lamers et al., 2011; de Carvalho et al., 2016).




MATERIALS AND METHODS

The overarching question guiding this study was as follows: “how do participants make sense of the Lullaby Project?” The aim was to understand how individuals attributed meaning to the project, and ascertain potential areas of personal significance and positive change elicited by the sessions, as perceived by the participants. This will help to inform the reflection on the value of this project model to the specific communities under examination. Our question steers us to an in-depth inquiry, prioritizing subjective meanings and participants’ unique individual experiences, in context, pointing to the use of a qualitative methodology. The research focused on the experiences within the pilot implementation of the Lullaby Project’s model in the United Kingdom, hitherto unexplored in these contexts, calling for an inductive approach.


Participants

The inclusion criterion for the study was to be a participant in the pilot implementation of the Lullaby Project in the UK for its entirety. The Lullaby Project included adults who were parents and were socially vulnerable, having endured adversity either through incarceration or migration. Initially, 17 participants took part, nine refugee mothers part of Praxis Community Projects and eight men serving a sentence at Wandsworth prison. All the mothers were recent migrants to the United Kingdom arriving from Bangladesh, Ethiopia, Eritrea, Ivory Coast, Nigeria, and Portugal. One mother was pregnant at the time of the study, and the remaining had young children. The men at the London prison were all British citizens and fathers. Ages for both groups together ranged from 22 to 49 years. During the project, three of the men dropped-out, due to prison transfer or release, as well as two of the women who were unable to attend the interview, leading to a final total of 12 participants providing a full dataset (seven women and five men). To preserve anonymity, fictitious names will be used.



Procedure

Data were collected at all phases of the Lullaby Project. In-depth, face-to-face one-to-one interviews were conducted with all participants after the final performance. During the project, all participants were asked to maintain diary self-report notes after each session. This element functioned as a prompt for sharing the experience in the final interview, providing a complement to the retrospective recollection with a moment-by-moment recollection, to reduce memory bias. For this purpose, a one-page note form was delivered after each session, with three prompts for open comments: “Today’s session was…; Before the session I felt…; After the session I felt…” All participants were given the opportunity to write their diary notes in their native languages. All chose to reply in English. To complement the interview data and the participants’ reflection notes, the researcher was a non-participant observer in a sample of the project’s sessions as well as in the final performance, which allowed for observational data in the form of reflective notes for three full days of the project. Observation took place in the context of the sharing of experiences that accompanied the construction of the personal lullabies and the performance (where each song was introduced and explained).

A semi-structured plan was chosen for all one-to-one interviews. There was a small set of broad, open-ended questions (see Supplementary Material) that were used with flexibility, allowing for the content introduced by the interviewee to drive the interview. The interview aimed to grasp how the participants made sense of their experience of the project, and their perceptions on its personal significance. As the interviews were flexible and highly driven by the content brought by the interviewees, duration was also variable. Interviews lasted, on average, 45 minutes.

All interviews were recorded with permission and transcribed verbatim. In the mothers’ group, as was the case with diary notes, the participants were offered the possibility of being interviewed in their native language. Three mothers chose to do this partially. The researcher is fluent in two of the languages chosen, Portuguese and French, and it was possible to conduct these interviews as expected. The third mother chose to be interviewed in English and during the interview asked to use Amharic for part of her answer to two of the questions, translating herself as she spoke. The transcript was fully translated into English by an external translator before analysis.

This study was granted ethical approval by the National Offender Management Service (NOMS). All participants provided informed consent. No compensation was given in exchange for participation.



Analysis

The goal was to investigate how participants made sense of the Lullaby Project, in context. Interpretative phenomenological analysis (IPA) was adopted, given its commitment to idiography, prioritizing the understanding on how individuals construct meaning and make sense of a phenomenon (Eatough and Smith, 2008; Smith et al., 2009). Besides having been used effectively across a wide variety of areas in psychological research (Reid et al., 2005; Brocki and Wearden, 2006), IPA has been found highly appropriate in recent studies exploring the experience of music community-based projects (Perkins et al., 2016; Ascenso et al., 2018).

The analysis proceeded in six steps and was conducted using NVivo 11 software. Each individual case was analyzed separately. First, each individual transcript, including interviews and diary entries, was closely read multiple times. This provided familiarity and a holistic perspective of the data. Second, points of interest and emergent meaning units were noted on the left-side margins. These were also labeled in NVivo. Third, the meaning units were clustered together based on similarity to form emergent subordinate themes. Data from the observation notes were used as an aid for interpretation. Fourth, for each individual, the subordinate themes were integrated into tables and a description of each one and their interconnections was noted. At this point, a table for each participant was built, representing the areas of change elicited by the project. Fifth, after each transcript had been closely scrutinized, individual tables were integrated into one overall table, capturing the study’s final superordinate themes and subordinate themes (see Table 1). Finally, as the themes for both the group of mothers and fathers were highly convergent, the two sets were merged into one overall table.



TABLE 1. Superordinate and subordinate themes encapsulating the areas of change elicited by The Lullaby Project.

[image: Table1]

While remaining an inductive process fully driven by the content brought by participants, interpretation on what constituted accounts linked with flourishing was informed by Keyes’s proposal (Keyes, 2002). Emergent themes were regularly revisited within and across transcripts to ensure a valid representation of the raw data and acknowledging the importance of reflexivity in qualitative research.




RESULTS

IPA revealed three superordinate themes and eight subordinate themes, representing how participants made sense of the Lullaby Project (Table 1). In what follows, each superordinate theme is explored in relation to its constituent subordinate themes and example quotes that encapsulate their meaning are presented.


Theme 1: Wellbeing

All participants reported the experience of the Lullaby Project in relation to perceived greater wellbeing. This was the strongest superordinate theme. Four dimensions were highlighted across accounts: (1) accomplishment, (2) meaning, (3) positive emotions, and (4) connectedness.

The first subordinate theme emphasized across all accounts was the experience of a high sense of accomplishment (subordinate theme 1.1), culminating in the final performance:


Amazing, it’s very touching! When I got back to the cell I was feeling I have done something right for the right reason… […] I could just always remember the smile of my little man… Richard.
 

Linked with this was the recurrent report of increased confidence, mentioned in relation to the process of getting out of one’s comfort zone and overcoming self-doubt at the start of the project.


This project gave me confidence. From the very beginning, I had no idea about music and did not know how what we had discussed would change to music. […] When it was recorded and I listened to it at home, I felt that I had given something from the inside to my children and I was very happy. Fatimah.
 

The feedback from the audience after the performance and the reaction of the participants’ children to the lullaby were highlighted as key ingredients fostering this sense of accomplishment. In the women’s group, there was additional strong positive feedback from peers within the project as well as from loved ones, including family members in the participants’ countries of origin.


I told my friends and I called back home in Bangladesh and I said “I wrote for my children!” They say, “oh, in Bengali?” I said “No! English!!!,” I said “Yes, it’s English.” They say, “oh my God, you wrote an English song for your children? You are amazing!” […] “One day I’ll send you the CD!!!” Preetha.
 

The contribution toward productivity, in a context which presents extra challenges around autonomy and personal growth, was also highlighted:


Unfortunately, the thing with jail is you are very restricted so even if you have the best intentions to read a lot of books or do whatever, you are restricted to your cell where there’s not a lot. So that’s very unfortunate because a lot of people, like myself, want to do stuff. We regret that we are here in the first place and we want to come out with an improvement… You do not want to spend, for my case, it’s 15 and a half months I’ll be here, minimum, having made no progress or not accomplishing anything. So finding those opportunities to make progress are scarce in this jail […] I regret my mistakes. I accept my punishment, I’m not bitter or anything… I want to plan ahead and make sure this is a life lesson which it already was for me, definitely. But to be able to come up with something productive in jail is difficult […] I completely endorse the project because of those reasons. John.

 

Closely linked with the experience of achievement, was a high sense of meaning as a result of the project (subordinate theme 1.2). The goal of the project was seen by all participants as a trigger for enhanced significance, representing the establishment of positive memories not only through revisiting important moments from their past, but also through creating new positive memories during the project. In the case of the women’s group, the theme of meaning was linked with the lullaby standing as a landmark for their resilience and a reminder of their process of struggle and at the same time of the hope they maintain, denoting a sense of purpose and direction in life:


They will listen to it in the future, when our problems will be solved. Ah, then everything will be okay. Listening back to this music, we’ll be like: “wow… so, this is where I came from,” you know? This is the step I went through… And our children, as well, when they listen to that, they will know how much suffering mummy went through. Ella.
 

For the men, the theme of meaning was linked with the lullaby standing as a proof of care for their children, despite their physical absence. For the participants who are not allowed to see their children, the sense of meaningfulness found in the project was built primarily upon the song standing as a powerful vehicle for communication. For one participant, who is allowed regular contact with his son, the gift of a lullaby was seen as a more significant way of connecting, beyond what is possible in the visits.


I am trying to do it more for my son to have memories. I see him every week, or every second week he comes up, but he does not get anything from me… just to sit there, he will not eat something… […] and this is giving him more to remember […] this is little memories that he can remember. Because he feels that daddy’s left him and daddy does not come home. So what can you do? Richard.
 

Linked with an increased sense of achievement (subordinate theme 1.1), one participant also highlighted enhanced meaning for being able to give to others and play his part in the overall group achievement. After having experienced frequent educational programs in prison targeted at promotion of specific skills, which, in his words, “were trying to fix what needed to be fixed,” this was the first time he perceived receiving attention for something of positive value he could contribute with – his personal lullaby. Echoing this sense of contribution and artistic identity, one of the mothers mentioned having forgotten she was a refugee while in the sessions.

Finally, besides providing a general sense of significance, the project brought purpose to everyday routines. One inmate, for example, shared how the process of song-writing positively punctuated his schedule during the prison’s lockdown periods, bringing a meaningful structure to his days.

Besides promoting a sense of accomplishment and fostering meaningfulness, the Lullaby Project contributed to the participants’ wellbeing through also eliciting positive emotions (subordinate theme 1.3). The sessions were reported as a source of joy, satisfaction, surprise, enthusiasm, gratitude, and awe. The moment when the participants’ heard their lullaby being played for the first time and the final performance were pointed by all as the emotional highlights. The process of writing the song was emphasized as a fruitful space for both expressing and processing a wide range of emotions. This included negative emotions, such as sadness and regret, in a process which enabled a sense of relief, peace, and freedom. The experience of positive emotions was mentioned both in relation to the actual days of the sessions and performance, and also linked with a sense of anticipation during the time leading up to them.


It’s different if others sing… we are the ones singing for our baby here, this is something very different… More moving… you feel happy inside, you know? Yeah. I feel happy! Sophia.


I’m always excited before I come to the group at Praxis, but now I’m more excited because of the music! It helps me! Every week I wake up quick and get ready, my children come… I’m so excited to come. It makes me happy! Preetha.
 

The project’s bonding effect, stimulating a sense of connectedness (subordinate theme 1.4), was another strong theme emerging from the data, closely linked with the perception of the sessions as a fruitful space for emotional expression. Both groups of participants highlighted how, through encouraging emotional communication, the project strengthened their relationship with their children, contributing to the development of a stronger bond.



It helps in our connection a lot. Because first I was using only his name when I sang to him, but now with this lullaby, it’s some words that come from my heart with the sound that I always make with his name…Yeah. My other son, David wasn’t there, but I’m sure when he will listen, he will feel… he will recognise that… Sophia.
 

In the women’s group, besides promoting a greater sense of connectedness through increased expression with the children, the lullabies also functioned as a means for increased empathy, deepening the sense of belonging among the mothers themselves, especially in the case of a sub-group who share the same house. They recorded each other’s songs and sung them regularly to one another and to each other’s children. The process of writing the songs also marked their interactions and led to meaningful sharing of personal narratives.


And we know which song we should sing to our children, […] Preetha’s song…. I’m very close to her. So, her song touched me. Seriously, I think it’s the lady that helped her to blend those words. She did a fantastic job because, as a person who knows Preetha, when she starts singing, I feel… every word, I feel them inside me. I cried that day. When I see [Preetha’s children], I always sing that song for them. And she sings my song to my children… Ella.
 

The women’s group also highlighted how the emotional expression leading to higher connection was fostered despite the barrier of language. Music was a vehicle for effective and strong expression within a group of highly varied linguistic backgrounds, encouraging social integration and acceptance.

In the men’s group, the theme of connectedness was particularly strong, as the contact of most participants with their children is highly restricted. For this group, the songs were recurrently mentioned as a means for communicating an important message (linked with the subordinate theme of meaning), and through that, functioning as a relational bridge in a situation where it is hard to develop the paternal bond.


I thought it was a good way to connect with my kids, because it’s been an up and down relationship between me and them, and their mum. Previously I used to be using a lot of drugs so… it sort of spiralled a bit, and this is something for me to try and gain a bit of… what’s the word… relationship back… Richard.


I have not been in touch for a while… it’s hard to stay in touch when being in prison. It’s a powerful message to get across […] I have not seen them in such a long time… hopefully if I can get this sent to their address or in some way hand it over to their mum, it would be a great thing for them to be able to know that I am still there […] I’m constantly thinking about them and that they do still mean the world to me. Adrian.
 

For the men, the theme of connectedness was also linked with the positive relationships established between them and the Royal Philharmonic Orchestra musicians. Most men mentioned how they valued the positive interactions with the team and how that contributed to a sense of acceptance and connection. In this context, one participant spoke of the project as representing the fruitful and unexpected encounter of two highly separate worlds: the world of professional classical music and the world of incarceration.


I think that the Lullaby Project with the professional musicians is really cool because it then mixes two worlds […] they are quite polarised and not even just from a prison point of view but from a music point of view. You get a very certain type of person that is heavily involved in classical music as opposed to pop, pop modern culture music. That was really good, that was a good relationship as well! James.
 

Overall, the project was experienced by all participants as a strong promoter of wellbeing through enhanced accomplishment, meaning, positive emotions, and connectedness. Wellbeing stood as the most prominent feature reported across accounts.



Theme 2: Proactivity

The second theme accounting for how participants made sense of their experience of the Lullaby Project concerns proactivity, here used to mean self-initiated positive action. This theme appeared closely intertwined with the high sense of achievement (subordinate theme 1.1), meaning (subordinate theme 1.2) and the experience of positive emotions (subordinate theme 1.3). Participants experienced the project as a trigger for new plans, general engagement, and proactive behaviors, manifested both within the sessions and beyond. This was always mentioned linked with a perception of some degree of personal improvement and growth. The high commitment to the activities of the project itself was seen as a first sign of greater agency. The successful engagement throughout the project was highlighted as a starting point for a belief of competence that led to experimenting with other activities.


It makes you believe you can do a bit more… now that you have done this, you can probably do some more things… Ryan.
 

For some, the enhanced autonomous initiative was primarily music related (musical initiative; subordinate theme 2.1). This was highly emphasized by the women’s group, with participants sharing how they established new musical rituals with their children as a result of the sessions, as well as starting to intentionally share music with peers.


Now [after the project], I sing for my children. Preetha.

I always sing to her…. I’m always singing, I’m always singing… I sing the chorus in Portuguese… “mummy’s baby, mummy’s baby” … I always sing it… Now with the CD, I’ll have our own music to play for Maria… I can give her a massage and listen to our song… every day. Isabel.
 

Two of the men (one, soon to be released) shared their wish to start learning an instrument as a result of the project. Another participant mentioned his plan toward starting to listen to classical music, and three men suggested the lullabies would be showcased on the prison radio, a plan that was fulfilled soon after the research interviews were completed.


I’m thinking of expanding my horizons… More so with the type of music, because I was born in the 70s so I’ve got this hip-hop/rap… so it’s natural you know, but this type of music is beautiful, I’m expanding… yeah expanding… James.
 

The experience of enhanced proactivity through the project was also relationally oriented (relational initiative; subordinate theme 2.2). Participants highlighted further connection initiatives after the sessions, such as writing to loved ones to whom they had not written for some time or journaling about their relationship with their child.


I wrote to my ex-girlfriend!! I wrote to her! And I thought about what was happening… and I wrote to her! And talked to her about the concert. And I sent my letter to her… And told her I that cannot explain it, and I said I did not think I would be able to do something like this… And I’m surprised with myself. Ryan.
 

In the mothers group, participants also mentioned the excitement about the process of writing the lullaby as the starting point for re-connecting with their family members in their country of origin. There were also frequent accounts of intentions to develop new projects in the future, with a relational focus.


It gave me an idea for the future. Because me too in the future, I want to be helping people. I want to do a lot of things. So, it’s very inspiring… it’s an idea, as well. Something new that I see, and I’ll keep it forever. Ella.
 

One participant expressed how she has started to help charities, even if only with very small amounts of money, prompted by gratitude and the recognition of the impact of community work such as this. Another mother also expressed her wish to pay-it-forward, sharing her dream of being able to help others in the future through leading a replication of the project.



Theme 3: Reflectiveness

Finally, the last emerging overarching theme concerns the reflection process triggered by the Lullaby Project. This theme appeared strongly intertwined with the subordinate theme of meaning (subordinate theme 1.2). Reflectiveness was consistently mentioned as one of the elements the project fostered, especially in relation to the development of a richer perspective about one’s life and one’s children (subordinate theme 3.1).


It was a very interesting, reflective process […] the lullaby for your children naturally starts the reflection process. James.
 

The process of translating their story and the narrative of their relationship with their child into the lullabies’ lyrics was mentioned as a source of insight into their own sense of resilience, triggering gratitude and strengthening hope and optimism about future goals.


I could be sleeping around but at least I’m fine, my baby is fine… she’s very well, she’s very happy! I have achieved so many things. I have an opportunity! […] So many things I have received for my baby, I know it’s really hard but for me it’s really easy because of my baby. […] Later there will be joy! Ade.
 

The theme of reflectiveness was also strongly mentioned with a focus on the process of coping or, in the words of one participant, “overcoming the tunnel vision” (subordinate theme 3.2). The “tunnel vision” was described as the tendency of trying to block thoughts about oneself or one’s story which can bring suffering and regret. The reflection triggered by the project was perceived as a vehicle toward reconciling this tendency with the longing for a new identity and greater connection. It allowed to process difficult thoughts in a safe, constructive way.


Sometimes when you are in these sort of places, you try and block things out, like a tunnel vision of yourself. But yeah this project has made me think about my kids a lot, and at the end it brought me a lot of strength. […] Here in prison you try and block out the stress side of things […] Just get on with your day-to-day life. That’s how I deal with it… […] Try and not think too much about your kids as well… […] This project is a positive way of sort of solving that… of dealing with that. Alexei.
 

In summary, the reported experience of all participants points to the Lullaby Project as a positive tool toward promoting flourishing. Closely intertwined with key wellbeing dimensions - such as a strong sense of accomplishment, meaning, positive emotions, and connectedness - was the increase in proactivity and reflectiveness. The project stimulated agency and initiative, both musical and relational, and allowed for a space of reflection, encouraging a richer perspective on life and the unblocking of avoidance mechanisms.




DISCUSSION

This research stands as a starting point towards affirming the Lullaby Project’s model in the UK context, in particular with refugee and migrant mothers and incarcerated fathers. One of the most exciting features of the results was the high convergence of themes across the two sub-groups. Adding to the existing evidence base from the Lullaby Project in the United States with mothers as participants, this allows to equally consider positioning fathers as potential partakers of future projects.

The Lullaby Project was experienced by all participants as a means to enhanced wellbeing. It triggered a strong sense of accomplishment, meaning, and connectedness, along with positive emotions. It was also experienced as a stimulus to proactivity, both musical and relational, across contexts. Finally, the Lullaby Project instilled reflectiveness, contributing towards a richer perspective in life and positive coping mechanisms. The three superordinate themes appeared highly interwoven and overlap with several of the crucial building blocks of flourishing proposed by Keyes (2002). Crucially, they also meet specific needs of the contexts of vulnerability under examination.

The fostering of a strong sense of accomplishment (subordinate theme 1.1) was voiced by all participants. Interestingly, this was not related to musical abilities or previous experience. Despite a wide diversity in levels of musical skill and varied degrees of previous exposure to song-writing, everyone was comfortable with the level of challenge and experienced a sense of competence, success, and satisfaction with both the creative process and the output. This echoes previous research highlighting the inclusivity of music-based community projects as one of the features potentially mediating its positive impact (Perkins et al., 2016). The project provided a safe space for individual choices, which allowed for artistic freedom and expression, while also ensuring the necessary resources and mentoring support. This sense of agency and environmental mastery, also evident in previous community-based project accounts (Ascenso et al., 2018), is of key importance for personal growth (Ryff, 1989; Keyes, 2002).

This experience of achievement also emerged as highly linked with proactive behavior (Theme 2). The strong ownership around the artistic output instilled by the project model could help explain the strengthened confidence which, in turn, seems to have potentiated self-directed, autonomous behavior revolving around musical and/or relational initiatives (subordinate themes 2.1 and 2.2). Here too, there seems to be a sense of personal growth, with the evidence of expansion and openness to new experiences in both groups.

The consistent reporting around increased agency is particularly encouraging. Personal stagnation, lack of productivity, and reduced levels of daily activity are commonly mentioned as risk factors for mental illness in prison contexts (Haney, 2012) and migrant communities (Murray et al., 2008) alike. The UK prison context in particular, despite benefiting from a wide variety of educational initiatives, has been highlighted for its passivity and lack of fruitful engagement (Durcan, 2008). The evidence of proactivity triggered by the project incorporated both individual and collective initiatives (e.g., the showcasing of the lullabies in the prison radio) and represented a starting point for a sense of strategic growth, which, if maintained, has the potential to translate into further adherence to educational projects and work-related activities.

Another strong theme emerging from the data was increased meaning. Interestingly, there was evidence of a positive impact across what have been proposed as the three dimensions of meaning (Martela and Steger, 2016): (1) purpose, through new goals and a sense of directedness; (2) coherence, with enhanced comprehensibility, reconciling past and present narratives as well as enhancing prospection about the future; and (3) significance, through a sense of the inherent value of one’s life story.

One of the distinctive elements of the Lullaby Project’s design is the centrality placed on individuality and autonomy in the process of creating. Both music and lyrics are driven by the participants, and meaningful self-expression of personal narratives is at the core of the composition process. In the mothers’ group, the songs themselves were musically diverse and often showcased their cultures of origin, either rhythmically, melodically, or both. The high respect for one’s individuality and narrative in the artistic process is key toward fostering the desired positive negotiation between new and old contexts of being. Promoting ways to sustain both the connection with the new country and the bond with the country of origin has been stressed as particularly important for successful adaptation in a process of resettlement (Murray et al., 2008) and seems to fit particularly well with this model.

Both migration and incarceration are experiences of high risk toward a sense of hopelessness and a consequent passiveness (Murray et al., 2008; Haney, 2012). Even when participating in effective educational programs, participants are often placed in a position of receivers of help, and addressed as so-called “target-populations.” In contrast, the engagement in such a person-centered artistic initiative, where the participants function as highly active creative agents, reinforces the crucial sense of personal contribution. The Lullaby Project dissolves hierarchy and instills artistic partnership, as was highlighted by one participant who mentioned it was the first time he received attention for what he can give, rather than for needing support.

Our results echo previous accounts of artistic engagement as a means to foster the building of new narratives about oneself and one’s history, helping also to develop a sense of continuity among groups who have experienced adversity (Frater-Mathieson, 2004). The personal lullaby often appeared as a bridge between past and present (e.g., through triggering the establishing of lost links with family members; through integrating elements of one’s culture of origin, such as indigenous musical features, along with lyrics focused on a hopeful future in the United Kingdom, etc.).

Adding to a sense of accomplishment and enhanced meaning, participants were also unanimous about the role of the Lullaby Project in eliciting positive emotions and connectedness. These two elements were often mentioned together. Both dimensions were expected, given their pervasiveness across community-based music project reports, particularly when high collaboration is involved (Perkins et al., 2016; Ascenso et al., 2018). Crucially, the accounts tapped into key elements suggested in Keyes’s (2002) model of flourishing: positive affect, positive relationships, social integration, and social acceptance. Through strong co-construction, the experience seemed to strip away variables with the potential to distance individuals from one another, such as cultural background, personal history, language, status, and position. It allowed for the display of some of the best shared human qualities such as empathy, compassion and understanding, triggering connectedness, through what one of the musicians referred to as “very raw emotion” after one of the sessions. The sense of belonging that the relational dynamics of the project sustained has also been highlighted as a key ingredient toward meaningful integration of migrants (Marsh, 2012) and offers promise to tackle the social withdrawal, alienation, and distrust that characterize prison contexts (Haney, 2012). Additionally, not only was there evidence of strong relational bonds within the project group, there were also accounts of increased relational initiative extended to other contexts (subordinate theme 2.2.).

Finally, besides the perceived changes in wellbeing, alongside increased proactivity, participants reported reflectiveness (Theme 3) as a main theme characterizing their experience of the Lullaby Project. The strongest thread within this theme was perspective-taking, denoting greater insight about one’s story, positive acceptance of the past and a link with meaning (subordinate theme 1.1.), through a sense of coherence. The project also allowed participants to address difficult thoughts in a safe, constructive way, in line with previous accounts (Hughes et al., 2005).

It can be argued that both the proactive behaviors (Theme 2) and the enhanced reflection (Theme 3) can stand simultaneous as perceived outcomes and potential mediators of the positive effect of music creation on individual flourishing. Tay et al. (2018) have recently emphasized the need to systematically address the potential mechanisms through which involvement in the arts and humanities may lead to flourishing. Mechanisms in this context are defined as “reactions to, or psychological experiences arising from, the modes of engagement and activities of involvement within the arts and humanities” (Tay et al., 2018, p. 218). The authors suggest four mechanisms as a possible framework to further understand this dynamics: immersion, embeddedness, socialization, and reflectiveness.

Immersion refers to the “immediacy that often attends engagement with the arts and humanities (…) One’s attention is captured, resulting in the experiencing of various levels of sensory and emotional states and first-order cognitions, often leading to a feeling of being ‘carried away’” (Tay et al., 2018, p.217). The report of one mother on how she forgot she was a refugee during the sessions is an example of how this sense of positive absorption was explicitly mentioned. The mechanism of embeddedness refers to the socio-cognitive processes that are at the core of learning and practice, in other words, that “underlie the development of particular perspectives, habits, or skills” (Tay et al., 2018, p. 218). In this study, this was evident primarily in the sense of accomplishment and mastery reported by all participants. Socialization, the third mechanism, is defined as “the degree to which individuals take on various roles and identities within communities and cultures.” The authors highlight how participating in new activities helps build new networks and broaden and develop social roles, which can lead to the formation of new identities and pro-social behavior. The Lullaby Project provided opportunities for rich relational dynamics, in a short period of time. From the participants’ accounts, there was evidence of enhanced socialization with peers, with the team and with one’s child (in the case of the mothers group). Participants shared how the experience led to new connections and the strengthening of existing ones. It also fostered new roles both during the project and in prospection. This was evident, for example, in the case of the men’s group, through some participants becoming a radio staff member in the prison and prospective music students, or in the women’s group, through joining other mothers in singing their songs to each other’s children and hoping to one day replicate the same project elsewhere, to pay-it-forward. Crucially, for all participants, the lullaby also functioned as a relational bridge with their families of origin. For example, one father shared how he now has something of value to offer his son when he comes to visit, while some of the mothers emphasized the joy of sharing their lullaby with their family abroad.

Finally, in the context of Tay et al.’s (2018, p. 218) conceptual framework, reflectiveness refers to “an intentional, cognitive-emotional process for developing, reinforcing, or discarding one’s habits, character, values, or worldview.” The authors suggest that engagement with the arts and humanities may trigger insights into aspects of the self, potential desire towards change or even facilitation of that change. This can lead to enhanced critical thinking and perspective-taking. The Lullaby Project was lived by participants as a means for a richer perspective about one’s life and one’s children. The process was mentioned for example, as a source of insight into their own sense of resilience and coping, triggering gratitude and strengthening hope and optimism about future plans.


Tay et al. (2018) go further in suggesting that different modes of engagement with the arts may naturally lead to different levels of reflectiveness. We argue that the level of personal investment required for the creation of an individual song, driven by a relational theme (one’s relationship with one’s child), and in the context of adversity, may be particularly fitting for fostering reflectiveness. As the body of research on music and flourishing develops, it will be valuable to further understand how different modes of engagement are experienced. Of interest is also the specificity of the project design and the particular needs of the populations involved in relation to possible mechanisms of flourishing.


Distinctive Features of the Lullaby Project

Several unique features of the project design stand out as possible contributors to the encouraging accounts of change emerging from the data. These are particularly relevant having in mind the specific needs of the communities involved and deserve attention in further projects. First, the Lullaby Project has a very short time-span, potentiating quick feedback. Its duration was key for sustaining high motivation, while importantly, being long enough to allow the building of trust and connectedness. Short-term interventions are particularly relevant in these two contexts, considering the typical instability around attendance. It is common for inmates to move to different prisons, in and out of prison, or have conflicting appointments, making it difficult to implement more traditional, continuous programs. Similarly, the refugee group presents typical logistical limitations (e.g., constant changes in housing arrangements, difficulties in affording transport to attend the sessions, need for childcare).

Second, the project places centrality on individuality, while strongly relying on mutuality. Through prioritizing a sense of ownership, it paves the way for the development of stronger agency. Not only is the process highly creative, it fully encourages the expression of the individual’s uniqueness. This appears as a distinctive feature, when comparing with similar projects (e.g., Baker and Mackinlay, 2006) which typically use pre-written songs.

The project is also guided by a strong output, a tangible and high-quality CD recording, very personal and long-lasting. This contributes to continued impact, allowing for the experience to outlive the project duration.

There are also logistical features of the project that contribute to its effectiveness. First, it is relatively portable and easily embedded in each of the partners’ pre-existing structures. Its organic integration was particularly evident in the women’s project, where there was a previously established group of mothers and childcare was provided when needed. Another key aspect was the room for flexibility and adaptation to specific challenges inherent to each particular context (for example, language barriers and the change in the number of participants during the project). Finally, it does not require a large amount of instruments or musical equipment to be executed.



Limitations and Suggestions for Further Research

Despite the unequivocal positive results of the current study, they stand only as a first step toward the understanding of the potential for impact of the Lullaby Project’s model. First, the sample was small, which, despite being desirable for an in-depth study, limits any conclusions on the generalization of findings. The study also did not include a control or a comparative element. These stand as the first suggestions for further research.

Another limitation worth addressing in future studies refers to the potential language barriers in data collection. The current study ensured the possibility of translation when needed. Future studies would ideally consider offering the possibility of being interviewed by a native speaker of the participants’ mother tongue.

Additionally, it will be highly relevant to assess the impact of the project longitudinally, checking for sustainability and transferability of change. Therefore, a follow-up assessment is encouraged. In line with this, the investigation of different project durations and frequency of engagement and their potential influence on flourishing is also of relevance.

The specific contribution of highly individualized composition as a vehicle for creation and expression of meaning also deserves a finer investigation, in particular the process of creating music for one’s child. From the accounts of the participants of this study, there seems to be some distinctiveness around a personal lullaby, which due to its idiosyncrasy possibly represents a stronger output than what traditional community music projects usually offer.

Of particular interest is also the clarification on the specific pathways connecting music creation in this format with the flourishing outcomes, alongside potential individual-level moderators, such as personality, artistic preferences, and skills. The proposal by Tay et al., 2018 stands as a valuable framework for this investigation.

A focus on the children also appears as a natural next step towards a better understanding of the potential of this project, in particular given the known impact of social vulnerability on infants’ language development (Hart and Risley, 2003) and attachment (Miller, 2016) and the role that music can play in potentiating both (Brandt et al., 2012; Vlismas et al., 2013).

Finally, the specific contexts investigated call for further insight on the Lullaby Project’s potential as promoter of resilience. The construct stands as both a process and an outcome of positive adaptation to adversity (Masten et al., 1990). It concerns the ability to experience healthy levels of psychological and physical functioning despite highly disruptive events (Bonanno, 2004). Resilience implies both recovery (re-gaining previous levels of functioning that were disrupted) and sustainability over time. Several factors have been evidenced to potentiate resilience, such as positive emotions, self-efficacy, self-esteem, active coping (involving proactivity and planning), optimism, social support, meaning, and purpose in life [see Kent et al. (2013) for a review]. Given the ongoing adversity experienced by both migrants and inmates, along with the potential for this project to elicit key elements for a successful adaptation, it will be valuable to integrate an intentional evaluation of resilience. In particular, it will be highly relevant to explore the link between specific adversities and modes of musical engagement.

In summary, the pilot implementation of the Lullaby Project was highly successful in promoting flourishing and represents a relevant model of community-based music interventions for the UK context, in particular for work with migrant and prison populations and for both mothers and fathers alike. Not only was the project experienced as personally significant and a promotor of flourishing for all participants, it also evidenced relevance in relation to the uniqueness of the needs of the groups involved. The results strengthen the case for this model to be widely used within community engagement music teams.
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Group status

Variables D/HH child

(N=28)

Age of child (years) 10.39(1.10) 10.66 (1.52)
Age of mother (years) 4093 (3.94) 4129(6.77)
Age of father (years) 425 (4.20) 4265 (5.76)
Male 44% 25%
Female 56% 75%
Married 81% 57%
Divorced 19% 36%
Single parent 0% 7%

High 56% 149%
Medium 4% 72%
Low 0% 14%
College 100% 68%
High school 0% 25%
Elementary school 0% 7%
Mild (26-40 dB) 18%
Moderate (41-55 dB) 43%
Severe (56-90 dB—) 39%
Implant 17%
Hearing aids 75%
Implant + hearing aids 8%
Spoken language 86%
Sign language 0%

Total (spoken + sign) 14%
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Variable Frequency 2 CramersV

D/HH  Hearing
child  child

One image dominates in the 87 8.5 001

drawing

Number of images that dominate 200 00 368" 028
in the drawing

Size of the image occupies more 467 688 205

than half the page

Size of the image occupies less 567 250 4220 030
than a quarter of the page

Theimage is located inthe center 688 467 205
of the page
Elements outside of the image (in 467 500 005

Continuous outline of the image 700 625 027

Fragmented lines in the image 233 375 103

Dominant line 400 500 043

The outline of an image is 667 375 361 028
accentuated

Colormarks
A dominant color in the image 533 563 004

Richcolor use -6 ormore colors 233 688 904" 044
in each drawing

Moderate colorfulness ~4-5 colors 500 125 680" 037
in each drawing

Poor color use - or fewer colors 267 188 036

in each drawing

Face 200 563  6.24" 0.37
Animals 400 313 034
Stilllfe - objects 267 125 123

Compatibility between the titleand 1000 938 1.92
artwork

Conarete title 667 250 726 040
Creative titl 267 813 1253" 052
Themes
Conflict (teeth, pitchfork, Ninja, 138 875 858 028
and aggressive expression)

Addtion of details to the head of 400 313 034

animage

Hearing aids (device and implant) 500 250 269" 024
Image in the shape of an ear, 383 188  1.10
accentuation or prominence of the

ears

“p<0.1;'p < 0.05p <0.01.
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Variables

Depression (BDI-I)

1. Pre-treatment measurement

2. Pre to Follow-up
Psychological distress (CORE-OM)
3. Pre-treatment measurement

4. Pre to Follow-up

Psychiatric symptoms (SCL-90)
5. Pre-treatment measurement

6. Pre to Follow-up

Demographic characteristics

7. Age in years

8. Medication (1=no; 2=yes)

9. Previous episodes (1=no; 2=yes)

0 < 0.05; **p < 0.01; *p < 0.001.

0.158

0.809™*
0.078

O:7l2r
—0.028

0.046
—0.273"
—0.036

0.083
0.790"*

0.014
0.729"*

0.206
0.060
—0.140

0.209

0.827***
0.016

—0.007
—0.365""
—0.042

0.047 -
0.774 0.102

0.089 —0.032
—0.156 —0.188
—0.204 0.072

0.06
0.119
—0.113

0.189*
0.047

—0.109
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Measurement

BDI

1. Treatment group

2. Control group
Estimates for group comparisons
Between-group ES
CORE-OM

1. Treatment group

2. Control group
Estimates for group comparisons
Between-group ES
SCL-90

1. Treatment group

2. Control group
Estimates for group comparisons
Between-group ES

Pretreatment

21.49 (8.86)
22.40 (8.00)
-0.12, ns
0.11

16.28 (5.75)
16.94 (5.13)
0.06, ns
0.12

1.31 (0.58)
1.26 (0.46)
0.09, ns
0.10

Posttreatment

15.87 (9.71)
20.55 (9.98)
-3.9441
0.45'

13.35 (7.26)
16.98 (5.87)
—3.34*1
0.55'

1.04 (0.73)
1.32 (0.61)
_0.36"1
0.64'

1 Pre~Post; 2Post-Follow-up; 3Pre—Follow-up; *p < 0.05; **p < 0.01; **p < 0.001.

Follow-up

13.85 (8.33)
20.84 (10.27)
-2.162, ns
0.728

12.95 (6.77)

16.89 (5.56)

-0.522, ns
0.60°

1.03 (0.67)

1.28 (0.55)

0.045%, ns
0.60°

Wald test time

35.65"**
5.26, ns

15.36™*
0.01, ns

18.55"*
111, ns

Wald test time x group

11.69™

9.87**

9.21%
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Treatment Control  Total
group  group
n=>52 =87 N=7108

Sex (%)
Female/male 98.1/1.9 94.7/5.3 96.3/3.7
Age in years
Average 41.8 36.5 39.03
Min. 18 18 18
Max. 63 64 64
Education (%)
Comprehensive school 27 8.3 6.4
Secondary education 30.8 36.8 33.9
Vocational school 11.8 10.5 11.0
Lower university degree 26.9 22.8 24.8
Higher university degree 21.2 17.5 19.3
Other (e.g., Ph.D.) 1.9 7.0 4.6
Employment situation (%)
Full-time employment 211 14.0 17.4
Part-time employment 17.3 5.3 11.0
Unemployed 5.8 14.0 101
Disability allowance 5.8 8.8 73
Studying 19.2 29.8 24.8
Other (e.g., sick leave, freelance, scholarship) 30.8 28.1 29.4
Antidepressant medication (%)
Yes/no 65.4/34.6 47.4/52.6 56.0/44.0
Other treatment (%)
Individual sessions every 1-2 weeks 28.6 33.3 31.1
Individual sessions every 3-4 weeks 34.3 38.5 36.5
Individual sessions every 5 weeks or less frequently  22.9 15.4 18.9
Weekly treatment group 2.8 12.8 8.1
Self-initiated hobbies and leisure groups 25.7 35.9 31.1
Previous depression episodes (%)
Yes/no 73/27 70/30 71.6/28.4
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Outcome Pretest (SD) Posttest (SD) Pre-Post Diff (SD)

(range) 95% CI

CSDD N=12 N=9

Total 11.0(3.9) 7.9(3.6) 3.1 (5.7)
—1.7t07.9

o Mood 4.4(1.9) 29(1.4) 1.5% (2.4)
—0.5t035

o Behavior 2.4(0.9) 1.6 (1.3) 0.8%(1.3)
-0.3t01.8

o Physical 1.0(0.5) 1.1(1.3) —0.1(1.4)
—-1.83101.0

o Cyclic 1.3(1.5) 0.9 (0.6) 0.4*(1.8)
—1.1t01.9

o Ideational 1.5(2.1) 0.5(0.9) 1.0% (1.6)

disturbance —-3t01.8
QoL-AD Self-rated N = 11 Self-rated N =6
Proxy-rated N =12 Proxy-rated N =7

o Self-rated 39.6 (4.5) 36.8 (3.8) 2.8% (3.6)
—1.7107.3

o Proxy 31.3(3.6) 30.0 (3.5) 1.3*(2.3)
—1.0t0 3.7

CSDD, Cornell Scale for Depression in Dementia; QoL-AD, Quality of Life-
Alzheimer’s Dementia; *large effect size; *medium effect size; *small effect size.
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Outcome Pretest (SD) Posttest (SD) Pre-Post Diff (SD)

measure 95% Cl
AQoL-8D N=14 N=9
Global 70.4 (10.1) 68.5 (11.5) 2.0(7.4)
—-3.6t07.6
o Independent living 87.0(9.2) 76.5 (14.1) 10.5% (14.6)
—6.9t0 21.7
o Happiness 62.5(12.5) 56.3 (17.7) 6.3*(9.9)
—1.3t0 13.9
o Mental health 64.0 (16.4) 65.0 (17.2) —-1.009.9
—8.7t06.6
e Coping 60.2 (16.0) 63.9 (13.8) —-3.7"(11.9)
—129t05.4
o Relationships 73.3(10.1) 69.6 (13.5) 3.7 (16.4)
—8.9t0 16.3
o Self-worth 63.0(18.2) 63.0 (19.1) .0 (15.6)
—12.0t0 12.0
o Pain 74.4(19.2) 77.8 (19.2) —-3.3(14.1)
—142t07.5
e Senses 81.2 (4.1) 81.2 (4.1) .0 3.9
—-3.0t03.0
o Physical 82.1(7.0) 78.3 (9.3) 3.8*(8.6)
super-dimension —2.81010.4
o Psychosocial 65.7 (12.2) 64.4 (14.5) 1.2(8.8)
super-dimension —5.6108.0
PHQ-9 N=14 N=9
Total/27 17.0 (6.6) 156.7 (6.0) 1.3°(3.4)
—-1.3t03.9
ZBI N=14 N=9
Total/80 33.7 (8.9 30.1 (6.4) 3.5%(11.9)
—5.6t012.7

ZBI, Zarit Burden Interview; PHQ-9, Patient Health Questionnaire-9 (depression);
AQoL-8D, Assessment of Quality of Life-8 Dimensions; + large effect size; #
medium effect size; *small effect size.
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Pre-treatment measurement one week before the
start of intervention

Pre-treatment interview with the therapist

Treatment as usual and DMT intervention: 20
group meetings twice a week, 75 mins

Post-treatment measurement at the end of the
intervention

Three-month follow-up measurement

No research activities and treatment as usual
continues

Pre-treatment measurement one week before
the start of intervention

Treatment as usual

Post-treatment measurement at the end of the
intervention

Three-month follow-up measurement

Pre-treatment interview with the therapist

Treatment as usual and DMT intervention: 20
group meetings twice a week, 75 mins

Post-treatment measurement at the end of the
intervention

Three-month follow-up measurement
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Older adults

Older adults control

Young people experimental

Young people control

experimental (n = 12) (n =6) (n=23) (n=13)
Age (years) 81.75+11.48 85+ 5.59 13.09 £ 0.79 1415+ 1.21
Ethnicity (n) 11 White 6 White 21 White 12 White

1 Asian or Asian British 2 Black or Black British 1 Mixed race

1 Asian or Asian British
1 Other ethnic group not specified
Previous dance experience (%) None: 50 None: 66.7 None: 4 None: 23.1
<6 months: 0 < 6 months: 0 < 6 months: 8 < 6 months: 30.8
6 months to 2 years: 16.7 6 months to 2 years: 0 6 months to 2 years: 4 6 months to 2 years: 7.7
> 2 years: 33.3 > 2 years: 33.3 > 2 years: 84 > 2 years: 38.5

Currently dancing (n) 3 0 21 6
Hours per week in dance 1 0 1.90 £ 0.89 1
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Autonomy Competence Relatedness Positive affect Negative affect Social well-being

Time 1 Time 2 Time 1 Time 2 Time 1 Time 2 Time 1 Time 2 Time 1 Time 2 Time 1 Time 2
Older adults experimental 517+1.09 6.07+0.78 440+1.30 4.87+096 588+0.78 6.60+061 36.18+596 38.63+6.35 13.64+4.06 12.75+5.01 58.73 +9.43 63.67 + 13.13
(n=4-11)
Older adults control 6.39+0.44 6.34+£020 4.75+247 4.8 5.08 +0.44 Nodata 29.40 £11.78 39.50 £6.36 10.40+0.89 15.00 £ 1.41 49.50 £+ 4.43 57.00
(n=0-4)
Young people experimental  4.82 +1.17 4.65+1.31 473+151 474+114 6.04+059 6.07+055 33.98+6.94 31.00+7.01 17.57 £8.10 16.36 +£7.55 58.08 +12.37 58.31 £+ 10.71
(n=9-23)
Young people control 467+119 537+026 504+089 552+050 569+1.02 584+064 31.19+495 2945+6.38 15.85+3.26 1441 £3.98 62.67 +£12.16 62.54 £ 10.53

(n=4-13)






OPS/images/fpsyg-11-566296/fpsyg-11-566296-g001.jpg
:

EFFECTS OF MUSIC

L)

Expericnce

-

Positive Atleet

Negatve Atlect

cduced Negauve Altect
Cogmuive control

S —

udaimonic

AR ettt

Selt-actualisation
Transcendence

Functions of
Music
Listening

Outcome
Expectations

Sclf-Efficacy

Y SIS ettt ]

[
|
Il
1
1
1
[
1
'
'
'
1
'
1
1
[
[
1
1
1
1
[l
[l
[l
1

~ N\

\
VL

Goals —> Behaviour

\4

/

Incentives
= Sclf-Reactive
= Social
= Staws

= Sensory
Activity

SOCIAL COGNITIVE THEORY






OPS/images/fpsyg-11-566296/fpsyg-11-566296-t001.jpg
Positive Affect

Negative Affect

Life Satisfaction

Index of Music Listening
Index of Music Training
Index of Musical Instrument
Playing

Age

Gender

Highest level of Education

Employment status

Test range

10-50
10-50
5-35
1-25
0-11

Male

Female

Would rather not say
Second level
Post-secondary
Undergraduate
Postgraduate

Would rather not say
Unable to work
Homemaker
Self-employed
Unemployed
Employed

Student

Range

10-50
10-48
5-35
1-25
2-10
0-575

17-66
32%
68%
0.4%

69.6%
6.4%

15.6%

8%

0.8%

0.2%

0.2%

0.5%
3%

10.2%

85.2%

M (SD)

32.23 (7.91)
2273 (8.19)
22.72(7.18)
12.17 (5.75)
6.75 (1.51)
20.23 (42.37)

22.19 (6.25)
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EFA sample (N = 298) CFA sample (N = 339)

Factor 1 Factor 2 Factor 3 Factor 1 Factor 2 Factor 3
ltems Factor loadings [ r?
| have had life changing experiences 0.92 0.88 0.77
listening to music
| have NOT had a life changing experience 0.81 0.85 0.72
as a result of listening to music
| can lose track of time when listening to 0.74 0.92 0.85
music
| do NOT lose track of time when I'm 0.76 0.72 0.52
listening to music
Listening to music opens up another world —0.86 0.78 0.61
of experience
Listening to music | can feel a connection —0.61 0.70 0.49
with something larger than myself
When listening to music, | feel | can —0.48 0.70 0.49
transcend everyday experience

Peak Flow Transcendence Total scale Peak Flow Transcendence Total scale

Mean (SD) 3.24(1.09) 3.88(0.88) 3.84 (0.74) 3.68(0.69) 3.27 (1.11) 3.98(0.87) 3.86 (0.79) 3.73(0.74)
Cronbach’s alpha 0.75 0.56" 075 0.80 0.75 0.66" 0.77" 0.85
Variance explained 41.67% 13.23% 5.36% 60.26%
Eigenvalue 2.92 0.93 0.38
Intercorrelations Factor 1 Factor 2 Factor 3 Factor 1 Factor 2 Factor 3
Factor 2 0.216"** 0.396"**
Factor 3 0.586*** 0.586*** 0.630"** 0.450"**

Factor 1 = Peak Experience; Factor 2 = Flow; Factor 3 = Transcendence; SD = Standard Deviation, r = Pearson’s r (two item scales); B = regression coefficient (i.e., factor
loading); 2 =% of variance in the latent variable explained by the item. *p < 0.05, *p < 0.01, **p < 0.001.
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Peak Experience

Peak Experience x IML
Flow

Flow x IML
Transcendence
Transcendence x IML
EFML scale total

EFML scale total x IML

PA

r

0.074
0.088"
—0.051
0.034
0.133*
0.100*
0.079*
0.081*

NA

r

0.187*
0.131*
0.093*
0.094*
0.113*
0.109*
0.165™*
0.116™

SWL

R

—0.104**
—0.069
—0.050
—0.052
—0.041
—0.044
—0.079*
—0.055

r = Pearson’s correlation coefficient; PA = positive affect, NA = negative affect,
SWL = satisfaction with life, IML = index of music listening, “p < 0.05, *p < 0.01,

“*ip < 0.001.
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Study Setting and patients Intervention Control group  Study design  Main findings Outcomes
included in
meta-analysis

Alcantara-Siva et Outpatient cancer treatment ~ Music listening; 10~ TAU RCT Stronger increase in quality of

al. (2018) hospital, patients with sessions, 35 min Iie, stronger decrease in

gynecological cancer, fatigue and depression in EG
N=164

Allen (2010) After care, patients with Music imaging (group  ACG: cognitive RCT Stronger increase in feelings

breast cancer whowerein  therapy); 10 behavioral therapy of identity, family role
remission, N = 11 sessions, 60min relationship, self-esteer and
body image in EG

Bates etal. (2017)" Inpatient blood and marrow ~ Music isteningand ~ TAU RCT Less pain medication in EG,  PSYCH: POMS.

transplantation unit, patients  creating; 2 sessions, no significant difference in

with lymphoma or myeloma, 30 min. subjective pain perception

N=82
Bieligmeyer etal.  Inpatient oncology Sound bed; 1 TAU RCT Stronger increase in PSYCH: BMQ,
(2018)" department, patients with session, 15min well-being, quality of lfe and  PHYSIC: VAS

breast or colorectal cancer, physiological symptoms in

N=44 EG, no significant differences

in pain and social extraversion
Bradt et al. (2016)° I and outpatients from a Music therapy ACG: listeningto~ RCT No significant group PSYCH: VAS,
hospital, patients with cancer  (multiple techniques);  music: differences in mood, anxiety,  PHYSIC: 11-point
(various types), N = 31 2 sessions, relaxation and pain numeric rating
20-45min scale

Burns (2001)" Outpatient oncology offices,  Bonny method of  Waitist RCT Stronger increase inmood  PSYCH: POMS,

patients with breast or ovarian  guided imagery and and quality of lfe in EG QOL: QOL-CA
cancer, N =8 music; 10 sessions,
60-90min

Burns et al. (2007)  Inpatient hematology Music imagery; 8 TAU RCT No significant group difference

oncology unit, patients with ~ sessions, 45 min in positive and negative effect,
leukemia anxiety and quality of life

Burs et al. (2018) Outpatients from cancer Guided visualization ~ ACG: listeringto ~ RCT Stronger increase in

centers, patients with various ~ with music; 1 music responsiveness and benefit
types of cancer, N = 86 session, 45-50 min finding in EG, stronger
decrease in distress in GG

Cassllethetal.  Inpatient cancer centers, Music listening and ~ TAU RCT Stronger decrease in PSYCH: POMS

(2009 patients with lymphomaor  creating; 3-7 depression, anxiety and mood

myeloma, N = 69 sessions, 20-30 min. inEG

Chenetal. (2018) Outpatient medical center,  Musicimagery; 8 TAU RCT Stronger decrease of

patients with beast cancer,  sessions, 60min depression, helplessness,
N=52 hopelessness and cognitive
avoidance in EG

Cook and Inpatient Music listeningand ~ Waitlist RCT Stronger increase in spiritual

Siverman (2018)  oncology-hematology unit,  conversations; 3 well-being in EG

patients with leukemia and  sessions, 15-30min
other cancers, N = 34

Domingoetal.  Inpatient paliative care unit,  Music therapy TAU coT Stronger increase in PSYCH: HADS,

(2015)" patients with advanced (muliple techniques); well-being in EG QOL: wel-being

cancer, N = 68 4 sessions, 3040 min single item

Déro etal. (2017)"  Inpatient allogeneic Music singing and TAU RCT Stronger increase inmood in - PSYCH: VAS;

hematopoietic stem cell improvisation; 8 EG, no significant difference in  PHYSIC: VAS
transplantation urit, patients  session, 80min anxiety and pain
with neoplastic hematologic
disorders, N = 100
Fredenburgand  Inpatient adult blood and Music therapy Waitist RCT No significant group difference  PHYSIC: MFI
Silverman (2014)*  marrow transplantation unit,  (multiple techniques);
patients with leukemia and 30-45min
lymphorma, N = 11
Fredenburgand  Inpatient adult blood and Music therapy Waitist RCT Stronger decrease of pain in
Siverman (2014)  marrow transplantation unit,  (multiple techniques); EG, stronger increase in
patients with leukemia, 1 sessions, 30min negative and positive effect in
lymphoma and myeloma, EG
N=32
Gutgsell et . Inpatient medical center, Music relaxation; 1 Waitist RCT Stronger decrease in painin  PHYSIC: 11-point
(2013 patients with advanced session, 20min EG numeric rating
cancer (26 non-cancer scale
patients), N = 200
Hanser et al. In and outpatients from breast  Music therapy TAU RCT Increase in relaxation, comfort - QOL: FACT-G,
(2006)* oncology dlinic, patients with  (multiple techniques); and happiness in EG PHYSIC: FACT-G
breast cancer, N = 42 3 session, 45 min (subscale),
PSYCH: HADS
Hillard (2003 Outpatient hospice, patients  Music therapy TAU RCT Stronger increase in quality of ~ PSYCH: HQLIR,
with advanced cancer, N = 80 (multiple techniques); life in EG, no significant QOL: HQLIR
2-13 sessions difference in length of life or
physical functioning

Horne-Thompson  Inpatient paliative care unit,  Music therapy ACG: volunteer  RCT Stronger decrease in anxiety  PSYCH: ESAS,

and Grocke patients with advanced (multiple techniques);  visit PHYSIC: ESAS

(2008)" cancer (1 non-cancer patient), 1 session, 20-40min

N=25
Letwin and Inpatient medical Music listening; 2 Waitlist RCT No significant group difference  PSYCH: RSES,
Siverman (2017)°  oncology/hematology unit,  sessions, 30-45 min in resilience and pain PHYSIC: 11-point
patients with various types of numeric rating
cancer, N =15 scale
Linetal. (2011)*  Inpatient medical center/ Music imagery; 1 TAU RCT Stronger decrease in anxiety  PSYCH: STAl
hospital, patients with various ~ session, 60 min in EG, stronger increase in
types of cancer, N = 98 skin temperature in EG
Palmer et al. Inpatient university hospital, ~ Music listening before  TAU RCT Stronger decrease in anxiety  PSYCH: VAS
(2015)" patients with (potential) breast ~ and during surgery; 1 and faster recovery after
cancer, N = 201 session surgery in EG
Porter et al. Inpatient palliative care unit,  Music therapy TAU RCT Stronger increase in QOL: MQoL,
(2018 patients with advanced (multiple sessions); well-being PSYCH: MQoL,
cancer (4 non-cancer 2-6 sessions, 45min PHYSIC: MQoL
patients), N = 42
Ramirez et al. Inpatient palliative care, Music relaxation, ACG: RCT Stronger increase in valence
(2018) patients with advanced active and receptive  Conversation and arousal and well-being in
cancer, N = 40 songs; 1 session,  about music. EG
30min
Rosset et al. Outpatient medical center,  Music therapy TAU RCT Stronger decrease in anxiety  PSYCH: STAI
(017 patients with breast or head ~ (multiple techniques); and distress in EG
and neck cancer, N = 78 1 session, 60 min
Tuinmannetal.  Inpatient medical center, Music playing, TAU RCT Stronger decrease in need of  QOL: EORTC
(017 patients with lymphoma, singing and listening; analgesics and subjective QLQ-C30, PAIN:
N=66 8 session, 20min. pain perception in EG EORTC QLQ-C30
Verstegen (2016)°  Inpatient blood and marrow ~ Music listeningand ~ TAU RCT Stronger increase in hopein ~ PSYCH: HHI,
transplantation unit, patients therapeutic dialogue; EG, no significant difference in  PHYSIC: 11-point
with cancer, N = 10 2 session, 30-60min pain numeric rating
scale
Wang et al. (2016)  Inpatient cancer hospital, Music relaxation TAU RCT Stronger decrease in anxiety,
patients with lung cancer, during surgery, music: lower blood pressure and
N=60 listening afterwards; heart rate, less need for
5 sessions, 60min analgesics in EG
Warth et al. Inpatient palliative care, Music relaxation; 2 ACG: RCT Stronger increase in relaxation  QOL: VAS,
(2015b)* patients with cancer (2 sessions, 30min pre-recorded and well-being and in PSYCH: EORTC
non-cancer patients), mindfuiness high-frequency oscilltion of  QLQ C15-PAL,
N=84 exercise the heart rate and stronger  PHYSIC: VAS
decrease in fatigue in EG, no
significant difference in pain
Yates and Inpatient surgical oncology  Music listening; 1 Waitist RCT Stronger decrease in anxiety  PSYCH: QMS

Silverman (2015)"

unit, patients with colon/rectal
or uterine cancer, N = 26

session, 20-30 min

and in crease in relaxation in
EG

Studies marked with * were included/in meta-analyses; TAU, treatment as usual; ACG, active control group; RCT, randomized controled tral; CCT, controlled clinical trial; EG, experimental
group; CG, Control group; PSYCH, psychological well-being; QOL, qualty of lfe; PHYSIC, physical symptom distress; Poms, Profile of mood states; BMQ, Basler Mood Questionnaire;
VAS, Visuel Analogue Scale; QOL-CA, Qualty of lile ~ Cancer scale; HADS, Hospital Aniety and Depression Scale; MFI, Multicimensional Fatigue Inventory; FACT-G, Functional
Assessment of Cancer Therapy—General; HQLI-R, Hospice Quality of Life Index—Revised; ESAS, Edmonton Symptom Assessment Scale; RSES, Response to Stressful Events Scale;
STAI, Stait Trait Anxiety Inventory; MQoL, McGill Quality of Life Questionnaire; EORTC QLQ-C30, Qualit of Life Questionnaire; HHI, Herth Hope Index; EORTC QLQ-C15-Pal, Quality of
Life Questionnaire for Palliative Care; QMS, 12-item quick mood scale.
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Alcantara-Siva Outpatient cancer treatment  Music listening; 10 TAU RCT Stronger increase in quality of

etal. (2018) hospital, patients with sessions, 35 min Ife, stronger decrease in

gynecological cancer, fatigue and depression in EG
N=164

Allen (2010) After care, patients with Music imaging (group  ACG: cognitive RCT Stronger increase in feelings.

breast cancer who werein  therapy); 10 behavioral therapy of dentity, family role
remission, N = 11 sessions, 60min relationship, self-esteem and
body image in EG

Bates etal. (2017)" Inpatient blood and marrow  Music listeningand ~ TAU RCT Less pain medicationin EG,  PSYCH: POMS

transplantation unit, patients ~ creating; 2 sessions, no significant difference in

with lymphoma or myeloma, 30 min. subjective pain perception

N=82
Bieligmeyer etal.  Inpatient oncology Sound bed; 1 TAU RCT Stronger increase in PSYCH: BMQ,
(2018)* department, patients with session, 15 min well-being, quality of lfe and ~ PHYSIC: VAS

breast or colorectal cancer, physiological symptoms in

N=44 £G, no significant differences

in pain and social extraversion
Bradt et al. (2015)" In and outpatients from a Music therapy ACG: listeringto~ RCT No significant group PSYCH; VAS,
hospital, patients with cancer ~ (multiple techniques); music differences in mood, anxiety,  PHYSIC: 11-point
(various types), N = 31 2 sessions, relaxation and pain numeric rating
20-45min scale

Burns (2001)" Outpatient oncology offices, ~ Bonny method of  Waitist RCT Stronger increase inmood  PSYCH: POMS,

patients with breast or ovarian ~ guided imagery and and quality of ffe in EG QOL: QOL-CA
cancer, N =8 music; 10 sessions,
60-90min

Burs et al. (2007)  Inpatient hematology Musicimagery; 8 TAU RCT No significant group difference

oncology unit, patients with ~ sessions, 45 min in positive and negative effect,
leukemia anxiety and quality of life

Bums et al. (2018) Outpatients from cancer Guided visualization  ACG: listeningto  RCT Stronger increase in

centers, patients with various  with music; 1 music responsiveness and benefit
types of cancer, N = 86 session, 45-50 min finding in EG, stronger
decrease i distress in CG

Cassilethetal.  Inpatient cancer centers, Musiclisteningand ~ TAU RCT Stronger decrease in PSYCH: POMS

(2003)" patients with lymphomaor  creating; 3-7 depression, anxiety and mood

myeloma, N = 69 sessions, 20-30 min. inEG

Chen etal. (2018)  Outpatient medical center,  Music imagery; 8 TAU RCT Stronger decrease of

patients with beast cancer,  sessions, 60rmin depression, helplessness,
N=52 hopelessness and cognitive
avoidance in EG

Cook and Inpatient Music listening and ~ Waitlist RCT Stronger increase in spiritual

Siverman (2018)  oncology-hematology unit,  conversations; 3 well-being in EG

patients with leukemiaand  sessions, 15-30min
other cancers, N = 34

Domingoctal.  Inpatient pallative care unit,  Music therapy TAU ccT Stronger increase in PSYCH: HADS,

(2015)" patients with acvanced (multiple techniques); wellbeing in EG QOL: wel-being

cancer, N = 68 4 sessions, 30°40min single item

Déro et al. (2017)"  Inpatient allogeneic Music singing and TAU RCT Stronger increase inmood in  PSYCH: VAS;

hematopoietic stem cell improvisation; 8 EG, no significant difference in  PHYSIC: VAS
transplantation unit, patients  session, 0min anxiety and pain
with neoplastic hematologic
disorders, N = 100
Fredenburgand  Inpatient adult blood and Music therapy Waitist RCT No significant group difference  PHYSIC: MFI
Siverman (2014 marrow transplantation unit,  (multiple techniques);
patients with leukemia and 30-45min
lymphorma, N = 11
Fredenburgand  Inpatient adult blood and Music therapy Waitist RCT Stronger decrease of pain in
Silverman (2014)  marrow transplantation unit,  (multiple techniques); EG, stronger increase in
patients with leukemia, 1 sessions, 30min negative and positive effect in
lymphoma and myeloma, EG
N=32
Gutgsell et al, Inpatient medical center, Music relaxation; 1 Waitist RCT Stronger decrease inpainin  PHYSIC: 11-point
(2013 patients with advanced session, 20min EG numeric rating
cancer (26 non-cancer scale
patients), N = 200
Hanser et al. In and outpatients from breast  Music therapy TAU RCT Increase in relaxation, comfort  QOL: FACT-G,
(2006)* oncology clinic, patients with  (multiple techniques); and happiness in EG PHYSIC: FACT-G
breast cancer, N = 42 3 session, 45 min (subscale),
PSYCH: HADS
Hiliard (2003)°  Outpatient hospice, patients  Music therapy TAU RCT Stronger increase in quality of ~ PSYCH: HQLIR,
with advanced cancer, N = 80 (multiple techniques); lite in EG, no significant QOL: HALI-R
2-13 sessions difference in length of life or
physical functioning

Horne-Thompson  Inpatient palliative care unit,  Music therapy ACG: volunteer  RCT Stronger decrease in anxiety  PSYCH: ESAS,

and Grocke patients with advanced (multiple techniques);  visit PHYSIC: ESAS

(2008)" cancer (1 non-cancer patient), 1 session, 20-40min

N=25
Letwin and Inpatient medical Music listening; 2 Waitlist RCT No significant group difference  PSYCH: RSES,
Siverman (2017)°  oncology/hematology unit,  sessions, 30-45 min in resiience and pain PHYSIC: 11-point
patients with various types of numeric rating
cancer, N = 15 scale
Linet al. (2011)* Inpatient medical center/ Music imagery; 1 TAU RCT Stronger decrease in anxiety PSYCH: STAI
hospital, patients with various ~ session, 60min in EG, stronger increase in
types of cancer, N'= 98 skin temperature in EG
Palmer et al. Inpatient university hospital, Music listening before  TAU RCT Stronger decrease in anxiety PSYCH: VAS
(2015)" patients with (potential) breast ~ and during surgery; 1 and faster recovery after
cancer, N = 201 session surgery in EG
Porter et al. Inpatient palliative care unit,  Music therapy TAU RCT Stronger increase in QOL: MQoL,
(2018 patients with advanced (multiple sessions); well-being PSYCH; MQoL,
cancer (4 non-cancer 2-6 sessions, 45min PHYSIC: MQoL.
patients), N = 42
Ramirez et al. Inpatient pallative care, Music relaxation, ACG: RCT Stronger increase in valence
(2018) patients with advanced active and receptive  Conversation and arousal and well-being in
cancer, N = 40 songs; 1 session,  about music EG
30min
Rossetti et al. Outpatient medical center,  Music therapy TAU RCT Stronger decrease in anxiety  PSYCH: STAI
017y patients with breast o head  (multiple techniques); and distress in EG
and neck cancer, N = 78 1 session, 60min
Tunmannetal.  Inpatient medical center, Music playing, TAU RCT Stronger decrease in need of  QOL: EORTC
(017" patients with lymphoma, singing and listening; analgesics and subjective QLQ-C30, PAIN:
N=66 8 session, 20min. pain perception in EG EORTC QLQ-C30
Verstegen (2016)*  Inpatient blood and marrow Music listening and TAU RCT Stronger increase in hope in PSYCH: HHI,
transplantation unit, patients therapeutic dialogue; EG, no significant difference in  PHYSIC: 11-point
with cancer, N = 10 2 session, 30-60min pain numeric rating
scale
Wang et al. (2015)  Inpatient cancer hospital, Music relaxation TAU RCT Stronger decrease in anxiety,
patients with lung cancer, during surgery, music lower blood pressure and
N=60 listening afterwards; heart rate, less need for
5 sessions, 60min analgesics in EG
Warth et al Inpatient palliative care, Music relaxation; 2 ACG: RCT Stronger increase i relaxation  QOL: VAS,
(2015b)" patients with cancer (2 sessions, 30min pre-recorded and well-being and in PSYCH: EORTC
non-cancer patients), mindfulness high-frequency oscillation of  QLQ C15-PAL,
N=84 exercise the heart rate and stronger PHYSIC: VAS
decrease in fatigue in EG, no
significant difference in pain
Yates and Inpatient surgical oncology  Music listening; 1 Waitiist RCT Stronger decrease in anxiety ~ PSYCH: QMS

Silverman (2015)*

unit, patients with colon/rectal
or uterine cancer, N = 26

session, 20-30 min

and in crease in relaxation in
EG

Studies marked with * were included in meta-analyses; TAU, treatment as usual; ACG, active control group; RCT, randomized controlled trial; CCT, controlled clinical trial; EG, experimental
group; CG, Control group; PSYCH, psychological well-being; QOL, quality of life; PHYSIC, physical symptom distress; Poms, Profile of mood states; BMQ, Basler Mood Questionnaire;
VAS, Visual Analogue Scale; QOL-CA, Quality of life - Cancer scale; HADS, Hospital Anxiety and Depression Scale; MFI, Multidimensional Fatigue Inventory; FACT-G, Functional
Assessment of Cancer Therapy —General; HQLI-R, Hospice Quality of Life Index—Revised; ESAS, Edmonton Symptom Assessment Scale; RSES, Response to Stressful Events Scale;
STAI, Stait Trait Anxiety Inventory; MQoL, McGill Quality of Life Questionnaire; EORTC QLQ-C30, Quality of Life Questionnaire; HHI, Herth Hope Index; EORTC QLQ-C15-Pal, Quality of
Life Questionnaire for Palliative Care; QMS, 12-item quick mood scale.





OPS/images/fpsyg-11-00651/fpsyg-11-00651-t003.jpg
References

Alcantara-Silva et al. (2018)

Allen (2010)

Bates et al. (2017)

Bieligmeyer et al. (2018)

Bradt et al. (2015)

Burns (2001)

Burns et al. (2008)

Burns et al. (2018)

Cassileth et al. (2003)

Chen etal. (2018)

Cook and Siverman (2013)
Domingo et al. (2015)

Déro et al. (2017)

Fredenburg and Silverman (2014)
Fredenburg and Siiverman (2014)
Gutgsell et al. (2013)

Hanser et al. (2006)

Hillard (2003)

Horne-Thompson and Grocke (2008)
Letwin and Siverman (2017)

Lin etal. (2011)

Palmer et al. (2015)

Porter et al. (2018)

Ramirez et al. (2018)

Rossetti et al. (2017)

Tuinmann et al. (2017)

Verstegen (2016)

Wang et al. (2015)

Warth et al. (2015b)

Yates and Siverman (2015)

RAND

Low
Unclear
Unclear
Low

Low
Unclear
Unclear
Low
Low
Unclear

ALLO

Unlear
Unclear
Low
Low
Low
Unclear
Unlear
Unclear
Low
Unclear
Unclear
High
Low
Unclear
Unclear
Low
Low
Unclear
Low
Low
Unclear
Low
Low
Unclear
Unclear
Unclear
Unclear
Low
Low
Unclear

BLPP

High
Unclear
High
High
Unclear
High
High
Unclear
High
High
High
High
High
High
High
Unclear
High
High
Unclear
High
High
High
High
Unclear
High
High
High
High
Unclear
High

BLOA

Unclear
Unclear
Unclear
Unclear
Low
Unclear
Unclear
Low
Unclear
High
High
Unclear
Low
High
High
High
Low
High
Low
High
High
Unclear
High
Unclear
Unclear
Unclear
High
Unclear
High
High

INCDAT

Unclear
Unclear
Unclear
Low
Unclear
Unclear
Unclear
Unclear
Low
Low
High
Unclear
Unclear
Unclear
High
Unclear
Unclear
Unclear
Unclear
Low
Low
Low
High
Unclear
Unclear
Low
Unclear
Unclear
Low
High

SELREP

Unclear
Unclear
Unclear
Low

Unclear
Unclear
Unclear
Unclear
Unclear
Low

Unclear
Unclear
Unclear
Unclear
Unclear
Unclear
Unclear
Unclear
Unclear
Low

Unclear
Low

Unclear
Unclear
Unclear
Low

Unclear
Unclear
Low

Unclear

TREAT

Unclear
Low

Unclear
Unclear
Unclear
Unclear
Unclear
Unclear
Unclear
Unclear
Unclear
Unclear
Unclear
Unclear
Unclear
Unclear
Unclear
Unclear
Unclear
Unclear
Unclear
Unclear
Unclear
Unclear
Unclear
Unclear
Unclear
Unclear
Unclear
Unclear

RAND, random sequence generation; ALLO, allocation concealment; BLPP, blinding of participants and personnel: BLOA, blinding of outcome assessors; INCDAT, incomplete outcome
data; SELREP selective outcome reporting; TREAT, treatment implementation.





OPS/images/fpsyg-11-00651/fpsyg-11-00651-g001.gif
Records dentfed through

QL0 =114)

Addiiona records
dentifd through
othersources
n=2)

Recordscxcluded
(=171

‘Wrong study design n =38)

« Theoretcalartile (= 12)
« Wrong nteventon n = 50]
Recordssrcencd afterdupliates emoved « Wrong popultion (0 35)
(=228 = Wiong study design (0 =36)
Fultextanices exduded
) (=2
+ Wrong popultion n=3)
esn * Wrong study design n =3)
Stciesincuded in narrativesynthesis Fulltext s excluded
-3 —rY
« nsufcientdota (n=7)

Wong outcome (n=2)






OPS/images/fpsyg-11-00651/fpsyg-11-00651-g002.gif
— [ect Sn. €1
s [e— ovamon
St oiamson
ey — ooranai
e = e
Gt f—— b
foiit ja—— outasnom
o —e ooz
frodunt — outasam
s [En— osamam
] . osiam s
sy [ ——— oxiasia
e Jr—— omiaom
o [ oo ez
oty e owrtasau
. [— prnsess
ooy = anamm
o _ oniamsen
s [— ootamass
Vo S - Veieanzes
[re—— - ssstamon





OPS/images/fpsyg-11-00651/fpsyg-11-00651-g003.gif





OPS/xhtml/Nav.xhtml




Contents





		Cover



		THE PSYCHOLOGICAL AND PHYSIOLOGICAL BENEFITS OF THE ARTS



		Editorial: The Psychological and Physiological Benefits of the Arts



		Visual Art and Art Therapy



		Dance and Dance Movement Therapy



		Theater, Drama Therapy, and Psychodrama



		Music and Music Therapy



		Studies Combining Artistic Disciplines and Multiple Arts Therapies



		Summary



		Author Contributions



		References









		Commentary: Editorial: The Psychological and Physiological Benefits of the Arts



		Author's Note



		Author Contributions



		References









		Benefits of Art Therapy in People Diagnosed With Personality Disorders: A Quantitative Survey



		INTRODUCTION



		MATERIALS AND METHODS



		Participants



		Survey



		Benefits



		Associated Factors



		Patient Characteristics as Predictors









		Procedure



		Data Analysis









		RESULTS



		Research Question 1: Reported Benefits of Art Therapy



		Research Question 2: Associated Factors



		Research Question 3: Patient Characteristics as Predictor









		DISCUSSION



		CONCLUSION



		DATA AVAILABILITY STATEMENT



		ETHICS STATEMENT



		AUTHOR CONTRIBUTIONS



		ACKNOWLEDGMENTS



		FOOTNOTES



		REFERENCES









		Music Therapy in the Psychosocial Treatment of Adult Cancer Patients: A Systematic Review and Meta-Analysis



		Introduction



		Materials and Methods



		Eligibility Criteria



		Literature Search



		Study Selection, Data Extraction, and Risk of Bias Assessment



		Statistical Analysis









		Results



		Study Selection



		Risk of Bias Assessment



		Study Description and Narrative Synthesis



		Music Therapy During Chemotherapy and Radiation



		Music Therapy During Surgery and Transplantation



		Music Therapy in Aftercare



		Music Therapy in Palliative Care



		Music Therapy in Non-specified Treatment Phases









		Quantitative Analysis



		Meta-Analysis on Psychological Well-Being



		Meta-Analysis on Quality of Life



		Meta-Analysis on Physical Symptom Distress















		Discussion



		Limitations









		Conclusion



		Author Contributions



		Funding



		Acknowledgments



		References









		Corrigendum: Music Therapy in the Psychosocial Treatment of Adult Cancer Patients: A Systematic Review and Meta-Analysis



		References









		Free-Form Dance as an Alternative Interaction for Adult Grandchildren and Their Grandparents



		INTRODUCTION



		Dancing in Old Age and the Uniqueness of Dance/Movement Therapy



		Relationships Between Adult Grandchildren and Their Grandparents



		Goals of the Study









		MATERIALS AND METHODS



		Research Participants



		Data Collection



		Data Analysis









		RESULTS



		Granddaughters’ Concerns and Dilemmas With Respect to the Meeting



		The Concern That I Will Not Be Able to Create a Meaningful Meeting



		Concern That I Would Not Be Able to Safeguard and Protect Her









		Significance of Adult Granddaughters’ Free-Form Dancing With Their Grandmothers



		Old Age in a New Light



		The Dance Provides a Space for Eventual Parting



		Dance Changes the Older Person’s “State of Mind”









		Unique Elements Contributing to the Meeting’s Success



		Meeting Framework



		The Granddaughter’s Instruction















		DISCUSSION



		Main Conclusion



		Limitations, Future Research, and Implications









		DATA AVAILABILITY STATEMENT



		ETHICS STATEMENT



		AUTHOR CONTRIBUTIONS



		ACKNOWLEDGMENTS



		REFERENCES









		Different Shades of Beauty: Adolescents’ Perspectives on Drawing From Observation



		INTRODUCTION



		Drawing From Observation as Therapy



		Drawing From Observation and Adolescents









		METHODOLOGY



		Research Process



		Sample



		Data Analysis



		Ethical Considerations









		FINDINGS



		The Aesthetic Dimension: Between Judgment and Self-Acceptance



		The Mindfulness Dimension: Between Merging and Separation



		The Reflection Dimension: Between Similarities and Differences









		DISCUSSION



		Practical Implications









		LIMITATIONS AND CONCLUSION



		DATA AVAILABILITY STATEMENT



		ETHICS STATEMENT



		AUTHOR CONTRIBUTIONS



		REFERENCES









		Can Desire and Wellbeing Be Promoted in Adolescents and Young Adults Affected by Cancer? PhotoTherapy as a Mirror That Increases Resilience



		INTRODUCTION



		MATERIALS AND METHODS



		Objectives



		Participants



		Data Collection



		Data Analysis









		RESULTS



		Main Theme of the First Group: Observing Life’s Equilibrium From Above



		Main Theme of the Second Group: The Absence of a Future



		Main Theme of the Third Group: From the Past, the Future









		DISCUSSION



		Main Themes Emerged Within the Three Groups



		Peculiarities of the Second Group



		The Impact of an Oncological Pathology on Young Patients and Future Perspectives









		CONCLUSION



		DATA AVAILABILITY STATEMENT



		ETHICS STATEMENT



		AUTHOR CONTRIBUTIONS



		SUPPLEMENTARY MATERIAL



		REFERENCES









		The Effectiveness of Trauma-Focused Psychodrama in the Treatment of PTSD in Inpatient Substance Abuse Treatment



		INTRODUCTION



		BACKGROUND



		MATERIALS AND METHODS



		Treatment Program and Patients



		Measure



		Patient Experience and Level of Satisfaction With Psychodrama Group Psychotherapy



		Data Management and Analysis









		RESULTS



		Overall Effectiveness of Treatment Program



		Effectiveness of Treatment Program by Gender, EMDR, and Age



		Effectiveness of Treatment Program by EMDR Controlling for Number of Psychodrama Group Psychotherapy Sessions Attended



		Patient Experience and Level of Satisfaction With Psychodrama Group Psychotherapy









		DISCUSSION



		Interpretations and Implications



		Quantitative Findings



		Qualitative Findings



		Safety and Tolerability



		Cohesion, Connection, and Normalizing



		Action vs. Talk









		Trauma-Focused Psychodrama and PTSD



		Limitations



		Future Research









		CONCLUSION



		DATA AVAILABILITY STATEMENT



		ETHICS STATEMENT



		AUTHOR CONTRIBUTIONS



		REFERENCES









		Creative Flow and Physiologic States in Dancers During Performance



		INTRODUCTION



		Flow States in Dancers



		Ambulatory Psychophysiology Research



		Physiological Responses and Performance Flow



		Measuring Autonomic Responses



		Study Purpose









		MATERIALS AND METHODS



		Participants



		Study Procedure



		Measurements



		VivoMetricsTM LifeShirt



		Flow State Scale-2









		Study Analyses









		RESULTS



		DISCUSSION



		DATA AVAILABILITY STATEMENT



		ETHICS STATEMENT



		AUTHOR CONTRIBUTIONS



		ACKNOWLEDGMENTS



		REFERENCES









		Effects of Expressive Arts–Based Interventions on Adults With Intellectual Disabilities: A Stratified Randomized Controlled Trial



		INTRODUCTION



		METHODS



		Participants and Procedures



		Intervention



		Assessments



		Qualitative Evaluation



		Data Analysis









		RESULTS



		Baseline Characteristics



		Overall Intervention Effects



		Subgroup Intervention Effects



		Art-Based Assessment



		Qualitative Findings









		DISCUSSION



		Colors and Emotions



		Gender Differences in Emotion Regulation



		Study Limitations



		Conclusion









		DATA AVAILABILITY STATEMENT



		ETHICS STATEMENT



		AUTHOR CONTRIBUTIONS



		FUNDING



		ACKNOWLEDGMENTS



		SUPPLEMENTARY MATERIAL



		REFERENCES









		Indigenous and Traditional Visual Artistic Practices: Implications for Art Therapy Clinical Practice and Research



		INTRODUCTION



		APPROACHES IN ART THERAPY USING TRADITIONAL AND INDIGENOUS ART FORMS



		DISCUSSION



		Clinical Implications for Art Therapy



		Suggestions for Future Research









		LIMITATIONS AND CONCLUSION



		AUTHOR CONTRIBUTIONS



		FUNDING



		REFERENCES









		“Art, Colors, and Emotions” Treatment (ACE-t): A Pilot Study on the Efficacy of an Art-Based Intervention for People With Alzheimer’s Disease



		INTRODUCTION



		MATERIALS AND METHODS



		Study Design



		ACE Treatment Description



		ACE-t Background



		ACE-t Delivery



		ACE-t Program and Activities









		Participants



		Measurement



		Statistical Analyses









		RESULTS



		ACE-t Acceptability



		ACE-t Adherence



		ACE-t Efficacy



		Primary Outcome Measures



		Secondary Outcome Measures









		DISCUSSION



		DATA AVAILABILITY STATEMENT



		ETHICS STATEMENT



		AUTHOR CONTRIBUTIONS



		FUNDING



		ACKNOWLEDGMENTS



		SUPPLEMENTARY MATERIAL



		REFERENCES









		“It’s Feasible to Write a Song”: A Feasibility Study Examining Group Therapeutic Songwriting for People Living With Dementia and Their Family Caregivers



		INTRODUCTION



		Music-Based Psychosocial Interventions for People With Dementia/Family Caregiver Dyads



		Group Therapeutic Songwriting With People With Dementia and Family Caregivers









		MATERIALS AND METHODS



		Research Design



		Participants



		Group Therapeutic Songwriting Intervention



		Assessment and Outcome Measures



		Post-intervention Interviews



		Data Analysis









		RESULTS



		Quantitative Results



		Qualitative Results



		Dyads’ Experiences of Group Therapeutic Songwriting



		Enablers, Barriers, and Types of Participation in Therapeutic Songwriting



		Therapeutic Songwriting Intervention Design and Delivery















		DISCUSSION



		DATA AVAILABILITY STATEMENT



		ETHICS STATEMENT



		AUTHOR CONTRIBUTIONS



		FUNDING



		ACKNOWLEDGMENTS



		FOOTNOTES



		REFERENCES









		The Effects of Dance Movement Therapy in the Treatment of Depression: A Multicenter, Randomized Controlled Trial in Finland



		INTRODUCTION



		Depression



		Description of the Dance Movement Therapy



		Present Study









		METHODS



		Recruitment Procedure



		Dance Movement Therapy Treatment



		Outcome Measures



		Statistical Analysis









		RESULTS



		Descriptive Results



		Levels and Changes in Symptoms Across the Measurements









		DISCUSSION



		Clinical Significance of the Changes in the Levels of Depression



		Changes in Other Psychological and Physiological Symptoms



		Study Limitations and Future Research









		DATA AVAILABILITY STATEMENT



		ETHICS STATEMENT



		AUTHOR CONTRIBUTIONS



		FUNDING



		FOOTNOTES



		REFERENCES









		The Eudaimonic Functions of Music Listening Scale: An Instrument to Measure Transcendence, Flow and Peak Experience in Music



		INTRODUCTION



		Peak Experience



		Flow



		Transcendence



		Eudaimonic Functions of Music Listening and Wellbeing



		Aims









		METHOD



		Initial Scale Development



		Design



		Scale Development



		Procedure



		Participants



		Materials



		The adaptive functions of music listening scale (Groarke and Hogan, 2018)



		Music engagement intensity subscale of the music USE questionnaire (Chin and Rickard, 2012)



		Subjective wellbeing



		Positive and negative affect schedule (PANAS) (Watson et al., 1988)



		The satisfaction with life scale (SWLS) (Diener et al., 1985)









		Analysis



		EFA





















		RESULTS



		Dimensionality



		Exploratory Factory Analysis



		Confirmatory Factor Analysis









		Reliability



		Construct Validity









		DISCUSSION



		Eudaimonic Functions of Music Listening and Wellbeing



		Future Directions for Research



		Limitations









		CONCLUSION



		DATA AVAILABILITY STATEMENT



		ETHICS STATEMENT



		AUTHOR CONTRIBUTIONS



		FUNDING



		ACKNOWLEDGMENTS



		SUPPLEMENTARY MATERIAL



		REFERENCES









		The Impact of an Intergenerational Dance Project on Older Adults’ Social and Emotional Well-Being



		INTRODUCTION



		MATERIALS AND METHODS



		Procedure



		Qualitative Methods



		Quantitative Methods



		Materials



		Demographic data



		Basic needs



		Affect



		Social well-being









		Procedure



		Analysis















		RESULTS



		Qualitative Results



		Motivations



		Curiosity



		Social engagement and relationships









		Benefits



		Breaking stereotypes



		Companionship



		Positive affect



		Open to new things



		Physical benefits









		Challenges



		Performance anxiety



		Vulnerability















		Quantitative Results









		DISCUSSION



		Social Integration



		Social Acceptance



		Positive Emotions



		Challenges



		Limitations









		CONCLUSION



		DATA AVAILABILITY STATEMENT



		ETHICS STATEMENT



		AUTHOR CONTRIBUTIONS



		SUPPLEMENTARY MATERIAL



		REFERENCES









		Pictorial Phenomena Depicting the Family Climate of Deaf/Hard of Hearing Children and Their Hearing Families



		Introduction



		Hearing Families Who Have a D/HH Child



		Art-Based Assessment









		Materials and Methods



		Participants



		Research Tools



		The Family Squiggle



		Semi-Structured Interview









		Procedure



		Ethics



		Data Analysis









		Findings and Discussion



		The Number of Dominant Images



		Images Occupying Less Than a Quarter of the Page



		Images With Accentuated Outlines



		Moderate Colorfulness With Four to Five Colors in Each Drawing



		Minimal Representation of the Face



		Concrete Rather Than Creative Titles



		Muting of Conflictual Themes



		Images Reminiscent of Hearing Devices (Hearing Aids and Implant)









		Summary and Conclusion



		Research Limitations and Suggestions for Future Research









		Data Availability Statement



		Ethics Statement



		Author Contributions



		References









		Formal Elements of Art Products Indicate Aspects of Mental Health



		INTRODUCTION



		STUDY 1: TOWARD A TAXONOMY OF FORMAL ELEMENTS



		Method



		Results









		STUDY 2: OPERATIONALIZATION AND INTER-RATER RELIABILITY



		Method



		Results



		Operationalization



		Inter-Rater Reliability















		STUDY 3: CLINICALLY RELEVANT FORMAL ELEMENTS



		Method



		Results









		STUDY 4: RELATIONSHIP BETWEEN FORMAL ELEMENTS AND ADULT MENTAL HEALTH



		Method



		Results



		Inter-Relatedness of Formal Elements



		Relationship Between Formal Elements and Mental Health















		DISCUSSION



		Implications for Clinical Practice of Art Therapy



		Methodological Considerations









		CONCLUSION



		DATA AVAILABILITY STATEMENT



		ETHICS STATEMENT



		AUTHOR CONTRIBUTIONS



		ACKNOWLEDGMENTS



		REFERENCES









		The Profiles of Body Image Associate With Changes in Depression Among Participants in Dance Movement Therapy Group



		INTRODUCTION



		Dance Movement Therapy and the Treatment of Depression



		The Tri-Partite Model of Body Image



		The Research Questions of the Present Study









		MATERIALS AND METHODS



		Recruitment Procedure



		Participants



		DMT-Group Intervention



		Measurement Tools



		Qualitative Analysis of Body Image Assessment Text Data



		Quantitative Analysis: Latent Profile Analysis (LPA) for Detecting the Body Image Profiles of the Participants



		Case Portraits









		RESULTS



		Characteristics of the Whole Sample



		Qualitative Results: Central Themes in the Body Image of Patients With Depression Before the DMT Group Intervention



		Latent Profile Analysis (LPA) Results: Negative and Neutral Body Image Profiles and Their Differences



		Changes in Body Image and Depression Symptoms During the Research Period









		Information for the Clinical Practice: Typical Cases Portrayed by the Data









		DISCUSSION



		Clinical Implications



		Thoughts on Body Relationship in Cultural Context



		Study Limitations and Future Research Ideas









		DATA AVAILABILITY STATEMENT



		ETHICS STATEMENT



		AUTHOR CONTRIBUTIONS



		FUNDING



		ACKNOWLEDGMENTS



		REFERENCES









		Art Therapy for Psychosocial Problems in Children and Adolescents: A Systematic Narrative Review on Art Therapeutic Means and Forms of Expression, Therapist Behavior, and Supposed Mechanisms of Change



		Introduction



		Methods



		Study Design



		Eligibility Criteria



		Searches



		Study Selection



		Quality of the Studies



		Data Collection and Analysis









		Results



		Study Selection



		Study Design



		Quality of the Studies



		Study Population



		Number of Participants



		Type of Intervention, Frequency, and Treatment Duration



		Control Interventions



		Applied Means and Forms of Expression



		Materials/Techniques



		Topics/Assignments



		The Role of Language









		Therapist Behavior



		Therapist Behavior, Including Social Interactions With Their Client(s)



		The Handling of Materials by the Therapist, Including Material Interactions With the Client(s)









		Supposed Mechanisms of Change



		Specific Mechanisms of Change



		General Mechanisms of Change















		Synthesized Findings



		Means and Forms of Expression and Therapist Behavior



		The Therapist Behavior Was Non-directive



		The Therapist Behavior Was Directive



		The Therapist Both Performed Directive and Non-directive Behavior (Eclectic) Toward Clients















		Outcomes



		Therapist Behaviors in Relation to Psychosocial Outcomes



		Non-directive Therapist Behavior



		Directive Therapist Behavior



		Eclectic Therapist Behavior









		Overall Results









		Discussion



		Strengths and Limitations of This Review



		Recommendations









		Conclusions



		Data Availability Statement



		Author Contributions



		Funding



		Acknowledgments



		Supplementary Material



		References









		Sailing Across the Atlantic: An Exploration of the Psychological Experience Using Arts-Based Research



		Introduction



		Conceptual Framework for Psychological Experience of Sailing



		Arts-Based Research and Transatlantic Sailing









		Materials and Methods



		Research Design



		Participants and Ethics



		Data Collection



		Freehand Drawings (Travel Diary)



		Graphic-Elicitation Interviews



		Document Analysis









		Data Analysis









		Results



		The Psychological Experience of Transatlantic Sailing



		Dynamics



		Context



		Content









		Arts-Based Research and Sailors’ Well-Being









		Discussion and Conclusions



		Data Availability Statement



		Ethics Statement



		Author Contributions



		Funding



		Acknowledgments



		References









		The Open Studio Approach to Art Therapy: A Systematic Scoping Review



		Introduction



		What is the Open Studio Approach to Art Therapy?



		The Open Studio in Research



		The Systematic Scoping Review



		The Present Study



		Method



		Inclusion and Exclusion Criteria



		Data Charting









		Results



		Publication Characteristics



		Participant Characteristics



		Intervention Characteristics









		Discussion



		Limitations



		Conclusions



		Author Contributions



		Acknowledgments



		Supplementary Material



		References









		Friends’ Closeness and Intimacy From Adolescence to Adulthood: Art Captures Implicit Relational Representations in Joint Drawing: A Longitudinal Study



		Introduction



		Intimate Friendship in Adolescence and Adulthood



		Joint Drawing as an Assessment









		The Present Study



		Methodology



		Participants



		Measurements



		Sociometric Questionnaire (T1)



		Relational Intimacy Questionnaire (T1 and T2)









		Procedure (T1)



		Stage A: Classroom Questionnaire



		Stage B: Selecting Pairs for Joint Drawing



		Stage C: Making a Joint Drawing









		Procedure (T2)



		Ethical Aspects









		Part 1: Qualitative Analysis and Building a Tool for the Assessment of Intimacy in Joint Drawings



		Drawing Analysis Procedure



		Drawing Analysis Findings



		Phenomena Applicable to Cohesive Drawings: Where the Two Participants Produced a Single Integrated Drawing



		Phenomena Applicable to Separate Drawings: Where the Two Participants Produced Two Separate Drawings on the Same Page



		Phenomena Applicable to Both Types of Drawings















		Part 2: Quantitative Analysis Examining the Correlation Between Degree of Closeness in the Joint Drawings, and Intimacy with Best Friend in Adolescence, as Well as Intimacy with Best Friend and with Romantic Partner in Adulthood



		Preliminary Intimacy Analysis



		Correlation Between Closeness in the Joint Drawings and Intimacy









		Discussion



		Pictorial Phenomena Representing Closeness in the Joint Drawings



		Closeness in the Joint Drawings and Intimacy



		Intimacy Over Time



		Limitations of the Present Study









		Data Availability Statement



		Ethics Statement



		Author Contributions



		Funding



		References









		Music Therapy for Delinquency Involved Juveniles Through Tripartite Collaboration: A Mixed Method Study



		INTRODUCTION



		MATERIALS AND METHODS



		Formation of Tripartite Networking Model of Young & Great Music Project



		Development of Resource-Oriented Music Therapy Program



		Participants



		Project Implementation



		Data Collection and Analysis



		Quantitative Data Analysis



		Qualitative Data Analysis: Interviews















		RESULTS



		Analysis of Quantitative Data



		Analysis of Qualitative Data









		DISCUSSION



		DATA AVAILABILITY STATEMENT



		ETHICS STATEMENT



		AUTHOR CONTRIBUTIONS



		FUNDING



		ACKNOWLEDGMENTS



		REFERENCES









		Art Therapy With Jewish Ultra-Orthodox Children: Unique Characteristics, Benefits, and Conflicts



		INTRODUCTION



		CONTEXT



		ISAAC



		JUDAISM AND PSYCHOTHERAPY



		JUDAISM AND ART



		JUDAISM AND MALE ATTRIBUTES



		EXPRESSION OF FEELINGS



		DISCUSSION



		Art as a Common Language



		Art as Sublimation



		Art as a Means of Exploring Individuality









		FUTURE IMPLICATIONS



		DATA AVAILABILITY STATEMENT



		ETHICS STATEMENT



		AUTHOR CONTRIBUTIONS



		REFERENCES









		Active Music Engagement and Cortisol as an Acute Stress Biomarker in Young Hematopoietic Stem Cell Transplant Patients and Caregivers: Results of a Single Case Design Pilot Study



		INTRODUCTION



		Current Study









		MATERIALS AND METHODS



		Participants



		Procedures



		AME Therapy Sessions



		Data Collection









		Measures



		Self- and Proxy-Report Measures



		Semi-Structured Interviews



		Cortisol









		Data Analysis









		RESULTS



		Phase One Analyses: Primary Aims



		Study Participation and Completion



		Data Collection



		Caregivers’ Perspectives on Data Collection









		Phase Two Analyses: Secondary Aims



		Caregivers’ Perceptions of AME Benefits



		Differences in HPA-Axis Activity















		DISCUSSION



		Limitations and Future Directions









		CONCLUSION



		DATA AVAILABILITY STATEMENT



		ETHICS STATEMENT



		AUTHOR CONTRIBUTIONS



		FUNDING



		ACKNOWLEDGMENTS



		REFERENCES









		Perceptions of Art Therapy in Adolescent Clients Treated Within the School System



		Introduction



		Materials and Methods



		Participants



		Tools



		Semi-Structured Interviews



		The Researcher as the Research Tool









		Procedure



		Data Analysis



		Ethical Considerations









		Findings



		Referral and Initial Engagement in Art Therapy in the Education System



		The Referral Process and the Presentation of Art Therapy to the Clients



		Therapy Expectations and Goals









		Therapeutic Setting in the School System



		The Time and the Space for Art Therapy



		Fitting Art Therapy Into the School Schedule



		The Physical Setting of the Art Therapy Room



		Confidentiality of Therapy



		The Composition of Group Art Therapy in School









		The Nature of Art Therapy Sessions in School



		Feelings on Therapy Day



		Therapy Process and Intervention Techniques









		Parents’ Involvement in Therapy



		Components Facilitating Art Therapy in School



		Art



		The Opportunity to Share and to Feel Accepted



		A Sense of Calm



		A Place of My Own









		The Relationship With the Art Therapist



		Client Expectations From the Art Therapist



		The Relationship With the Art Therapist and the Therapeutic Alliance



		Encounters Outside the Therapy Room









		Impact of Therapy on the StudentsDealing With Daily Difficulties



		Sharing and Venting Allows for Relief



		A Source of Support Within the School



		Enhancement of Self-Confidence and Social Relationships



		Feeling Better Later in the Day and When Back in Class



		Additional Art Therapy Hours Might Increase the Impact of Therapy









		Discussion



		Limitations and Future Research



		Data Availability Statement



		Ethics Statement



		Author Contributions



		Acknowledgments



		References









		The Attraction of Synchrony: A Hip-Hop Dance Study



		Introduction



		Overview of Eye Movement Analysis



		Eye Movements in Dance Observation



		Study Objectives



		Hypotheses









		Materials and Methods



		Participants



		Stimuli



		Apparatus



		Procedure



		Analysis









		Results



		Lateral Bias



		Synchrony



		Pupil Dilation



		Attractiveness Ratings









		Tempo



		Attractiveness Ratings and Pupil Dilation









		Discussion



		Summary



		Data Availability Statement



		Ethics Statement



		Author Contributions



		Funding



		Acknowledgments



		References









		“I Have No Hope”: The Experience of Mothers in Polygamous Families as Manifested in Drawings and Narratives



		INTRODUCTION



		The Use of Drawings and Narratives









		MATERIALS AND METHODS



		Participants and Procedure



		Measures



		The Drawing Task















		RESULTS



		First Phenomenon: Pseudo-Sweetness



		Second Phenomenon: House Drawing



		Third Phenomenon: The Absentee Father and the Estranged Mother



		Fourth Phenomenon: Drawings Incorporating Graphic Symbols



		Fifth Phenomenon: Growth and Development









		DISCUSSION



		LIMITATIONS AND CONCLUSION



		DATA AVAILABILITY STATEMENT



		ETHICS STATEMENT



		AUTHOR CONTRIBUTIONS



		REFERENCES









		A Qualitative Study of the Views of Patients With Medically Unexplained Symptoms on The BodyMind Approach®: Employing Embodied Methods and Arts Practices for Self-Management



		INTRODUCTION



		Medically Unexplained Symptoms



		Self-Management of Health Conditions



		The BodyMind Approach®



		Arts Methods in TBMA®



		The Intervention









		METHODOLOGY



		The Research Question



		Data Collection



		Ethical Approval



		Sample



		Gender



		Ethnicity



		Age



		Types of Symptoms



		Employment Status



		Educational Background









		Inclusion/Exclusion Criteria



		Recruitment



		Procedures



		Analysis









		FINDINGS



		Key for Quotations



		Body With Mind Connections



		Importance of the Facilitator



		Positive Benefits



		Preparedness for Change



		Self-Acceptance/Compassion









		DISCUSSION



		Body With Mind Connections



		The Importance of the Facilitator



		Positive Benefits



		Preparedness for Change



		Self-Acceptance/Compassion









		CONCLUSION



		DATA AVAILABILITY STATEMENT



		ETHICS STATEMENT



		AUTHOR CONTRIBUTIONS



		FUNDING



		ACKNOWLEDGMENTS



		REFERENCES









		Outcomes of Visual Self-Expression in Virtual Reality on Psychosocial Well-Being With the Inclusion of a Fragrance Stimulus: A Pilot Mixed-Methods Study



		INTRODUCTION



		Use of VR in Healthcare, Health, and Well-Being



		Digital Artmaking and VR in Art Therapy



		Olfactory Stimulus in Virtual Reality









		MATERIALS AND METHODS



		Study Design



		Setting



		Participants



		Data Collection



		Measures



		Patient-Reported Outcomes Measurement Information System Anxiety Short Form



		Perceived Stress Scale



		Positive and Negative Affect Schedule



		General Self-Efficacy Scale



		Creative Agency Scale



		Satisfaction With Life Scale









		Procedures



		Data Analysis



		Quantitative Data Analysis



		Qualitative Data Analysis



		Integration of Qualitative and Quantitative Data















		RESULTS



		Quantitative Results



		Qualitative Findings



		Themes Relating to Virtual Artmaking Experiences



		Themes Relating to Artwork Content















		DISCUSSION



		Implications and Recommendations for Further Research



		Limitations



		CONCLUSION



		DATA AVAILABILITY STATEMENT



		ETHICS STATEMENT



		AUTHOR CONTRIBUTIONS



		FUNDING



		ACKNOWLEDGMENTS



		FOOTNOTES



		REFERENCES









		Music Therapy Interventions for Stress Reduction in Adults With Mild Intellectual Disabilities: Perspectives From Clinical Practice



		INTRODUCTION



		Music Therapy



		Experience of Stress in People With MID



		Music Therapy for Adults With MID



		Purpose of the Present Study









		MATERIALS AND METHODS



		Participants



		Procedure



		Data Collection



		Data Analysis



		Criteria of Trustworthiness









		RESULTS



		Therapy Goals for Stress Reduction



		Interventions Within the Music



		Active Interventions



		Improvisation



		Performing existing songs



		Songwriting and composing



		Other interventions















		Receptive Interventions



		Interventions Outside of the Music



		Factors Influencing the Choice of the Intervention









		DISCUSSION



		Two Ways to Reduce Stress in Music Therapy



		Musical Components



		Active Music Therapy Interventions



		Music Therapeutic Improvisation for Stress Reduction



		Change Factors



		Strengths and Limitations of the Present Study



		Implications for Clinical Practice



		Recommendations for Future Research









		DATA AVAILABILITY STATEMENT



		ETHICS STATEMENT



		AUTHOR CONTRIBUTIONS



		FUNDING



		SUPPLEMENTARY MATERIAL



		FOOTNOTES



		REFERENCES









		Understanding the Wellbeing Effects of a Community Music Program for People With Disabilities: A Mixed Methods, Person-Centered Study



		INTRODUCTION



		MATERIALS AND METHODS



		Design



		Participants



		Intervention



		Materials



		Procedure



		Analysis



		Mixed Methods Analysis



		Ethics Approval Statement









		RESULTS



		Common Impacts



		Self-Expression



		Confidence



		Mood



		Social Skills



		Summary of Common Impacts









		Contextual Impacts



		Musical Skills



		Mixed Response



		Lasting Positive Change in Mood



		Summary of Contextual Impacts









		Quantitative Results



		Mixed Methods Analysis



		Dimensions of Self-Expression



		Dimensions of Confidence



		Dimensions of Social Skills















		DISCUSSION



		Connectivity



		Attentiveness and Dialog



		Empowerment and Participation



		Critical Reflexivity









		CONCLUSION



		DATA AVAILABILITY STATEMENT



		ETHICS STATEMENT



		AUTHOR CONTRIBUTIONS



		FUNDING



		FOOTNOTES



		REFERENCES









		An Investigation of the Effectiveness of Arts Therapies Interventions on Measures of Quality of Life and Wellbeing: A Pilot Randomized Controlled Study in Primary Schools



		INTRODUCTION



		MATERIALS AND METHODS



		Participants



		Arts Therapies Intervention



		Outcome Measures



		Questionnaires



		Sleep Duration









		Procedure



		Statistical Analysis









		RESULTS



		Health Related Quality of Life



		Before Cross-Over



		Following Cross-Over



		Minimal Clinically Important Differences (MCIDs)



		Sample Size



		Follow-Up Analysis



		Arts Therapies









		Child Outcome Rating Scale



		Before Cross-Over



		Following Cross-Over



		Minimal Clinically Important Differences (MCIDs)



		Sample Size



		Follow-Up Analysis



		Arts Therapies









		Strengths and Difficulties Questionnaire



		Duration of Sleep









		DISCUSSION



		Strengths and Limitations









		CONCLUSION



		DATA AVAILABILITY STATEMENT



		ETHICS STATEMENT



		AUTHOR CONTRIBUTIONS



		FUNDING



		FOOTNOTES



		REFERENCES









		“We Copy to Join in, to Not Be Lonely”: Adolescents in Special Education Reflect on Using Dramatic Imitation in Group Dramatherapy to Enhance Relational Connection and Belonging



		INTRODUCTION



		DESIGN AND METHOD



		Context and Familiarity



		Participants



		Consent Process



		Ethical Approval



		Research Aims/Focus



		Group–Work Activities









		DATA GENERATION THROUGH CREATIVE INTERVIEWING



		Data Analysis









		RESULTS



		Final Grounded Theory



		Key Theoretical Concepts



		Enhancing Imitative Flexibility









		DISCUSSION



		Psychological Benefits of Imitation



		Imitation and Belonging



		Imitation and Adolescence



		Imitation and Role Development



		Overcoming Social Ostracism









		RECOMMENDATIONS FOR PRACTICE



		Imitation as a Core Process



		Working Therapeutically With Dramatic Imitation



		Limitations









		CONCLUSION



		DATA AVAILABILITY STATEMENT



		ETHICS STATEMENT



		AUTHOR CONTRIBUTIONS



		ACKNOWLEDGMENTS



		REFERENCES









		PROJECTA: An Art-Based Tool in Trauma Treatment



		INTRODUCTION



		Art, Aesthetic Perception, Empathy. From Einfühlung to Aesthetic Shock



		Art Therapy and Artworks



		Art Therapy, Systematic Reviews and Mixed Methods Research









		METHODS, MATERIALS, AND EQUIPMENT



		Procedure



		First Phase



		Systematic review









		Second Phase



		Validation of images and emotions





















		RESULTS



		Systematic Review



		Validation of Images and Emotions









		DISCUSSION



		CONCLUSION



		DATA AVAILABILITY STATEMENT



		ETHICS STATEMENT



		AUTHOR CONTRIBUTIONS



		ACKNOWLEDGMENTS



		SUPPLEMENTARY MATERIAL



		REFERENCES









		Therapeutic Mask: An Intervention Tool for Psychodrama With Adolescents



		INTRODUCTION



		MATERIALS AND METHODS



		Study Setting and Participants



		Mask Technique



		Measures



		Helpful Aspects of Therapy (HAT)



		Clinical Change Interview (CCI)









		Procedure



		Data Collection



		Data Analysis















		RESULTS



		Significant Events



		Perceived Changes









		DISCUSSION



		DATA AVAILABILITY STATEMENT



		ETHICS STATEMENT



		AUTHOR CONTRIBUTIONS



		FUNDING



		REFERENCES









		Imagery Rehearsal Based Art Therapy: Treatment of Post-traumatic Nightmares in Art Therapy



		INTRODUCTION



		Imagery Rehearsal Therapy (IRT) of PTSD-Related Nightmares



		Treatment Guidelines









		MATERIALS AND METHODS



		RESULTS



		Literature Review of IRT and Art Therapy



		Integrated Results From Interviews and Literature



		Theme 1: Phasing



		Structure and Safety



		Exposure



		Rescripting and Rehearsal









		Theme 2: Art Therapy Interventions



		Structure and Safety



		Exposure



		Rescripting and Rehearsal









		Case Vignet 1



		Case Vignet 2



		Theme 3: Conditions



		Indications: Group vs. Individual



		Therapy Room





















		DISCUSSION



		DATA AVAILABILITY STATEMENT



		ETHICS STATEMENT



		AUTHOR CONTRIBUTIONS



		ACKNOWLEDGMENTS



		REFERENCES









		Perceptions of Child Abuse as Manifested in Drawings and Narratives by Children and Adolescents



		INTRODUCTION



		Drawings and Narratives as a Window on Abuse









		MATERIALS AND METHODS



		Participants and Procedure



		Measures



		Drawing and Narrative Coding



		Drawings



		Narratives















		RESULTS



		Preliminary Analysis



		Characteristics of the Drawings and the Narratives



		Associations Between Type of Abuse and Drawings and Narrative Characteristics



		Associations Between Drawings and Narratives









		DISCUSSION



		CONCLUSION AND LIMITATIONS



		DATA AVAILABILITY STATEMENT



		ETHICS STATEMENT



		AUTHOR CONTRIBUTIONS



		REFERENCES









		Move and Be Moved: The Effect of Moving Specific Movement Elements on the Experience of Happiness



		INTRODUCTION



		MATERIALS AND METHODS



		Participants



		Design



		Experimental Design and Procedures



		Development of the Movements



		DMTh and Research Assistants



		Pre-session and Study Experiment









		Measurements



		Demographic Variables



		Positive Affect



		Happiness and Other Emotions



		Additional Questions on Experiences During the Movement Sequences









		Data Analysis









		RESULTS



		DISCUSSION



		CONCLUSION



		DATA AVAILABILITY STATEMENT



		ETHICS STATEMENT



		AUTHOR CONTRIBUTIONS



		FUNDING



		ACKNOWLEDGMENTS



		REFERENCES









		Designing Visual-Arts Education Programs for Transfer Effects: Development and Experimental Evaluation of (Digital) Drawing Courses in the Art Museum Designed to Promote Adolescents’ Socio-Emotional Skills



		INTRODUCTION



		Cognitive and Socio-Emotional Transfer Effects of Visual-Arts Education



		Methodological Boundary Conditions for Testing Transfer Effects in Art Education



		Experimental Comparisons



		Theory-Based Designs



		Objective Measurements









		Target Constructs for Transfer Effects: Empathy and Self-Concept Development



		Empathy



		Self-Concept Development









		The Present Study









		MATERIALS AND METHODS



		Participants



		Design, Procedure, and Course Program



		Stimuli and Apparatus



		Animated Morph Task



		Self-Concept Task



		Control Variables









		Analytic Approach









		RESULTS



		Demographic Data



		Animated Morph Task



		Data Preparation for Analysis



		Accuracy Analysis



		Sensitivity Analysis









		Self-Concept Task



		Test of Hypotheses









		DISCUSSION



		Specific Effects of the Visual-Arts Courses on Empathy and Self-Concept Development



		Role of Studio Habits of Mind for Transfer Effects



		Implications for Clinical and Health Research









		DATA AVAILABILITY STATEMENT



		ETHICS STATEMENT



		AUTHOR CONTRIBUTIONS



		FUNDING



		ACKNOWLEDGMENTS



		SUPPLEMENTARY MATERIAL



		FOOTNOTES



		REFERENCES



		APPENDIX









		Novel Solutions to Student Problems: A Phenomenological Exploration of a Single Session Approach to Art Therapy With Creative Arts University Students



		INTRODUCTION



		Increasing Mental Health and Wellbeing Needs of University Students



		Single Session Therapy: Philosophies and Techniques



		SST Is a Flexible Model



		Research Gaps









		METHODS



		Research Location



		Participants



		Single Session Art Therapy (SSAT) Procedures



		Pre-session Phone Call



		Activity 1: Create a Collage Response to the “Miracle Question” (30 min)



		Activity 2: Verbal Intuiting With the Collage Image (30 min)



		Activity 3: Open-Ended Interview Evaluation (30 min)



		Activity 4: One Month Follow Up Interview (60 min)









		Research Design



		Data Analysis









		RESULTS AND DISCUSSION



		Research Theme: SSAT as a “Novel Experience”



		Research Theme: SSAT as a “Tactile” Experience



		Research Theme: SSAT as “Getting the Problem Out”



		Externalizing With Artistic Metaphors



		Encounter Story: Kate’s “Phoenix That Does Not Rise”



		Research Theme: SSAT as a “Seeing” Experience



		SSAT and Personal Sense of Agency



		Limitations









		DATA AVAILABILITY STATEMENT



		ETHICS STATEMENT



		AUTHOR CONTRIBUTIONS



		REFERENCES









		My Future: Psychodrama and Meditation to Improve Well-Being Through the Elaboration of Traumatic Loss Among Italian High School Students



		INTRODUCTION



		AIMS



		THE RESEARCH



		Participants



		Activities in the Death Education Intervention



		Measurements



		Data Analysis









		RESULTS



		DISCUSSION



		CONCLUSION



		LIMITATIONS OF THE STUDY



		DATA AVAILABILITY STATEMENT



		ETHICS STATEMENT



		AUTHOR CONTRIBUTIONS



		FOOTNOTES



		REFERENCES









		Using Drama Therapy to Enhance Maternal Insightfulness and Reduce Children’s Behavior Problems



		Introduction



		Maternal Insightfulness



		Connecting Drama Therapy and Maternal Insightfulness









		Materials and Methods



		Participants



		The Intervention



		Therapists









		Procedure



		Measures



		Insightfulness Assessment



		Coding Maternal Insightfulness



		Child Behavior Checklist















		Results



		Preliminary Analysis



		Mothers’ Background Information



		Children’s Background Information



		Distribution of IA Classifications at T1, T2, and T3



		Differences in Maternal Insightfulness Between T1 and T2



		Differences in Maternal Insightfulness Between T2 and the Follow-Up Assessment at T3



		Difference in CBCL Between T1 and T3



		Do Changes in Children Parallel Changes in Mothers?















		Discussion



		Limitations



		Data Availability Statement



		Ethics Statement



		Author Contributions



		Acknowledgments



		Supplementary Material



		Footnotes



		References









		Impact of Group Art Therapy Using Traditional Chinese Materials on Self-Efficacy and Social Function for Individuals Diagnosed With Schizophrenia



		HIGHLIGHTS



		INTRODUCTION



		MATERIALS AND METHODS



		Participants



		Group Art Therapy Intervention



		Measure



		Data Management and Analysis









		RESULTS



		Sample Profile



		General Self-Efficacy Analysis



		Analysis of Psychiatric Inpatients’ Social Skills









		DISCUSSION



		CONCLUSION



		LIMITATIONS AND RECOMMENDATIONS FOR FUTURE STUDIES



		DATA AVAILABILITY STATEMENT



		ETHICS STATEMENT



		AUTHOR CONTRIBUTIONS



		FUNDING



		ACKNOWLEDGMENTS



		REFERENCES









		The “Muscles of the Psyche”: From Body Literacy to Emotional Literacy



		Introduction



		Methodology



		Pilot Study (Pre-test)



		Setting and Participants



		Data Collection



		Data Analysis









		Findings



		Meeting the Body



		Bodily Functions: The Concrete, Material Body









		Body Oriented Interventions



		Touch









		“Pathological Optimism” and “wow” Moments









		Discussion



		Limitations



		Conclusion



		Data Availability Statement



		Ethics Statement



		Author Contributions



		Supplementary Material



		References









		The Limits of Resilience and the Need for Resistance: Articulating the Role of Music Therapy With Young People Within a Shifting Trauma Paradigm



		Introduction



		Current Approaches to Trauma in Music Therapy



		Relevant Music Therapy Frameworks









		Conceptualizing the Argument



		Positioning This Analysis



		Trauma Under Neoliberalism and the Problem with “Resilience”



		Discussion



		Case Example: South East College



		Beyond Risk and Into Resistance



		Beyond “Safe Spaces” and Into Structuring Safety









		Conclusion



		Ethics Statement



		Author Contributions



		Funding



		Acknowledgments



		Footnotes



		References









		Planting the Seeds: Orchestral Music Education as a Context for Fostering Growth Mindsets



		INTRODUCTION



		Growth Mindset



		Orchestral Music Education as a Context for the Development of Growth Mindset



		Access to Orchestral Music Education



		Current Study









		MATERIALS AND METHODS



		Participants



		Procedures



		Measures



		Data Analysis









		RESULTS



		Preliminary Analyses



		Model Specification and Testing



		Overall Growth Mindset



		Musical Growth Mindset















		DISCUSSION



		Limitations and Directions for Future Research









		CONCLUSION



		DATA AVAILABILITY STATEMENT



		ETHICS STATEMENT



		AUTHOR CONTRIBUTIONS



		FUNDING



		ACKNOWLEDGMENTS



		REFERENCES









		How Drawing to Distract Improves Mood in Children



		INTRODUCTION



		STUDY 1



		Methods



		Participants



		Materials and Procedure



		Mood induction



		Activity



		Mood ratings



		Absorption



		Enjoyment and perceived competence



		Demographic information



		Socioeconomic status















		Results



		Mood Improvement



		Absorption



		Enjoyment and Competence



		Factors Contributing to Mood Improvement









		Conclusion









		STUDY 2



		Methods



		Participants



		Materials and Procedure



		Activity















		Results



		Mood Improvement



		Absorption



		Enjoyment and Perceived Competence



		Factors Contributing to Mood Improvement









		Conclusion









		STUDY 3



		Methods



		Participants



		Materials and Procedure



		Activity



		Drawing Experience















		Results



		Preliminary Results









		Mood Improvement



		Absorption



		Enjoyment and Competence



		Factors Contributing to Mood Improvement



		Drawing Experience









		Conclusion









		DISCUSSION



		Limitations and Future Directions









		CONCLUSION



		DATA AVAILABILITY STATEMENT



		ETHICS STATEMENT



		AUTHOR CONTRIBUTIONS



		ACKNOWLEDGMENTS



		REFERENCES









		Making Art Therapy Virtual: Integrating Virtual Reality Into Art Therapy With Adolescents



		INTRODUCTION



		THE CONTEXT: INTEGRATING VIRTUAL REALITY INTO ART THERAPY AND ITS COMPONENTS



		VR in Therapy









		PROGRAMMATIC CASE STUDIES: INTEGRATING VIRTUAL REALITY INTO ART THERAPY



		Participants



		General Procedure



		Ethical Aspects



		Case Study 1: Eric



		Case Study 2: Alma









		GENERAL DISCUSSION



		Limitations and Future Work









		DATA AVAILABILITY STATEMENT



		ETHICS STATEMENT



		AUTHOR CONTRIBUTIONS



		FOOTNOTES



		REFERENCES









		Non-Haredi Arts Therapists’ Perceptions of Therapy With Ultra-Orthodox Children



		INTRODUCTION



		MATERIALS AND METHODS



		Participants



		Procedure



		Data Collection



		Data Analysis



		Professional Ethics and Confidentiality









		RESULTS



		Perceptions of the Significance and Objectives in Arts Therapy With Ultra-Orthodox Children



		The Overall Perception of Therapists Treating Haredi Children Is That It Is No Different From Treating Children From Outside Haredi Society



		The Therapists Did Identify Unique Objectives in Treating Haredi Children Which Are Influenced by Cultural Factors



		Perceptions of Arts Therapy and Its Significance in the Eyes of Haredi Society



		Therapy Referral Agents and Reasons for Referral in the Eyes of Haredi Society









		Influence of the Cultural Difference Between Therapist and Clients on the Emotional Experience and the Therapeutic Relationship



		Cultural Disparity as an Opening for Candor Including Revelation of Secrets



		Cultural Differences Lead to Missed Nuances and Difficulties in the Therapist’s Ability to Understand



		The Therapists Try to Sensitively Adapt Themselves to the Clients’ Culture



		The Therapists Experience Distress as a Result of the Cross-Cultural Encounter



		The Cross-Cultural Encounter Affects the Therapeutic Relationship









		The Use of Arts in Therapy



		Arts Therapy Enables Clients to Broach Content That Cannot Be Verbally Discussed by Means of Distancing



		The Children’s Artistic Expressions Draw on Their Unique World of Content



		Haredi Children’s Ability to Engage in Symbolic Play Is a Matter of Controversy



		The Otherness of the Therapeutic Space Allows for Different, Less Inhibited Behavior



		The Delicacy of Dealing With the Body and Sexuality During Therapy



		The Therapist Makes Adjustments or Avoids Using Certain Artistic Tools Due to the Laws and Norms of Haredi Society









		Systemic Aspects



		The Relationship With the Parents Develops Gradually



		The Role of the Father in Therapy Is Variable



		Therapy for the Child Paves the Way for Therapy for the Parent



		Characteristics of Work With the Parents



		Objectives in Working With Educational Staff and Spiritual Figures















		DISCUSSION



		DATA AVAILABILITY STATEMENT



		ETHICS STATEMENT



		AUTHOR CONTRIBUTIONS



		FUNDING



		ACKNOWLEDGMENTS



		SUPPLEMENTARY MATERIAL



		REFERENCES









		Rating the Acting Moment: Exploring Characteristics for Realistic Portrayals of Characters



		Introduction



		Why Dissociation?



		Why Flow?



		Why Empathy?









		Materials and Methods



		Participants



		Procedure



		Materials



		Monologue



		Dissociation



		Flow



		Empathy



		Demographic and Acting Questionnaire









		Performance Ratings









		Hypotheses



		Hypothesis 1



		Hypothesis 2



		Hypothesis 3









		Results



		Results for Hypothesis 1



		Analysis 1



		Analysis 2



		Analysis 3









		Results for Hypothesis 2



		Results for Hypothesis 3



		Exploratory Post-hoc Analysis for Hypothesis 3















		Discussion



		How Do Acting and Non-acting Students Differ in Dissociation, Flow, and Empathy?



		Dissociation



		Flow



		Empathy









		What Predicts Performance Ratings?



		Conclusion









		Data Availability Statement



		Ethics Statement



		Author Contributions



		Acknowledgments



		Supplementary Material



		Footnotes



		References









		Beauty That Moves: Dance for Parkinson’s Effects on Affect, Self-Efficacy, Gait Symmetry, and Dual Task Performance



		INTRODUCTION



		MATERIALS AND METHODS



		Study Development and Ethical Approval



		Recruitment



		Participants



		Dance for PD and Matched-Intensity Exercise



		Outcome Measures



		Heart Rate



		Electrodermal Activity



		Affect, Self-Efficacy, Beauty



		Gait Performance During the 6 Min Walking Test



		Dual Task Performance With the Timed-Up-and-Go Test









		Statistical Analysis









		RESULTS



		Heart Rate (HR) and Electrodermal Activity (EDA)



		Affect, Self-Efficacy, Experience of Beauty



		Gait Performance During the 6 Min Walking Test (6MWT)



		Dual Task Performance With the Timed-Up-and-Go Test (TUG)









		DISCUSSION



		Participants



		Heart Rate (HR) and Electrodermal Activity (EDA)



		Affect, Self-Efficacy, Beauty



		Gait Symmetry and Dual Task Performance









		CONCLUSION



		Study Limitations









		DATA AVAILABILITY STATEMENT



		ETHICS STATEMENT



		AUTHOR CONTRIBUTIONS



		FUNDING



		ACKNOWLEDGMENTS



		SUPPLEMENTARY MATERIAL



		REFERENCES









		Autobiographical Therapeutic Performance as a Means of Improving Executive Functioning in Traumatized Adults



		Introduction



		Methodology



		Phase 1



		Phase 2









		Results



		Post-participation Interview and EF Self-Report



		Qualitative Summary of Post-participation Structured Interview Responses



		Standardized Self-Report of EF in Daily Life (BRIEF-A)









		Discussion



		Limitations



		Conclusions



		Data Availability Statement



		Ethics Statement



		Author Contributions



		Funding



		Acknowledgments



		References









		Music Therapy for Depression Enhanced With Listening Homework and Slow Paced Breathing: A Randomised Controlled Trial



		INTRODUCTION



		Impact of Depression



		Treatments for Depression



		Forms of Psychotherapy



		Improvisational Music Therapy



		Enhancement 1: Resonance frequency breathing (RFB)



		Enhancement 2: Listening homework (LH)



		Hypotheses









		MATERIALS AND METHODS



		Design



		Participants



		Randomisation and Blinding



		Assessment Procedure



		Interventions



		Integrative Improvisational Music Therapy (IIMT)



		Added Component: Resonance Frequency Breathing (RFB)



		Added Component: Listening Homework (LH)









		Treatment Fidelity



		Outcomes



		Primary Outcome



		Secondary Outcomes









		Sample Size



		Statistical Analysis



		Data Sharing









		RESULTS



		Primary Outcome



		Secondary Outcomes



		Sensitivity Analyses



		Adverse Events and Reasons for Drop-Out









		DISCUSSION



		LIMITATIONS



		DATA AVAILABILITY STATEMENT



		ETHICS STATEMENT



		AUTHOR CONTRIBUTIONS



		FUNDING



		ACKNOWLEDGMENTS



		SUPPLEMENTARY MATERIAL



		REFERENCES









		Drawing on Dialogues in Arts-Based Dynamic Interpersonal Therapy (ADIT) for Complex Depression: A Complex Intervention Development Study Using the Medical Research Council (UK) Phased Guidance



		Background



		An Overview of The Literature



		Arts-Based Art Therapy for Depression



		Psychodynamic Art Therapy Approaches to Treating Depression



		Effective Art Psychotherapy Approaches









		The Aim of This Study



		Methods



		Phase 0—Theory Development



		Clinical Example 1. “Ms A”: Stage 1. Developing the Interpersonal Affective Focus (IPAF)



		Clinical Example 2. “Mr. B”: On Not Making Art



		Clinical Example 3. “Ms. C”: The Recurrence of Trauma Through Image-Making









		Phase 1—Intervention Modeling



		Logic Model



		Phase 2—Pilot Study



		Recruitment



		Effectiveness



		Mental Health Professionals Survey Responses on the Acceptability of ADIT









		Discussion



		Data Availability Statement



		Ethics Statement



		Author Contributions



		Funding



		Acknowledgments



		References









		The Potential Benefits of Dance Movement Therapy in Improving Couple Relations of Individuals Diagnosed With Autism Spectrum Disorder—A Review



		ASD and DMT



		DMT for Couples



		DMT-C for ASD



		Discussion



		Conclusions



		Author Contributions



		References









		Concretization as a Mechanism of Change in Psychodrama: Procedures and Benefits



		Introduction



		Concretization in Psychological Theories



		Concretization in Psychotherapies



		Concretization in Psychodrama



		Purpose of This Study









		Materials and Methods



		Procedure and Participants



		Interviews



		Data Analysis









		Results



		The Two Types of Concretization



		Realistic Concretization



		Symbolic Concretization









		The Operation of Concretization as a Mechanism of Change



		Capturing Potentially Emotionally Loaded Content From the Brief Interview



		Shared Observation of the Protagonist’s Represented Content



		The Transformation of Abstract Content Into Tangible



		Creating Representation of the Protagonist’s Insights









		The Benefits of Concretization



		Reducing Ambiguity by the Physical Representation of Content



		Externalizing the Protagonist’s Problem



		Enhancing the Therapist-Protagonist Therapeutic Bond



		Bypass the Protagonist’s Defense Mechanisms















		Discussion



		The Pathway of Realistic Concretization



		Illustration of Realistic Concretization



		The Pathway of Symbolic Concretization



		Illustration of Symbolic Concretization



		The Pathway of Integrated Concretization



		Illustration of Integrated Concretization



		The Therapeutic Benefits of Concretization



		Limitations and Future Directions









		Data Availability Statement



		Ethics Statement



		Author Contributions



		Acknowledgments



		Footnotes



		References









		Dancing With Health: Quality of Life and Physical Improvements From an EU Collaborative Dance Programme With Women Following Breast Cancer Treatment



		Introduction



		Breast Cancer



		Physical Activity



		Dance



		Dance Movement Therapy



		Research Questions and Overall Aim









		Materials and Methods



		Study Design



		Participants



		Intervention



		Outcome Measures



		Anthropometric Measurements



		Cardiorespiratory Fitness



		Muscle Strength



		Balance



		Flexibility



		Quality of Life Measure









		Data Analysis









		Results



		Discussion



		Conclusions



		Data Availability Statement



		Ethics Statement



		Author Contributions



		Funding



		References









		Dance Intervention Affects Social Connections and Body Appreciation Among Older Adults in the Long Term Despite COVID-19 Social Isolation: A Mixed Methods Pilot Study



		INTRODUCTION



		THEORETICAL FRAMEWORK



		Aging and the Related Issues of Loneliness, Social Isolation, and Body Appreciation



		Arts and Dance Interventions for the Social Inclusion of Older Adults









		STUDY DESIGN



		Overall Design



		Participants



		Intervention



		Quantitative Tests



		Qualitative Data Collection









		RESULTS



		Quantitative Results at Far Transfer



		Methods of Analysis



		Short-Term Intervention Phase Results



		Long-Term Findings Discovered in Phase II



		Contribution to Mixed Methods Analysis









		Qualitative Results at Near and Target Transfer



		Method of Analysis



		Results of the Behavioral, Task-Based Test



		Results of Short-Reply Intervention Phase Surveys



		Meaningful Connections With New and Old Social Contacts



		Expressions of Body Value and Experience



		Comfort Levels With Personal Exchange



		Intervention Phase Survey Summary









		Results of Short-Reply Phase II and Follow-Up Surveys



		Meaningful Connections With Social Contacts in Phase II Survey



		Comfort Levels With Personal Exchange and Body Values in Phase II Survey



		Follow-Up Survey Consistencies and Changes Across All Topics





















		DISCUSSION



		Integrated Findings



		Convergences



		Sequential Interpretations



		Concluding on Integrated Findings









		Limitations



		Implications









		DATA AVAILABILITY STATEMENT



		ETHICS STATEMENT



		AUTHOR CONTRIBUTIONS



		FUNDING



		ACKNOWLEDGMENTS



		FOOTNOTES



		REFERENCES









		Neuronal Effects of Listening to Entrainment Music Versus Preferred Music in Patients With Chronic Cancer Pain as Measured via EEG and LORETA Imaging



		INTRODUCTION



		MATERIALS AND METHODS



		Design



		Summary of Phase 1



		Summary of Phase 2









		Participants



		EEG Conditions, Music Presentation, and Pain Assessment



		EEG Assessment



		Recording Technology



		Procedure and Recording Setting









		EEG Signal Processing



		Statistical Comparisons









		RESULTS



		Darryl: Case Results



		Darryl’s Clinical Background



		Darryl’s Pre–Post EEG Pain Ratings and Reported Responses to Music for Pain



		Darryl’s EEG Results



		Proposition 1: comparing Darryl’s personalized pain music with control pain music (Entrainment)



		Proposition 2: comparing Darryl’s personalized healing music to control healing music (Entrainment)



		Proposition 3: Comparing Darryl’s resting state after entrainment music to baseline rest









		Integration of Interview and EEG Results for Propositions 1–3









		Group Results



		Will’s Clinical Background



		Will’s Pre–Post EEG Pain Ratings and Reported Responses to Music for Pain



		Carolyn’s Clinical Background



		Carolyn’s Pre–Post EEG Pain Ratings and Reported Responses to Music for Pain



		Proposition 4: EEG Group Analysis Comparing Personalized Healing Music to Preferred Music Condition



		Integration of Interviews and EEG Results for Proposition 4















		DISCUSSION



		LIMITATIONS AND CONCLUSION



		DATA AVAILABILITY STATEMENT



		ETHICS STATEMENT



		AUTHOR CONTRIBUTIONS



		FUNDING



		ACKNOWLEDGMENTS



		FOOTNOTES



		REFERENCES



		APPENDIX A



		Descriptions of Darryl’s Music Conditions for EEG Session



		Descriptions of Will’s Music Conditions for EEG Session



		Descriptions of Carolyn’s Music Conditions for EEG Session









		A Practice-Inspired Mindset for Researching the Psychophysiological and Medical Health Effects of Recreational Dance (Dance Sport)



		INTRODUCTION



		DANCE DOMAINS AND DANCE STYLES—AND PSYCHOPHYSIOLOGICAL EFFECTS



		Dance Domains



		Dance Styles—Same, but Different



		A “Differential Diagnostics”?



		Clinical Considerations









		A WHEEL OF DANCE



		Music and Rhythm



		Sociality, Culture and History



		Technique and Physical Fitness Effects



		Connection and Connectedness



		Flow and Mindfulness



		Aesthetic Emotions and the Imagination









		CONCLUSION



		AUTHOR CONTRIBUTIONS



		ACKNOWLEDGMENTS



		FOOTNOTES



		REFERENCES









		Exploring Paternal Mentalization Among Fathers of Toddlers Through a Clay-Sculpting Task



		INTRODUCTION



		MATERIALS AND METHODS



		Participants



		Procedures



		The Interview



		Data Analysis









		FINDINGS



		Discussing the Sculpting Process Elicited Curiosity and Wonder



		Observing the Sculpture/Sculpting Process Revealed Gaps in Paternal Representations



		The Preplanning of the Sculptures Sparked Non-verbal Exploration of Metaphors and Symbolism









		DISCUSSION



		Switches Between Implicit and Explicit Mentalization



		The Facilitation of Paternal Mentalization



		Non-verbal Explicit Mentalization and Verbal Implicit Mentalization









		The Use of Symbolism and Metaphor: Embodied Versus Abstract and Distanced From Bodily Sensations



		Suggestions for Use in Clinical Practice



		Limitations and Suggestions for Future Research









		CONCLUSION



		DATA AVAILABILITY STATEMENT



		ETHICS STATEMENT



		AUTHOR CONTRIBUTIONS



		ACKNOWLEDGMENTS



		SUPPLEMENTARY MATERIAL



		FOOTNOTES



		REFERENCES









		Expanding the Role Repertoire While Aging: A Drama Therapy Model



		INTRODUCTION



		Integrating Drama Therapy and Life-Review in Old Age



		Role Theory in the Context of Mental Health









		OVERVIEW OF THE FOUR STUDIES



		Playback Theater



		Life-Crossroads Stories



		General Characteristics of the Four Studies









		FINDINGS



		Positive Effects on Mental Health



		The Evolution of the Life-Story



		The Evolution of the Improvised Dramatic Expression



		The Expansion of Social Engagement









		THE MULTIDIMENSIONAL MODEL



		DISCUSSION



		Exploring the Model Through the Lens of Role Theory



		The Expression of Roles in the Life-Story



		The Expression of Roles in the Dramatic Creative Process



		The Expression of Roles in the Group and in the Community









		Limitations



		Future Research



		Research Contribution and Implications









		ETHICS STATEMENT



		AUTHOR CONTRIBUTIONS



		REFERENCES









		A Qualitative Exploration of Aged-Care Residents’ Everyday Music Listening Practices and How These May Support Psychosocial Well-Being



		INTRODUCTION



		Music and Well-Being



		Music-Making



		Music Listening









		Research Aim and Questions









		MATERIALS AND METHODS



		Sample



		Design and Procedure



		Data Analysis









		RESULTS



		Previous Music Experiences and Interest



		Music-Making



		Music Listening



		Social Dancing



		Influence of the Past on the Present









		Current Music Listening



		Practices



		Preferences



		Perceived Outcomes









		Barriers to Listening



		Access and Opportunities



		Facility Noise



		Facility Activities















		DISCUSSION



		Limitations and Future Directions









		DATA AVAILABILITY STATEMENT



		ETHICS STATEMENT



		AUTHOR CONTRIBUTIONS



		FUNDING



		ACKNOWLEDGMENTS



		FOOTNOTES



		REFERENCES









		Grounding the Connection Between Psyche and Soma: Creating a Reliable Observation Tool for Grounding Assessment in an Adult Population



		INTRODUCTION



		The Present Study



		The Purposes of the Research









		MATERIALS AND METHODS



		Design



		Participants



		Measures



		Personal Details Questionnaire



		Grounding Quality Assessment Scale – Grounding Assessment Tool









		Procedure



		Data Analysis



		Ethics









		RESULTS



		Internal Consistency Reliability



		Interrater Reliability



		Intrarater Reliability



		Exploratory Factor Analysis



		Discriminant Validity



		Ceiling Effect









		DISCUSSION



		Grounding Assessment Using Observation Tools



		The Four Factors of Grounding



		Discriminant Validity of the GAT









		CONCLUSION AND PRACTICAL IMPLICATIONS



		LIMITATIONS AND FURTHER STUDIES



		DATA AVAILABILITY STATEMENT



		ETHICS STATEMENT



		AUTHOR CONTRIBUTIONS



		ACKNOWLEDGMENTS



		SUPPLEMENTARY MATERIAL



		REFERENCES









		 Side by Side: Reflections on Two Lifetimes of Dance



		Introduction



		Our Connection



		Our Process and Methodology



		Today



		The Role of Dance in People'S Lives



		How do People Access Dance?



		Final Thoughts



		Author Contributions



		Footnotes



		References









		Dance Movement Therapy for Clients With a Personality Disorder: A Systematic Review and Thematic Synthesis



		Introduction



		Personality Disorder



		Dance Movement Therapy and Personality Disorder









		Methods



		Search Strategy



		Data Extraction and Eligibility Criteria



		Quality Assessments



		Data Analysis and Synthesis









		Results



		Article Selection



		General Characteristics



		Data Analysis of Intervention Components Per Article



		Thematic Synthesis From Descriptive to Analytical Themes



		Self-Regulation



		Interpersonal Relationships



		Integration of Self



		Processing Experiences



		Cognition



		Expression and Symbolization in Movement and Dance















		Discussion



		General Characteristics of the Articles



		The Themes and Their Implications for DMT Interventions for Clients With a PD



		Strengths and Limitations



		Recommendations









		Conclusions



		Author Contributions



		Acknowledgments



		References









		“Doing Things Together Is What It’s About”: An Interpretative Phenomenological Analysis of the Experience of Group Therapeutic Songwriting From the Perspectives of People With Dementia and Their Family Caregivers



		INTRODUCTION



		PROCEDURES



		Epoché



		Participants



		TSW Theoretical Approach and Intervention



		Data Collection



		Data Analysis









		FINDINGS



		Recurrent Theme 1. Group TSW Was an Overwhelmingly Positive Shared Experience, Benefiting Both Members of the Dyad and Motivating Further Engagement With Music



		Recurrent Theme 2. TSW Was Engaging and Valuable as It Stimulated Mental Processes and Reignited Participants’ Interests, Skills and Memories



		Recurrent Theme 3. TSW Provided Meaningful Opportunities for Reflection and Connection With Memories and Life Experiences



		Recurrent Theme 4. TSW Prompted Interaction and Collaboration, Leading to Social Connections, Empathic Relationships and Experiences of Inclusion



		Recurrent Theme 5. Group TSW Included Diverse Challenges, However, the Facilitated Process Supported Participants to Engage, Highlighting Abilities and Challenging Doubts









		DISCUSSION



		Limitations



		Recommendations









		CONCLUSION



		DATA AVAILABILITY STATEMENT



		ETHICS STATEMENT



		AUTHOR CONTRIBUTIONS



		FUNDING



		ACKNOWLEDGMENTS



		REFERENCES









		Empowering Through Psychodrama: A Qualitative Study at Domestic Violence Shelters



		Introduction



		Therapeutic Interventions With Abused Women



		Empowering With Psychodrama









		Methods



		Action Research



		The Study Setting and Participants



		Materials and Data Analysis









		Findings



		Empowering Through the Use of Psychodramatic Techniques



		Empowering Through the Sharing Circle in the Group









		Discussion



		Limitations of the Study, Reflexivity, and Future Directions









		Conclusion



		Data Availability Statement



		Ethics Statement



		Author Contributions



		Acknowledgments



		References









		Art Therapy in the Digital World: An Integrative Review of Current Practice and Future Directions



		INTRODUCTION



		Aims









		METHODOLOGY



		Search Strategy



		Inclusion/Exclusion Criteria



		Data Extraction



		Data Synthesis









		RESULTS



		Study Characteristics



		General Views on Technology, Online Art Therapy, and Digital Arts Media



		Art Therapists’ Views and Opinions



		Online Art Therapy: Digital Technology Used for Distance Art Therapy Sessions



		Digital Arts Media: Digital Technology Used for Making Artwork in Art Therapy Sessions









		Challenges and Opportunities of Using Digital Technology in Art Therapy Practice



		General Concerns About Including Digital Technology in Art Therapy Practice



		Cost of equipment



		Extra time



		Technical issues









		Concerns Related to Online Art Therapy



		Confidentiality and safety



		Technological limitations









		Benefits of Online Art Therapy



		Bridging divides/connecting



		Therapeutic rapport



		Empowering









		Best Practice Recommendations for Online Art Therapy



		Concerns Related to Digital Arts Media



		Lack of tactile qualities



		Limited room for expression









		Benefits of Digital Arts Media



		Freedom of expression



		Digital environment





















		DISCUSSION



		FUTURE RESEARCH



		LIMITATIONS



		CONCLUSION



		AUTHOR CONTRIBUTIONS



		ACKNOWLEDGMENTS



		REFERENCES









		Arts in Education: A Systematic Review of Competency Outcomes in Quasi-Experimental and Experimental Studies



		Introduction



		State of Research



		A Categorization of Outcomes



		Research Questions









		Methods



		Results



		Analysis of Studies With Outcomes Relating to the DeSeCo Categories Using Tools Interactively



		Music Education



		Drama Education



		Comparisons Between Different Art Domains



		Proposed Mechanisms of Change









		Analysis of Studies With Outcomes Relating to the DeSeCo Categories Interacting in Socially Heterogonous Groups, Acting Autonomously and Reflectiveness



		Music Education



		Drama Education



		Dance Education



		Visual Arts Education



		Comparisons Between Different Art Domains



		Proposed Mechanisms of Change









		Risk of Bias









		Discussion



		Answers to the Research Questions



		Strengths and Limitations









		Conclusion



		Data Availability Statement



		Author Contributions



		Funding



		Acknowledgments



		Supplementary Material



		References









		The Neurophysiological Processing of Music in Children: A Systematic Review With Narrative Synthesis and Considerations for Clinical Practice in Music Therapy



		Introduction



		Objective



		Method



		Literature Searches



		Inclusion Criteria



		Study Selection



		Data Synthesis









		Results



		Narrative Synthesis









		The Neurophysiological Processing of Music in Children



		Infants Aged 0–24 Months



		Young Children Aged 2–6 Years



		Children Aged 7–12 Years



		Adolescents Aged 13+ Years









		Discussion



		Limitations of This Review and Narrative Synthesis



		Clinical Implications of the Neural Processing of Music in Children



		Conclusion



		Data Availability Statement



		Author Contributions



		Funding



		Acknowledgments



		Supplementary Material



		Footnotes



		References









		The Development of Mindful-Based Dance Movement Therapy Intervention for Chronic Pain: A Pilot Study With Chronic Headache Patients



		Introduction



		Methods



		Recruitment Procedure and Participants



		Outcome Measures



		Intervention



		Analysis









		Results



		Recruitment and Follow-Up Feasibility



		Sample Characteristics



		Treatment Outcome Results: Changes in Intervention Group vs. Control Group



		Intervention Acceptability, Participant Adherence, and Satisfaction



		Adherence Relative to MBDMT Protocol









		Discussion



		Limitations and Future Research Directions









		Conclusions



		Data Availability Statement



		Ethics Statement



		Author Contributions



		Funding



		Acknowledgments



		Footnotes



		References









		The Embodied-Enactive-Interactive Brain: Bridging Neuroscience and Creative Arts Therapies



		INTRODUCTION



		THE EMBODIED BRAIN AND THE GROUNDING OF THE MIND



		THE PREDICTIVE BRAIN AND EXPERIENCE-BASED GENERATIVE REPRESENTATIONS



		THE MULTIFACETED PREDICTIVE BRAIN IN THE PSYCHIC LANDSCAPE



		THE DEVELOPMENT AND USE OF A PREDICTIVE BRAIN IN THE THERAPEUTIC REALM



		THE RELATIONAL BRAIN AND THE LINK BETWEEN SUBJECTIVITY AND INTERSUBJECTIVITY



		SUMMARY AND CONCLUSION- CREATIVE ARTS THERAPY AND NEUROPLASTICITY



		AUTHOR CONTRIBUTIONS



		ACKNOWLEDGMENTS



		REFERENCES









		Delineating the Benefits of Arts Education for Children’s Socioemotional Development



		Introduction



		Delineating the Benefits of Arts Education



		Toward a Differentiated Definition of Arts Education



		The Role of Context



		The Immediate Context



		The Ecological or Environmental Context



		Formulating Hypotheses















		An Illustrative Example: the New Victory Theater’s Spark Program



		A Differentiated Definition of the SPARK Program



		The Immediate and Environmental Contexts of SPARK



		Hypotheses About the Program’s Effects









		Conclusion



		Data Availability Statement



		Author Contributions



		Funding



		Acknowledgments



		References









		Reducing Implicit Cognitive Biases Through the Performing Arts



		INTRODUCTION



		MATERIALS AND METHODS



		Participants



		The Performing Arts Interventional Condition



		The Information Intervention Condition



		The No-Intervention Condition



		Materials



		Procedure









		RESULTS



		DISCUSSION



		DATA AVAILABILITY STATEMENT



		ETHICS STATEMENT



		AUTHOR CONTRIBUTIONS



		FUNDING



		ACKNOWLEDGMENTS



		FOOTNOTES



		REFERENCES









		I Feel Like I Am Flying and Full of Life: Contemporary Dance for Parkinson’s Patients



		INTRODUCTION



		Complementary Approaches to PD Treatment



		Contemporary Dance and PD



		Why Might Dance Help? Creativity and Flexibility



		Dance, Creativity, and Psychological Flexibility









		MATERIALS AND METHODS



		Procedure



		Questionnaires



		Data Analysis



		Ethical Considerations









		RESULTS



		DISCUSSION



		LIMITATIONS AND CONCLUSION



		DATA AVAILABILITY STATEMENT



		ETHICS STATEMENT



		AUTHOR CONTRIBUTIONS



		REFERENCES









		Relationships Between the Therapeutic Alliance and Reactions to Artistic Experience With Art Materials in an Art Therapy Simulation



		Introduction



		Method



		Participants



		Tools



		Working Alliance Inventory



		Art-Based Intervention Questionnaire









		Procedure and Ethical Considerations



		Statistical Analysis









		Results



		Preliminary Analysis



		Associations Between the Therapeutic Alliance and Reactions to the Artistic Experience With Art Materials



		Further Analyses









		Discussion



		Preliminary Analysis–The Therapeutic Alliance



		Correlations Between the Therapeutic Alliance and the Clients' Response to the Artwork



		Implications for Research



		Limitations and Suggestions for Further Research









		Data Availability Statement



		Ethics Statement



		Author Contributions



		References









		From Therapeutic Factors to Mechanisms of Change in the Creative Arts Therapies: A Scoping Review



		Introduction



		The Creative Arts Therapies



		Theoretical Assumptions and Models of Change of the CATs



		Change Process Research



		From Common and Specific Factors to Mechanisms of Change in Psychotherapy Research



		The Present Study









		Methods



		Scoping Review Design



		Expert Group



		Search Strategy



		Inclusion Criteria



		Databases and Search Terms



		Selection of the Articles









		Coding and Data Analysis



		Coding of the Studies



		Data Analysis















		Results



		Art Therapy Studies



		Common Factors of Psychotherapy From AT Studies



		Joint Factors of CATs in AT Studies



		Specific Factors of AT









		Dance Movement Therapy Studies



		Common Factors of Psychotherapy From DMT Studies



		Joint Factors of CATs in DMT Studies



		Specific Factors of DMT









		Drama Therapy and Psychodrama Studies



		Common Factors of Psychotherapy From DT/PD Studies



		Joint Factors of CATs in DT/PD Studies



		Specific Factors of DT/PD









		Music Therapy Studies



		Common Factors of Psychotherapy From MT Studies



		Joint Factors of CATs in MT Studies



		Specific Factors of MT









		Studies With More Than One CATs Discipline



		Common Factors of Psychotherapy From Studies of CATs



		Joint Factors of CATs









		Domains of Therapeutic Factors Across CATs Studies









		Discussion



		Domains of Therapeutic Factors Unique to CATs Research



		Specific Factors of Each CATs Discipline



		Art Therapy



		Dance Movement Therapy



		Drama Therapy and Psychodrama



		Music Therapy









		Implications for Clinical Practice and Education



		Implications for Future Research



		Terminology and Theory



		Methodological Implications and Recommendations









		Study Limitations









		Concluding Remarks



		Data Availability Statement



		Author Contributions



		Supplementary Material



		Footnotes



		References









		A Dance Movement Psychotherapy Intervention for the Wellbeing of Children With an Autism Spectrum Disorder: A Pilot Intervention Study



		INTRODUCTION



		DMP for Children With ASD



		Overall Aim, Research Questions and Hypothesis









		MATERIALS AND METHODS



		Participants



		Severity and Mode of Expression



		Study Design



		Randomization



		Outcome Measures



		Procedure



		Intervention



		Statistical Analysis and Measurements



		Baseline Group Differences



		Group Differences Before Crossover



		Intervention Effects















		RESULTS



		DISCUSSION



		Effects of DMP on Social and Emotional Wellbeing of Children With ASD



		Methodological Limitations and Future Directions









		CONCLUSION



		DATA AVAILABILITY STATEMENT



		ETHICS STATEMENT



		AUTHOR CONTRIBUTIONS



		ACKNOWLEDGMENTS



		REFERENCES









		“I’m Never Going to Be in Phantom of the Opera”: Relational and Emotional Wellbeing of Parkinson’s Carers and Their Partners in and Beyond Dancing



		INTRODUCTION



		MATERIALS AND METHODS



		Participants



		Dance Classes



		Materials and Apparatus



		Procedure



		Data Handling and Processing









		FINDINGS



		Parkinson’s Experience



		Main Theme: Changes–the Known and the Unknown



		Sub-theme: the mystery disease



		Sub-theme: questioning the impact of dancing



		Sub-theme: what others know or should know









		Main Theme: Inclusivity and Connectivity



		Sub-theme: seeing and being seen



		Sub-theme: social enablers









		Main Theme: Emotions



		Sub-theme: positive and negative emotions



		Sub-theme: interactive playfulness















		Care-Partners’ Experience



		Main Theme: Responsibilities



		Sub-theme: initiating and taking action



		Sub-theme: holding awareness









		Main Theme: Openness



		Sub-theme: ambivalence



		Sub-theme: social past and future









		Main Theme: Opportunities



		Sub-theme: coping



		Sub-theme: questioning the effectiveness of dance for Parkinson’s





















		DISCUSSION



		Limitations and Future Recommendations









		CONCLUSION



		REFLECTIVE STATEMENT



		DATA AVAILABILITY STATEMENT



		ETHICS STATEMENT



		AUTHOR CONTRIBUTIONS



		ACKNOWLEDGMENTS



		REFERENCES









		Flourishing Through Music Creation: A Qualitative Investigation of the Lullaby Project Among Refugee and Incarcerated Communities



		Introduction



		The Case of Migration



		The Case of Incarceration



		The Lullaby Project



		Mental Health as Flourishing









		Materials and Methods



		Participants



		Procedure



		Analysis









		Results



		Theme 1: Wellbeing



		Theme 2: Proactivity



		Theme 3: Reflectiveness









		Discussion



		Distinctive Features of the Lullaby Project



		Limitations and Suggestions for Further Research









		Data Availability Statement



		Ethics Statement



		Author Contributions



		Funding



		Acknowledgments



		Supplementary Material



		References























OPS/images/fpsyg-11-00686/fpsyg-11-00686-g001.jpg
Expression of emotions
Self Image

Own choices/autonomy

Dealing with own limitations and/or vulnerability
Self-confidence
Focused attention to own bodily signals

Addressed traumatic experiences

Recognition of, insight in and changing patterns |

Improved social functioning

W71 (%)

W T2 (%)





OPS/images/fpsyg-11-00686/fpsyg-11-00686-t001.jpg
T1 mean T2 mean Df*T1, F Sig. Partial eta

(SD) (SD) T2 squared

n2

Benefit — overall  3.56 (1.04) 3.70(0.99) 1,527 13.05 0.00 0.024

Daily 2.57 (1) 2.57(1.02) 1,526 0.008 0.93 0.000
functioning
Emotional 2.88(1.06) 3.00(1.06) 1,526 6.262 0.01 0.012
functioning
Social 250(0.97) 2.60(0.99 1,527 573 0.02 0.011
functioning

*Greenhouse-Geisser was used to adjust the degrees of freedom.





OPS/images/fpsyg-13-869038/crossmark.jpg
©

2

i

|





OPS/images/fpsyg-11-00686/cross.jpg
3,

i





OPS/images/fpsyg-11-00686/fpsyg-11-00686-t004.jpg
Overall benefits Daily functioning Emotional functioning Social functioning

AR?2 B SE 8 AR2 B SE 8 AR2 B SE B AR2 B SE B

Step 1: Experienced benefits  0.49**  0.52 0.07 0.54** 0.32* 045 0.07 044* 030%™ 039 0.07 039 0.39* 049 0.07 0.50**
onT1

Step 2: Specific benefits 0.01 0.05* 0.03 0.04*

onT1
Expression of emotions 0.11 0.13 0.05 0.08 0.14 0.08 0.11 0.16 0.05 0.18 0.13 0.08
Self image —-0.15 0.21 —0.07 0.07 0.13 0.08 —-0.29 0.15 —-0.12 -0.12 0.13 0.03
Own choices/ 0.16 0.12 0.07 0.00 0.14 0.00 0.13 0.15 0.05 0.07 0.13 0.03
autonomy
Recognition, insight —0.08 0.11 —0.02 —-0.10 0.12 —-0.05 —0.08 0.14 —0.01 0.09 0.12 0.05
and changing patterns
Dealing with —-0.10 0.11 —0.05 —-0.28 0.12 —-0.14 —-0.17 0.14 —0.08 -0.27 0.12 —-0.13*
limitations/vulnerability
Self-confidence —0.02 0.12 —0.01 —-0.22 0.13 —-0.11 —-0.13 0.15 —0.06 —-0.22 0.13 -0.11
Focused attention to own 0.16 0.10 0.08 —0.01 0.11 —0.01 0.07 0.12 0.03 —-0.07 0.11 —0.03
bodily signals
Addressed traumatic 0.13 0.11 —-0.06 0.03 0.12 0.02 0.14 0.13 0.06 0.01 0.11 —0.00
experiences
Improved social 0.06 0.10 0.03 —-0.14 0.11 —-0.07 —-0.08 0.12 —0.02 0.02 0.11 0.01
functioning

Step 3: Associated factors 0.02* 0.01 0.03* 0.01
Non-judgmental therapist —0.08 0.08 —0.02 —0.04 0.09 —0.03 —0.14 0.10 —0.08 —0.05 0.08 —0.03
Being taken seriously 0.07 0.08 0.05 0.14 0.09 0.10 0.04 0.10 0.03 —0.03 0.08 —0.02
Freedom of expression —0.05 0.07 —0.04 —-0.13 0.08 —-0.10 —0.01 0.08 —0.01 —0.05 0.07 —0.04
Structure/adequate basis 0.04 —0.05 0.04 0.08 —-0.06 0.02 —0.01 —0.06 —0.01 0.06 —0.05 0.05
Extent to which feelings 0.21 0.06 0.21* 0.03 0.07 0.08 0.23 0.08 0.21* 0.12 0.06 0.13*
could be expressed in the
artwork in AT

Step 4: Gender/age 0.00 0.00 0.00 0.00
Gender —0.01 0.10 —0.01 —-0.13 0.12 —-0.05 —-0.12 0.13 —0.05 —-0.06 0.11 —-0.02
Age —0.00 0.01 —0.04 —0.00 0.01 —-0.02 —0.00 0.01 —0.08 0.00 0.01 0.03

Step 5: Diagnosis cluster 0.00 0.07 0.05 0.06 0.00 0.08 0.06 0.07 0.00 0.05 0.06 0.04 0.00 0.02 0.05 0.02

*p < 0.05, *p < 0.01.





OPS/images/fpsyg-11-00651/crossmark.jpg
©

2

i

|





OPS/images/fpsyg-11-00686/fpsyg-11-00686-t002.jpg
Items Did you My daily My emotional My social
benefit functioning functioning functioning
from art improved improved improved
therapy? thanksto art thankstoart thanks to art
therapy therapy therapy

Non-judgmental 0.18* 0.16™ 0.14* 0.07

therapist

Being taken 0.39** 028" 0.2g* 0.24*

seriously

Sufficient freedom 0.32** D27 D27 022

of expression

Sufficient 0.33** 022" 0.26** 0.23™

structure/adequate

basis

Extent to which 0.72** 0.51* 0.60** 0.47*

feelings could be
expressed in the
artwork in AT

0 < 0.05, “p < 0.01.





OPS/images/fpsyg-11-00686/fpsyg-11-00686-t003.jpg
Items Did you My daily My emotional My social
benefit functioning functioning functioning

from art improved improved improved
therapy? thankstoart thankstoart thanks to art
therapy therapy therapy
Gender 0.72 0.12 0.84 0.032
Diagnosis 0.24 0.89 0.88 0.74
cluster B, C,
UPDP

axp < 0.05, *p < 0.01. PCluster B personality disorders, Cluster C personality
disorders or Unspecified personality disorder.





OPS/images/fpsyg-13-840089/crossmark.jpg
©

2

i

|





OPS/images/fpsyg-11-01320/cross.jpg
3,

i





OPS/images/fpsyg-11-01320/fpsyg-11-01320-t001.jpg
proa
e P —
e oy
P e M St

e TR p—
I 5 e

LR ——
A

Ty vy
el

e

ot vy i 2 A s

s e
ey

T s —
rblrimeriet el ciovieell-om IRy






OPS/images/fpsyg-11-01467/cross.jpg
3,

i





OPS/images/fpsyg-11-01467/fpsyg-11-01467-t001.jpg
Week (N,

theme)

1 Primary
colors

2 Yelow

3 Bue

4 Red

5 Colors and
relationships

6 My colors

7 Our colors

CG, caregiver, N = number.

Session
(N, title)

10

1

12

13

14

My favorite
colors

“The language of
colors

Frits and
vegetables (the first
CGs meeting was
held in paralle)

Autumn landscape

The sea

The sky

My garden

Energy and power

Memories from
childhood

My photographs

Dreams

My canvas (the
second CGs.
meeting was held in
paralle)

My canvas

Farewell and
exhibition to CGs

Welcoming

Recall of previous sessions, introduction to the theme of the day

Recall of previous sessions, iniraduction to the theme of the day

Color and materials.

Materit: paintings hanging on the wall
created by other patients Activty: to
verbally express the feslings the colors
of the paintings provoke in you

Materil: the color wheel Activity: to
discover primary colors and the
reationships among them

Material: yellow hues frits Activity: to
touch, smel, name, and describe fruits
and hues; share cooking recipes with
yellow fruit

Materil: autumn leaves Actiy:
‘narming and teling the diference
among yellow hues

Material: blue cuts of different types of
papers Activity: choose one of the blue
cuts of paper and descibe it shape,
texture, and hue to others

Material: color palete of blue hues
Actiity: naming and describing to the
‘group one of the hues of bue of the
palette

Materiak: e hues spring flowers
Activity: to touch, smel, narme, and
descibe flowers. Share ways to water
‘garden plants

Material:reproductions of futurism
painting representing means of
transportation Activiy: Thinking of the
means of transportation you used in
your e, describing to the group one of
those

Materiak: he ilustrated book Around
the sky (1997) by Daniel Pennac.
Activity: Look at the paintings cited in
Pennac’s book and discover the details
described in the book

Materil: personal photos brought by
participants Acthty: Describing to the
group your photo, teling when and
where it was taken

Material: reproductions of paintings
from impressionism Activity: choosing
one of the paintings and descibing
the group and tell how it can help you in
the preparation of your canvas (frst
round).

Material: reproductions of paintings
from impressionism Activity: choosing
‘one of the paintings and describing it to
the group and tell how it can help you n
the preparation of your canvas (second
round)

Material: the paintings reaiized by
participants Actvty: hanging of
‘canvases on the walls of the room to
‘prepare the exhibition of the last
meeting

Material: exhibition of the canvas
prepared by the partcipants for their
CGs Actiity: teling the group and the
CGs what you depicted in your canvas.

Session phases

Meeting with the
artist Artst,
artwork (vear)

H. Matisse, Joy of
ffe (1905)

V. Kandinski,
Yellow, red, blue
(1925)

H. Matisse, Interior
in yellow and blue
(1946)

V. Van Gogh,
Cornfield witha
reaper (1853-1890)

R. Magitte, The
tempter (1951)

V. Van Gogh, Starry
right (1889)

C. Monet, Poppy
field (1873)

U. Boccioni, Tutto
simuove, tutto
corte, tutto voige
rapido (1911)

J.Mid, The farm
(1921-1922)

V. Van Gogh,
Vincent's chair with
his pipe (1888),
Gauguin's armhair
(1888)

. Daii, Dream
caused by the fight
of abee aronda
pomegranate a
second before
awakening (1944)
C. Moret,
Impression sunrise
(1840)

M. Chagall, Atist
‘and his wife (1969)

Occupational actiities for preparation of the atelier  Break

Oceupational activites for preparation of the atelier

Practical activity

Golor a white sheet with your favorite colors
using crayons. Color another white sheet
with the colors that you do ot like On a
white sheet, draw an emotion using colors
without shapes and show it to the group.
‘The other participants guess which emotion
was depicted

Mix yellow and red tempera colors to obtain
secondary and tertary colors. Paint each
cial of a sheet with one of those colors
obtained

Cutinto several pieces a reproduction of
Matisse's painting and paste the fragments.
onto a colored cardboard. Find a it for
your own collage

With your eyes closed, imagine a place
where you have been when you were a
child. Describe it to the group with your
own words. Later, draw on a white sheet
this place using crayons.

Create your own sea with the collage
technique Background instrumental
pleasant music accompanied the activity

Lighten or darken blue tempera color using
white or black. Then, paint your own sky
mixing blue, white, and/or black tempera
colors Background pleasant music:
accompanied the activity

Draw some of the flowers that you see on
the table. Color them by mixing tempera
‘olors Background pleasant music
accompanied the activity

Chooss one of the reproductions of
futurism paintings shown before, cut the
means of transportation depicted in t,
paste it on a white cardboard, and depict
the surrounding environment with crayons.

Paint the color wheel by mixing primary
‘colors in the proper way 1o obtain
secondary and tertiary colors Background
instrumental pleasant music accomparied
the activity

First sketch of the painting to be prepared
for the final exhibition on a white sheet

Setting up of the painting on the canvas for
the final exhibition Background pleasant
music accompanied the activity

Finalization of the painting on the canvas
Background pleasant music accompanied
the activity

Color on a new apron with fabric colors

Farewell party with CGs

Conclusion

Sharing of work and emofions of the day,tiding up of the ateler

‘Sharing of work and emotions of the day, tiding up of the atelier
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Intervention Control
N (%) N (%) %2 P
Gender — Female 28 (51) 31 (57) 0.46 0.50
1Q — Mild impairment 26 (47) 30 (56) 0.75 0.39
Mean (SD) Mean (SD) t P

Age (years) 39.8 (12.1) 40.0 (12.7) -0.10 0.92
Aberrant behavior

Lethargy 6.9) 2.5 (4.0) 1.75 0.08
Irritability (7.8) 4.8(9.1) 0.53 0.60
Hyperactivity 3.9 2.8 (5.5) —0.30 0.77
Self-injurious behavior (2.9 1.0(2.9) 0.95 0.34
Inappropriate speech (1.8) 1422 -0.39 0.70
VAMS

Afraid 28.5 (40.3) 28.7 (36.9) —0.08 0.98
Confused 34.0 (41.9) 29.7 (37.9) 0.56 0.58
Sad 29.6 (37.5) 28.4 (36.5) 0.17 0.87
Angry 21.0(35.9) 30.5 (40.1) —-1.30 0.20
Energetic 84.8 (28.7) 75.4 (36.7) 1.49 0.14
Tired 38.5 (40.2) 40.3 (40.6) -0.23 0.82
Happy 79.2 (34.1) 79.7 (32.5) -0.07 0.95
Tense 29.1 (39.7) 26.0 (36.8) 0.41 0.68
Personal well-being 9(1.8) 7(2.4) 0.44 0.66

N = 109; x?, chi-square; t, independent-sample t-test.
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Intervention (N = 55)

Control (N = 54)

Pre Post Pre Post

Mean (SD) Mean (SD) Mean (SD) Mean (SD)
Aberrant behavior
Lethargy 4 (6.9) 29(5.2) 5(4.0 7 (4.5
Irritability 7 (7.8) 3.4 (5.6) 8(9.1) 7 (6.3
Hyperactivity 5(3.9 1.8(2.7) 8 (5.5 3 (5.0
Self-injurious behavior 5(2.9 0.8(1.6) 029 9(2.3
Inappropriate speech 2(1.8) 0.9(1.4) 4(2.2) 8(1.5)
VAMS
Afraid 28.5 (40.9) 29.2 (38.7) 28.7 (36.9) 259 (37.5)
Confused 34.0 (41.9) 17.2 (31.7) 29.7 (3790 14.3(29.9)
Sad 29.6 (37.5) 17.8(33.2) 28.4 (36.5) 21.2(33.9)
Angry 21.0 (35.8) 26.7 (39.0) 30.5 (40.1)  28.1 (37.7)
Energetic 84.8 (28.7) 86.2 (26.0) 75.4 (36.7) 87.2(24.8)
Tired 38.5 (40.2) 44.0 (41.6) 40.3 (40.6) 35.4 (41.4)
Happy 79.2 (34.1) 87.1(24.1) 79.7 (32.5) 84.8 (24.6)
Tense 29.1 (39.7) 34.7 (41.0) 26.0 (36.8) 31.4 (42.0)
Personal well-being 9(1.8) 4(1.5) 7 (2.4) 3(1.8)

SD, standard deviation; ¥2, chi-square; t, independent-sample t-test.
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HR (bpm) PEP (ms) RMSSD

Base rest 71.63 (9.64) 129.17 (18.65) 52.48 (31.83)
Perform 1567.48 (18.12) 87.58 (20.81) 12.50 (7.76)

Post-rest 87.99 (11.96) 128.63 (19.46) 28.24 (22.70)
A Base - Perform 86.35 (19.69) —40.60 (24.08) —40.34 (31.39)
A Base - Post 16.45 (11.71) 0.45 (19.39) —24.60 (30.62)
A Perform - Post 69.89 (18.74) —41.06 (20.01) —156.74 (22.83)

bpm, beats per minute; HR, heart rate; PEP, pre-gjection period; RMSSD, root
mean square differences of successive R-R (heartbeat) intervals.
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Participants with dementia

Family caregivers

Mean SD Range Mean SD Range
Female (male) 7(7) - - 9 (5) - -
Age (years) 7 11 62-92 67.1 10.1 54-92
MMSE/30 12.5 9 0-29 = — -

MMSE, Mini Mental State Examination.
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Dyad Musical background Dementia diagnosis

Ali Music listening FTD
Julia® Choir piano
Lindy Music listening AD (nonverbal)
Jq:‘S Dave* Music listening
oS John Choir MOl
é Jan* Choir
=
- Neil Music listening FTD @
Mei* Music listening §
Isabella Piano FTD (nonverbal) 2_;
Carlo* Music listening §
B Janet Choir, dancing AD
George” Music listening
Alan Piano Vascular/AD
é Elizabeth* Piano, recorder
g Tom Choir, dancing Vascular/AD
i Ellen* Choir, piano, dancing
g o
3 Ann Choir, piano, dancing Vascular/AD
Michelle* Music listening %ﬂ
Dawn Choir, dancing STML/MCI <
L lan* Chair, recorder |

All names are pseudonyms; “family caregiver. FTD, frontal temporal lobe dementia,
AD, Alzheimer’s dementia; MCI, mild cognitive impairment; STML, short-term
memory loss.
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QCPR Pretest (SD) Posttest (SD) Pre-Post Diff (SD)

N=14 N=9 95% CI
Total 57.1(4.8) 57.4 (3.7) —-0.4(5.7)
—4.8104.0
o Warmth 33.6 (3.1) 34.1 (3.9 —0.55 (4.8)
—4.3103.2

o Criticism 235@2.8 23.3(2.7) 0.19 (2.1)
—1.4101.8

QCPR, Quality of the Caregiver-Patient Relationship.
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ACE-t participants

Domain Median (25th-75th percentile) Wilcoxon
Test, subscales Pre-treatment Post-treatment P
General cognition

ADAS-COG 28,00 (25.00-36.00) 22.50 (18.00-26.00)  0.002
Behavioral

NPI

Frequency 10.33(7.00-11.00) 150 (1.00-6.00) 0.084
Distress 583(4.00-800)  1.00 (0.00-2.00) 0084
Quality of life

QoL

PWAD 31.25(27.00-36.00) 3533 (31.00-37.00) 0,027
ca 31.00(20.00-33.00) 31.50 (26.00-37.00)  0.232

ACE-nt participants

Median (25th-75th percentile)

Pre-treatment

21.80 (17.60-24.00)

17.00 (6.00-23.00)
7.00 (4.00-12.00)

32.50 (26.00-36.00)
30.50 (28.00-34.00)

Post-treatment

21.00 (17.30-26.00)

2350 (14.00-27.00)
800 (5.00-14.00)

32.44 (28.00-38.00)
29.50 (26.00-31.00)

Group comparison

Wilcoxon  Mann-Whitney U
P P
0.625 -
0275 .
0.547 L
1.00 -
0.734 -

AADAS-Cog, Alzheimer's Disease Assessment Scale; ACE-t, people treated with *Art, Colors, and Emotions” treatment; ACE-nt, people with the usual care program; NP),
Neuropsychiatric Inventory Scale; QOL, qualty of life; PWAD, people with Alzheimer's disease; CG, caregiver. Statistically significant p values (o < 0.05) are reported in

italics. *p < 0.05; *'p < 0.01.
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ACE-t participants ACE-nt participants Group comparison

Domain Median (25th-75th percentile) Wilcoxon Median (25th-75th percentile) Wilcoxon  Mann-Whitney U
Test, subscales Pre-treatment Post-treatment P Pre-treatment Post-treatment P P
Language

Token test 2575 (21.74-29.81)  29.25(265-31.76)  0.002  29.50 (28.50-30.50) 29.25 (26.50-30.50)  0.383 -
Phonemic fluencies 2260 (14.47-28.62)  23.50 (21-36.57) 0009  26.00(22.00-29.00) 245 (20-30) 0.922 -
Semantic fluencies  12.00 (8.47-18.62)  18.00(12.42-2352)  0.006 2350 (20.00-25.00) 18 (16-23) 0.301 -
Executive functions

Attentive matrices 3550 (28.47-49.57) 39.50 (20.27-50.57) 0282  42.00 (34.00-50.00) 37.5 (28-42) 0.019 .

ACE-t, people treated with “Art, Colors, and Emotions” treatment; ACE-nt, people with the usual care program. Statistically significant p values (o < 0.05) are
reported in talics.
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17 dyads registered interest
and were assessed for eligibility

3 eligible dyads did not enrol because
the TSW location and days were
inconvenient

A 4

v

14 dyads enrolled and attended baseline
assessments

+ 7 community-dwelling spousal dyads
«+ 3 spousal dyads living separately*
+ 4 family dyads living separately*

2 dyads withdrew before commencing
sessions due to inconvenient time and the
person with dementia’s health declined

A\

2 dyads withdrew after 1-2 sessions due to
challenges associated with session time
and parking at the facility.

v

10 dyads completed the intervention and
attended post assessment

Post assessment data analysed:

+ QCPR (n=9)

+ People with dementia: CSDD (n=9),QOL-AD self
(n=7), QOL-AD proxy (n=8)

+ Family caregivers: ZBS (n=9), PHQ-9 (n=9)
AQoL-8D (n=9)
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Areas Sub-domain Example of activity Session phases
2 3 4 5 6
Activities to Language Naming objects, materials, and shapes X X
improve cognition Naming primary, secondary, and complementary colors X X
Naming emotions X X
Comprehension of simple instructions X X X
Memory Recall of popular paintings X
Recall of the activities of the week
Use of the chromatic circle for the memorization of primary colors X X
Use of the chromatic circle for the recall of the making of secondary X X
colors
Carefully look at a painting and memorizing X
Recall of information from a painting previously observed X X
Recall of events, people, and environments from the past X X
Executive functions Put parts of a painting in the correct position X
and praxis Mix tempera colors to lighten or darken colors X
Mix tempera primary colors to obtain secondary and tertiary colors X
Fill an empty chromatic circle by placing colors in the right order X
Design of drawings X
Follow simple instructions to use painting materials X
Attention Found specific details in a painting X X
Tell the difference between different hues of color X X X
Activities to reduce Sensory stimulation Touch materials of different textures X
behavioral Touch, smell, and taste fruit/spices X
SympITS Touch and smell flowers and leaves X
Listen to some music related to the theme of the session X
Listen to some music while drawing or painting X
Activities to Verbal Describing a place from childhood X X
promote communication Describing one’s own photo X X
communication Recognition and description of the emotions, objects, and subjects X
depicted by other participants
Recognition and descriptions of the emotions, objects and subjects X X
expressed in paintings
Non-verbal Drawing and coloring a place from childhood X
communication Drawing and coloring my favorite objects X
Coloring an emotion X
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Domains Outcome Measure

Quiality of life Primary QoL-AD
Behavior Primary NPI
Cognition Primary ADAS-cog
Secondary Verbal fluencies (phonemic
and semantic)
Secondary Token test
Secondary Attentive Matrices

ADAS-cog, Cognitive Subscale of the Alzheimer’s Disease Assessment Scale; NP,
Neuropsychiatric Inventory; QoL-AD, Quality of Life Alzheimer’s Disease Scale.
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Demographic ACE-t ACE-nt Group
characteristics participants Participants comparison
N 10 10 n.s.

Age, years (mean + SD) 79.10 + 4.53 77.80 £5.51 ns.

Gender (male:female) 3.7 3.7 n.s.

Level of education, years 9.40 £ 2.91 9.00£2.11 ns.

(mean £ SD)

MMSE (mean + SD) 22.30 + 4.11 2320+1.93 ns.

NPI frequency (mean + SD) 9.66 + 4.32 17.30 £11.64 ns.

NPI distress (mean + SD) 5.66 + 2.26 8.70 £6.57 ns.

ACE-t, people treated with “Art, Colors, and Emotions” treatment; ACE-nt, people
with the usual care program; MMSE, Mini-Mental State Examination; N, number;
NPI, Neuropsychiatric Inventory Scale; n.s., not significant; sd, standard deviation.
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WAI

At therapist T1, n = 29
At therapist T2, n = 31
Ciient T1, n = 30
Ciient T2, n = 36
ABI,n =87

Process

Product

General-ABI

4.77
5.36
4.69
5.38

5.52
5.46
5.50

sD

0.91
0.74
1.07
1.00

0.82
1.19
0.78

MAX

6.83

6.80

6.44

6.68

6.75

MIN

295
3.76
2.10
2.09

2.09
117
1.89
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Dance group Control group F(1,46) (43)

M (SD) M (SD)
Psychological 5.80 (1.35) 5.06 (1.60) 4.75%0.090)
flexibility
Creative 5.27 (1.25) 4.67 (1.42) 1.08(0.023)
self-efficacy
QoL- General 3.98 (0.70) 3.37 (0.88) 6.66*(0.127)
QoL- Emotional 4.20 (0.75) 3.72(0.87) 4.12%0.082)

*p < 0.05 and **p < 0.001.
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Variable (range) M (+SD) Creative  QolL- General Emotional
self-efficacy scale QoL

Psychological flexibility 5.43 (1.51) 0.15 0.74*** 0.62***

-0

Creative self-efficacy 4.97 (1.36) 0.25 0.28

-

QoL- General scale (1-5)3.68 (0.84) 0.82***

Emotional QoL (1-5) 3.96 (0.84)

**p = 0.0001.
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Description of
studio space in
DFO session

The creative
process
(85-40 min)

Sharing and
concluding
(10-15 min)

The studio has a table in the center, around which partic-
ipants work (usually, but not necessarily, seated). At the
beginning of each session, the sketchbooks are put out for
each participant, together with all the needed materials. The
external object of drawing is positioned in a way that allows
observation from all parts of the table.

Participants observe and draw; the drawing work is mostly
done in sketchbooks. The art therapist's emphasis is on
experiencing and playfulness. However, and especially when
members of the group make such requests, the art therapist
can include educational elements, such as how to create
a shadow, or perspective, and how to integrate elements.
Further on, additional educational information regarding the
uses of techniques and materials (e.g., coal, pen, ink, etc.)
could be offered per request. While participants are drawing,
the therapist encourages them to explore different aspects
of the process and explore aspects of drawing that are
“unknown” to them, thus creating a creative atmosphere.
Exploration and curiosity are encouraged. Per the art
therapist’s discretion, particular challenges and instructions
are given to individual participants as a way of advancing
their progress (for instance, participants who are highly critical
of their work are encouraged to use scribbling; see Practical
Implications section).

At the end of each session, participants are invited to present
their products in an exhibition format (see McNiff, 2004), and
encouraged to view their and others’ work and exchange
feedback with one another. After the personal interaction
concludes, participants are invited to openly discuss the
process, the product, and their feelings regarding the whole
session with the entire group. During group sharing, the art
therapist asks questions about the different ways through
which participants chose to express themselves through
their drawings. Participants are invited to share their insights
regarding their personal discoveries and understandings, as
well as their frustrations and questions. The art therapist
encourages open interaction between all participants in the
group discussion, thus helping the group to reach its full
dialogic potential.
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Characteristics

Gender

Age group at interview time

Age during participation in DFO group

Group source

Duration of participation

F
M

under 15
15-18
18-20

13-15
16-18
18-20

Democratic school
Therapeutic Boarding School

One year
Two years
Four years

%

60
40

30
60

30
60

40
60

60
20
20
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(I) Will 1 be able to create a
meaningful meeting?

(1) Will I be able to safeguard and
protect?

(1) Concern over embarrassment and
shame

(2) Concern over lack of significance

(8) Concern about lack of desire and
energy

(1) Concern about the grandmother's
tendency to want to please

(2) Concern regarding the aging body

(3) Concern regarding overwhelming
and frightening emotions
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For the granddaughter

(I) Puts old age in a new light

(1) Provides space for eventual parting

For the grandmother

(1) Changes the state of mind

1
2

(1) The body is surprising in its youth
(
@3
(

Decreases the generation gap
Expands the roles in the relationship
4

Reveals strength of character

]
2
3
4

The need to create shared memories
The need to be thankful and to give back

(
(
(3) The need to create closeness/intimacy
(

Permission to let go, ask, and feel
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(I) Meeting framework

(1) Nature of granddaughter’s
instruction

(1) Movement accompanied by closely
related partner

(2) Regularity and repetition

(8) Focus on connection and
enjoyment, not on form of the
movement

(4) Spontaneous, not structured,
movement

(1) Breathing, touch, eye contact,
playfulness

(2) Joining in and gradually expanding
the movement

(8) Giving legitimacy to rest

(4) Encouraging and appreciating
grandmother’s ability
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Spedific factors
of art therapy
(nT-sF)

Common factors

across psychotherapies
(cF)

Specific factors
of dance movement therapy
(OMT-sF)

Joint factors

of creative arts therapies.
UF)

Specifc factors
of drama therapy/
psychodrama
(01/pD5F)

Specifc factors
of music therapy
(MT-5F)
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Clients

At therapists

variables

3

n=29

T2
n=31

General WAI

Goals

Task

Bond

General WAI

Goals

Task

Bond

General WAI

Goals

Task

Bond

General WAI

Goals

Task

Bond

Product

062
p=0000
059
p=0001
055
p=0002
051
p=0004
058
p=0.000
053
p=0.001
058
p=0000
053
p=0001
0.10
p=0592
0.16
p=0398
0.20
p=0309
-0.14
p=0557
0.41
p=0022
047
p=0008
025
p=0.166
022
p=0236

Process

030
p=0.104
022
p=0238
0.7
p=0370
047
p=0009
0.49
p=0002
0.40
p=0015
0.46
p=0005
058
p=0000
031
p=0097
035
p=0066
0.37
p=0049
0.02
p=0933
043
p=0016
0.43
p=0017
035
p=0056
022
p=0239

General
ABI

043
p=0018
035
p=0055
030
p=0.108
053
p=0002
059
p =0000
050
p=0002
056
P =0000
065
P =0000
029
p=0.130
033
p=0077
0.36
p =0054
-0.03
p=0863
047
p=0007
0.49
p=0005
036
p=0047
024
p=0.186
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Art therapists Clients

Goals  Task Bond Goals  Task Bond
Goals @@= r) r(2)=
0.46 =032 r(12) 078
p=0010 p=0075 =089  p=0000
p=0.000
Task r(T1) r(m2) r(12)=
068 r(M)= 0.87
p=0000 0.69 p =0.000
p =0.000
r()= =
061 0.63 X
p=0.000 p=0000 p=0.000

30, T2n

6.

29, T2n = 31; Client: T1
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Overall PTSD Score
Pre-test
Post-test
Re-experiencing and Intrusion PTSD Subscale Score
Pre-test
Post-test
Avoidance and Numbing PTSD Subscale Score
Pre-test
Post-test
Hyper-arousal PTSD Subscale Score
Pre-test
Post-test

55.91
41.66

16.59
12.50

23.42
17.33

15.90
11.83

SD

13.38
14.92

4.92
4.97

6.21
7.14

4.53
4.70

Mean Difference (% change)

14.24 (—25.49%)

4.09 (—24.65%)

6.09 (—26.00%)

4.07 (—25.60%)

8.816*

7.110*

7.968*

7.742*

95% CI

11.04-17.46

2.94-5.23

4.57-7.61

3.02-5.12

*p < 0.001.
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Pre/Posttest Overall PTSD Mean Difference Score
No EMDR (n = 15)

Resourcing only (n = 54)

EMDR processing (n = 17)

Re-experiencing and Intrusion PTSD Subscale
No EMDR (n = 15)

Resourcing only (n = 53)

EMDR processing (n = 17)

Avoidance and Numbing PTSD Subscale

No EMDR (n = 15)

Resourcing only (n = 53)

EMDR processing (n = 17)

Hyper-arousal PTSD Subscale

No EMDR (n = 15)

Resourcing only (n = 54)

EMDR processing (n = 17)

15.90
12.59
18.06

4.73
3.44
5.59

6.23
5.53
777

4.93
3.62
4.71

SD

1413
14.19
18.03

5.36
4.89
6.51

7.68
6.96
7.15

3.92
4.76
6.01

0.969

1.193

0.641

0.594

0.384

0.308

0.529

0.554

0.023

0.028

0.015

0.014
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Patient Satisfaction Assessment Items (n = 85)

| experienced the facilitator(s) as competent.

The services provided a space for me to connect with
others about my experiences.

| would recommend these services to future clients.

| felt emotionally safe during the services.

The trauma services were helpful and beneficial to me.

The services have helped me foster a sense of hope for my
recovery.

| increased my knowledge about trauma and my knowledge
about myself.

The psychodrama sessions helped me identify my own
strengths.

The psychodrama sessions helped me to express difficult
feelings.

The psychodrama sessions helped me to move toward
resolution of my trauma.

The services helped me to manage or reduce my
trauma-related symptoms.

4.89
4.85

4.83
4.80
4.80
4.79

4.74

4.73

4.69

4.64

4.59

SD

0.58
0.63

0.65
0.65
0.40
0.47

0.52

0.59

0.66

0.65

0.76
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Open-ended Patient Agreed (%) Disagreed (%)
Satisfaction Assessment
Questions (n = 85)

Nonresponse (%)

Did you find the services to 81 (95.29) 0(0)
be helpful?

Did you feel safe in the 82 (96.47) 0(0)
trauma services?

Would you recommend the 80 (94.12) 0(0)

trauma services to others?

4(4.71)

3(3.53)

5(5.88)
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Participants’ group Age Gender

Mean Standard deviation Males Females
Group n. 1 22 4.64 12 3
Groupn. 2 18.87 3.38 6 9
Groupn. 3 17.87 4.05 5 10
All participants 19.58 4.34 23 22
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Participants’
group

Group 1
Group 2
Group 3

Number of preferences for each Cluster (first choice - more than
a picture possible)

Number of preferences for each Cluster (final choice - only one
picture possible)

Cluster 1 Cluster 2 Cluster 3 Cluster 4 Cluster 5 Cluster 6

4
12
10

9
7
5

6
4
11

6
10
12

’
4
8

8

13

Cluster 1 Cluster 2 Cluster 3 Cluster 4 Cluster 5 Cluster 6

1 3 3 0 4
4 1 4 1 0
1 0 4 1 5
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DFO dimension

Main focus

Mental health benefits
(emotional well-being)

Aesthetic between
self-acceptance
and self-judgment
Mindfulness
between merging
and separation

Reflection
between
similarities and
differences

Accepting and
acknowledging different
kinds of aesthetics as valid.
Being mindful of the self as
well as of the object in the
process of drawing.

Reflecting on self with
regards to the process (e.g.,
materials) and product of
drawing (e.g., significance
and meaning of drawing).

Reduction of self-criticism.
Developing a positive body
image.

Connecting to one’s inner
feelings and sensations,
while not over-identifying
with them or being
absorbed by them.
Getting to know and
experience new, unfamiliar
aspects of self. Enhancing
self-acceptance.
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Weight (kg)
Waist Circ. (cm)
Am R (em)

Am L (cm)

Forearm R (om)
Forearm L (cm)
Wrist R (cm)

Wrist L (om)
Sit-to-Stand (no)
Fullerton (pt)
Sit-and-Reach (om)
Back Scratch L (cm)

Hip Circ. (om)
Handgrip R (ko)
Handgrip L (kg)
Back Scrateh R (om)
6Min Walking (mt)

Kg, kilograms; cm, centimeters; no, numbers; pt, score; R, right; L, left; Circ, circumference; mt, meters.

Pre

Mdn £ IQR

69.84 + 16.32
86.00 + 17.75
29.00 +£5.26
29.00 £ 5.00
26.00 £ 2.06
26.00 £ 3.00
17.00 £ 2.00
17.00 £ 1.00
1350 + 3.50
37.00 +9.00
1.00 + 10.00
14.00 £21.75

M+ SD

104.94 £ 8.66
2278 £5.74
20.76 £5.34
1068 + 11.13

521.36 +71.28

M, mean; Mdn, median; SD, Standard Deviation.

Higher scores indicate higher functioning on the handgrip, back scratch test, 30 sit-to-stand, sit-and-reach, Fullerton adivanced balance scale and 6min walking test.

**accepted at p <0.001; “accepted at p < 0.05.

Cohen’s d: adverse effect = <0; no effect = 0.0-0.1; small effect

Post

Wilcoxon’s signed-ranked test

Mdn +IQR

66.50 + 16.45
86.25 + 19.63
29.00 + 6.00
29.00 + 5.00
26.75 +3.00
26.00 +3.50
17.00 +2.00
16.50 + 2.50
15.00 +5.25
36.00 + 8.00
3.00 £ 11.50
13.00 £ 20.50

M+ SD

103.77 £ 825
24.70 £56.79

22,64 + 5.67

10.85 +11.38

567.60 + 87.62

2-0.4; intermediiate effect

Sample size

n

38
52
46
35
46
35
46
3
50
50
51
52

Paired t-test

n

50
51
50
52
52

Score

-3.100
-1.187
—0.480
—1.187
—2.541
—1.669
0.531
—0.406
2825
1.247
2.033
-0.088

2.870
-3.564
-3.909
-0.273
-5.078

5-0.7; large effect = 0.8->1.0.

Significance

P (one-tailed)

0.001**
0.118
0.316
0.128
0.006*
0.048*
0208
0.342
0.008"
0.106
0.021*
0.465

P (one-tailed)

0.003*
0.001**
0.000™
0.393
0.000*

Effect size
Cohen’s d
» d

0.25 1.16
0.02 033
0.00 0.14
0.03 0.38
0.14 0.80
0.07 0.58
0.00 0.15
0.00 0.13
0.15 086
0.03 0.35
0.10 068
0.00 0.02

Cohen’s d

»” d

0.14 0.81
0.19 0.99
023 1.10
0.00 0.07
0.322 1.38
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Themes

Responsibilities

Openness

Opportunities

Subthemes

Initiating and taking action

Holding awareness

Ambivalence

Social past and future

Coping

Questioning the Effectiveness of Dance for Parkinson’s
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Treatment Pre Intervention

Chemotherapy Radiotherapy Surgery Hormone
therapy

% of 49 64 87 66
participants

Treatment During Intervention®

Chemotherapy Radiotherapy Surgery Hormone  Other
therapy  cancer
related

medication

% of o 2 9 50 23
participants

Figures rounded to nearest %
Estimations only are provided for treatment during intervention (hormone therapy and
other cancer related medication) as one country's dataset wes unavaiable. These figures
are calculated using average percentages from other countries’ datasets.
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Themes Subthemes

Changes-the Known and the Unknown  The mystery disease: Who is in control?
Questioning the impact of dancing
What others know or should know

Inclusivity and Connectivity Seeing and being seen
Social Enablers

Emotions Positive and negative emotions
Interactive Playfulness, incl. music
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Experience

Parkinson’s

Dancing

Relationship

Confidence/Self-
Esteem

Additional
aspects
General
Prompts

Questions for people with Parkinson’s

What does a Parkinson’s diagnosis mean to you?

In what ways does Parkinson’s affect your everyday life?

Have you had a difficult experience in public? Experienced stigma?
How has Parkinson’s changed your social life?

What are some of the symptoms you’re dealing with?

What did you know about Parkinson’s before you got diagnosed?
About dancing; how long have you been dancing?

Can you remember a moment where you really enjoyed the dance
class?

Can you remember a moment where you didn’t enjoy the dance class?
How does dancing make you feel overall?

- Have you noticed any changes?

What about other sports or exercise classes?/Are there any other things
you find that help you with Parkinson’s?

How has Parkinson’s changed the relationship with your wife/husband?
Can you remember a moment with your wife/husband that was very
nice?

Can you remember a moment with your partner that was difficult?

In the past couple of months or so, can you remember a moment
where you felt proud of yourself for any reason?

Is there anything else you would like to tell me about living with
Parkinson’s or dancing?

What was happening?

How did it make you feel?

Questions for care-partners

What does a Parkinson’s diagnosis mean to you?

What are some of your partners symptoms you noticed, before and
after the diagnosis?

Have you experienced a stigma attached to Parkinson’s by other
people?

What do you think of the dance for Parkinson’s classes?

Have you noticed any changes in your partner since or when they have
been attending dance classes? If so, please elaborate.

Do you and your partner do any other forms of exercise together?

How has your relationship with your partner changed since they were
diagnosed with Parkinson’s?

Can you remember a moment in the past couple of months or so that
you and your partner enjoyed?

Can you remember a moment recently with your partner that was
difficult?

Have you noticed any changes in family dynamics since your partner
was diagnosed with Parkinson’s?

Do you ever feel angry with yourself or your partner as a result of their
Parkinson’s? If so, can you elaborate on this?

What do you think is the key to having a long and happy marriage?
Can you remember a moment where you felt proud of yourself for
handling a difficult situation with your partner?

Can you remember a moment in the past couple of months or so where
you felt proud of your partner for any reason or dealing with a difficult
situation?

Is there anything else you would like to tell me about life with
Parkinson’s?

What was happening?

How did you manage that?

Imagine being in that moment, what was happening?

How did it make you feel?
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Participant

Gender
Residence in Israel
Psychodrama
training

Years of practicing
psychodrama
Main work

Client populations

Experience as
trainer/educator

3
Center

Moreno's institute
in Beacon, NY.

MA and PhD
degrees
Over 40 years

Psychiatric
hospital,

special education,
private groups,
and some
individual,
teaching,
supervision
People with
mental iness

40 years+

Sharon
MA degree

Nearly 30 years.

Addiction
treatment unit,
individual
treatments,
teaching,
supenvision

Children, students,

addicts and their
familes, elderly

10 years

Center
MA degree

Over 25 years

Psychiatric
hospital, therapy
center, private
diinic, teaching,
supervision

People with head
injuries, mental
illness, hospital
staff, teachers

25 years

Sharon
MA degree

19 years

Prisons, hospitals,
private clinic,
teaching,
supenvision

Prisoners, youth,
bereaved families,
clients with
musoular
degeneration and
cancer, ultra-
orthodox Jews
15 years

5

F
North
Certificate:

(MA n creative
education)

24 years

Schools,

private clinic,
teaching,
supervision

School children,
adults

6 years

Center
MA degree

22 years

Psychiatric
hospital,
private diinic,

teaching,
supervision

Mental health
(varying

diagnoses), youth,
‘women, and men

20 years,

£
North

MA and PhD
degrees

Nearly 20 years

Psychiatric
hospitals, general
hospitl, private
clinic, teaching,
supenision

Youth at risk,
people with
psychiatric
diagnoses, autism
spectrum

8 years
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How is concretization conceptualized and operationalized
by seasoned psychodrama therapists?

The pathway of
realistic concretization

The pathway of
integrated concretization

The pathway of
symbolic concretization

!l

l

1

Capturing emotionally loaded content from the brief interview

! &

¥

Transportation of realistic
conflicts from “there-and-
then” to “here-and-now”

Transportation of realistic
conflicts OR Transformation of
abstract and formless content
into external, tangible, and
embodied representation

¥

Transformation of abstract
and formless content into
external, tangible, and
embodied, representation

!l

!

Shared observation of the protagonist's represented content

!l

Translation to realistic scene
OR symbolic scene

1

Emerged action insight is externalized, embodied, and integrated

g

Therapeutic benefits of concretization as a mechanism of change

Reducing the Externalizing the Enhancing the Bypassing
problem’s protagonist's therapist- defense
ambiguity problem protagonist bond mechanisms
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Tests Groups DMP intervention Control condition

Pre-intervention Post-intervention Pre-intervention Post-intervention

Mean (SD) Mean (SD) Mean (SD) Mean (SD)

SCQ score Group 1 19.30 (3.16) 17.50 (3.89) 17.20 (4.87) 17.00 (4.76)
(A then B)

Group 2 17.81 (4.41) 16.19 (4.72) 18.00 (4.59) 17.94 (4.31)
(B then A)

Total 18.55 (3.78) 16.84 (4.30) 17.60 (4.73) 17.47 (4.53)

SDQ score Group 1 18.60 (4.03) 16.90 (4.07) 17.20 (4.10) 16.50 (4.10)
(A then B)

Group 2 17.56 (3.09) 15.19 (4.32) 16.94 (3.64) 16.75 (3.92)
(B then A)

Total 18.08 (3.56) 16.04 (4.19) 17.07 (3.87) 16.62 (4.01)

Note that scores shaded grey represent the data set before crossover was applied. SCQ, social communication questionnaire; SDQ, Strengths and difficulties
questionnaire; SD, standard deviation; A, Dance Movement Psychotherapy Intervention; B, Standard Care.
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Demographic variables Location 1 Location 2 Total
Age (Mean years) and range (in years) 11.53 9.77 10.65
(8-13) (8-12) (8-13)
Gender (n) F- Female M-Male 11M; 2F 10 M; 3F 21M; 5F
Severity of ASD (n) Mild 1 6 7
Requiring support-substantial
support
Moderate 6 6 12
Requiring substantial support
Severe 6 1 7
Requiring very substantial support
Preferred mode of expression (n) Verbal (4). Verbal (12) Verbal (16)
Non-verbal (9) Non-verbal (1) Non-verbal (10)
Ethnicity (n) White 6 13 19
Black 7 - 7
Asian and Others - = s
First language (n) English (11) English (13) English (24)
Spanish (2) Spanish (2)
70% attendance (n) 12 1 23
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Principles

Focusing on therapeutic relationships
Approaching participants with warmth
Adopting an empathetic attitude

Working with participants from where they are

Working with existing strengths
Considering attachment patterns

Supporting sensory motor development

Focusing on enhancing social skills

Modules

Session objectives

Getting familiar with the process, each other and space

Focusing on self, props and dyads

Supporting group work

Closing the process

To provide an overall introduction to the process and introduce to each other
To explore the space

To identify personal strengths

To find new ways of moving together with props

To move in new ways with self and in pairs

To engage in group work with sensory motor explorations

To engage in group work with symbolic and imaginative play

To engage in group work with embodied role play

To concretize important aspects of the therapeutic journey

To bring the process to a suitable closure
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UCLA Loneliness Scale Total Scores

4.8

4.6

4.4

4.2

4.0

3.8

Pre-Intervention

Post-Intervention

Time

Phase Il

Phase Il Follow-Up
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Variable

Phase I (Intervention;

Phase II (» = 10)

n=13)
n % M SD n % M SD
Age -- -- 67.50 4.17 -- -- 69.11 3.14
Gender
Male 1 6.7 -- -- 1 10.0 -- --
Female 11 73.3 - - 8 80.0 -- -
Ethnicity
Caucasian 11 73.3 -- -- 8 38.9 -- --
Middle Eastern 1 6.7 -- -- 1 11.1 i =
Number of Living -- -- 1.75 1.05 - - 1.56 0.88
Children
Location of Living
Children
Same 2 13.3 -- -- s 20.0 -- --
Community
Same City 7 46.7 -- -- 4 40.0 -- -
Different City 2 13.3 -- -- 2 20.0 -- --
Relationship Status
Married 8 533 -- -- 6 60.0 -- --
Single 4 26.7 -- -- 3 30.0 -- --
Living Situation
Alone 3 20.0 -- -- 2 20.0 -- --
With Partner 8 353 -- -- 6 60.0 v -
With Family . 13.3 -- -- 2 20.0 -- -~
Professional Status
Retired 6 40.0 -- -- 4 40.0 -- -~
Retired & Part- 4 26.7 -- -- 3 30.0 s =
Time
Part-Time 2 13.3 -- -- 2 20.0 -~ --
Unemployed -- - s - 1 10.0 - -
General Activity Level
Daily 3 20.0 -~ -- 3 30.0 - -
Weekly 7 46.7 -~ -- 4 40.0 -- -
Monthly 2 153 -- -- 1 10.0 - --
Less Than That -~ -~ -- -- 1 10.0 - -
Physical Health
Fine 1 6.7 -- -- 1 10.0 -- -
Good 1 6.7 -- -- 4 20.0 -- --
Very Good 5 333 -- -- 2 20.0 -- -
Excellent 5 33.3 -- -- 4 40.0 -~ -
Mental Health
Fine 1 6.7 -- -- 1 10.0 -- --
Good 3 20.0 -- -- 2 20.0 -- -~
Very Good 4 26.7 -- -- 3 30.0 - -
Excellent 4 26.7 -- -- 3 30.0 -~ -
Economic
Circumstance
Not Well - - — e 1 10.0 - -
Adequate 5 33.3 -~ -- 5 50.0 -~ -
Very Well 7 46.7 -- -- 4 40.0 -- --
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Superordinate Theme Subordinate theme

Wellbeing 1.1 Accomplishment
1.2 Meaning
1.3 Positive Emotions.
1.4 Connectedness

Proactivity 2.1 Musical initiative
2.2 Relational initiative
Reflectiveness 3.1 Perspective

3.2 *Beyond the tunnel-vision"





OPS/images/fpsyg-12-635578/fpsyg-12-635578-t003.jpg
Pre Post Sample size Score Significance Effect size

Wilcoxon’s signed-ranked test Cohen’s d
Mdn  IQR Mdn & IQR n z P (one-tailed) » d

QLQ30 functional scale
Physical 80.00  20.00 86,67 + 200 53 1,544 0.062 004 043
Role 83.33 +33.33 83.33 +83.33 52 0328 0372 0.00 009
Emotional 75.00+33.34 83.33+33.33 51 2822 0003 0.15 086
Cognitive 83.33 % 33.33 83.33+33.33 51 0327 0372 000 009
Social 83.33 +87.50 83.33 +83.33 54 2824 0.003* 0.4 083
Global 33.33 42083 2117 £ 1874 54 —0571 0303 0.00 0.15
QLQ30 symptom scale
Fatigue 33.33 +36.12 33.33 +40.28 54 -2.832 0.003* 0.14 0.83
Nausea 8.34 = 66,67 000 0.00 52 -3678 0000 025 1.18
Pain 3333+ 4167 16,67 + 83.33 53 ~1.400 0080 003 039
Dyspnoea 000+ 33.33 0.00+33.33 54 ~0.265 0396 0.00 007
Insomnia 33.33 + 66.67 33.33 +£33.33 49 -1.772 0.038" 0.08 0.52
Appeite loss 000+ 33.33 0.0033.33 54 —1.134 0.129 002 031
Constipation 000 33.33 0.0033.33 52 ~0.504 0307 0.00 0.13
Diarrhea 0.00 40,00 000+ 0.00 54 1.165 0.124 0.02 031
Financial 33.38 + 66.67 33.33 +83.33 52 ~1.863 0,081 006 053
QLQ30 summary score
Summary score 79.06 % 17.13 83.89 + 17.05 54 3119 0001 047 093

Scores are represented on a scale of 0 to 100. For the functional scales, & higher score corresponds to better functioning. Likewise, a higher score on the summary score indicates
higher quality of Ife. For the symptom scales, a lower score corresponds to a reduction of problems.

*accepted at p < 0.001; “accepted at p < 0.05.

Cohen's d: adverse effect = <0; no effect = 0.0-0.1; small effect

2-0.4; intermediate effect = 0.5-0.7: large effect = 0.8->1.0.
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Domain of TF

Embodiment (n = 14)

Concretization (n = 10)

Symbolism and metaphor
(=8

Agency (n = 24)

Interaction through the
arts (1 = 19)

Structure (n = 17)

Developing skills (n = 16)

Active engagement
(n=15)

Creativity (n = 13)

Attistic pleasure (n = 13)

Modulating time and
space (n = 14)

Group processes (n = 25)

Non-verbal expression
(n=11)

Connection with self
=12

Remembering (1 = 5)

Therapeutic alliance and
bond (n = 10)

Emotional elicitation and
processing (n = 23)

Understanding (n = 24)

Environment (n = 10)

CATs factors (joint and specific)

« Embodiment
+ Embodiment (DT/PD-JF, AT-JF, DT/PD-SF)

* Body awareness

Body awareness (AT-JF)

Kinesthetic awareness (DMT-JF)

Body-mind connection (DMT-SF)

Body self-perception (OMT-SF)

* Getting in touch with the body (DMT-SF)

* Physicality of the arts

Physical experience with the body (DT/PD-JF)
Tactile quality (AT-SF)

Enactment (DMT-SF)

Physical act of music making (MT-SF)
Altering of inherent body-rhythms (MT-SF)
Experiencing the body

Experiencing the body (DMT-SF)

* General

Creating something visible (DT/PD-JF)
Atistic product faciitates verbal reflection and
‘self-knowledge (CAT-JF)

Re-enactment (DMT-JF)

Self-cisplay (DMT-JF)

Performing biographic themes (DMT-JF)
Designing dynamic themes (OMT-JF)

Role reconstruction (DT/PD-SF)

Changing and embodying of roles (DMT-SF)
Visual narrative of lfe (AT-SF)

Portraying feelings of past/future (AT-SF)

* Symbolic work

Enhancing symbolic elaboration (CAT-JF)
Shifting between symbolic and knowing reaim
(OMT-JP)

Metaphor (CAT-JF)

Unconscious processes via arts
Unconscious self-expression (AT-JF)
Interpreted symbols and images (MT-JF)
Transference to the artistic product (AT-SF)
Dramatic projection (DT/PD-SF)

Movement metaphor (DMT-SF)

Artistic agency

Artistic agency (MT-JF)

Agency in music making (MT-SF)

Jumping rhythm (DMT-SF)

Offering music choices (MT-SF)

Discovering materials and possibilties (AT-SF)

« Empathy
Non-verbal attunement (MT-JFCAT)

Musical attunement (MT-SF)

Mirroring and movement (DMT-SF)

Doubling (DT/PD-SF)

Role reversal (DT/PD-SF)

Dialogue

Interacting with one another in movement (DMT-SF)
Intramusical connections (MT-SF)

Musical dialogue (MT-SF)

Shared musical experiences (MT-SF)

Turn taking (MT-CF)

Complex interactions

Relational aesthetic (AT-JFCAT)

“Transference during artmaking (AT-SF)

Triggering musical encounters (MT-SF)

* Structure of the art form
Structuring nature of music (VT-SF x2)
Structuring/repetitive nature of music (MT-SF x2)
Structuring/safe nature of music (MT-SF)
Repetitive rhythm (MT-SF)

Tempo of the music (MT-SF)

Slow and steady music tempo (MT-SF)

Musical simplicity (MT-SF)

* Artistic skills
Developing artistic talents (CAT-JF)

Tolearn or practice artistic skills (AT-JF)

Learning new ways of iving in the bodly (DMT-SF)
Connecting movement and language with one
another (DMT-SF)

Learning and practicing of motion sequences
(OMT-SF)

Musical expansion (MT-SF)

Enhancement of control through musical
improvisation (CAT-SF)

Enhancement of concentration through music
improvisation (CAT-SF)

« Engagement with artistic activity
Dramatic engagement (DT/PT-SF)

Therapeutic activity (CAT-JF)

Mobilization (DMT-JF)

Engagement with the musical experience (MT-SF)
Musical engagement (MT-SF)

Use of specific art materials and techniques (AT-SF)

* General

Creativity (CAT-JF)

Creative self-expression (MT-JF)

Spontaneity

Spontaneity (DT/PD-JF)

* Moving spontaneously (DMT-SF)

* Experimentation

o Trying out new ways of being (DT-JF)

* Opportunity to explore (AT-JF)

* Designing and testing (OMT-JF)

* Artmaking in session as a form of exploration
(AT-SF)

o Playfulness

* Playfuness (DT/PD-JF)

o Play (AT-JF)

* Playfulness involved in playing/sharing instruments
(MT-SFX2)

* Aesthetics

* Experience of beauty (DMT-JF)

* Flow experience
* Flow state (AT- JF)

* Experience of flow (MT-JF)

« Transcending thinking of product/process (AT-JF)

* Encounter
« PD *encounter” between group members (DT/PD-SF)
« Encountering one another (OMT-SF)

Mixed-type factors (joint, specific,
and common)

General agency
Enhanced self-concept (CAT-JF)
Activating self-agency (DMT-JF)
Offering control and choice
(DT/PD-JF)

Ownership (MT-CF)

Strengthened agency (CAT-CF)
Empowerment (CAT-CF, DT/PD-CF)
Empowering experiences (MT-CF)
Productive behaviors (DT/PD-CF)
Self-efficacy (DMT-CF)

Agency (MT-CF x2)

Enhancement of self-esteem
(OMT-CP)

Developing sense of achieverent
(AT.CF)

Motivation

VitaltyAvitalization (DMT-JF x2)
Music as motivating (MT-CF)
Motivational force when unwell
(AT-CF)

Impacts present energy level (MT-CF)
Synchronicity

Therapist working alongside the
client within and outside of the drama
(DT/PD-JFCAT)

Moving in synchronicity (DMT-SF)
Musical synchronicity (MT-SF)

Joint attention (MT-CF)

Moving with the therapist (DMT-SF)
Modeling (MT-CF)

R

oo

oo e e e

Structure of session
Structuring emotional outlets
(OMT-0F)

Implementing structure (MT-JF)
Rituals (DMT-JF, AT-JF)
Programmed classical music (MT-SF)
Tailored structure/content to fit the
client (CAT-CF)

Bringing it all together (CAT-CF)
Predictability (MT-CF)

Personal and interpersonal skills
Skills training (DMT-JF)

Improving feedback skils (AT-CF)
Prosocial behavior (MT-CF)

Verbal and non-verbal skills (MT-CF)
Developing mastery in
processing/communication of
emotions (CAT-CF)

Enhancing emotional intelligence
(DMT-CF)

Meastery of dynamic challenges
(DMT-CF)

Increased social skills and
connection (CAT-CF)

General involvement
Encouraging active engagement
(CAT-UF)

Active engagement (MT-JF)

Being actively involved (DT/PD-JF)
Being actively involved in therapy
(DT/PD-JF)

Ciient involvement (DT/PD-JF)
Client targets (CAT-CF)

Personal responsivilty (CAT-CF)
Client in-session behaviors
(DT/PT-CF)

Experiencing level (DT/PD-CF)
Letting go of control

Losing control (DMT-JF)

Loosening up of movement (DMT-SF)
Mobilizing/loosening-up in
movement/making flexible (DMT-SF)
Non-goal orientation of dance and
movement (DMT-SF)

Resistance decrease (DT/PD-CF)

e e e e e

. e e e e e

o« .

¢ e e e e e ee e

.

Pleasant feelings
Pleasure (AT-JF)

Aesthetic pleasure (CAT-JF)
Pleasure of movement (DMT-JF)
Pleasure from play (MT-JF)
Experiencing positive affect (CAT-JF)
Enjoyment (MT-JF x2)

Hope and optimism (DT/PD-CF)

* Here and now

Surplus reality (DT/PD-SF)

Point of focus/link to the present
(MT-CF)

Being in the present moment (MT-CF)
Working with the here and now
(CAT-CF, DT/PD-CF)

Presence in the moment (CAT-CF)
Experiencing the present moment
(AT-CF)

Distraction

Distraction of stress-increasing
thoughts (MT-JF)

Temporary distraction from

ilness (MT-CF)

e e e e e

.

General

 Expression (MT-JF, AT-CF)
Non-verbal expression (CAT-JF,
DMT-JF, AT-JF x2)

Expressivity in movement (DMT-SF)
Form of visual self-expression (AT-SF)
Use of tone (MT-SF)

Expression of emotion (DMT-CF x2)
General

Foousing to oneself (DMT-JF)
Connection to inner self (AT-CF)
Connecting to self (DMT-CF x2)
Self-exploration (DMT-CF)
Establishing inner connections
(DMT-CF)

Finding inner balance (DMT-CF)
Strengthen sense of self (MT-CF)
Connection with self through the
arts

Acceptance of artwork (AT-JF)
Portraying self-image (AT-SF)

Price (MT-CF)

Personal values (MT-CF)

General

Music stimulated autobiographical
recall (MT-SF)

Reminiscence (MT-CF)

Stimulation of memory (CAT-CF)
Remembering (DMT-CF)
Reconnect with key

moments (MT-CF)

* General

Therapeutic allance (AT-CF, MT-CF,
DMT-CF)

Therapist-client bond (DT/PD-CF,
AT-CF)

Therapeutic relationships (MT-CF)
Fundamental relational skills and
features (CAT-CF)

Developing supportive relationships
(CAT-CR)

« Receiving and providing support
(OT/PD-CF)

Verbal dialogue (MT-CF)

Release and relief

« Deep relaxation (MT-JF, AT-JF)
Release of intrapsychic tension
through improvisation (CAT-SF)
Energy discharge/tension release
(DMT-SF)

Catharsis (DT/PD-SF, MT-CF)
Releasing and relief (DT/PD-CF)
Confronting

Confronting oneself with emotions
(OMT-JF)

Confronting oneself with own actions
(DMT-F)

Emotional reaction to materials
(AT-SF)

Seeing own emotions through visual
art (AT-SF)

Confronting (DMT-CF)

Emotional regulation

Working within a safe distance within
or outside the drama (DT/PD-SF)
Musical cues that are used to ground
and modulate distress (MT-SF)
Regulating emotions (AT-CF, DMT-CF)
Acting out and “iving through”
emotions and directing this
process (AT-CF)

Reflection

Reflection upon art (AT-SF)
Artmaking in session as a form of
reflection (AT-SF)

Increased reflective functioning
(OT/PD-CH

Reflection on own patterns (AT-CF)
Witnessing (DT/PD-CF, GAT-CF)
Self-awareness

Self-awareness through artwork
(AT-SP)

Awareness of ego
function/self-realization (CAT-CF)
Self-awareness (DT/PD-CF)
Awareness/exploring own feelings
(AT-CF)

Meaning-making

Shifting between moverent and
meaning (DMT-SF)

Meaning making (CAT-CF)

High levels of meaningfulness
(MT-CF)

Meaning (MT-CF)

Gaining insight

Using bodiiy sensation as a source of
information (DMT-SF)
Understanding the pattern/insight
(DT/PD-CF)

« Insights in emotions (AT-CF)

.

‘Common Factors

o There and then

* Getting to the root (CAT-CF)

« Facing deeper issue from the
past (DMT-CF)

General
Group process (AT-CF)

Community engagement (CAT-CF)
Yalom’s therapeutic factors

Yalom's therapeutic factors for group
therapy (DT/PD-CF xd).

Altruism (MT-CF)

Instillation of hope (MT-CF)
Interpersonal learning (MT-CF)
Validating feedback of group members
(MT-CF)

Group cohesiveness

Group cohesiveness (MT-CF x8)
Establishing cooperation and (group)
cohesion (DMT-CF)

Connecting to others (DMT-CF x2)
Feelings of togetherness and bonding
(MT.CF)

« Acceptance of self/others (AT-CF)

* Expansion of emotions

* Broaden-and-build affect (OMT-F)

« Broaden-and-build via experience of
positive emotions (OMT-CF)

« Enhancing emotional well-being (DMT-
CF)

* Actualizing emotions (DMT-CF)

* Processing emotions

« Transforming emotions (DMT-CF)

« Emotion processing (AT-CF)

* Perception

* Perceiving emotions (DMT-CF)

* Perceiving own blockages (DMT-CF)

* Metalization (DMT-CF)

* Reframing (DMT-CF)

« Reframing identity (MT-CF)

« Differentiating/clarifying
feelings/thoughts (AT-CF)

* Cognitive regulation (AT-CF)

* General

+ Comfortable and liberating environment

(CAT-CF)

Creating a safe place (DMT-CF)

Safe environment (AT-CF)

Safety (AT-CF, MT-F, DT/PD-CF)

Psychological safe space (AT-CF)

* Supportive /familiar atmosphere (MT-
CF)

® Levels of trust in healthcare providers
and treatment plans (CAT-CF)

« Positive and safe intervention for
developmental stage for children and
adolescents (AT-CF)

In this table the 19 domains of therapeutic factors resulting from the analysis. The left column lists therapeuti factors that are unique to the CATs (SF of one GATS discipline and JF
identiied across the CATs). The middle column lists the mixed-type therapeutic factors (SF; JF and CF); The right column only consists of CF across psychotherapies.

The nis the number of therapeutic factors included in a given domain.
JF, joint factor across creative arts therapies; MT-JF, joint factor across creative arts therapies found in & music therapy study; AT-JF, joint factor across creative arts therapies found
in an art therapy study; DMT-JF, joint factor across creative arts therapies found in a dance movement therapy study; DT/PD-JF, joint factor across creative arts therapies found in a
drama therapy/psychodrama study.
CF, common factor of psychotherapy; MT-CF, common factor found in a music therapy study; AT-CF, common fector found in art therapy; DMT-CF, common factor found in dance
movement therapy; DT/PD-CF, common factor found in crama therapy/psychodama; CAT-CF, common factor found in a study with more than one CATS included

SF, specilic factor in a CAT discipline; MT-SF, music therapy specillc factor; AT-SF, art therepy specific factor; DMT-SF, dance movement therapy specific factor; DT/PD-SF, drama
therapy/psychodrama specific factor: CAT-SF, creative arts therapies studies specific factor.
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Therapist Client Interaction Extra-therapeutic

Empathy Motivation Therapeutic relationship (e.g., alliance, bond, rapport, ~ Environment
goals, and tasks agreement)
Warmth Expectations of therapeutic success Real relationship (.., genuine relationship that is Support system
transference-free)
Positive regard/affimation Believed credibilty of treatment Synchrony Life events
Congruence/genuineness Trust/safety Goal consensus Commurity
Respect Agency (ie., client as generator of change)  Collaboration/cooperation Socioeconomic status
Acceptance Involvement/engagement Expressive attunement (the quality of communication)  Client experiences between
sessions
Feedback to ciient In-session behavior (e.g., emotional, Affective attitude (feelings of client and therapist toward
cognitive, behavioral exploration, resistance) each other)
Therapist individual characteristics Hopefulness about treatment Work in the here-and-now
Self-understanding
Learning
Insight

Emotional release (abreaction)
Release of tension

Experiencing level

Gorrective emotional experience
Glient feedback to therapist

Mastery offcontrol over/coping with the:
problem

Problem clarificatior/meaning
Problem actualization
Resources activation (e.g., strengths, abilties)

In group therapy, Yalom (1995) has identified 11 common therapeutic factors: altruism, cohesion, universality, interpersonal learning input and output, guidance, cathrsis, identification,
family re-enactment, self-understanding, instillation of hope, and existential factors.
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Term

Common factor

Specific factor
Joint factor
Mechanism of change

Mediator

Moderator

Definition

Atherapeutic/change factor that is common to all psychotherapy approaches. Also termed non-specific factor or universal factor
(a-theoretical).

Awell-specified therapeutic/change factor that is theorized to produce therapeutic benefits in a specific psychotherapy approach.

In this report, a therapeutic/change factor that is shared across the CATs disciplines.

Atheory-driven causal chain or sequence of events or processes (or mediating variables) that explain, in greater detail than factors or
mediators alone, how or why therapeutic change occurs.

An intervening variable that is theorized to account for the statistical causal relationship between two variables, such that X causes M which in
turn causes Y. A mediator clarifies how or why therapy leads to change and is a term usually used in the context of quantitative statistical
analysis.

Avariable external to the treatment that influences the direction or magritude of the statistical relationship between the treatment and
outcome, such that a moderator may strengthen, weaken, diminish, or reverse the relationship between X and Y. A moderator clarifies when or
for whom therapy leadss to change and is a term usually used in the context of quantitative statistical analysis.

Partly based on Kazdin (2009).
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CATs discipline

Att therapy (AT)

Dance movement therapy (DMT)

Drama therapy (DT) and
psychodrama (PD)

Music therapy (MT)

Poetry/biblio therapy (P/BT)

From Orkibi (2020).

Description

Uses a spectrum of 2- and 8- dimensional structured and unstructured visual art media (e.g., pencils, paints, chalk, crayons, found
objects, clay, fabrics, etc.), within a psychotherapeutic relationship with an art therapist. The art therapist faciltates non-verbal and
verbal self-expression and reflection through the process of art making and the resulting artwork.

Employs dance and movement as a way into and a means of therapy, within a psychotherapeutic relationship, with the goal of
promoting physical, emotional, cognitive, social, and spiritual integration of individuals. It is based on the premise of the
interconnection of body and mind.

Involves the intentional use of drama and theater processes such as embodiment, dramatic projection, improvisation, role-play, and
performance to facilitate physiological, psychological, and social change. PD uses guided role-play and specific technidues to
explore dlients’ personal and interpersonal problems and possible solutions. While both operate in a dramatic reality, in DT the story
and characters are mostly imaginary, symbolic, and fantasy-based, whereas in PD they are mostly reality-based.

Uses music and its properties (e.g., melody, rhythm, tempo, dynamics, pitch), as well as song writing, improvisation, and singing
within a therapeutic relationship to optimize clients’ quality of lfe and improve their physical, social, communicative, emotional,
intellectual, and spiritual health and well-being. MT can involve active music making and/or receptive music listening, according to the
client's needs.

Uses written language, poetry writing and reading, expressive writing, jounal wiiting, as well as story writing and reading within a
therapeutic relationship.
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Frequency Bin Electrodes Direction of change

8 Hz C3, F3 Increase
10Hz Fp1, Fz Increase
12Hz C4 Increase

Brodmann Area (BA) of corresponding peak t-value

Right STG (BA 38)

Right postcentral gyrus (BA43)

Right cuneus

Superior and middle occipital gyrus (BA19)
Left posterior cingulate (BA31)

p-value

0.001
0.002
<0.001
<0.001
0.001

n = 3; Linked ear reference. STG, superior temporal gyrus.
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Autonomy Environmental Personal Positive Purpose in life Self-acceptance
mastery growth relations with
others

B SE t B SE t B SE t B SE t B SE t B SE t
Measure at the pre-test’ 0.80 0.07 11.18"* 0.93 0.07 13.68"* 0.69 0.088.43** 0.082 0.07 12.08** 0.76 0.07 10.86"** 0.91 0.07 13.46"*
Global death attitude 0.02 0.04 0.06 -0.06 0.04 —1.56 -0.02 0.083 —0.72 0.07 0.04 1.88~ -0.10 0.04 —2.59* —0.03 0.04 —0.64
change
Death education —-0.2 0.14 —-1.45 -0.06 0.14 -0.47 -0.08 0.12 -0.28 0.15 0.14 1.14 -0.23 0.14 —-1.66 —0.06 0.16 —0.40
intervention (1 = Yes;
0 =No)
Interaction (global death 0.1 0.06 1.75~ 0.11 0.05 2.05 0.07 0.05 1.32 —0.08 0.05 —1.41 0.14 0.06 2.58* 0.07 0.06 1.6

attitude change by Death
education intervention)

The corresponding variable at the pre-test for each dependent variable is included.
~p <0.10; o < 0.05; *p < 0.01; **p < 0.001.
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Frequency Bin Electrodes Direction of Change Brodmann Area (BA) of corresponding peak t-value p-value

8-10 Hz T6, P4, Fp2 Increase Right SMG (BA40) <0.001

Right precuneus (BA19) 0.001

Linked ear reference; Absolute power paired t-test changes in 1 Hz frequency bins and according to LORETA source estimations (regions representing peak t- and
p-values; compare Figure 5). SMG, supramarginal gyrus.
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Dependent variable

PWBS subscales
Autonomy
Environmental mastery
Personal growth
Positive relations with others
Purpose in life
Self-acceptance

READ subscales
Family cohesion
Social competence
Personal competence
Social resources
Goal orientation

*p < 0.05.

Indirect effect of death education intervention (by global death attitude change)

0.12
—0.01
0.01
0.06
—0.06
0.01

—0.04
0.08
0.06

—0.02
0.14

SE

0.06
0.04
0.05
0.06
0.06
0.05

0.06
0.06
0.05
0.05
0.06

2.00
—0.25
0.20
1.00
—1.00
0.20

—0.67
1.33
1.20

—0.40
0.233*

95% Confidence interval—bootstrap estimation

Lower level

0.02
—0.10
—0.09
—0.04
—0.18
—0.09

—0.16
—0.02
—0.05
—0.14

0.02

Upper level

0.24
0.06
0.11
0.20
0.05
0.11

0.06
0.21
0.15
0.08
0.25
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Frequency Bin

2Hz

3Hz
4 Hz

6 Hz
15Hz
16 Hz
17 Hz

18 Hz

25 Hz

28 Hz

29 Hz
30 Hz

Electrodes

F7

T3
Cz, C4

F3, C3, P3 Cz
6

Fp2

Fp2, F8

c4

o1

Cz

c3
F4

Direction of change

Decrease

Decrease
Decrease

Decrease
Increase
Increase
Increase

Increase

Increase

Increase

Increase
Increase

Brodmann Area (BA) of corresponding peak t-value

Left Uncus (BA 36)

Left insula

Left STG

Right MTG and Right ITG (BA 20)
Right parahippocampal gyrus (BA35)
Right SFG (BA10)

Right MFG (BA 11)

Left MFG (BA 9, 10)

Right precentral gyrus (BAG)

Right ITG (BA20)

Right inferior parietal lobule (BA 40)
Right post central gyrus (BA2)

Right Insula (BA13)

Right post central gyrus (BA3)

Right Parahippocampal gyrus (BA28)
Right Posterior cingulate (BA30)
Parahippocampal gyrus (BA 27)
Right hippocampus (no BA)

Right parahippocampal gyrus — fusiform gyrus (BA 36)
Parahippocampal gyrus (BA 35)

p-value

<0.001
<0.001
<0.001
<0.001
<0.001
<0.001
<0.001

0.001

0.010

0.001
<0.001
<0.001
<0.001
<0.001
<0.001
<0.001
<0.001
<0.001

0.001

0.002

n = 8; Linked ear reference; Absolute power paired t-test changes in 1 Hz frequency bins and according to LORETA source estimations (regions representing peak t- and
p-values; compare Figure 5). MTG, medial temporal gyrus; IFG, inferior frontal gyrus; STG, superior temporal gyrus; SMG, supramarginal gyrus; SFG, superior frontal
gyrus; ITG, inferior temporal gyrus; MTG, medial temporal gyrus.
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Measures Experimental group Control group ANOVA results?

Pre-test Post-test Pre-test Post-test Group Time Time x Group

M SD M SD M SD M SD F Partial eta-square F Partial eta-square F Partial eta-square

Death Attitude Profile-Revised (DAP-R)

Fear of death 435 152 3.67 164 488 1.25 472 1.32 6.66 0.08 18.59"** 0.19 7.02* 0.08
Death avoidance 402 167 3.30 160 394 1.67 405 1.51 1.05 0.01 4.66* 0.06 8.77"* 0.10
Neutral acceptance 5.09 1.35 547 1.08 5.12 0.87 5.10 1.02 0.54 0.01 4.07* 0.05 5.12r 0.06
Approach acceptance 3.06 1.30 3.04 1.37 348 1.33 361 1.44 2.90 0.04 0.40 0.01 0.82 0.01
Escape acceptance 3.12 1.38 3.25 159 3.46 1.59 3.18 1.47 2.75 0.00 0.40 0.01 2.75 0.03
Psychological Well-being Scale (PWBS)

Autonomy 413 0.88 4.16 0.86 4.00 0.79 4.05 0.88 0.42 0.01 0.37 0.01 0.01 0.00
Environmental mastery 395 0.82 393 089 355 091 353 1.03 4.34* 0.05 0.13 0.00 0.00 0.00
Personal growth 471 0.69 471 065 4.78 0.62 472 0.68 0.10 0.00 0.29 0.00 0.29 0.00
Positive relations with others 4.45 0.82 4.38 0.80 4.41 0.91 4.21 0.98 0.35 0.00 4.58* 0.05 1.20 0.02
Purpose in life 3.93 0.89 3.93 0.84 3.76 0.92 3.96 0.90 0.13 0.00 2.09 0.03 2.09 0.03
Self-acceptance 3.89 1.01 392 1.07 346 1.03 351 1.14 3.38 0.04 0.34 0.00 0.03 0.00
Resilience Scale for Adolescents (READ)

Family cohesion 3.64 0.92 354 0.95 3.55 1.06 3.63 1.09 0.00 0.00 0.01 0.00 1.81 0.02
Social competence 3.51 0.90 3.51 0.77 3.36 0.84 3.30 0.96 0.93 0.01 0.30 0.00 0.30 0.00
Personal competence 342 0.91 343 084 320 0.73 3.17 0.87 1.98 0.02 0.01 0.00 0.08 0.00
Social resources 3.88 0.93 3.82 0.88 3.86 0.91 3.76 0.91 0.04 0.00 1.44 0.02 0.04 0.00
Goal orientation 3.86 0.71 393 073 3.87 0.69 3.78 0.77 0.21 0.00 0.01 0.00 1.62 0.02
Self-Trascendence Scale (STS)

STS total score 3.15 048 322 042 3.06 0.31 3.09 0.31 192 0.02 2.19 0.03 0.33 0.00
Testoni Death Representation Scale (TDRS)

TDRS total score 3.35 0.78 320 0.80 3.09 0.87 3.09 0.82 1.23 0.02 0.91 0.01 0.91 0.01

aDegrees of freedom are 1 and 80 for all F test.
*0 < 0.05; **p < 0.01; **p < 0.001.
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Frequency Bin Electrodes Direction of Change Brodmann Area (BA) of corresponding peak t-value p-value

P1: Own Pain vs. Control Pain music (Entrainment)

12-18 Hz C3, Cz, C4 Increase Left MTG (BA21) 0.001
Right IFG (BA44) 0.008
Right MFG (BA6) 0.001
Right ITG (BA21) 0.017
Right STG (BA22) 0.010
Right middle occipital gyrus (BA19) 0.001
Left post-central gyrus (BA 1, 2, 3) <0.001
Right post-central gyrus (BA 1, 2, 3) <0.001

P2: Own Healing vs. Control Healing music (Entrainment)

8-10 Hz T6, P4, Fp2 Increase Right SMG (BA40) < 0.001
Right Precuneus (BA19) 0.001

13-16Hz F4, Fz, Cz, Pz Increase Anterior cingulate (BA33) 0.001
Cingulate gyrus (BA24) 0.001
Right ITG (BA20) 0.001
Left SFG (BA11) <0.001

P3: Post entrainment condition rest vs. post baseline rest

16-17 Hz Cz,P4,T6,Fz,F4,F8, T4 Increase Right Parietal cortex (BA40), <0.001
Right Precuneus (BA7) <0.001
Right ITG (BA20) <0.001

28-40 Hz P3, O1, F7, T3 Decrease Broca’s area (BA20) <0.001
ITG (BA44) <0.001
Left primary auditory cortex (BA42) <0.001
Left postcentral gyrus (BA43) <0.001
Left insula (BA13) <0.001
Left primary motor cortex (BA4) <0.001

28-40 Hz F4,C4, P4, 02, T4, T6 Increase Right insula (BA13) <0.001
Right ITG (BA20) <0.001
Right MTG (BA21) <0.001
Right parietal cortex (BA40) <0.001

MTG, medial temporal gyrus; IFG, inferior frontal gyrus;, STG, superior temporal gyrus; SMG, supramarginal gyrus; SFG, superior frontal gyrus; ITG, inferior temporal

gyrus; MTG, medial temporal gyrus.
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Measures 1 2 3

1. Fear of death

2. Death avoidance  0.36*

3. Neutral —-0.50"* —0.17
acceptance

4. Approach 0.15 0.22  0.07
acceptance

5. Escape -0.20 -0.27* 0.19
acceptance

6. Autonomy —-0.14 0.15  0.22*
7. Environmental —0.25* 0.32** 0.16
mastery

8. Personal growth  —0.11 0.26* 0.28*
9. Positive relations —0.22* 0.23*  0.40"*
with others

10. Purpose in life 0.06 0.34** 0.02
11. -0.10 0.40"* 0.21
Self-acceptance

12. Family cohesion  0.15 0.51"*-0.01
13. Social —0.07 0.30* 0.26*
competence

14. Personal -0.19 0.39"** 0.29*
competence

15. Social —0.08 0.40"* 0.28*
resources

16. Goal orientation —0.07 0.35" 0.18
17. STS total score —0.14 0.27*

18. TDRS total 0.08 -0.14 -0.15

score

0 < 0.05; **p < 0.01; *p < 0.001.

0.29™

0.18
0.07

0.13
0.14

0.10
0.19

0.14
0.08

0.21

0.11

0.03

—0.10
—0.28"

—0.21
—0.13

—0.25
—0.25

—0.30**
—0.07

—0.14

—-0.22

—0.31™*

0.40™* 0.23* -0.15
—0.65"-0.07

0.45"*

0.41*
0.32**

0.41*
0.51*

0.28*
0.48"~

0.47"*

0.22*

0.43

0.477* 0.56™* 0.46"* 0.52"* 0.36*"
—0.12

—0.21

0.4
0.56"*

0.60"*
0.79"*

0.49"*
0.48"*

0.66%**

0.48"*

0.59"*

—0.15

0.48

0.37**
0.42"**

0.22*
0.44**

0.44**

0.29*

0.37**

0.31*
0.64"*

0.36*
0,61

0.60**

0.54**

0.50"*

0 11 12 18 14 15 16 17

0.59"

0.44"* 0.56"*
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026" 0.60"* 072" 0.40™ 0.48"*

0.48"* 0.59"* 0.44™ 044" 057" 049"

0.63"* 0.45™* 0.45"* 0.60"* 051" 047"
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Participant

Darryl

Wil

Carolyn

Conditions

Personalized pain music — other
pain music

Personalized healing music —
other healing music

Post personalized entrainment
music rest — baseline rest
Personalized healing music —
preferred music

Personalized healing music —
preferred music

Personalized healing music —
preferred music

Analysis

Individual paired t-test

Individual paired t-test

Individual paired t-test

Group paired t-test

Group paired t-test

Group paired t-test
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MEETING

TYPE OF ACTIVITY

DATE

e First

Philosophy lesson:

presentation of a philology of the idea of death, as it
was understood in Ancient Greece and how it has
changed over the centuries up to the current era;
introduction to the school of thought of nihilism,
which considers death as the ultimate annihilation
vs. the possibility of seeing death as a passage
beyond life; reflection upon the relation between
time and existence.

February 9, 2019

e Second

Tibetan bell experience I:

presentation of the Tibetan bell musical instrument
and its acoustic characteristics in relation to the role
it traditionally plays in meditation; guided
meditation; practical teaching session to use the
instrument.

February 11,2019

e Third

Psychodrama session I:

participants were asked to express their ideas and
thoughts about psychodrama and the purpose for its
use in that context; warm-up sessions: participants
were asked to move freely around the room
following the music and to divide into three groups;
the three groups had the task of forming animated
sculptures with their bodies that represented life in
its aspects of fragility and security; children were
asked to express themselves freely about what came
to mind if they were thinking about life.

February 19, 2019

e Fourth

Psychodrama session I1:

after a quick warm-up session participants were
asked to lie down to start an active imagery activity;
they later produced a drawing that depicted an
important object in their life; an activity was
proposed in which each of the participants assumed
the role of a Sage and was thus able to decentralize
and offer communication to others in the form of
advice on what is important to do to plan a bright
future.

February 26, 2019

o Fifth

Tibetan bells experience I1:

guided imagery activity in which participants were
asked to imagine four fundamental events on the
timeline: their birth, the present moment, a moment
in the past in which they experienced success and a
future event that is interpreted as a difficulty in
achieving one’s goals and dreams.

March 8, 2019

o Sixth,
seventh
and eight

Creative writing:

In three sessions of creative writing held by their
Italian teacher, the participants discussed the entire
experience and wrote autobiographical creative text
regarding the activities carried out in the project,
expressing their personal considerations regarding
existence in relation to death. These writings were
intended to give participants the opportunity to
summarize and process their intimate feelings about
the loss of their two friends.

March 11-12-13,
2019
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Participant? Age range Tumor type® Treatment Pain location Pain duration Pain type® Avg narcotic Avg
status dose/day breakthrough
doses/day

Darryl 55-60 HT Active Legs, lower >1 year N 30-100 mg 3-4
back

Will 70-75 ST Observation Head, jaw >1 year S,N >100 mg 1-2

Carolyn 60-65 ST Observation Upper legs, >1 year S,N >30 mg 3-4
knees

aThe participants’ names have been changed to pseudonyms to maintain confidentiality and for ease of reference.
5Tumor types: ST, solid tumor; HT, hematologic tumor.
®Pain types: N, neuropathic; S, somatic.
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Variable

Fragrance condition
Anviety

Perceived stress

Positive affect

Negative affect

General seff-efficacy
Creative agency
Satisfaction with life
Non-fragrance condition
Aniety

Perceived stress

Positive affect

Negative affect

General seff-efficacy
Creative agency
Satisfaction with life

6.74
1252
3174
1422
3248
2065
26.91

6.45
12.05
32.59
1373
32.32
20.41
26.82

SDpre

288
7.20
872
452
6.40
3.49
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291
7.69
7.90
5.80
752
378
571

Mpost

552

9.87

34.61
12.00
3361
20.48
28.35

5.41
873

33.41

12.05
34.23
2155
2873

SDpost

193
7.39
9.98
2.86
5.99
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5.45

1.84
6.02
10.39
1.70
6.58
3.50
5.69

Main
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-1.13
0.47
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3.32

—0.82
168

—191
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SDarr
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568
3.12
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8.34
5.46
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2678
380
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260
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=212
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References Population and diagnosis Treatment Intervention elements Consequences of treatment
Type Length and frequency
Baum, 1997 A middle-aged man with Psychotherapy group Details of treatment length Pay attention to sensory awareness Increased self-awareness
borderline personality are not described
organization
Clauer, 2011 A 55-year-old woman with Psychodynamic individual Details of treatment length Stamp feet lightly on the ground; Reduced anxiety; disappearance of

de Tord and Bréuninger, 2015

de Tord and Brauninger, 2015

de Tord and Brauninger, 2015

Koch and Harvey, 2012

Stromsted, 2007

DMT, dance movement therapy.

hallucinations, severe
depression,
dependent-narcissistic
personality traits and anxiety
Between 10 and 15 older
people with dementia

Three adult women (from 26 to
50 years old) with intermediate
intellectual disabilities

A 26-year-old woman with
intellectual disabilities

An adult woman with
dissociative identity disorder,
had suffered sexual abuse

A 28-year-old woman with
depression, anxiety, panic
attacks, and had suffered
physical and emotional abuse

therapy that includes
bioenergetic elements

DMT open group

DMT group

DMT individual

ndividual DMT

ndividual DMT

are not described

Twenty-two sessions over a
period of two years, one
hour weekly

Twenty sessions over a
period of two years, one
hour weekly

Twenty sessions over a
period of two years, one
hour weekly

Details of treatment length
are not described

Details of treatment length
are not described

describe the hallucination more
precisely

Grasp an elastic fabric while
moving; walk while stamping the
feet on the ground; pat body parts;
self-massage the body; sound
production

Walk while stamping the feet on the
ground with straps with bells
attached to the feet; rub the body
using the palms; pat body parts
Lean on a physiotherapy ball
standing or sitting) when the feet
are in contact with the ground

Stamp the feet on the ground;
develop strength effort; give in to
the pull of gravity

Stand on both feet, stamp feet on
the ground accompanied by verbal
expression

hallucinations

Creation of social interaction;
increased self-confidence, sense of
enjoyment and playful ability;
integration between physical
experiences

Posture alignment; improvement in
synchronization and physical ability;
creation of social interaction

ncrease in physical strength,
stability, sense of security and
ability to be physically and
emotionally supported
ncrease in spontaneous
movement; reduced anxiety

ncrease in physical and emotional
self-awareness, and in physical and
verbal expression ability
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1. Age -

2. Overall growth mindset, pre-program 016> =~

3. Overall growth mindset, post-program 0.09 0.49* -

4. Musical growth mindset, pre-program 0.13* 0.55™ 0.41* -
5. Musical growth mindset, post-program —0.06  0.38** 0.60** 0.43**

N 457 427 441 251 254
M 10.2 306 311 317 325
SD 1.06 052 051 028 035

For pairwise correlations, N = (199, 426).
"0 <0.05, *p < 0.01.
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Overall (N=497) M (SD) Unenrolled students (N=190) M (SD) Enrolled students (N =307) M (SD) Comparison

n (%) n (%) n (%) X2 (df) t (df)

Gender

Female 280 (56.3) 97 (51.6) 183 (60.2) 3.51 ()7
Male 212 (42.7) 91 (48.4) 121 (39.8)

Missing 5(1.0

Ethnicity

African American 130 (26.2) 49 (26.1) 81 (26.8) 23.0 (1)~
Latino/Hispanic 179 (36.0) 61 (32.4) 118 (39.1)

Asian/Pacific Islander 36 (7.2) 27 (14.4) 9(3.0

American Indian 2(0.4) 1(0.5) 1.3

Caucasian/White 38 (7.6) 12 (6.4) 26 (8.6)

Other 56 (11.3) 21 (11.2) 35 (11.6)

Mixed 49 (9.9) 17 (9.0 32 (10.6)

Missing 7(1.4)

Age 10.2 (1.05) 10.4 (0.98) 10.1 (1.09) 2.24 (455)*

For the enrolled and unenrolled student columns, the percentages are reported with respect to the number of students in each group and exclude students for whom
information on gender or ethnicity was missing.
Tp <0.10, "o < 0.05, *p < 0.01.
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Overarching theme (level 1)

Previous music experiences
and interest

Current music listening

Barriers to listening

Level 2 sub-theme Level 3 sub-theme

Music-making

Music listening

Social dancing

Influence of the past on the present

Practices

Preferences
Perceived outcomes
Access and opportunities  Absence of (compatible)

listening technologies
Access =/ = use

Self-efficacy
Physical limitations
Watching TV

Facility noise

Facility activities Resident awareness

Personal preference

Brief theme description

Earlier interests and experiences involving music-making (e.g.,
singing, playing piano, etc.)

Earlier experiences and interests in music listening (e.g., listening to
the radio, having a music collection)

Attending social dances (e.g., courting and meeting partners
through dance involvement)

Distinguishing current music experiences and interest from the
past — evidence of interest waning, continuing, or waxing
Everyday listening behaviors (e.g., how and when people listen to
music) — acknowledging that not all music encountered is
self-initiated

Individual listening preferences (e.g., preferred artists, genres,
instruments, radio stations)

Outcomes and benefits of listening to music (e.g., entertainment,
enjoyment, relaxation, mood regulation)

Acknowledgment that compatible devices are needed in order to
play/listen to music (e.g., a radio that works in the facility)

The presence of music listening technology is not enough to result
in listening (e.g., sometimes even though listening devices were
present, people did not use them)

People’s beliefs about their ability to use listening devices
Physical limitations (e.g., lack of mobility, dexterity)

Watching TV is engaging, accessible

Individual awareness of facility-provided music-related activities
(e.g., knowing what’s on)

Individual preference for the types of facility-provided music-related
activities
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Keisari et al., 2020a

An arts-based
study that explored
the participants’
experiences.

27 Participants
with a mean age
of 79.34 years,
ranging from 63
to 96. Most had
no previous
experience taking
part in theater-like
groups. 13
adult-day-center
staff members of
the settings

Participants
were members
of three adult
day centers

(a) A score of
25 or more on
the Mini Mental
State
Examination
(>24),
indicating a
normal
cognitive level
(Woodford and
George, 2007);
(b) an
expressed
interest in
participating in
a theater group
and sharing
their life stories
with others; (c)
usual visits at
the setting on
the intervention
day; and (d) an
absence of a
clinical
diagnosis of
major
psychiatric
disorders and
drug/alcohol
abuse; (e)
participating in
at least eight
sessions

An integrative
intervention called
Life-review
Playback Theater,
which combines
the key concepts of
conducting
playback theater
with older adults
with the principles
of life-review
therapy, using the
concept of
life-crossroads.
Twelve 90-min
weekly sessions,
co-moderated by a
drama therapist
and the setting
social worker

Sessions were
videotaped to
capture the lived
experience of the
creative process
and were analyzed
with the
participants in
post-intervention
interviews. Staff
members were
interviewed in three
post-intervention
focus groups to
validate the
out-of-group
effects of the
intervention. Data
were analyzed
using a thematic
analysis method
(Braun and Clarke,
2006).

‘Three main themes
emerged that point to
the potential
transformations that
occurred during the
process: (a) evolution
of the life story that
reveals four
sub-themes: (1) sharing
and carrying of past
experiences, (2) the
embodied life-story, (3)
resolving unfinished
business, and (4)
challenges in the
process; (b) evolution
of playfulness that
reveals five
sub-themes: (1) playing
as a means of
self-expression, (2) role
playing as inducing the
experience of having a
role in life, (3) being in a
role engages the aging
body, (4) a shared
expression, and (5)
challenges in the
process; (c) expansion
of social engagement
that reveals three
sub-themes: (1) a
fusion of experiences,
(2) engagement with
the adult day center
community, and (3)
engagement with the
family.
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Keisari et al., 20200

A randomized
controlled design

/8 Participants
with a mean age
of 79.60 years,
SD = 6.89,
ranging from 63
to 96

Participants
were members
of four adult
day centers.

(a) a score of
25 or more on
the Mini Mental
State
Examination
(>24),
indicating a
normal
cognitive level
(Woodford and
George, 2007);
(b) an
expressed
interest in
participating in
a theater group
and sharing
their life stories
with others; (c)
usual visits at
the setting on
the intervention
day; and (d) an
absence of a
clinical
diagnosis of
major
psychiatric
disorders and
drug/alcohol
abuse; (e)
participating in
at least nine
sessions,

without missing
more than three

sessions in a
(oA

AN integrative
intervention called
Life-Review
Playback Theater,
which combines
the key concepts of
conducting
playback theater
with older adults
with the principles
of life-review
therapy, using the
concept of
life-crossroads.
Twelve 90-min
weekly sessions,
co-moderated by a
drama therapist
and the setting
social worker

Care-as-usual
treatment. No
differences
were found
between the
experimental
and control
groups before
the therapeutic
intervention,
except for
differences in
well-being that
was higher in
the control
group

Self-report
questionnaire
assessing meaning
in life,
self-acceptance,
relationships with
others, personal
growth, positive
and negative affect,
depressive
symptoms, and
loneliness before,
immediately after,
and 3 months after
the intervention A
generalized
estimating
equations (GEE)
framework was
used to study the
time differences of
each measure as
well as the
differences
between the
experimental and
the control groups.
Analysis controlled
for demographic
and setting
differences.

Significant time-group
interaction validated the
intervention’s
effectiveness for
improving positive
mental health indices,
as well as depressive
symptoms. This
improvement remained
stable 3 months after
the intervention.
Negative affect and
loneliness were more
durable and did not
change throughout the
experiment.
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Authors, year

Keisari and Palgi, 2017

Keisari et al., 2018

Study design

Pre—post
intervention

A qualitative study
based on the
experiences of
eight therapists

Participants

55 Participants
with a mean age
of 78.4,

SD =7.89
ranging from 62
to 93 years of
age

Eight therapists
(drama
therapists, a
psychodramatist,
a clinical
psychology, a
social worker and
a group
facilitator).
Ranging from 2
to 23 years of
practice

Setting

Participants
were members
of three
different
settings: an
adult day
center, a social
club, and a
continuing care
resident
community

Groups were
conducted in
social clubs for
the general
older
population;
social clubs for
Holocaust
survivors,
nursing homes
for people with
dementia, and
adult day
centers

Inclusion
criteria

(a) Being
capable of
participating in
verbal group;
(b) achieving a
score of 25 or
more on the
Mini Mental
State
Examination
(MMSE > 24),
indicating a
normal
cognitive level
(Woodford and
George, 2007);
(c) participating
in at least nine
sessions, and
without missing
more than three
sessions in a
row

(@) Therapists
who conduct
playback
theater groups
with older
adults or use
the techniques
of playback
theater in group
therapy; (b)
conducting a
weekly group
meeting for at
least 6 months

Intervention

Life-review therapy
based on the
concept of
life-crossroads,
integrated with
various drama
therapy techniques
including role
playing, dramatic
dialogs and
monologs,
playback theater,
and psychodrama
vignette of “empty
chair” and “role
reversal.” Twelve
90-min weekly
sessions,
co-moderated by a
drama therapist
and the setting’s
social worker.

Group therapy
processes that
were based on the
playback theater
ritual or that
involves playback
theater techniques
to explore the life
stories of older
adults. Various
durations of group
processes and
different session
lengths

Control

Care-as-usual
treatment. No
differences
were found
between the
experimental
and control
groups before
the therapeutic
intervention on
most of the
variables. In
relation to self-
acceptance
and
relationships
with others, the
indices of the
control group
were more
positive than
those of the
experimental
group.

Data collection
and analysis

Self-report
questionnaire
assessing meaning
in life,
self-acceptance,
relationships with
others, depressive
symptoms.
Repeated
measures ANOVA
was used to
examine the time
differences for each
measure as well as
the differences
between the
experimental and
the control groups.
Analysis controlled
for the
demographic and
setting differences.

Semi-structured
face-to-face
interviews that
focused on the
therapeutic process
and its main
aspects from the
therapist’s
perspective.

A grounded theory
approach (Strauss
and Corbin, 1990)
was used for data
collection and
analysis.

Main outcomes

Significant Time-Group interaction,
validated the intervention’s
effectiveness for all variables.

The model yielded four major
categories that represent the four
key aspects of the process and its
transformative effects: (1) Reliving
the life stories of older adults,
thereby generating therapeutic
value from the testimonies and
reconstruction of one’s life story in
the dramatic improvisation; (2)
Playing within the stories of
older adults encourages fun,
flexibility and self-development
along with a sense of relevance and
essentiality for older adults; (3)
Giving a stage to aging body
that results in a sort of awakening,
and visibility through the creative
process; (4) A shared experience
is created for the older participants.
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Preplanning nature of the sculpture** Number of

Assumed mentalization process that was not explicitly

participants verbalized while sculpting**
Thought about a specific situation and then positioned the 4 Pondering a wish for closeness, the child’s needs versus the
figures accordingly. father’s needs, or a gap between a wish and reality.
Sculpted initial symbolic figures, and then physically moved 3 The physical positioning of the figures as a metaphor for
the figures closer and further from each other, actively emotional concerns (distancing vs. protecting).
exploring their main dilemma.
Used an abstract object as a metaphor to describe the 2 Pondering a wish for closeness or/and a gap between a wish
concern he had decided to deal with at the start. and reality.
Planned and sculpted two symbolic/metaphoric objects but 2 Use of objects as metaphors and symbols for either a wish or

added an additional sculpted object—as new associations
came to mind.

*As indicated, verbally, by the father either pre- or postsculpting.

memory of specific interactions with the child (What do | want
my child to learn? What did it mean to my child and to me?)
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Qualitative themes

Fun and joy
Novelty of virtual media,
experimentation, and play

Relaxation and calm
Learning curve

Physical discomfort and
disorientation

Nature imagery
References to memories
and personal symbols
Fantasy and play within
imagery

Depiction of everyday
objects

Fragrance
condition (n = 23)

19
18

12
16

1

Non-fragrance
condition (n = 22)

15
14

il
156
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Variable

Experimental

Control group  p/t P
group
Sex (male/female) 28/25 25/26 016 0.70
Age (year) 43.68 +£7.25 46.06 + 8.26 1.56 0.12
Course of disease 12.32 + 5.15 13.69 + 4.44 1.45 0.15
(year)
Education level 10.756 £ 2.17 10.35 + 2.50 —0.88 0.38

(year)

Data are presented as means.
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Father Age Child gender Child age Paternity leave Partner’s working status

1 36 Male 25 1 month Full-time employee
2 30 Female 25! Circa 20 days Part-time employee
3 36 Male 2 2 weeks Unemployed
4 33 Male 3 7 days Full-time employee
5 32 Female 2 2 months Full-time employee
6 37 Female 3.3 5 days Part-time employee/self-employed
7 31 Male 2 1 week Self-employed
8 36 Male 2 4 days Part-time employee
9 36 Male 22 5 days Full-time employee
10 35 Female 2 2 days Full-time employee
11 30 Female 2.5 2 days a week for 6 months [calculated as 60 days] Full-time employee
Summary of age and paternity leave
Fathers’ average age: 33.8 Children’s average age: 23 Paternity leave average: 19.5 days

1 Additional data can be found in the Supplementary Table 8.
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Course of treatment

Chinese
calligraphy

Free style
Provide basic
quidance
Favorite words or
sentences

Happiest memory

Group work

Share successful
experiences

Traditional Chinese
painting
Free style

Provide point
foundation

Provide line foundation

Provide graphic
foundation
Provide color
foundation
Share successful
experiences

Free style
Provide basic guidance

Theme 1: Hesitation or frustration

Theme 2: Family

Group work

Share successful experiences

Chinese beads

Free style
Provide basic guidance

Theme 1: My past
Theme 2: My present
Group work

Our ideal space

Chinese Peking
Opera mask

Free style
Provide basic
quidance

Theme 1: Fear or
worry

Theme 2: Peace or
comort

Our faces

Life after recovery
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M sD ™ sp t P

Internalized problems 59.41  10.53 57.21 10.79 205 0281
Extemalzed problems 60 9.8 5655 870 206 0048
General problems. 6024 966 5669 930 109 0049

N =28, bold represents p<0.05.
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a) Familiarization with the data N

Careful microanalysis-based (Erickson, 1992)
RN viewings of the videos
e

Observation of the artwork
b) Generating initial data codes -

Transcriptions and repeated reading of verbal

content in search for patterns
¢) Collating the codes into

\

prospective themes
\
g \

d) Review of the themes and

generation of a visual and verbal
thematic ‘map’ of analysis

(

/9 f) Producing a final, scholarly, report of the
e) Defining and naming themes

analysis along with an outlining of its validity,
implications and limitations.

Intentions and links between the verbal and
visual phenomena are examined
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Maternal
insightfulness
scales

Focus

Insight
Acceptance
Hostiity
Concern
Separateness
Openness
Richness.
Coherence
Complexity

651,173
502,173
4.38,1.44
388,138
473,173

5.65,2.10
4.48,157
5.06,1.76
2.15,154
3.98,2.08
6.85,1.64
530,178
485,154
4.40,1.41
512,156

-283
-091

125

339
-1.12
-086
-1.67
-1.93
-1.26
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Maternal insightfulness
classification

Positive insightfulness (P)
One-sided (OS)
Disengaged (DE)

Mixed (MX)

Total (N)

T

T2
Frequency (n)
Percent

19
475%
18
45%
2
5%

1
25%
40

T3

21
65.6%

25%

6.25%

3.12%
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Scale of Social Skills

for Psychiatric Inpatients

Dail lfe abiities 1

2
Mobility and communication 1

2
Social activty skils 1

2
SSP! total score 1

2
Experimental group-1; control group-2. *p < 0.01.

Mean

8.13
8.14
10.68
10.12
6.26
561
2508
2386

sD

225
1.10
301
1.82
262
268
693
437

Mean

11.94
887
19.10
1041
14.43
553
45.48
24.80

Post

s

213
247
363
336
3.40
292
8131 (5.02)
801

6.951
0.003
12.105
0.004
13.300
0.009
12317
0.001

0.005*
0991

0.009"
0253
0.006"
0202
0.008"
0281
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General Self-Efficacy Scale Pre

n M(sD)

53 19,68 (4.71)
2 51 19.27 (7.05)
Experimental group-1; control group-2. *p < 0.01.

51

Post
m(sD)

41.08 (6.10)
2031 (5.02)

13.112
0.001

0.007*
0907
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Prompt, probe, or preceding event Number of indications of
verbal mentalization*

Process-related questions (describing the 7
sculpting process or describing feelings and

thoughts during the process)

The sculpture was used as a reflective tool (the 6
sculpture/process reflected a gap between

wishes/fantasies and reality)

“Did you learn something new?” 4
“What would the figures say, if they could

speak?”

At the end of the interview, after being asked 3
how they feel about the interviewer taking the

sculpture

Intergenerational transmission-related questions

“What do you see?” 2
When asked about possible differences 1
between mothers and fathers

*Representing the number of fathers who mentalized following a specific prompt or
probe. The numbers do not represent specific RF types or frequencies.
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Control (N =30)

Intervention before cross-over (N = 28)
Total before cross-over (N = 58)

Total after cross-over (N

6)

HRQOL pi HRQOL CORS pr CORS p
31.20(9.63) 31.91 (10.5) 29.67 (7.95) 3067 (7.59)
36.60 (7.92) 36.48(10.33) 31.24 (7.25) 34.14 (6.84)
33.90(9.16) 34.12(10.58) 30.44 (7.59) 32.34 (7.38)
34.25 (9.68) 35.98(10.19) 3055 (7.35) 34.41 (6.69)
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Type
of arts
therapies

AT

DT

DMT
MT

Total

No of
children
recruited

16

16
14*

62

No of
children
completed

14

16
12

56

Dropouts
occurred
(group)

2 (from
control)

2(1

from
each
group)

2 (from
interven-
tion)

6

Dropout
stage

During
sessions

Before
sessions

Before
and
during

Dropout
justification

1 hospitaliza-
tion 1 moved
abroad

2 did not
wish to miss
PE classes

1 left school
1 did not
want to miss
the assembly

*Seven (instead of eight) children per group were recruited in the music therapy
group due to the music therapist’s concerns about the group size. AT, art therapy;
DT, dramatherapy; DMT, dance movement therapy; MT, music therapy.
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Scores - Out of 5

45

35

25

15

Fantasy

Perspective Taking

m Acting students

Empathic Concern

Non-acting students

Personal Distress

*=p<.05
*% = p <001
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RS-nl

BSI total score AAQ-II
B (SE) B B (SE) )] B (SE) )]
Dynamic —30,494 (34,777) —0.556* 8,350 (2,741) 0.602** 9,977 (3.271) 0.647**
Movement 20,785 (9,834) 0.459* —8,647 (2,247) —0.764"** —5,040 (2, 709) —0.396
Contour —7,109 (7,228) —0.154 1,246 (1,669) 0.107 1,712 (1,991) 0.132

B, Unstandardized B; SE, Standard Error; B, Beta coefficient. *p < 0.05, *p < 0.01, **p < 0.001.
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e Approaching children with warmth (Choi et al., 2008).

e Developing an empathetic attitude (Rousseau et al., 2005).

e Focus on establishing trusting relationships (Hilliard, 2001).

e Working with children where they are (Deboys et al., 2017).

e Revisiting past experiences with direct impact on the here and now (Hilliard,
2001).

e Working with the group as a whole (Koshland et al., 2004).

e Encouraging self-awareness (Koshland et al., 2004).

o Facilitating the development of agency and the capacity to grow (Hilliard,
2001; Rousseau et al., 2005).

o Developing useful coping mechanisms (Hilliard, 2001; Koshland et al., 2004;
Choi et al., 2008).

o Finding the balance between verbal and non-verbal communication
(Rousseau et al., 2005).
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Grp

Song title

Beauty of Nature

We Wish You a Merry Christmas

Dance Around the House Tonight

Star of the South

Happy Days

Memories of Home

It's Not Unusual

Picnic Van (Singing Along the Way)

Memories

Song topic

Being in nature — dyad stories,
group experience

Reflections on past year and
meaning of Christmas time
Social gatherings, group
members’ personalities
Memories of growing up, living
in Melbourne

Dyads’ shared pastimes,
experience of reminiscence
“Home,” memories from
childhood and adolescence
Memories of going out to social
dances

Memories of picnics with family
and friends

Reflection on TSW, music and
memory

TSW method

Song parody

Song parody

Song parody

Song collage/original lyrics

Song parody

Song parody

Song parody

Song parody

Song parody

Time

4 sessions

1 session

2 sessions

3 sessions

2 sessions

3 sessions

2.5 sessions

1.5 sessions

1 session

Music (duration mins)
Yellow Submarine (3:01)

We Wish You a Merry
Christmas (2:26)

Rock Around the Clock (1:32)
Goodbye Yellow Brick
Road/Love Me Tender (2:11)
Waltzing Matilda (2:48)
Country Roads (3:07)

It's Not Unusual (2:30)

Morningtown Ride (3:14)

Edelweiss (1:48)
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Dynamic
Movement
Contour
BSI

RS-nl
AAQ-II

Mean

2.50
3.00
2.50
90.07
60.77
30.60

Std. Deviation

0.66
0.82
0.78
36.45
10.25
9.18

Min.

12
40
17

Max.

163
80
51
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Inclusion criteria:

o Children aged 5-12 years’ old.

e Children who experience mild emotional and behavioral difficulties based.

» On teachers’ ratings in the “Strengths and Difficulties Questionnaire with
impact supplement for the teachers of 4-17 year olds.”

o Children with a diagnosis of disabilities that are not expected to affect them in
participating in group arts therapies, including, but not limited to,

e Dyslexia, dysgraphia, dyscalculia, intellectual disabilities.

o Children that both themselves and their parents or legal guardians consent to
their participation in the study.

e Children with or without fluency in English.

Exclusion criteria:

e Children with a diagnosis of disabilities that are expected to need one-to-one
support, including, but not limited to, autistic spectrum disorder, attention deficit
hyperactivity disorder, cerebral palsy, Down syndrome, epilepsy, cystic fibrosis,
spina bifida, multiple sclerosis, depression, anxiety disorder, hearing
impairment, visual impairment. This exclusion was made on the basis that the
arts therapists might not be able to meet children’s needs within the large
groups of 6-8 children.

e Children who would require one-to-one support for any other reason.

e Children who are already involved in arts therapies.
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*x

Performance Ratings
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dissociation

m Acting students

Overall Flow

Non-acting students

*x
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*=p<.05
= p<.001
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Participants with dementia Family caregivers

Female (male), n 4 (5) 6 (4)
Age in years* 77 (10.9), 62-92 70 (9.8), 59-92
Country of birth, n

Australia 8 7
Italy - 1
Lebanon 1 1
Malaysia 1
MMSE/30* 14.1(8.8), 0-29 -
Years since diagnosis* 3.6(2.2,1-9 -
Diagnosis, n

FTD 2 -
AD 2 -
AD/Nasc 3 =
STML 2 -

*Mean (SD), Range. MMSE, Mini Mental State Exam; FID, Frontal Temporal
Dementia; AD, Alzheimer's Dementia; Vasc, Vascular Dementia; STML, Short
Term Memory Loss.
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Clinically relevant formal elements according
to art therapists

Formal elements operationalized in art theories Agreement of experts

Primary

Secondary

Movement

Movement refers to the amount, character, and
direction of the movement. Movement becomes
visible by the brush marks.

Dynamic

Dynamic refers to tension (tectonic) within the art
product. Dynamic varies from static, restrained, and
calm to fast, turbulent, energetic, and forceful. It
refers to the vitality of the movement made.

Contour

Contour refers to the delimitation that emerges

when shapes are outlined or are placed directly
next to each other. This leads to rigid and sharp
distinctions.

Repetition

Repetition refers to the return of one or more formal
elements in a pattern. A lot of repetition leads to
symmetry. Rhythm refers to the repetition of
movement.

Mixture of color
Mixture of color refers to the extent to which the
colors are mixed within the art product.

Color saturation

Color saturation refers to the density of color within
the art product varying between transparent and
impasto.

Movement
Movement consists of a combination of elements, such as
diagonals and overlap. Movement varies in amount.

All experts gave a rating of “2”

Dynamic

Dynamic refers to the tension within the artwork. This
tension is created when the artwork seems to deny the
boundaries of the frame. This is called “a-tectonic.” The
opposite is an artwork that shows no tension with the
frame.

All experts gave a rating of “2”

Contour

Contour refers to the sharp edges, outlines, and borders of
and between separate parts of the art product. Contour is
formed by the use of sharp lines or distinct borders. Shapes
are completely accentuated by lines and/or have distinct
borders as if they were “cut out.” The opposite of contour is
pictorial, diffuse artwork.

All experts gave a rating of “2”

Symmetry

Symmetry is formed by an optical vertical axis of the middle
of the artwork. The left and right half of the art product are
mirrored and are equal regarding color and/or shape, line,
or figure. The opposite of a symmetric composition is a
chaotic overall composition.

Rhythm

Rhythm refers to the regular return of lines, shapes, or
colors. Itis a repeated pattern that can be predicted once it
is recognized.

All experts gave a rating of “1”

Mixture of color

The amount of which colors are visibly mixed. The opposite
is an art product in which the colors are not mixed and
applied separately.

Color saturation

The extent to which a color is saturated. The more
saturated the color is, the less paper/canvas, etc., is
apparent.

Texture

Texture refers to the tactile surface of the artwork. This does
not depend on the paper/canvas, etc., used, but can
depend on the art material used and the way it is applied.

All experts gave a rating of “2”

All experts gave a rating of “1”
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OPENING

*Rapport building: Introductions, sharing stories and musical biographies
sIntroduce group TSW: Explain TSW intentions; discuss feelings about songwriting
*Create musical environment: Music-based discussion, listening, song singing, instrument playing

—
=

Verbal/musical check-in and re-cap: Review ideas; contextualise plans; opportunity for musicking

BRAINSTORMING

Find a group focus; Brainstorm individual and dyad
experiences (opportunities for storytelling &
reminiscence); Identify similarities and shared
experiences; Confirm song topic and discuss the
collective story/message of the song; Collate and

l /2 record ideas %

LYRICS
g g Lt L Invite and affirm group members’ music
Review brainstorming ideas; Find main B B
message/theme and sub-themes; Discuss how to preferences and note any similarities (songs,

e R TR genres, artists, instruments); Discuss musical ideas
present the story, considering individual/dyad/ <:_> & influences, what might match or reflect song
group voice, and song structure (verse, chorus,

bridge); Consider use of rhyming, metaphor, i tc'u:_uc; P‘resent ideas/ z.ptlons:;'mak_e mu'ﬂca_l
e etes bita and alfcm @i member’ ecisions; Engagement through listening, singing,
o LT s playing instruments to live/recorded
creativity and contributions

familiar/original song creations

S ' 4

REFINING
Making final decisions about music (e.g.
instrumentation, tempo, key), lyrics (e.g. words,
phrasing), song structure (e.g. sections, length,
repetition) & song title. Discuss group members’
roles in recording/performance/product

Verbal/musical check-out and re-cap: Recap session; confirm plans; opportunity for musicking

—
s

CLOSING

*Prepare: Introduce recording equipment and plan, set up group for recording
*Rehearse/record: Rehearse song and ‘performance’; record when participants feel comfortable
*Review: Listen to and discuss song recordings; reflect on recording process and future uses of song ‘products’
*Closure: Reflect on group TSW process; Celebrate the group’s creativity and achievements; Close group
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Formal elements

Filled area

Used space
Suggestion of space
Geometry
Contour

Number of colors
Color saturation
Color brightness
Hue

Mixture of color
Symmetry
Rhythm

Linearity

Line quality
Movement
Dynamic

Texture

0.64**
0.79*
0.75"
0.86"*
0.56**
0.83**
0.76*
0.80*
0.71**
0.68*
0.61**
0.41**
0.56**
0.63*
0.50
0.65"
—0.012

“p < 0.001.
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Child Outcome Rating Scale (CORS)
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Living together

Living separately

TSW Group 1 TSW Group 2 TSW Group 3 TSW Group 4
* Ali * Neil * Janet * Ann
* Julia* * Mei* * George* * Michelle*
* Lindy * Isabella * Alan * Dawn
* Dave* * Carlo* * Elizabeth* * Ian*
* John * Tom
* Jan* ¢ Ellen*

Spousal dvads

Family dvads
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1. Shape

Geometry
Geometry refers to geometric shapes, such as rectangles, circles, and triangles. The opposite of geometric is organic.
Contour

Contour refers to the sharp edges, outlines, and borders of and between separate parts of the art product. Contour is formed by the use of sharp lines or distinct
borders. Shapes are completely accentuated by lines and/or have distinct borders as if they were “cut out.” The opposite of contour is pictorial, diffuse artwork.

2. Composition

Symmetry

Symmetry is formed by an optical vertical axis of the middle of the artwork. The left and right half of the art product are mirrored and are equal with regard to color
and/or shape, line, or figure. The opposite of a symmetric composition is a chaotic overall composition.

Rhythm

Rhythm refers to the regular return of lines, shapes, or colors. It is a repeated pattern that can be predicted once it is recognized.

Line quality

The quality of a line is strong when it is serried, straight, sharp, and fluent. The opposite is a line that is broken, sketchy, wavered, crumbled, and cautious. To judge line
quality, the quality of the lines present is observed rather than the number of lines.

Linearity

Linearity refers to the extent to which an artwork consists of lines. A line is a stripe not broader than the tip of the used tool (graphic art material) or the brush. Lines can
form shapes. The opposite is a pictorial artwork that lacks lines.

Movement

Movement consists of a combination of elements, such as diagonals and overlap. Movement varies in amount.

Dynamic Dynamic refers to the tension within the artwork. Tension is created when the artwork seems to deny the frame. This is called “a-tectonic.” The opposite is an
artwork that shows no tension with the frame.

3. Color

Number of colors

The number of distinct, used colors. An artwork can be very colorful and have many colors. The opposite is an artwork that consists of a limited number of colors.
Color saturation

The extent to which a color is saturated. The more saturated the color is, the less paper/canvas, etc., is apparent.

Color brightness

Bright colors sparkle and are pure and fresh, such as the green of grass, the yellow of the sun, and the blue of the sky. The color brightness of an artwork increases with
the number of bright colors used. Colors that are mixed with water, white, or black (dark or pastel colors) are not bright.

Hue

Hue refers to gradience from light to dark tones of one color or grays (not different “families of color” such as greens, blues, cold or warm colors).
Mixture of color

The amount of which colors are visibly mixed. The opposite is an art product in which the colors are not mixed and applied separately.

4. Space

Filled area

Filled area refers to the “worked” space on the paper or canvas and the ratio between used and unused space.
Used space

Used space refers to the space on the paper/canvas, etc., that is used.

Suggestion of space

Space can be suggested by several techniques, such as overlap, shadow, line perspective, atmospheric perspective, and foreground and background. The suggestion
of depth is created. The opposite refers to a “flat” artwork without any suggestion of space.

5. Surface quality

Texture
Texture refers to the tactile surface of the artwork. This does not depend on the used paper or canvas but can depend on the art material used and the way it is applied.
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In this art product contour is dominantly present by the In this art product movement is more present. The
distinct blocks of color. There is some, yet restricted, dynamic is more energetic, and the contour is less
movement, and the dynamic is static and restrained. distinct; the shapes are not outlined.
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Descriptive themes
Goals

Regulation of emotions and
thoughts (16)

Relational engagement (12)
Integration of self (13)
Non-verbally processing
experiences including
(developmental) trauma (5)
Mentalization/Mindfulness
and thinking (4)

Activities

Awareness and
regulation (22)

Shared movement (10)

Thinking and
verbalization (7)
Expression and
symbolization in
movement and dance

©

48

Suggested effects

Regulation of emotions and
thoughts (10)

Relational engagement (14)
Integration of self (12)

Non-verbally processing
experiences including
(developmental) trauma (10)
Thinking and verbalization (2)

Expression and symbolization in
movement and dance (1)

50

Analytical themes

Seff-regulation (49)

Interpersonal relationships (36)
Integration of self (25)
Processing experiences (15)
Cognition (13)

Expression and symbolization in
movement and dance (10)

148 Quotations
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Intervention Pierce  Rohricht  Manford  Batoup
components (2014) (2015) (2014) (2013)
Goals 52 2 11 12 3
Activities 52 27 4 12

Effects 49 16 2 13 18
Total

148 Quotations 70 17 37 2
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Author Year
Country

Batcup
(2013) UK

Pierce (2014)
USA

Manford
(2014) UK

Rohricht
(2015) UK

Research types

Qualitative/ Expert
opinion

Qualitative/ Expert
opinion

Qualitative/ Case
report

Qualitative/ Expert
opinion

Method/design and aim of study

Theoretical discussion of Dance
Movement Psychotherapy (DMP) literature
relative to psychiatric diagnoss, trauma,
violence, abuse, and growing evidence in
the form of RCTs, empirical research,
government guidelines, surveys, audits,
case studies, and unpublished data
Theoretical discussion of the contributions
of trauma psychology and DMT on
dissociation; and an attachment-oriented
framework is offered for developing
interventions to support DMT-therapists in
using the integrative power of DMT with
dissociation (& PD)

Case study: time-limited DMP with a
female offender diagnosed with borderline
PD looking particularly at the development
of the therapeutic relationship and
attachment theory

Theoretical overview of how Body
Psychotherapy, including DMP, is utilized
for the treatment of a range of severe
mental disorders.

Setting

Forensic
settings

N/A

Secure
hospital
environment

N/A

CASP
rating

Diagnosis according to
DSM-5 (American
Psychiatric Association,
2013)

Borderline PD Antisocial PD 3

Borderline PD with symptoms. 3
of dissociation of somatic,

emotional, and psychological
experiences related to

traumatic events

One client diagnosed with 3
borderline PD with an offense
for fire setting at home

Borderline PD; Eating disorder 3
with a borderline organization;

Borderline PD in

co-occurrence with

schizophrenia, Narcissistic

PD, Schizoid PD

Levels of
evidence
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Study types and design

Dance movernent therapy

Publication format
Participants

Setting and duration

Inclusion criteria

Qualitative studies, mixed-methods studies, and quantitative

studies were included. There were no restrictions in study designs.

Articles in which Dance Movement Therapy was a topic of interest
and the main intervention

Peer-reviewed published articles in English, German and Dutch

Personality Disorder according to DSM-5 from any age, ethnicity,
or gender: Cluster A: paranoid, schizoid, schizotypal; Cluster B:

antisocial, borderiine, histrionic, narcissistic; Cluster C: avoidant,
dependent, and obsessive-compulsive

No restrictions on the setting of the interventions offered and no
limitation on the length or frequency of the interventions for
individuals or groups

Exclusion criteria

Abstracts presented in conferences, book reviews,
dissertations, and brief reports

If DMT was considered equal to Psychomotor Therapy or

other Body-oriented Therapies or articles in which dance was
referred to “as having a therapeutic effect”
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Developing a warm and
trusting environment
Discovering safe spac

rthing and Encouraging optimism
Generating dreams and
hopes for the future

Exploring strength
and sup

Understanding
and accepting
feelings
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Younger (n = 50) Older (n = 31)

M SD M SD
Absorption 3.3 1.1 3.2 1.1
Enjoyment 4.6 0.7 41 0.8
Perceived competence 4.0 1.0 3.0 1.0

The highest possible score for absorption is 4.0. The highest possible score for
enjoyment and perceived competence is 5.0.
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Enjoyment Perceived competence

n M SD M SD
Younger
Imagine 46 4.4 0.8 4.0 1.0
Real 43 4.6 0.7 3.9 0.9
Express 49 4.6 0.6 3.7 0.7
Older
Imagine 33 4.0 1.1 29 1.1
Real 26 3.9 1.0 2.7 1.1

Express 34 4.1 0.8 3.3 0.8
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Qualitative Quantitative results Alignment

results (statistically significant increase in

(themes) these areas)

Self-expression Communication Confirm

Confidence Communication Confirm
Interaction with others

Social skills Joint attention Confirm, enhance

Communication
Interaction with others
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Time 1 Time 2 Time 3
n M SD M SD M SD
Younger
Imagine 46 4.4 0.7 2.2 1.1 41 0.9
Real 43 4.4 0.7 2.1 0.9 4.0 0.9
Express 49 4.3 0.7 24 0.9 3.7 0.9
Older
Imagine 33 41 0.7 2.6 0.8 4.0 0.9
Real 26 41 0.8 2.4 0.6 3.9 0.7
Express 34 4.0 0.7 2.6 0.9 3.5 1.1
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Time point

Baseline

Post-program

5-week
follow up

Group and data type
Group 1 interviews

(16 at baseline, 1
participant joined after
workshops commenced)
Group 2 interviews

(16 at baseline, 6
participants left 3 weeks
into program)

Group 3 interviews

(12 participants at baseline.
1 left the country 2 weeks
in to the program)

Center and home life
interview totals

Music staff interviews
(only to be gathered at
baseline and post-program)
Music staff totals

Group 1 surveys

Group 2 surveys

Group 3 surveys

Survey totals

16 center life
11 home life

16 center life
10 home life

12 center life
10 home life

44 center life
31 home life

3

3 music staff
17
3
11
31

17 center life
11 home life

10 center life
3 home life

11 center life
3 home life

38 center life
17 home life

4

4 music staff
13
3
11
27

17 center life
7 home life

10 center life
3 home life

11 center life
8 home life

38 center life
18 home life

» O O b
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Enjoyment Perceived competence

n M SD M SD
Younger
Distract 38 45 0.6 4.0 0.9
Express 39 41 0.9 3.9 1.0
Older
Distract 27 4.2 1.0 3.3 1.1

Express 26 4.0 1.0 29 0.8
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Factors

1. Fluid and rhythmic movement

2. Emotional expression in movement
3. Pattern of foot placement

4. Lack of stability and weightiness

0 < 0.05. *p < 0.01.

3.54
4.224
3.26
4.147

SD

1.114
0.964
1.677
0.934

GAT total score

0.862™
0.669™
0.660™
0.689™

1

1
0.446™
0.317*

0.519*

0.381*
0.224

0.345"
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QUAL data collection
1.Interviews with
) participants
or family
i) service staff
i) music staff
V) lay researchers
Observations from
) lay researchers

QUAL data analysis
1.Thematic analysis

2. Focus groups to
discuss results with
) steering group
i) lay researchers

guant data
collection
1.surveys

quant data analysis
Statistical analysis

QUAL data
results
\
investigate if quant
results confirm,
elaborate, illustrate
or clarity QUAL
results
guant data
results

INTERPRETATION
QUAL + quant

e
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Time 1 Time 2 Time 3
n M SD M SD M SD
Younger
Distract 38 4.3 0.8 23 0.9 4.2 0.7
Express 39 4.3 0.7 2.3 0.9 3.9 0.8
Older
Distract 27 4.0 0.8 23 0.8 4.0 0.8
Express 26 41 0.7 25 0.5 356 0.8
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GAT items

Factor loading

Factor 1: Fluid and rhythmic movement

1. Lightness of movement

2. Strength of movement

7. Movement flow along the body

8. Muscle tension

11. Shared rhythm

Factor 2: Emotional expression in movement
9. Gap between facial and bodily expressions
10 Ability to share emotion

13. Eye contact

Factor 3: Pattern of foot placement

5. Gradual weight transfer

6. Foot contact with the floor

Factor 4: Lack of stability and weightiness

3. Passive holding of the body

4. Lack of ground support

12. Use of space

Explained variance percentage

Fach item’s highest loading is presented in boldface. Factor loadings below 0.30 are excluded.

0.691
0.671
0.901
0.669
0.670

0.389
37.442

0.831
0.804
0.779

0.310

0.500

14.532

0.327

0.826
0.891

0.396
11.788

0.422

0.369

0.722
0.709
0.491
8.534
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GAT items ICC [95% CI] Percent concordance

1 0.993 [0.983, 0.997] 95
2 1 100
3 0.993 [0.983, 0.997] 95
4 0.967 [0.916, 0.987] 80
5 0.984 [0.961, 0.994] 95
6 0.995 0[0.988, 0.998] 95
7 0.985 [0.963, 0.994] 90
8 0.983 [0.958, 0.993] 85
9 0.993 [0.983, 0.997] 95
10 0.991 [0.977, 0.996] 95
11 0.991 [0.977, 0.996] 95
12 1 100
13 0.991 [0.977, 0.996] 95

ICC, intraclass correlation coefficients: Cl, confidence interval.
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Interplay on piano

Piano

e Harmonic basis offered by the therapist

o Dictating patient’s tempo and pulse

e Letting the patient choose minor or major
scale

e Instructing the patient to start with single
key and later to extend play with additional
keys

Experiencing intrinsic rhythm

Taking turns
Expressing feelings
in music

Instrument of own
choice
Symbal (as a stop
signal)

Singing mantras

Singing with the
use of singing
bowls

The repetitive nature of mantra singing

Playing intrinsic
tempo

Drums

e Playing patient’s own intrinsic tempo
e Playing each other’s intrinsic tempo

Experiencing your own intrinsic tempo

Singing Greek sirtaki Externalizing Therapist plays e Starting at a low tempo Structure may promote stress release for externalizing
and/or patients: Releasing accordion e Increasing music tempo patients
playing tension Patients play a e Shouting: 1234 HOPPA
existing Internalizing variety of e Playing rhythm collectively Coaxing may promote stress release for internalizing patients
songs patients: Promoting percussion e Implementing changes in tempo
self-expression instruments
Singing/ e Making variations of well-known songs Familiarity of well-known songs
playing well-known e Starting with children’s songs
songs e The use of age-appropriate songs
Using the same Repetition may create sense of safety
opening song each
session
Songwriting Recording Releasing tension The use of self-composed stress relieving songs outside of
and/or self-composed ransferred to the music therapy sessions (transfer)
composing songs (and taking outside the music
home) herapy session
Songwriting Releasing tension Writing songs about stressful events, may offer exposure
Receptive Listening to Recording and/or Relaxation outside
interventions  pre-recorded curating personal he music therapy

music

relaxation music

session
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GAT items Kendall’s tau-b Percent

correlation coefficients concordance
1 0.934** 97.674
2 0.918** 93.023
3 0.853** 88.372
4 0.789** 86.046
5 0.962** 95.348
6 0.951** 95.348
7 0.973* 97.674
8 0.887** 86.046
9 0.805** 86.046
10 0.936** 95.348
11 0.856** 90.697
12 0.941** 95.348
13 0.858** 93.023
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Music therapy interventions within the music

Active
interventions

Goal Instruments

Free Synchronizing with

improvisation the patient (as a
starting point for
relaxation or
releasing tension)

Specification of the intervention

o Attuning to the patient’s tempo
Following the patient’s dynamic
Using the same pulse

Assumed change factors promoting stress reduction

Piano
Monochord
Guitar
Percussion

— Drum kit

— Rainmaker

—Ocean drum
Singing bowls
Wind chimes

Relaxation

Decreasing music tempo

Playing simple harmonies or chord
progressions (third, fifth, octave)
Using a low tonal register

Playing a simple chord progression on
piano

nducing playfulness

Working toward musical form
ncorporating patterns
Tapping/moving along to the music
Structuring the music expression
Playing in a slow tempo

nducing minimal changes in tempo
nducing minimal changes in melodic
intonation

Using specific Bruscia techniques:

o Pacing

o Rhythmic grounding

o Tonal centering

Simple instruments and harmonies may impart support,
the use of complicated instruments may cause stress

Triggering and synchronizing of multiple senses
Music may support the sense of containment.

Percussion (drum kit) may impart delimitation and physical
distance from the therapist

Piano
Drums

Releasing tension

e Accelerating tempo

o Alternating between increasing and
decreasing of certain musical components

e Gradually increasing musical tension

e Building up dynamics

o Increasing the musical tension

e Collectively playing an unstructured
drumroll

Shared experience by playing the piano together

After an increase of tension, a decrease may be experienced
more intense or more vivid

Structured
improvisation

Freestyling Releasing tension Singing and/or rap

e Playing an aggressive tight beat
e Playing a heavy bass

Physically experiencing the beat, may lead to become aware
of body signals and tension

Freestyling may offer space for the direct expression of
frustration

6/8-m Improvisation Relaxation Drums

e Using a steady pulse of 60 bpm

e Using 6/8 m

o Playing the same for the duration of
5-10-min

o Initiating no increases in tempo

6/8 m is soothing and relaxing, and can elicit related
emotions

6/8 m can be experienced as a mantra (meditative)

6/8 m consists of a clear pulse/rhythm, which is associated
with calmness
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GAT items Corrected item-total Cronbach’s o if

correlation item deleted

1 0.574 0.834
2 0.631 0.83

3 0.262 0.852
4 0.54 0.837
5 0.61 0.832
6 0.35 0.853
7 0.692 0.825
8 0.583 0.833
9 0.478 0.841
10 0.605 0.835
11 0.466 0.842
12 0.433 0.843
13 0.406 0.845

Cronbach’s a = 0.850.
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Item number

Definition

Lightness of
movement (ight
weight)

Strength of
movement
(strong weight)

Passive holding
of the body

Lackof ground
support

Gradual weight
transfer

Foot contact
with the floor

Movement flow
along the body

Musdle tension

Gap between
facial and
bodiy
expressions

Abilty to share
emotion

Shared rhythm

Use of space

Eye contact

Description

During movement - using the muscles in a way
that s supported by the center of the body and
creates light and continuous movement *ike a
ballerina,* without much effort in energy.
‘Supported by ful inhalation and exhalation
during breathing. Exists in certain organs, not
necessarily in the whole body (powerful
movement s possible - strong weight, in
‘another organ alternately/n parale)

During movement - using the strength of the
body in away that symbolizes presence,
without much effor, rigidty and contraction.
Supported in the center of the body and by
filing up and emptying the lungs during
breathing. Exits in certain organs, not
necessarily in the whole body (ight movement
s possible - ight weigh, in another organ
altenately/in parallel)

While walking in space - a movement
characterized by the body sinking downwards,
without the support of the center of the bod,
the body organs are drooping (ke  rag dol)
Walking characterized by the growth of the
‘body upwards, dominant holding in of the chest
and stopping breathing, without relaxation of
the weight in the lower part of the body

Patter of foot placement whie walking, from
the heel to the tips of the toes. Assessed

in stuations of very fast/siow walking

Pattem of the entir foot placement whie
walking

During free dance, a movement travels along
the length of the body, from the feet through the
center of the body 1o the head and back,
without stopping

During free dance, transition between the
contraction of the muscles over time and their
relaxation, which leads to freedom and flow in
movement, with respect to limbs that are
moving

Variation of affect, and coordination between
the quallty of movement (movement
distribution, intensity of movement, connection
0 the other) and facial expression (contraction
and relaxation)

Inajoint movement n a circe - expression of
emotion s shared with the other,in a way that
the other sees the emation of the mover

‘The abilty to suitably join in a common rhythm
with external music and with the other

The distance between the mover and the other
movers s flexile and varies in reltion to the
postion of the other participants (does not
invade the other's space or surprise the other)

Makes eye contact with the members of the
group moving together

1

No presence of ight weight

No presence of strong weight

Over 70% of the time

Over 70% of the time.

While walking the entire foot is in
‘contact with the ground as one unit
‘more than twice.

While walking, parts of the foot are ot
in contact with the ground more than
twice (e.g., tips of the toes i the ai.
The foot may be placed on the ground
and immediately afterwards there will
be parts that will cut off contact with
the ground for a short time

Up t0.30% of the time

Contraction and stifiness in a particuiar
limb along the movement or throughout
the body over long periods of time

Limited expression of affect

Lack of emotion sharing in movement

Failure to join an external thythm

Most of the time there is a stagnation in
one place in the room or there s a
movement that is not adapted to
another

‘Without eye contact or a single glance

Score.
3

Asingle presence of light weight or
instances of ight weight only
following joining the movement of
another

A single presence of strong weight
o instances of strong weight only
following joining the movement of
another

Between 30% and 70% of the time
orin a single imb but prominently
and throughout the entire
movement

‘Between 30% and 70% of the time

While walking the entire foot is in
contact with the ground as one unit
onceftwice

While walking, parts of the foot are
not in contact with the ground
once/twice

Between 30% and 70% of the time

Transition between sifiness and
fong sections of tension-free:
movement

Half the time the affect i limited or
poor

Single emotion sharing once/twice

Join affer search and trial

There is movement according to
the instruction or a single
movement that is adapted to
another or there is movement that
is not adapted after once/twice
Makes eye contact twice for short
moments

5

Many times the movement looks
light, sculptural (movement with
joints in diferent planes:
verticalorizontal/sagittal) and
pleasurable

Many times the movement locks
powerful, ke a tribal dance

Up 10.30% of the time

Up t030% of the time.

While walking the heel is in contact
with the ground and then the entire
foot s in contact with the ground

While walking, the heel s in contact
with the ground and then the entire
footisin contact with the ground

Over 70% of the time.

Lack of expression of tension in
movement, many transitions
betuween contraction and relaxation,
and flow in movement

Variation of affect that expresses
changes in movement

Ongoing/diverse sharing of
‘emotions with the other

‘The mover easil joins an external
hythm and manages to maintain it
over time

The mover s positioned in several
areas of the room and intiates a
change of position spontaneously
and adapted to the other

Continuous eye contact or more.
than 8 times.
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Characteristics

Age
Sex
Female
Male
Field of study
Physiotherapy
Dance movement therapy
Art
Other

30
13

14
13
10

%

69.8
31.2

326

30.2

233
14

M (SD)

28.42 (8.52)

SD, standard deviation.
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Assessed for olighilty (1= 248)

Excluded (n=134)
o+ Not petgln Irckaion ot (168
+ Decined to participate.

I & Cone s (12 o gt

curticulum activiies overlapping)

Randomised into groups (1=62)

| Sutjec torandomisation (1-114) |

{

Allocated to intervention (n=31)
+ Received allocated intervention (n=28)
+ Did not receive allocated intervention (1=3)

Allocated to intervention (n=30)
+ Received allocated intervention (n=28)
+ Did not receive allocated intorvention (1=2)

Allocated to control (waiing-Ist) (n=31)
+ Remained in the control goup (1=30)
+ Did not remain i the control group (n=1)

Allocated to control (n=2
+ Remained in the control group (n=28)
Did not remain in the control group (n=0)

Covid-19 missina data (n=15)
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Action

Enactment — Being an auxiliary-ego
(n="1)

Final Comments/Others’ sharing
(n=3)

Sculpture (n = 1)

Games (n =10)

Mask technique (n = 16)

Sensorial Exploration exercises (n = 8)
Diaphragmatic Breathing exercises
(n=25)

Description

Client describes the appropriation of the auxiliary ego role in the
enactment phase

Client refers to the comments shared by others (either peers or
therapists) at the end of the session

Symbolic representation of the way protagonist perceives an
aspect of his/her life or self

A game with specific objectives and specific rules, proposed by
the director

Client describes the process of preparing creating and
caracterizing the set of masks (according to the serie de
mascaras technique), as well as the usage of self-masks as an
interintermidiary object in the enactment phase or games

Client describes moments of the sensorial exploration exercises
Client refers the diaphragmatic breathing exercises and their
impacts

lllustrative quotes

“Representing the bully” (p2s8m86)

“To listen some comments by the end of the session”
(p2s7m78)

“It was very positive, although | didn’t do the exercise
because | didn’t feel comfortable enough to do it”
(p1s7m76)

“In the last session we “played” to the “sages,” which
was interesting because we had to be keen and
creative” (p3s3m31)

“In this session what helped me was to give different
characteristics to the masks we had made on the
previous session” (p1s6m61)

“Revisiting the masks.” (p4s6m70)

“To become aware of how my hands were” (p2s4m38)
“To become aware of my breath and what | felt by
breathing” (p2s1m4)

pOsO, participant O, session 0.
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Helpful events (n = 96)

Insight/Self-awareness/Self-
knowledge
(n =30)

Empowerment/(n = 20)

Problem Clarification (n = 5)

Relief (n = 17)

Group Factors (n = 13)

Session evaluation (n = 11)

Hindering events (n = 3)
Unwanted Thoughts/Feelings
(n=3

Description

The individual becomes more aware of his/her
feelings, cognitions and behaviors

Developing a clearer understanding of
himself/herself, others, and situations
Development of a new perspective on the
personal reality

Development of personal competence to deal
with problematic situations Feeling of strength,
development, and personal value

The individual relates a clearer understanding of
his/her problems or what he/she wants to
change It becomes clear to the individual which
goals to achieve, how to handle situations

Client feels less negative: relieved, unburdened,
relaxed, less depressed, or hurt; or more
positive: relaxed, safe, or confident or hopeful\
Cohesion feelings, support, safety, and
well-being related to the group Feeling
understood by the group; relativizing problem
by comparison with the other; feelings of group
identity, universality, and mutual aid

Global positive appreciation of the session

Client feels discomfort as a result of being
forced or stimulated to confront unpleasant
experiences

lllustrative quotes

“I noticed that | had more “similarities” with my mask than what | thought”
(p4s6m71)

“The activity made me think a bit about the way | face and deal with bullying
situations. The tension | accumulated in a simple enactment showed me that there
are some aspects | need to work more, and it was important for me to become
aware of that.” (p2s8m&88)

“This event helped me because, sometimes, | would suffer with panic attacks and
couldn’t control my breathing and it also helped to become calmer, because with a
good breath everything is easier” (p3s1m8)

“I think | learned that maybe it’s not worth to always be so perfectionist” (p2s5m52d)
“It helped me to deal and understand better some aspects of my personality.”
(p4s6m72)

“The tension | accumulated in a simple enactment showed me there are still some
aspects | need to work on. | believe it was important to become aware of that”
(p2s8m88)

“During the session | felt comfortable, calm and focused.” (p2s4m40c)

“It's always good to get to know our body. Doing these sessions relaxes me and |
feel good” (p3s4m42)

“I' enjoyed the warm-up because it helped me to trust more in others” (p4s5m58)
“It helped me to understand how | see myself and how others see me” (p3s6m68)
“To realize that in some situations it is easier to work in a group than alone”
(p1s3m27a)

“I enjoyed it very much and it was fun and interesting” (p1s3m28)
“The session was pleasant, considering | never worked in something more practical
in such a relaxed way” (p2s4m40a)

“I didn’t enjoy the sensorial exploration exercises because | didn’t feel comfortable”
(p4s4m46)
“I didn’t do the last exercise because | didn’t feel comfortable to do it” (p1s7m76)

pOsO, participant O, session 0.
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Mean velocity (m/s) Mean cadence (steps/min) Stride cycle length (m)

SubjectID Dance for PD Matched-intensity exercise = Dance for PD Matched-intensity exercise = Dance for PD  Matched-intensity exercise

1 0.29 0.02 2.20 —3.70 0.31 0.07
2 -0.10 -0.15 —4.20 —4.20 —0.07 -0.12
4 —0.02 0.02 -3.20 —0.90 0.00 0.03
5 0.02 0.01 2.00 1.50 0.00 —0.01
i 0.13 —-0.14 9.10 0.30 0.04 —0.12
Mean 0.06 —0.05 1.18 —1.40 0.06 —0.03
SD 0.15 0.09 5.30 2.48 0.15 0.09

SD, Standard Deviation.
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Variables

(Cronbach’s a)
Pain (NRS)

PHQ-9
(080)

HADS-Anx
082)

HADS-Depr
(0.80)

FFMQ_ful scale
(089

Time.
T
i3
3
(&)T1toT2
(&) T toT3
T
i3
3
(A) T to T2
(8)T1toT3
T
T2
T3
(&) TitoT2
(3)T1toT3
T
T2
3
@)TitoT2
(A)T1to T3
T
T2
3
(3)TitoT2
(A)TitoT3

Intervention group (n = 12)

Mean (SD)
6.00(1.28)
4.83(1.34)
467 (1.44)
—~1.17 (0.83)
~1.33(0.98)
808 (4.64)
458 (2.61)
447 (1.75)
-85 (6.19)
—3.91 (4.12)
10.83 (4.39)
8.08(3.91)
8.17(2.72)
—2.75(3.67)
—2.67 (3.31)
6.25(3.72)
4.75(3.17)
4.42 (2.61)
~158.70)
—1.83(2.72)

120.25 (20.04)

136.92 (17.05)

134.75 (18.69)

~7.67 (22.69)
—55(16.69)

Mdn (IQR)
6(2)
s(1)
4@

—1.00(1.75)

~15(1.75)
6(5)
45
45@)
~2.00 (3.00)
~25(3.75)
115(6)
75(7)
850
—2(3.75)
—4(4.75)
5()
5(4)
43
-15@.75)
-1
127 (32.9)
135 (15)

136.5 (22.9)

—25(21.25)

~4(26)

Control group (n = 14)

Mean (SD)
633 (1.22)
6.22 (1.56)
6.00 (1.28)

—0.11(1.17)
-0.33(1.0)
867 (4.53)
833 (4.21)
6.78 (3.03)

-0.33 (2.96)

~1.89 (3.59)
922 (3.89)
856 (3.21)
922 (3.993)

—0.67 (2.24)
000 (3.46)
4.57 381)
4.22277)
3.44 (2.89)
0.44 (1.94)

-0.33 (2.00)

138.67 (15.35)

137.11(9.21)

137.11(21.99)
1.65(7.52)

1,55 (10.97)

Mdn (1GR)
6(3)
6(2)
6()

0.00(1.5)

0.00(1.5)
8(6)
9(6)
8(6)
-1@
-2(35)
9(6)
9(5)
9(6)
0.003)
1@
45(58)
4(5)
3(6)
0.00(6)
0.00(3)
141 (49)
136 (10.5)
141(31.5)
2(85)
2(16.5)

Mann-Whitney U/p-value

102.5/0.35

86.00/0.92

56.00/0.15

64.00/0.30

92.5/0.67

39.5/0.02"

40.6/0.02*

121.0/0.06

118.5/0.07

108.5/0.21

26.5/0.04*

35.5/0.18

78.5/0.08

76.5/0.11

66.00/0.43

IG—intervention group; CG—control group; (&) was computed by subtracting pretest from posttest and pretest from follow-up scores; positive values signify an increase, and negative
values signify a decrease in the dependent measure. Results from NRS, Numeric Rating Scale; PHQ-9, Patient Health Questionnaire—9; HADS, Hospital Anxiety and Depression Scale;
FFMQ, Five Facet Mindfulness Questionnaire—full scales results. *p < 0.05.
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Negative

Positive

Emotions, feelings, and states of mind

]

2

3) Anger/angry/

4) Sadness/sorrow/gloom/melancholy/longing

5) Fear/apprehension/afraid/alarm/

©6) Excluded

7) Ashamed/embarrassed

8) Loneliness/desolation/isolation

9) Guilt/remorse
0

) Depression
) Anxiety/uneasiness

)
)
)
)

) Discomfort

S

Positivity/positive/weliness
2) Understanding

3) Present

4) Interest

5
©6) Focused

7) Strong/courage

8) Happy/happiness
9) Active

10) Connection/bond

)
)
)
)
) Expressiveness
)
)
)
)

N°

1014
915
194
160
147
114
111

70
65
59

613
298
280
122
106

97
88
85
75
74

%

27,16
24,51
5,19
4,28
3,93
3,05
2,97
1,87
1,74
1,58
21,67
10,58
9,90
4,31
3,74
3,43
3,11
3,00
2,65
2,61






OPS/images/fpsyg-11-600440/fpsyg-11-600440-t007.jpg
GNA (10) Afraid, scared, nervous, jittery, guilty, ashamed, irritable, hostile,
upset, distressed

GPA (10) Active, alert, attentive, enthusiastic, excited, inspired,
interested, proud, strong, determined

Shyness (4) Shy, bashful, sheepish, timid

Fatigue (4) Sleepy, tired, sluggish, drowsy

Serenity (3) Calm, relaxed, at ease

Surprise (3) Surprised, amazed, astonished

GNA, General Negative Affect; GPA, General Positive Affect, Shyness, Fatigue,
Surprise, and Serenity. In parentheses, the number of items defining each scale.
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Characteristics Intervention group  Control group. P

(n=15) (=14
Age, M (SD) 40.9 6.97) 32.2(4.98) 0001®
Localization of pain N (%) N (%)
Headache, migraine 16 (100) 14.(100)
Lower back pain 8(53.3) 5(35.7) 0.340°
Musculoskeletal 746.7) 2(14.9) 0.100°
Fibromyalgia 2(13.3) 16.7) 1.0°
Duration of pain 0.431°
Until 1 year 16.7) 2(14.3)
1-8 years 2(18.3) 0(0)
3-5 years 0(0) 1(@7.1)
5-10 years 2(13.3) 4(286)
More than 10 years 10 (66.7) 7 (50.00)
Pain control strategies
Medication 14(93.9) 13 (85.7) 0598°
Physiotherapy/massage 9(60.0) 5(35.7) 0.191®
Day exercise 3(20.0) 2(14.9) 1.0°
Physical procedures 5(33.3) 4(286) 1.0°
Relaxation/meditation 2(13.3) 107.1) 1.0°

aMann-Whitney U-test; ®Pearson Chi-Square; SFisher Exact test.
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Emotions No. of % of No. of % of
references references emotions emotions
Negative 3733 56,90 89 56,69
Positive 2828 43,10 68 43,41
Total 6561 100 157 100
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Subject ID Mean SCL (1S) Mean SF amplitude (i.S)

Dance Matched- Dance Matched-

for PD intensity for PD intensity

exercise exercise
3 6.61 3.68 8.2 4.27
4 3.62 1.02 3.96 1.14
B 2.22 1.46 2.34 1.8
6 0.51 0.43 0.64 0.54
7 0.89 0.48 1.27 0.56
Mean 2u70 1.41 3.28 1.66
SD 2.47 1.34 3.02 1.85

SD, Standard Deviation.
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ANGER

m2>80%
consensus

m< 80%
consensus

SENSE OF HUMOR EMPTINESS

=2>80% =2>80%
consensus consensus

m< 80% < 80%
consensus consensus
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Subject ID HRact (BPM) PHRR

Dance for PD Matched- Dance for PD Matched-

intensity intensity
exercise exercise
3 83.39 91.28 16.62 17.04
4 80.58 78.14 7.95 815
5 73.36 73.03 8.1 6.88
6 75.76 73.01 7.66 8.78
7 80.18 78.6 10.68 8.8
Mean 78.65 78.81 g.08 8.93
SD 4.03 7.47 3.82 4.05

BPM, beats per minute; SD, Standard Deviation.
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LOVE

FEAR

u2>80% u2>80%
consensus consensus

u < 80% < 80%
consensus consensus

JOY BALANCE

u280% u2>80%
consensus consensus

u < 80% < 80%
consensus consensus

SURPRISE

m280%
consensus

m< 80%
consensus
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Class Structure Movement

Sitting—upper body e Flexion and extension of the spine

o Rotation and lateral flexion of the neck

e Elevation, adduction, and abduction of the scapula

e Circumduction of the arms

e Flexion and extension of the elbows

e Circumduction of the wrists
Sitting—lower body e Abduction and abduction of the hips

o Medial and lateral rotation of the hips

o Hip flexion

e Flexion and extension of knees

e Circumduction of the ankles

o Dorsiflexion and plantar flexion of the feet
Standing e Standing up from sitting

e Flexion and extension of knees

e Extension of the toes

e Abduction of one leg

e Extension of hips

e Lateral flexion of spine
Walking e Single side steps

e Locomotion

The class included four parts (sitting—upper body, sitting—Ilower body, standing,
walking), each part consisting of different movements focused on joints and limbs
mobilization. Single movements were initially presented and later composed in
sequences of increased complexity (i.e., series of single movements in succession).
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SADNESS

2 80%
consensus

m< 80%
consensus

91.43%
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Subject ID BDI-lI MoCA GFQ FoG

1 6 26 15 8
2 8 25 12 10
3 7 26 1 0
4 6 30 6 2
5 12 27 4 2
6 2 27 1 0

7 14 24 3 1

Mean 7.9 26.4 6.0 3.3
SD 4.0 1.9 5.5 4.0

Beck Depression Inventory-Il (BDI-ll) (21 items), Montreal Cognitive Assessment
(MoCA), Gait and Falls Questionnaire (GFQ) (16 items), Freezing of Gait score (FoG)
(6 out of 16 GFQ items). SD, Standard Deviation.
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References n  Age Scanning methodology

INFANTS AGED 0-24 MONTHS-24 REFERENCES INCLUDED
fMRI-3 references included

Anderson et al. (2001) 14 7 15T, 5mm slices
Mean Voxel size not provided
Natural non-sedated sleep
ROIP: Superior temporal region
Perani et al. (2010) 18 3d 1.5T; 23 slices
Mean 375 x 3.75 x 3mm voxel
Natural non-sedated sleep
Dehaene-Lambertz etal. (2010) 7 72d 15T, 16 slices
Mean 4mm isotropic voxel
Settled awake and natural sleep
ROI: planum temporale
NIRS—2 references included
Kotilahti et al. (2010) 13 18d 16 channel
Mean Natural non-sedated sleep
Homae et al. (2012) 46 386m Mult channel
Natural non-sedated sleep
ROI: R temporoparietal region
MEG—1 reference included
Muenssinger et al. (2013) 15 34d 156 Sensors
Mean Natural sleep or settled awake
Stimuii presented monaurally to L
EEG-18 references included
EEG/Auditory Evoked Potential (AEP)
Schmidt et al. (2003) 167 8-12m Auditory evoked potential (AEP)?
Range Recorded at 4 electrodes
Awake protocol
ing and Benasich (2006) 19 3-24m Auditory evoked potential
Range Recorded at 62 electrodes
Awake passive protocol
Girelli et al. (2016) 60 7m Auditory evoked potential
Mean Recorded at 124 electrodes
Awake passive protocol
EEG/AEP/Mismatch Negativity (MMN)
Cheour et al. (2002) 10 2-6d AEP/Mismatch negativity (MMN)
Range Recorded at 13 electrodes
Natural non-sedated sleep
He et al. (2007) 39 234m AEPIMMN
Recorded at 124 electrodes
Awake passive protocol
He et al. (20098) 29 284m AEPIMMN
Recorded at 124 electrodes
Awake passive protocol
He et al. (2009b) 67 284m AEPIMMN
Recorded at 124 electrodes
Awake passive protocol
He and Trainor (2009) 59 34,7m AEP/MMN
Recorded at 124 electrodes
Aslesp /Awake passive protocol
Stefanics et al. (2009) 10 23d AEP/Discriminatory response
Range Recorded at 3 electrodes
Natural non-sedated sleep
Tew et al. (2009) 17 63m AEP/Mismatch negativity (MMN)
Mean Recorded at 128 electrodes
Awake passive protocol
Winkler et al. (2009) 24 23d AEP/Mismatch negativity (MMN)
Range Recorded at 3 electrodes
Natural non-sedated sleep
Hamalainen et al. (2011) 39 6m AEP/Mismatch negativity (MMN)
Recorded at 62 electrodes
Awake passive protocol
Virtala et al. (2013) 19 17d AEP/Mismatch response (MMR)
Mean Recorded at 11 electrodes
Natural non-sedated sleep
Marie and Trainor (2013) 16 7.7m AEP/MMN
Mean Recorded at 124 electrodes
Awake passive protocol
Marie and Trainor (2014) 16 85m AEP/MMN
Mean Recorded at 124 electrodes
Awake passive protocol
Haden et al. (2015) 3B 13d AEP/Mismatch response (MMR)®
Range Recorded at 9 electrodes

Natural sleep or settied awake

EEG/AEP/Frequency Following Response (FFR)

Jeng et al. (20162) 20 1-8d AEP/FFR
Range Recorded at 3 electrodes.
Natural non-sedated sleep
Jeng et al. (2016b) 13 1-3d&3m  AEP/FFR

Recorded at 3 electrodes
Natural non-sedated sleep

CHILDREN AGED 2-6 YEARS —8 REFERENCES INCLUDED
fMRI—3 references included

Overy et al. (2004) 33 633 3T, 26 slices
Mean 38 x 8.8 x 4mm voxel
Active/behavioral response
Guertero Arenas etal. (2016) 15 5-6y 1.5T; 35 slices
Range Voxel size not reported
Settled awake
Prabhakar et al. (2018) 22 289m 3t: 46 slices
Mean 3mm isotorpic voxel
Analysis confined to hippocampus
Natural non-sedated sleep
MEG—1 reference included
Fujioka et al. (2006) 4 4ey 151 sensors
Range Settled awake
Longitudinal design (scanned 4
times in a year)
EEG-4 references included
Jentschke et al. (2008) 20 525 AEP/Early right anterior negativity
Mean (ERANS®
Recorded at 22 electrodes
Awake passive protocol
Putkinen et al. (2018) 2 279 AEP/MMIN
Mean Recorded at 5 electrodes
Awake passive protocol (Overy
etal., 2004)
Jentschke et al. (2014) 62 30m AEP/ERAN
Mean Recorded at 21 electrodes
Awake passive protocol
Corigall and Trainor (2014) 46 45y AEP/ERAN
Mean Recorded at 128 electrodes

Awake passive protocol

CHILDREN AGED 7-12 YEARS—11 REFERENCES INCLUDED
fMRI-1 reference included

Koelsch et al. (2005) 10 102y 3T, 24 slices
Mean 1.00.x 1.00 x 1.5mm voxel
Active/behavioral response
MEG-2 references included
Muenssinger et al. (2013) 2 97y 275 sensors
Mean Settled awake
Parvizinen et al. (2019) 19 78y 306 sensors
Range Settled awake
EEG-8 references included
Ceponiene et al. (2002) 16 4and9y  AEP
Recorded at 62 electrodes
Awake passive protocol
Koelsch et al. (2003) 28 Sand AEP/ERAN
9y Recorded at 12 electrodes
Active/behavioral response
Magne et al. (2006) 10 8y AEP/ERAN
Recorded at 28 electrodes
Active/behavioral response
Jentschke and Koelsch (2009) 20 11.1y AEP/Early right anterior negativity
Mean (ERANY
Recorded at 22 electrodes
Awake passive protocol
Fox et al. (2010) 28 79y AEP
Range Recorded at 33 electrodes
Awake passive protocol
Cirelli et al. (2014) 16 76y AEP
Mean Recorded at 128 electrodes
Awake passive protocol
James et al. (2015) 15 109y AEP/ERAN
Mean Recorded at 64 electrodes
Active/behavioral response
Alipour et al. (2019) 18 116y AEP
Mean Recorded at 32 electrodes

Awake passive protocol

CHILDREN AGED 13+ YEARS—3 REFERENCES INCLUDED
EEG-3 references included

Shahin et al. (2010) 46 4-25y AEP
Range Recorded at 20 electrodes
Awake passive protocol
Mahajan and McArthur (2011) 87 10-17y  AEP
Range Recorded at 30 electrodes
Awake passive protocol
Yamazaki et al. 2018) 31 saisy AEP
Recorded at 62 electrodes

Awake passive protocol
Monaural presentation

"See Supplementary Material for description of the MVIN component of the AEP/AEF.
2See Supplementary Material for description of the AER.

3See Supplementary Material for description of the MR component of the AEP.
“See Supplementary Material for description of the FFR component of the AER.

$See Supplementary Material for description of the AEF.

©See Supplementary Material for description of the ERAN component of the AEP.
7See Supplementary Material for description of the ERAN component of the AEP.
3Age abbreviations: d days of age/postnatal days; m, months of age; y, years of age.
bROI, Region of interest.

Music stimuli

Frequency modulated tones

Western Classical Music

« Matched counterparts that
varied in degree of
consonance/dissonance

Mozart piano sonatas

« Maternal and unfamiliar
voice (music as comparative
stimul)

Mozart piano concerto

* Female infant directed
speech (music as
comparative stimul)

Digitally recorded chromatic
tone sequences

500 Hz tones
750Hz disinhibitor tone

Orchestral music-sad, fear &

joy:

1. Adagio, Barber

2. Peter and the Wolf,
Prokofiev

3. Spring, Vivaldi

Oddball paradigm-pitch

deviants

* Standard—100Hz complex
tones

* Deviant-300Hz

Six beat rhythmic pattern of
ambiguous meter

Oddball paradigm-duration
deviants

* Standard—100ms.

« Short deviants—40ms

« Long Deviants—200ms

Oddball paradigm—pitch
deviants

« Synthesized piano tones
* Standard-C5 (523Hz)

« Deviant-F#5 (740Hz)

Oddball paradigm—interval

deviants

« Synthesized piano tones

« Standard-ascending interval
C5-Fi5

* Deviant-descending F#5-C5

Oddball paradigm—pitch
deviants

Synthesized piano tones
Standard—C5 (523 Hz)
Deviant—F#5 (740Hz)

Fast and slow presentations

Oddball paradigm ~pitch

deviants

* Standard—Ascending tone
pairs with fundamental
frequency present

* Deviants—Tone pairs with
missing fundamental
frequency

Oddball paradigm—interval

deviants

« Standard—descending pitch
2 semitones

 Deviants—descending pitch
7 semitones

Oddball paradigm—melody

deviants

« Standard—4 note melody
transposed to 20 starting
notes

« Deviants—final note raised
by semitone

Oddball paradigm—beat

deviant

« Standard—2 bars of 8
isochronous beats

« Deviant—down beat omitted

Oddbell paradigm—pitch

deviants

« Standard-tone pair, identical
100Hz tones
Deviant—tone pair
100/300Hz

« Deviant—down beat omitted

Oddball paradigm —chord

deviants

« Standards—root position
major triads

* Deviants:

1. Root position minor triads

2. 2nd inversion major triad

3. Dissonant chords

Oddball paradigm—pitch

deviants

« Standards—simultaneous
tone pairs minor 10th apart

« Deviants—one tone in
standard pair shifted up or
down 1 semitone

* Also single voice condition

Oddbeall paradigm—pitch

deviants

As per Marie and Trainor

(2013) above

Oddball paradigm —melody

deviants

« Standard—Trains 6
descending pitches

* Deviants—Position 2 OR &
pitch ascending

4 contrasting mono-syllabic
tones with different pitch
contours produced by male
voice

Stimuli as per Jeng et al
(20164) above

Marimba like tone

* Melody stimulus—short
musical phrase of five
different pitches

 Rhythm stimulus- single
pitch with various durations.
to form rhythmic pattern

Specifically composed

consonant and dissonant

piano melodies

Unfamiliar African lullaby

440 Hz violin tone

Midi produced piano, chord
progressions with either:

* Regular Vl/perfect cadence
« Iregular Il-l Cadence

Oddbeall paradigm—multiple

deviant paradigm

* Standard—500 Hz, 200ms
duration

« Deviants—different
frequency/.pitch, duration,
gap, intensity, direction

* Deviants—novelty sounds

Midi produced piano, chord

progressions with either:

« Regular cadence V-1

« Iregular cadence V-1

« Irregular cadence
(Neapoitar)

i

Chord sequences &single line

melodies

« Standards follow Western
Syntax

* Atonal

© Unexpected Key

Midi produced piano tones
Harmonic progressions:

« Regular cadence (V7-1) OR
« Imegular cadence (V7-ii6)

Trains of 8 tones with single
dishabituator tone at tone 6th
position

Single 1,000Hz tones
presented at various
inter-stimulus-intervals.

Harmonic tones
* Short stimulus onset

asynchrony (SOA) 700ms
* Long SAO 2.8-7.7s

Chord progressions of 5
chords either:

+ Syntactically regular

« 6 at 3rd OR 5th position

* Deviant instrumental sounds

Children's repertoire and

specifically composed

melodies

+ Congruous ending

* Incongruous ending (1/5
tone)

+ Incongruous ending (1/2
tone)

As per Jentschke et al. (2008)

* Single tone stimulus
1,000Hz

+ Paired (identical) tone stimuii
with increasing inter-stimulus
intervals

* Pure tones presented at 3
tempi
« Isochronous presentation

Specifically composed string

quartets

* Regular ending ()

« Transgressed ending
(inverted IV)

Monophonic instrumental

melodies

* Natural pieces (Hayden &
Albinoni)

 Same pieces with altered
thythic patterns

A3/220Hz & C3/131Hz:
« Pure tones

* Synthesized piano tones
* Synthesized violin tones

* 1,000Hz pure tones
* 1,200Hz deviants

+ Tone bursts (single tones)
500Hz
* Click trains

Summary of primary neurophysiologic
response/s

BOLD response detected in ROlinn = 14
- 9/14 BOLD signal increase
- 5/14 BOLD signal decrease

- Hemispheric asymmetry present RL for
original music

- Peak activation in R primary auditory cortex
extending to secondary auditory cortex

- Rauditory cortex and R
amygdala-hippocampal activation stronger
to original music compared to altered. L.
limbic structure activation greater to
dissonant music

- Bilateral activations in ROl

- Music stimulated greater R activation than
speech conditions

- 11/13 significant hemodynamic response to
stimuli

- No significant lateralisation of hemodynarmic
response to either music or speech

- 3/13 music eliited a strong hemodynamic
response

- Mixed positive and negative hemodynamic
responses

- Bilateral temporal activation to stimuli

- 3 month olds detected pitch changes in
successive tones.

- ROI had increased sensitivity to auditory
sequences with age

- Nil evidence of auditory habituation
- MMN' elicited in response to infrequent
750Hz tone

- AEP not altered by different emotional
valance of stimuli

- 3month olds increased activation, 12 month
olds deactivation in response to stimul

- More frontal than parietal activation at 9 &
12 months

- No significant lateralisation effect

- Significant morphological changes of AEP at
6-7 months

- P150, N250, P350, N4SO reliably elicited
after 6 months

- MMN not consistent at 8 months

- MMN robust and more adult like after 6
months.

- MMN more prominent R frontal than L

- Latency of AEP components decreased
with age

- Entrainment to rhythm

- Perception of thythm in duple OR triple
meter

- Standards elicited P200 peaking 300-
350ms

- MMN elicited in al infants to both long and
short deviants

- MMN long latency

- At 2 months slow positive wave elicited by
deviants.

- At3 &4 months MMN-like negativity elicited
by deviant

- MMN-like negativity followed by P3a

- MMN-like wave stronger in R hemisphere

- MMN-like wave amplitude increased and
latency decreased with age

- At 2 months no significant MMN, standard
and deviant waves not significantly different

- At 4 months MMN-ike negativity in
response to deviants

- MMN-like response larger peak amplitude
than adults

- MMN-like response  longer  latency than
adults

- Trend for R hemisphere dominance of
MMN-like response

- At 2 months no significant difference in
response peaks between standard and
deviant pairs

- At 4 months MMN to deviants had similar
function characteristics to adult MMN

- Presentation rate of stimuli had no impact
on MMN ampiitude but MMN had longer
latency to fast presentation rate (4 month
olds)

- If missing fundamental frequency of deviant
perceived MMN elcited as pitch would
descend (standard has ascending pitch)

- At3 months—no MMN to deviants

- At4 &7 months MMN elcited to deviants,
therefore missing fundamental perceived

- AEP elcited by deviants significantly
dfferent to those evoked by standard
intervals (precursor to MMN)

- Extended right frontally positive response to
deviants
- Immature MMN-like response

- Deviant had syncopated feel

- Deviant elicited discriminative waveform;
negative peaks at 200 and 316 ms followed
by positive at 428 ms

- Immature MMN-like response

- Bilateral activation close to auditory cortex

- Deviant stimuii elicited large
positive-negative complex at 408 and
540ms after tone pair

- Statistically significant MMR to major/minor
and dissonant /consonant chords

- Dissonant deviants elicited frontal positive
MMR

- Minor deviants elicited negative MMR most
pronounced in parietal regions

- No MMR to major inversion deviants

- MMN response elicited by deviants

- MMN latency significantly longer for pair
stimulus than single voice

- MMN elicited when deviants presented in
either voice of pair

- MMN larger when deviant presented in high
Voice of pair compared to low voice

- Larger MMN recorded for high voice
deviants than low voice deviants

- Shorter MMN latency for deviants in high
voice

- High voice superiority

- Significant slow wave positive discriminative
AEP elicited by deviants in Position &
(discriminative MMR)

- Nil_significant response to deviants at
Position 2

- Emerging predictive pitch processing

- 20/20 infants displayed electrical response
that followed the contours o the four
stimul/pitches

- 13/13 infants displayed clear spectral
energy that followed pitch contour of 4
stimuii

- 11/13 infants displayed improved tracking
‘accuracy and pitch strength at 3 months of
age

- Blateral activation in superior temporal
gyrus (auditory cortex) for both conditions

- Hemispheric activations not significantly
different for rhythm or melody

- Designated ROI analysis—small region in R
superior temporal gyrus significantly higher
activation for melody than rhythm

- Both consonant and dissonant music
activated temporal lobes, frontal lobes,
fusiform and cerebellum

- Larger activation in cerebellum and fusiform
for consonant/tonal music

- Consonant/tonal music stimulated induced
larger activation in frontal lobes and limbic
system

- Dissonant/atonal music induced larger
activation in temporal areas and cerebellum

- Presentation of previously presented lullaby
stimulated bilateral hippocampal activation
compared to novel song

- No laterality effect observed

- Longer latency auditory evoked field (AEF)®
for violin tone compared to noise burst

- Violin tone—larger P100m and P320M peak
amplitude compared to noise burst

- Shorter peak latencies across sessions (3/4
monthly) for N250m, P320m and N450m

- Decreased amplitude for N250m and
320m across sessions

- ERAN eliited in response to iregular
supertonic cadence

- ERAN prominent over frontal leads

- ERAN followed by N also over frontal leads

- ERAN longer latency than adults

- Temporal cues (duration and gap deviants)
elicited ~ significant  MMN-ike ~ response
followed by Pa-like and LDN-like response

- No MMN-ike response observed to
frequency, intensity or direction deviants
(pitch/melody based deviants)

- Larger P3a response positively correlated
with greater musical exposure

- ERAN peaking ~300ms eliited for both
imeguiar chords

- ERAN more broadly distributed
reported in adults

- ERAN had smaller ampiitudes and longer
latency than acults

- No N5 observed following ERAN

- An early component (immature ERAN)
elicited by syntactic imegularities in chord
sequences but not melodies

than

- Pattern of R hemisphere activation similar to
non-musician aduts
- Recognition of musical syntax involves
network comprising; pars opercularis in
frontal lobes and interior ventrolateral pre-
motor cortex i frontal lobes
- 4 different cortical networks activated in
music processing:
1. Musical ~structure
cortex, superior
pre-motor cortex
2. Musical meaning: posterior temporal areas
3. Working memory: supramarginal gyrus and
pre-frontal cortex
4. Emotional aspects music:
orbitofrontolateral cortex and anterior
insula

inferior ~ frontolateral
temporal gyrus and

- No habituation response observed

- No decrease in signal between tones 1-5

- No signal increase from tones 5-7

- Sounds from contralateral ear eficit stronger
response than ipsilateral ear

- R hemisphere stronger and more adut-lie
AEF

- Stronger activation emerges after 200ms.
(slower than recorded in adults)

- AEP to short SOA at both ages consisted of
P1 and N2 peaks

- N2 amplitude decreased between 4 and 9
years

- AEP tolong SOA at 9 years consisted of P1,
N1, P2, N2 peaks

- N1 generators at 9 years anterior to that of
adults

- Amplitude and latency of P1 change as a
function of age

~In by 5 and 9 year olds 6 chord in
5th position elicited early anterior negativity
(immature ERAN)

- This ERAN -ike response had L
predominance in males and bilateral
distribution in females

- No ERAN to ii6 chord in 8rd position

- Electrical correlates of music syntactic
processing observed earlier than language
equivalent

- No significant  response
incongruent endings (1/5 tone)

- Strong incongruent ending (1/2 tone)
elicited early negative component
(immature ERAN) that was larger over R
hemisphere

to

weakly

- ERAN folowed by N5 elicited by
syntactically iregular chords

- ERAN has increased latency and more
bilateral scalp distribution compared to
adults

- AEP in participants dominated by P1,
maximal at front-central sites

- Distinct response not observed when
inter-stimulus interval <200 ms.

- Patterns of desynchronization and rebound
observed to two slower tempi

- This pattern occurs most strongly in beta
waves

- Pattern of beta fluctuations followed tempo
o stimuius (excluding fastest presentation)

- Induced beta fluctuations entrained to
isochronous auditory stimuli at slower tempi

- No ERAN observed totransgressed endings

- Gentro-posterior negativity observed to
transgressed cadences (simiar to the
semantic mismatch N40O

- Strong activation in pre-motor areas for
transgressed endings

- Greater involvement L hemisphere than in
adults

- Synchronous activty between electrodes =
functional connectivity

- Dominant involvement of front-central and
pre-motor areas

- Alterations of functional connectivity due to
rhythmic pattern change around
front-central and inferior parietal regions

- P1 latency decreased with age

- N1 latency decreased with age

- Phase locking for theta, alpha, beta and
‘gamma bands strengthened with age

- Phase locking at bands <20Hz present at
every age

- Phase locking for bands >25 Hz present
after 10 years.

- Audible movie soundtrack had degrading
effect on AEP of children and adolescents

- Reliabilty of P2 amplitude and latency low in
chidren and young adolescents

- Reliability of N2 amplitude lower in chidren

- N1 and P1 peaks amplitudes least affected
by audible soundtrack

- At 5 years tones evoked immature P1 and
N2

- At 15 years tones evoked P1, N1, P2, N2
peaks (similar to adult AEP)

- At 5 years clicks elicited contralateral
response and tones a bilateral response

- At 15 years tones elicited R dominant
processing and clicks continued to elicit
contralateral response





OPS/images/fpsyg-11-572028/fpsyg-11-572028-g001.jpg





OPS/images/fpsyg-11-568948/fpsyg-11-568948-g008.jpg
CONSENSUS AMONG
RESPONSES TO FORMS AND
CHOICES OF THE EXPERTS

® > 80% consensus
m < 80% consensus






OPS/images/fpsyg-11-600440/fpsyg-11-600440-t002.jpg
Subject Drug Daily Dose Conversion LED Total,

ID (mg) Factor (mg) LEDD (mg)

1 Stalevo 375 1.33 499 699
Rasagiline 1 100 100
Amantadine 100 1 100

2 Rytary 170 0.6 102 602
Pramipexole 3 100 300
Amantadine 200 1 200

4 Stalevo 550 1.33 732 852
Rotigotine 4 30 120

5 Stalevo 400 1.33 532 652
Rotigotine 4 30 120

6 Sinemet 200 I 200 275
Sinemet CR 100 0.75 75

7 Sinemet 300 il 300 300

We also show the conversion factors that lead to the LED calculation following
Tomlinson et al. (2010) guidelines. Subject 3 is not reported since not currently
treated with levodopa, dopamine agonists or other dopamine-interacting drugs.
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m Europe

m Asia

= Northamerica

m Latin America

m Slavic Countries
m Oceania

= Africa

m Dual Nationality

= Unknown






OPS/images/fpsyg-11-600440/fpsyg-11-600440-t001.jpg
Subject ID PD duration (years) Age (years) Hoehn and Yahr UPDRS IA UPDRS IB UPDRS Il UPDRS Il UPDRS IV

1 9.7 59.5 2 10 7 24 4
2 8.9 751 2 8 9 19 7
3 1.5 74.5 1 2 10 5 9 0
4 4.2 67.5 2 11 6 7 34 0
5 9.8 69.1 2 1 14 6 25 4
6 3.0 80.3 1 1 2 2 6 0
7 3.6 74.0 1 13 7 4 20 1
Mean 5.8 71.4 1.6 5.0 8.1 5.7 19.6 2.3
SD 3.5 6.7 0.5 5.0 3.8 2.3 9.6 2.8

Hoehn and Yahr is reported to indicate the stage of disease progression (0-5). MDS-UPDRS scores include parts I: Non-Motor Aspects of Experiences of Daily Living
[IA, Complex behaviors (6 items); IB, Patient Questionnaire (7 items)]; Il: Motor Aspects of Experiences of Daily Living (13 items); lll: Motor Examination (33 items); IV:
Complications of Therapy (6 items). SD, Standard Deviation.
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Interventions with significant effects on

Internalizing problems Externalizing problems Social problems Self-esteem/Self-concept Emotion regulation

Non-directive n=5(62.5%) n=4(80%)
Directive n (60%) n=4(100%)
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Applied means and forms of expression

Painting sessions. Subjects had 45 min to 1hto draw. In the end,
subjects had 15 min to talk with the therapist and other members
about works, feelings, interests, and events. Topics: warm-up
activities using painting and coloring, leaming about art media,
general topics, first childhood memory/faily relations, and the
directed mental image, visualization, cream and meditation, anger
releasing.

Opening activit, discussing the weekly topic and art intervention
related to chronic lness, art-making, opportunity for the patients
toshare their feelings related to the art they created, and closing
activity Inclusion of specific art therapy tasks designed to
encourage expressions, discussion, and problem-solving in
response to the emotional burden of chronic ilness.

The subjects had a white sheet of paper to paint freely. At the end
of each session, the students explained their painting briefly n the
group.

‘The GATTI (Chapman Art Therapy Treatment Intervention) begins
with a graphic Kinesthetic activty, followed by a series of carefully
worded directives to eicit a series of crawings designed to
complete a coherent narrative about the event (trauma). After
completing the drawing and verbal narrative, the child is engaged
in areteling of the event using the drawings to ilustrate the
narrative.

‘The child undergoing the therapy selects a topic, and the
materials, for a project of interest. When necessary, conducting
role-playing and guiceed discussions are used to increase efficacy.

Painting therapy (not further described)

Synallactic Collective Image Therapy (SCIT): drawing of a picture.
Afterward, a brief presentation and voting one for discussion. The
originator gives a title, offers association to it, and says how
he/she felt before and after drawing, Other members ive their
associations. The resulting overlapping of the patient association
was the collective image, which represented the basic theme of
the session.

Al sessions contain two domains: externalizing the problem and
finding solutions. The experience associated with stress is drawn
‘on small white paper. The future solution contents wil be drawn on
‘olorful, larger paper. All artworks were gathered and reviewed at
the end of the intervention (ast session) together with the parents.

‘Trauma-focused art therapy (TF-ART). Scripted trauma-specific art
activiies (directives) for each session. Each participant completed
atleast 13 collages or drawings compiled in a handmade book
format to express a narrative of his or her “ife story.” The activilies
sought to support the youth in reflecting on several questions:

Whatis the difference between feeling safe and unsafe with (2)
your peers in the hospital; (bJpeers on the street; (¢) a staff
member; (d) adults in your community; () peers at home; and ()
aclits at home? When are feelings of fear and anger helpful, and
how can they lead to increasing safety? What makes a place safe
or dangerous? Gan you contrast dangerous acthities that you
have engaged in diuring the past with safe activities? What made
them safe or dangerous? A second phase of the protocol focused
on sharing trauma-related experiences and describing coping
responses. On the last session, each presented the book in ts
entirety to his or her peers.

Adiversity of topics and means. Inclucing: Image-making and
imaginary drawing. Chidren started to image-making then draw
whatever they prefer in their imaginary area; Children play-act and
craw simple bad/good feelings in the group setting; Overall,
crawing and discussing/expioring the resut. At the ninth session,
allthe children worked on a group project to bring closure by
crawing a ceremony on a large paper together with comments. At
the end, a smal extibition of artwork was made.

‘The participants in control group B (art therapy group) created art
projects, which were handled in an art-therapy fashion. Each
meeting was divided into two parts. I the first 20 min, the chidren
‘could freely choose to work with any of the available art-project
materials and create (or continue to create) whatever they wanted.
“Then the work would stop, and the children would gather in a
circle to discuss a child's (n tum) project

‘The intervention includes four sets of facil features (eyes, noses,
mouths, and brows) representing four different emotions
{happiness, sadness, anger, and fear), as well as a mannequin
head. The participant was asked to create four different faces,
representing happiness, sadness, anger, and fear. The participant
was directed to choose a mouth, nose, eyes, and brows (in that
‘order) that represented the correct emotion.

Two forms of art therapy: Art as therapy group (2) (experimental):
unstructured, the chidren were encouraged to use the media and
be creative with them. Cognitive-behavioral art therapy (b)
(Control): use of specific objectives, a stated theme, specific
media, and discussion topics. Basic structure: musdle relaxation,
imaginary activity, clean up, discussion. Use of
‘cognitive-behavioral principles: behavior contingendies, imagery,
modified desensitization, problem-solving techniques, relaxation,
stress inoculation, verbal self-instruction.

Chapman Art Therapy Treatment Intervention (CATTI): one-to-one
session at the child's bedside, completion 1h. Starting: drawing
activity. Drawings are used, creating a narrative about the event;
the child can discuss each crawing. Then a reteling of the event,
using the drawings to lustrate the narrative.

Patients selected buttons, threads, and words with which they
constructed their Healing Sock Creature. The imaginary creatures
were sewn and stuffed with magic bean, sand, or fiverfil. Chiren
placed wishes inside the Healing Sock Creature to express their
feelings.

Incividual artwork (not further described).

Each session had the following phases: introduction, actvity, and
closing. In the introciuction phase, the participants greeted one
another, did some warm-up clay activites, and were introduced to
theme-related day techniques. In the activity phase, they did
individual or group-based activiies making shapes using clay. In
the closing phase, feedback about their performance was.
exchanged.

Painting therapy

First session: Inital introduction, declare short objective of
sessions.

Second session: Collaborative painting among therapist and child:
make a closer contact with children. Third session: Techniue of
chilcren's scribbl: reduce resistance and anxiety in chidren.
Fourth session: Photo collage: Increase cooperation during the
treatment process. Fith session: Drawing with free issue:
emotional discharge. Sixth session: Drawing the atmosphere of
the hospital and the inpatient portion: express anxiety of children
related to atmosphere hospital.

Seventh session: Drawing family as animal: evaluate the atttude
and relationship of children with farmiy.

Eighth session: Anger collage for expressing chidren's anger and
aggressiveness.

Ninth session: Drawing with free issue: express emotion. Tenth
session: Evaluate the effectiveness of drawing on aggressiveness
and anxiety.

Eleventh session: Follow-up session.

Four themes: (1) Establishing group cohesion, and fostering trust
by group painting, guided fantasy with clay, and story-making
through a doll. (2) Exploration of feelings associated with the.
abuse by drawing feelings, drawing perpetrators, placing of these
in boxes. (3) Sexual behavior and prevention of revictimization by
role-playing and mutual storyteling (4) Group separation by
painting, drawing, or sculpting feelings associated with leaving the
group

Six interventions were repeated twice: (1) Predesigned mandala
template/complete design. (2) Create seff-portraits (3) Design a
‘collage. (4). Mold clay into a pleasing form, which could be an
animal, a person, an object, or an abstract form. (§) Visualize a
landscape from imagination and paint t. €) Arrange a variety of
‘objects in a pleasing orientation and draft the stilIfe with a pencil

The given theme was Heroes; no further information provided!

Expression of feelings by mandala drawing and painting.
Exploration of changes in family functioning by a family drawing
with pencils, markers, and ol pastels.

AFI (art future-image intervention): Clients met together, formulated
plans for a future identity, and created a future self-mage
caricature poster from an enlarged polaroid photograph and a
‘career/body-image packet designed by the researcher.

Creating therapeutic art books.

‘The sessions employed art-based interventions using the
art-based interventions focused on developing seif-expression,
creativiy, and the consolidation of social skils through art-making,
discussion, play, and collaborative projects.

At therapy included theme drawing, theme painting, making
future portrait, freehand crawing, clay modeling, scribble drawing,
paper bags making, preparing stuffed toys, finger painting, and
attach a drawing to a balloon.

Conversation skils are practiced in an unstructured manner
(10min), with leading questions. Then a structured art activity
(30min), with instructions and next unstructured free time (20 min).

The specific art therapy interventions used during the study
included magazine collage and yarn basket-making, The same
projects and an identical selection of materials were provided to all
participants, regardiess of the intervention approach. All
participants received group therapy with their core group 5 days a
week s their primary treatment and participated in several
adjunctive therapies weekly (including art therapy). A majority also
had monthly family theapy sessions, facilitated by their
core-group leader.

Group activties included several spontaneous art sessions as well
as some group directives inspired by the writings of Ross (1996),
Ruiz (1997), Riley (1999), as well as Daley and Lecroy’s (2001)

A manualized art intervention program: Sessions 1 to 3 consisted
of the “geting to know” stage, sessions 4 to 8 were the
“releasing” stage, and sessions 9 to 12 were the *soaring” stage.
‘The “getting to know” stage focused on easing the tense
atmosphere by building a rapport between the therapist and
chilren, as well as helping the chidren become more familiar vith
the material and gain an awareness of theirinner self. The
“releasing” stage was designed to help the chidren experience the
freediom of feeling and relieving their pent-up feelings through
expression. It also dealt with their relationships with the parents
and siblings within the family. The “soaring” stage focused on
providing positive feedback in the form of hope for the future and
positive awareness of one's current self.

Sessions 1 and 2: Group puzzle mandala. 3: Creation of two lsts.
of fesings. 4: Creation of a “container” for these feslings/several
materials. 5: Drawing of “roadmaps.” 6: Puppet making. 7: Clay
representation of significant people. 8: Making of a bracelet. 9
Designing a safe place. 10. Sharing creations of products in the
group

A combination of art therapy, cognitive behavioral therapy, and
‘group process to address the therapeutic issues related to
childhood sexual abuse. Not further specified.

‘The art therapy interventions delivered within the sessions were
tailored to the client’s specific needs and therapeutic goals, as
estabished by the client, the family, and the therapist (not further
descrived)

Not described. Different for allindividual subjects.

‘Students engaged in art therapy combined with BT and DBT
modalities. Students learned to lsten, describe their artwork and
personal experiences, give feedback and encouragement to their
peers.

Each session included a different discussion topic and art activty
designed to enhance positive adjustment to epilepsy. (1):
Self-portraitinside/outside box, drawing, and collage. (2): A
‘memory o feeling about epilepsy. drawing and painting media. (3):
Mandala of personal symbols, drawing media (4): A dream or goal
for the future, diorama with digital photo portraits, mixed media.

Art materials

Gardboard and acryiic paint
and drawing materials

Avariety of
materials/techiques were
offered, including dlay,
‘papier-méché masks, paint,
paper decoration forms, and
markers.

Painting equipment: marker,
color pencil crayon, gouache,
and water; white piece of
paper

Minimal art media

Materials needed for art
projects, such as paper,
paints, pictures, jourals.

Not described

Drawing on 12 by 18 inches
‘construction paper with
pencils and colored markers.

Small white paper and large
colorful paper; a variety of
materials/techniques was
offered, including crawing,
painting, stress ball making,
paper cutting, and paper
folding

Collage technique, drawing;
making a book

Drawing on large paper, not
further described.

Avariety of materials

Four sets of facial foatures
(eyes, noses, mouths, and
brows); a manneqin head.
Facial features were molded
with Super Sculpey. Scotch,
Adhesive Putty was used to
attach the facil features to the.
Styro Full Bank Head. On the
head paint was appied.

Inboth groups, the materials
ranged from paint, drawing
pendils and pens to clay,
collage and construction parts.

Minimal art media for drawing.

Unused hospital socks and
small Kidney cishes to place
buttons and threads. Sewing
materials, magic beans, sand,
fiberfl.

ciay

Not described

Photo collage, drawing.
Not further described.

Paint and drawing
materials, not futher
specified, and clay.

Color pencils, markers,
‘crayons, and o pastels;
charcoal, ink, or mixed
media, clay; acrylic
paints or watercolors

An extensive range of
different materials ias
available. There was
wood, stone, plaster,
and a comprehensive
selection of paint and
drawing materials, also
felt and other textiles.

Paint, not further
specified; drawing
materials such as
‘pencils, markers, and oi
pastels

Polaroid photos;
crawing materials.

Adiversity of materials,
not further specified

Various two- and
three-dimensional art
materials

Drawing and painting
‘materials including
finger paint (not further
described); clay,
materials for making
paper bags; stuffed toys

Avariety of materials.
and actiities is used.

Avariety of materias,
including magazines
and yam, for basket
making.

Not described

Al three stages used a
variety of materials and
activities.

Avariety of materials,
including puzzle
mandala. Drawing
materials. Materials for
making a puppet; clay:
materials for making a
bracelet

Avariety of materials,
not further specified.

Not described

Not described

Avariety of materials
and activities was used;
not further described

Drawing materials;
materials to make a
collage; painting
mateials; digital photos;
mixed media

Therapist behavior

No information given

Patients are encouraged by the art
therapist to express their thoughts and
feslings through art materials and
interventions.

Noinformation given

Chicren's emotional expressions are
validated by the therapist as normal
responses to the traumatic event to
universalize their experience and reduce
ariety. During the reteling, numerous
issues are addressed, including but not
limited to misperceptions, rescue and
revenge fantasies, blame, shame and
quit, coping strategies, treatment and
follow-up plans, traumatic reminders,
and reintegration strategies.

‘The therapist assists and supports the
‘youngster in camying the project out
‘The therapist’s role is to help the chid
identify a meaningful experience, a
iffculty, or a confit. In the process of
working on the art piece, the therapist
encourages the chid to express relatedt
feslings and concems, to explore them,
and toreflect on them.

Not described

‘The therapist takes an active role,
directing and encouraging group.
members in the art activity. The
therapists made sure group rules for
orderly behavior were maintained.

‘The therapist asks for whatis better.
The clients “stated needs for today” are
related to overall goal(s) for therapy. The
clent is compimented for his
strengths/resources. The therapist
askes exceptionvdifierence uestions.
Scaling questions are being asked.
Coping questions related to the clients
abilties that emerged are being asked.
Feedback on the helpfulness of the
sessionis asked. The miracle question
is being asked. The clientis asked,
“what else” was better in today’s
‘session. The families are given
‘compliments about their contributions.
as the session ended. The clientis
‘asked to draw what they wish to
draw/make but related o their
problems. The therapist elicits the client
totalk about the drawing and express.
their feeling. The therapist embeds
most of the solution-focused questions
and skills in the art-making process and
‘guides the conversation. The therapist
monitors that the crawings or the
handrafting are related to the
intervention goal and that the session's
drawing s focused on future, positive,
and brightness.

Each adolescent was asked at the
beginning of the session to do a
*feslings check-in” desciibing how he
or she was feeling in the moment using
a single word or sentence, and a
*feelings check-out” at the end of the
session. Afer the art-making period,
during which minimal discussion took
place, the youth were encouraged to
display their artwork to peers. They
‘were encouraged but not required to
discuss creams, memories, and
feelings related to their trauma history
‘and symptoms. A second phase of the
protocol focused on sharing
trauma-related experiences and
describing coping responses. For
‘example, they were asked to share
“some of the words that others have:
used to hurt you or help you n the
past’; to describe nightmares, bad
dreams, distressing memories, and
flashbacks, as well as strategies used

traumatic "triggers” that served as
reminders of trauma memories or
feelings, along with coping strategies.

An active role of the art therapist, for
instance, recognizing dysfunctional
ideas and beliefs children hold about
themselves, thei relations or
interactions with the environment, and
helping children identifying and
restructuring them by using
self-monitoring, problern-soiving
strategies, and learning coping
responses and new skils.

The art therapist supervised the group.
Led by the art therapist, the discussion
focused on questions such as: *how
was the project done,” what it reminded
the creator of, if it was similar to or
ferent from other projects that he/she:
had made, it eflected the way he/she
felt that day, if it reflected anything that
‘was happening in his/her lfe, and what
he/she could learn from the project
about himselfherselt.

The participant was directed to choose
amouth, nose, eyes, and brows (in that
order) that represented the correct
‘emotion. For example, the researcher
asked: which one of these mouths do
You think would be a happy mouth?
The participant recelved two attempts
at choosing the correct feature. If the
correct feature was chosen, the
researcher responded: yes, that s a
happy mouth! If an incorrect feature
was selected, the participant was
reciected with a statement such as: |
o not think that is a happy mouth. A
happy mouth has ends that tum
upward. Then the participant made a
second attempt at selecting the correct
feature. If this attempt also faled, the
therapist directed the participant to the
correct feature.

At s therapy group (a): The therapist
was aciive, yet nondirective, by
controling the environment through
manipulations of ambiguity and anxiety.
Therefore, f tensions in the group were
brought to a dangerous level, the
therapist intervened through clarifying
issues and helping the group find
alternatives to the problem. The
therapist also assisted any chid who
was having dificulty with a speciic
medium. Cognitive-behavioral art
therapy group (b): delineated verbal
instructions, directions for art media.

The child is encouraged to discuss
‘each drawing. During the retelling,
numerous issues are acdressed,
including misperceptions, rescue and
revenge fantasies, blame, shame and
quit, coping strategies, treatment and
follow-up plans, traumatic reminders,
and reintegration strategies.

The therapist becomes the co-creator
under the direction of the child by
forming a bond of trust as the chid
shares their design ideas, which may
include conversations about symbolic
meanings of buttons or colors or
threads.

The central focus of the art therapist
was to assist the subjects to increase in
the present their sense of personal
power and responsibilty by becoming
‘aware of how they biocked their
feelings and experiences anger. The
‘approach was non-interpretive, vith the
participants creating their direct
statements and finding their meanings
in the individual artwork they created.
The art therapist asks questions. No
further information provided.

The art therapist is
present and does not
impose interpretations
on the images made by
the individual or group
but works with the
individual to discover
what the artwork means
to the clent.

Not described

Therapeutic behavior
based on the
existential-humanistic
perspective, and
incorporated principles.
from Gestalt therapy,
the Client-centered
approach, and the
Abuse-focused
approach

The therapist faciltates
the creation of the
artistic product and is
supportive. The art
therapist suggests
expressive tasks ina
manner that shows
respect for their way of
reinventing meaning
and involves subject
matter thatis of interest
tothe teen.

Decisions on what to
do, which materials to
use were discussed
with the patients. The
shaping of the heroes
was supported by
talking about this,
viewing cormics,
searching images,
watching videos. For
dealing more intensely
with the heroes,
suggestions from the
therapist were given.
The art therapist
provided general art
therapy guidelines such
as that there are no.
mistakes or aright or
wrong way to express
themselves in art. The
art therapist
encouraged the
participants to explore
the art materials, to
relax, and to have fun.
The art therapist
inquired about colors
and feelings depicted
and asked the
participant to share
examples of why each
fesling had been or was
being experienced. The
arttherapist nomalized
and validated the
siblings' feelings,
provided support and
empathy.

Not described

The art therapist offers
the individual social
support; the therapist
never criticized the
participants work,
attempted to avoid
giving art instruction,
and created a safe and
accepting environment.

Therapists employed
various art-based
techniques and training
strategies to increase
student practice and
performance of desired
social behaviors. If any
child required additional
instruction for a
particular social skl o
problem behavior, a
therapist addressed this
ina more individualized
manner in the
therapeutic group.
session. The art
therapists created a
variety of opporturities
for the children to
cooperate and to build
cohesion among group
members. The art
therapists used these
and other therapeutic
actities to help the
children improve their
social functioning and
work through personal
issues, while providing
them with opportunilies
for behavioral practice
to enhance self-esteem
and well-being.

Not descrived

Cognitive-behavioral
strategies are used
throughout the group
therapy session. An
example of this would
be a therapist askinga
student, “When you are
fustratec/happy, vhat
Go you say to yourself?
Whatis your seiftak?"
Ustuall, the group s led
ina brainstorming
exercise to discover
ways to change seiftak
toimprove feclings or
make better choices
\with difcult feelings.
Socialskils are “taught”
by therapists who
carefully watch how
children approach or do
ot approach each
other ntervening in a
helplu, non-threatening,
concrete manner so
that the chidren loarn
how to structure their
playtime in a social
context.

Inthe art s therapy (@)
approach, the design
potentials, technique,
and the creative
problem-soling

process were
highiighted. Artistic
experimentation and

accompishment were
emphasized. In the art
psychotherapy
approach (b), a brief
psychoeducational
presentation was
employed, and
abstraction,
symbolization, and
verbalzation were
encouraged. During
facitation, personal
awareness and insight
were emphasized.

The art therapistis a
group faciitator and a
cultural mediator.
Encouraging the client's
creative expression as
well as teaching and
modeling coping skils.
The students were.
given opportunities to
make their ovn
decisions during the
group, and there were
o group rules per se.
The therapist set some
rues to prevent art
therapy time being used
for gossip. Handouts
vith developmentally
appropriate or topical
information were given.
As the group evolved
and certain subjects o
questions arose,
handouts evolved to
reflect ths.

Not described

The art therapist “offers
a container” that allows
the freeing up of visual
or Kinesthetic imagery,
and stil allows sufficient
emotional distance from
overwhelming pain. The
art therapist acts as a
vitness to the trauma.
The role of the art
therapist was to
faciltate the negotiation
of a safe passage
between the poles of
constriction and
intrusion in discussions
between the girls.

Not described

Art therapists worked
with their clients to form
therapeutic goals during
inital sessions, folowed
by both structured and
wnstructured weeky art
therapy sessions (not
further described)

The therapeutic
relationship between
client and therapist is
one that must be:
developed and nurtured
by the art therapist to
faciltate the therapy
process. Both the
product and the
associative references
may be used by the
therapist to help the
client find a more
compatible relationship
between his/er inner
and outer world. A
positive therapeutic
relationship.

Utimately, the art
therapist guides his/mer
fent through to the
therapeutic goals
determined by the
nature of the client's
assessed needs.

The art therapist
provides a safe and
protected space so that
the chid can model the
experience of posive
affect regulation.

Each session is
faciltated by an
experienced art
therapist (not further
described).

‘Supposed mechanism(s) of change

Reveal what they have inside; leads to new actiities and
enhances experiences; provices an individual with opportunities
through which they can freely express their feelings, affections,
needs, and knowledge; achieving a fesling of security toward
unpleasant memories of a traumatic event; emotions and thoughts
are influenced by conflicts, fears, and desires, and painting allows
patients to express them symbolically; offering opportunities to
regain a sense of personal agency; explore existential concerns;
reconnect to the physical body.

Helps to cope with troubing feelings and to master a diffcut
experience; experiences and feelings can be expressed and
understood; being able to establish distance between themseives
‘and their medical concens; processing emotions through art,
understanding that their problems are separate from themselves
and that the chilcren have an identity outside of ther lness
Effective because it is enjoyable for children; able to express their
‘emotions (e.g., grief, fear and aniety), feelings (e.g., whishes), and
thoughts through projection, which leads them to achieve social
adjustment

Faciltation of the integration of the experience into one’s larger,
autobiographical lfe narrative; faciltating the expression and
‘exploration of traumatic imagery as it emerges from memory and
finds form; utiizing the integrative capacity of the brain by
‘accessing the traumatic sensations and memories in a manner
thatis consistent with the current understanding of the
transmission of experience to language

The subject(s) selected in art therapy is a reflection of important
issues in the chids e that cannot be expressed directly;
reflection leads to the development of insight the selection of goals
for change; focusing on emotional exploration of difficultes;
identifying problems; sharing problems with the therapist; cathartic
experiences that lead to an increase in self-awareness and insight;
focusing on an exploration of emotions and reflecting on them

Adjustment to their surroundings and therefore changing their
inappropriate behavioral patterns; indirect communication with
children

‘The opportunity to freely present thoughts and feelings in a
non-verbal way, within the structure of the group; the avaiabiity of
the drawing as a non-verbal channel of commurication helping
regulation of the level of anxiety, enjoying the group; using artwork
faciltated the group process

SF-AT is a combination of Solution Focused Brief Therapy with Art
‘Therapy. SF-AT group therapy in this study adopts a synthesized
version of the constructivism theory and psychocynamic theory.
This study also uses systems theory to frame the design of SF-AT
and elucidate the mechanism of change. SF-AT addressed anger,
stress, and emotional issues; non-judgmental acceptance and
unconcitional care to build rapport and faciltate change;
therapeutic alliance; a practice promoting strength-based and
positive perspective; empowerment by the strength-based
treatment; positively construct information and experience;
through positive cognitive construction and social construction,
ciients can build a new way of problem viewing and solving; this
‘can help with negative thoughts and social impairments

Exploring fundamental experiences associated with safety and
threat; creating an opportunity for ways of orienting to safe and
dangerous situations using non-verbal representations; imaginal
representations used as the basis for verbalizing the associated
experiences in a supportive social context; art products as a
starting point for sharing traumatic experiences recuces threat
inherent in sharing experiences of trauma by pemiting a
constructive use of displacement via the production of imagistic
representations.

‘A cognitive-behavioral approach. Non-verbal expression that s
possible in art therapy is a safe way; imagination in combination
with art-making; in art therapy, children can manage diffcuit
‘emotions such as anger; art therapy can improve emotional
understanding and anger management;in art therapy
interventions chilcren can learn coping responses, new skills or
problem-soling techricues, increasing sense of belonging, to
offer a non-threatening way and to communicate complex feslings
and experiences.

Artwork as a medium for self-understanding; artwork as  defense
mechanism; artwork helps to ease personal diffcultes; artwork
helps to achieve emotional relief; artwork helps to achieve positive
seff-concept

By using three-dimensional materials to recreate emotions with
facialfeatures first the Kinesthetic /Sensory leve is engaged
through touch, next the Perceptual/Affective level s activated as.
the face is directly constructed with the materials, and possibly the
Cogritive/Symbolic level can be mobilized to reinforce the
identification of emotions; art activiies involving tactie experiences
help dissociative children connect through the abity to touch and
create; information processing occurs at each of the first three
levels on the ETC: Kinesthetic/Sensory, Perceptua/Affective, and
Cognitive/Symbolic

‘The intervention art as therapy could change LOC perceptions
through the process of creating art and the experience with the art
as a vehicle for discussion and feedback from others. The type of
group therapist behavior was based on Whitaker and Lisberman's
interpersonal interaction approach to group therapy. Intervention
conceming cognitive-behavioral art therapy. The act of producing
‘art may reinforce or enhance intemal LOG (Locus of Control)
perceptions; each ine placed on a paper s the direct result of the
chilts behavior; A child's movement s reinforced visually by the
mark thatis produced; there s a direct ink between behavior and
outcome; drawings are derived from inner experiences The inner
experiences may be peroptual, emotional or cognitive processes
that are transformed into visual display Without even examining
the content, a drawing is a tangible record of nternally controlled
behaviors; in art therapy, these tangible records are discussed,
further reinforcing a child's inner experience.

The artintervention offers an opportunity for the child to
sequentilly refate and comprehend the traumatic event, transport
o the hospital, emergency care, hospitalization, and treatment
regimens, and post-hospitalization care and adjustment; the
crawing activity is designed to stimulate the formation of images
by activating the cerebellum.

‘The creative process, exploring deeper meanings in a patients.
experiences; integraling psychotherapy with muli-arts, the
intermodal approach can help children acoess, process, and
integrate traumatic feelings in a manner that allows for appropriate
resolution, to reciuce stress; this therapy uses imagination, rituals,
and the creative process; a symbol can hokd a paradox that the
rational mind cannot fully explain; choosing a special button or
writing a wish mirror, characterizes the child's psyche at this
crucial moment; it enables the child to visualize and let go of
troubling and unanswerable questions, thus relieving suffering
Non-interpretive. The art therapy approach utiized in the present
study was consistent with the principles of gestakt. The primary
fole of the therapist as listening, accepting, and validating; art
therapy is an integrative approach utiizing cognitive, motor, and
sensory experiences on both a conscious and preconscious level;
itinitially appears less threatening to the client.

To shed a sense of helplessness or depression with their physical
movement of patting o throwing clay pieces in the activties; the
continued and repeated experience of pottery-making throughout
the sessions contributed to bringing about a positive change in the
regulation and expression of emotions; the plasticity of clay made
it easy for the participants to finish their clay work successfully;
curiostty, toward the process through which a clay piece was
transformed into glassy pottery and molding techniques or kin
fing that were learned in each session were factors that
contiibuted to the positive changes; the plasticity of lay also
enabled the participants to get a sense of control over the material
because they could change the shape as they wished, which
contributed to a positive evaluation of their own performance;
witnessing the transformation of a piece of dlay to complete,
glassy pottery, combined with the positive feedback given tothe
participants, caused a sense of achievement and optimistic
outiook on the future.

‘The child makes art in the presence of hs or her peers and the
therapist, this exposes each chid to the images made by other
group members on both a conscious and an unconscious level; to
learn from their peers and to become aware that other chicren
may be feeling just Iie them; make meaning of events, emotions
or experiences in her lfe, in the presence of a therapist; the
process of drawing, painting, or constructing is a complex one n
which chidren bring together diverse elements of their experience
to make a new and meaningful whole; through the group, they
learn to interact and share, to broaden their range of problem
solving strategies, to tolerate difference, to become aware of
similarties and to look at memories and feefings that may have.
been previously unavailable to them; the image, picture or
enactment in the art therapy session may take many forms
(imagination, dreams, thoughts, beliefs, memories, feelings); the
images hold multiple meanings and may be interpreted in many
iferent viays.

Painting provides opportunities to communication and non-verbal
expression; it can serve as a tool to express the emotions,
thoughts, feelings, and conflcts; anxiety symptoms of children
emerge in metaphorical symbols such as play and painting;
crawing permits the children to convey their thoughts and
dissatisfaction with environment-related to the hospital, they can
express their emotion in safe atmosphere: drawing improves
‘anger management and emotional perception with learning the
accurate coping response, the techniques and problem-sohing
skils, and provides the non-invasive way to communicate ina
‘complex emotional situation.

Group psychotherapy can ameliorate diffcuies encountered in
the use of individual therapies with sexually abused chilren,
including an inherent distrust of aduts, fear of intimacy with and
disclosure to adutts, secrecy and defensive behavior; group
therapy also offers chidren the opportunity to realize that they are
not alone in their experiences and that other chidren have had
similar experiences, this realization may be a great source of relief
that helps reduce the sense of isolation; art therapy involves a
holistic approach in that it not only addresses emotional and
cognitive issues but also enhances social, physical and
developmental growth; art therapy appears to help with the
immediate discharge of tension and simuttaneously minimize
anxiety levels; the act of external expression provides a means for
dealing with difficult and negative lfe experiences; art therapy,
therefore, not only assists with tension recluction but also with
working through issues, thereby leacing to greater understanding;
Group art therapy acknowledges the concrete thinking style of
latency-aged children and accorcingly provides an opportunity for
non-verbal communication; contact with group members may also
decrease sexual and abusive behaviors toward others.

‘The creative process involved n artistc self-expression helps
people to become more physically, mentall, and emotionally
healthy and functional, reslve confits and problems, develop.
interpersonal skils, manage behavior, reduce stress, handle ife
‘adjustments, and achieve insight.

The processing on a symbolic, playful and imperious level, gives.
the child the opportunity for a gracual approach for ther conflcts,
without defense mechanisms undermining it; heroes and heroic
stories support chikren and adolescents not just in their chidhood
development but have potentially also a positive influence on
processing disease; in the chidren and adolescents can find their
‘emotional reality and find solution options for the handing of these
‘conficts’ themes.

Art therapy may offer a non-verbal means of communication, an
‘emotional outlet, and a source of empowerment and control for
this population; art therapy can assist chidren in communicating
diffcut feelings and in redlucing symptoms of anxiety and
postiraumatic stress; art therapy can stimulate the verbalization of
hospital experiences and resolving anxiety and fear-provoking
thoughts; art therapy offers an opportunity for making choices; the
process of creating art may provide a sense of control for siblings.
during a time when many decisions are beyond their control; the
intervention group had significantly lower PTSS, it appears that the
siblings gained mastery and processed their emotional responses;
art therapy assisted in reintroducing control nto the healthy
siblings’ lfe and allowed them to express and process the
challenges and changes that they were experiencing; art therapy
allowed the siblings to express emotion without resorting to
‘words; art therapy seems to have assisted the healthy siblings in
gaining a level of comfort that faciltates asking questions, which
‘can resultin an effective educational intervention.

Identity formation; promotion of qualiies associated with
psychological health: (2 exploration of various career options, (o)
‘decision-making, and (c) identity achievement.

‘The creation of art books is a way for individuals to “visually”
‘document their journey throughout their hospitalization and
recovery process. Through art-making, especially within the
‘contained boundaries of a book, indviduals are provided vith
bridge that can help them move toward their authentic selves.
‘Through books, individuals can track their recovery process
‘chronologically, can review their emotional progress, and can
choose what they want to create, without their creations being
judged by others. The books are a definte shape, and the books
‘can be closed, they act as a container for the individual's
emotions, thoughts, and sense of self. The book becomes an
investment in everyone's recovery and a reflection of their process.
It provides opportunities to solve social problems visually and in a
‘concrete and creative way; it offers a way to leam information in an
unconventional, non-verbal, comprehensive, and expressive
manner through rich sensory experiences with a variety of art
materials; the combination of art and therapy is pertinent to
address the individuals feelings of anxiety, depression, and
frustration through empathetic fistening, visual feedback, and using
‘oreative projects to buid a trusting relationship; ar therapy can
empower children to become active participants in their treatment,
and to use thei creativity in a meaningful and productive manner.

Art can raise the self-esteem and promote psychological comfort;
Artis the language of mind; emotions and feeings can be best
expressed through art

Cognitive-behavioral strategies are used. Through the child's art,
the therapist can gain insight into what the child is experiencing,
which s information that s not readiy available through verbal
means; art therapy as a component to social skills raining may
increase the vingness of children to participate because artis an
actiity that they find acceptable; art therapy offers a way o solve
problems visuall; it forces chiren with autism to be less literal
and concrete in self-expression: it offers a non-threatening way to
dieal with rejection; it replaces the nee for tantrums or acting-out
behaviors because it offers a more acoeptable means of
discharging aggression and enables the child to self-soothe; use
oficons, symbols, and social stories help the chidren to remember
what they were taught; when children and therapists collaborate
to custom-make these symbols, icons, and stories for each chid's
unique challenges and goals, the chitdren take ownership of them
and integrate them into their internal experience; Comic strips are
rawn by the teacher and then Used to “teach” to the chicien,
with discussion and analysis of the portrayed events.

Children who are visual learners take i this information in a way
that stays with them

At as therapy (@) focuses on developing mastery, creating
structure, and sublimating conficts to

strengthen the ego; the confidence and authenticity that
participants reported suggest the development of meaningful and
supportive relationships; experiencing growth and mastery i art
therapy provided participants with an experience of success and
pride transferable to other areas of ther ives. At psychotherapy
(B)is a cognitively based approach that emphasizes insight and
involves some verbal processing of the art products

Art therapy is a modality that commonly diminishes adolescent
resistance; art therapy group for adolescent females, focusing on
self-esteem and body image can provide the opportunity for
‘action, expression and discussion at a time when such
explorations are most important to development; adolescent art
therapy groups provide a necessary forum where teenagers can
safely express themselves, exert independence and make safe
decisions.

The artintervention is a tool that can be effective in helping people
‘overcome difficult experiences and psychologically cope by
encouraging emotional expression via art; this intervention can be
particularly effective in chidren since it allows those who are
unable to accurately verbalize their thoughts and feelings to
‘convey these more comfortably; it is assumed that a significant
improvement in self-esteem might help chikdren recognize
themselves positively through expressing their feeings freely and
offer greater emotional support; the extemalizing problems scale
and its aggressiveness subscale, emotional instabilty, and other
‘categories showed a signficant decrease, which is believed to be
the resut of the children sublimating their aggressive energy
through ther artwork, resuting in greater emotional stabilty.

A combination of art therapy and group process. The images that
participants created individually and as a group gave a voice to the
powerful emotions that they had previously suppressed; the
stultfying bonds of sllence and secrecy- the powerful weapons of
the perpetrator-were broken as each gir found the courage to
identify her feelings and speak them aloud within the safety of the
‘group; both the group members and the images that they created
bore witness to their rage, grief, pain, and loss; the artwork
allowed the group members to create containers for their rage and
ther tears.

‘Gognitive-behavioral therapy offers clear-cut goals for
trauma-focused therapy; art therapy “cuts to the chase" in a way
that talk therapy alone cannot because art therapy does not rely
strctly on a verbal mode of communication; art therapy is uniquely
suited to promote basic goals of crisis intervention involving
‘cogrition and problem-solving, and ventiation of affect; the use of
image-based interventions such as creating containers to express
and release powerful emotions, making maps to organize a
‘coherent trauma naative and set future goals, using multiple
media to ilustrate the photographic nature of traumatic memories,
‘and graphically representing internal and external sources of
‘support, provides an opportunity for raumatized children to
‘express what they may not yet be able to verbalize.

At therapy is an effective psychotherapy for traumatized
individuals based on the theory that trauma is stored in the
memory as imagery, and art-making is an effective tool for
processing these images; ATI's schoo-based art therapy program
is uniquely suited to serve its adolescent refugee clients because
perceived sense of salety at school and of school belonging
protects against PTSD, depression, and anxiety; the program
seeks to develop clients’ strengths as well as ameliorate negative
symptoms associated with the refugee experience, such as
depression and anxiety

At therapy uses the modality of art media to help clients express
their thoughts, fesiings and experiences; the use of art as therapy
imples that the creative process can be a means of both
reconciling emotional conflicts and of fostering self-awareness and
personal growth; oreating a work of art provides the client with a
vehicle for self-expression, communication, and growth; process,
form, content and/or associations become important for what
‘each reflects about personalty development, personalty traits,
and the conscious behavior and unconscious motivation; art
therapy is the modalty of choice for helping children, and adults,
‘who find it dificut to verbalize their feelings and to acknowledge
them to themselves because of their age, developmental level,
lack of trust, fear of acknowledging the unknown, or mental
finess. One of the central features of art therapy is ts abity to help
children become more communicative about their feelings and
less likely to either intemalize them in unhealthy ways or to act
them outin destructive ways.

At therapy combined with CBT and DBT modalities.
Communication skils are the main vehicle of change, from the
development of trust in modlule one, through mindfulness module
six; students learned to listen, describe their artwork and personal
experiences, give feedback and encouragement to their peers; art
therapy provides the medium and expressive capacity to elcit
several positive resilience characteristics; the activation of positive
emotions, increasing emotional self-efficacy, and improved
sel-esteem walks lock-step with resiience; Mindful mandalas are
aquiet, non-verbal art directive designed to faciltate a meditative
experience; post-artwork discussion includes review al skil-sets
taught in the program: identification of beefs that contribute to
optimism, emotional regulation skils, and stress management,
communication skils, mindfulness thinking.

Artis a projective technique that can be used to assess the
emotional and psychological challenges that affect chikdren and
adolescents; artwork allows children to express their

feelings in a way that they may find difficult verbally; artistic
creations contain symbols and metaphors that articulate the
importance of a disorder in a child'’s lfe and experience; children
often find expression through art to be empowering and enjoyable.

ATI, Art Therapy Institute; CBT, Cognitive Behavioral Therapy; DBT, Dialectic Behavioral Therapy; ETC, Expressive Therapies Continuum; LOC, Locus of Control; PTSD, Post Traumatic Stress Disorder; SF-AT, Solution Focused Art

Therapy.
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References Design/Time points Quality ~ Study population  Number of Type (group or  Control Outcome domain/Measure Results Qualitative results

assess- participants  individualor  intervention/

ment (treated/control)  both), frequency, sare as usual

rate duration
Bazarganand  RCT,pre-posttest ~ Stong  Age: 14-18 with 60 (30/30) Group, six Notdescibed  Achenbach System of Art therapy significantly recuuced intemalizing -
Pakdaman (2016) intemalizing and sessions, 60min Empirically Based Assessment problems; effect in reducing externalizing

extenalizing problems (ASEBA) (2001): intemalizing ~ problems was not significant
and externalizing problems

Beebe et al. (2010) RCT, pre-posttest,  Weak Age: 7-14 with 22(11/11) Group, seven  Careasusual  Beck Youth Inventories Statistically improved Beck anxiety and -
follow-up: 6 months persistent asthma. sessions, 60min, ‘Second Edition: self-reported self-concept scores from the child-reported Beck

oncea week adaptive and maladaptive  Inventories. Disruptive behavior, anger, and
behaviors and emotions; the ~ depression did not change statistically. Improved
Pediatric Quality of Life (Peds - problem-solving and affect drawing scores on the,
QL) Asthma Module and the  FEATS. Statistcally improved parent and chid
Peds QL Asthma Module  worry, commurication, and parent and chid total
Parent Report for Chidren:  qualty of Ife scores. At 6 months, the active
impactofasthmaonthe  group maintained (affect drawing scores, worry,
qualiy of fe; Draw a Person and quality of lfe); Bec{smmjk Anxiety score.
Picking an Apple from a Tree:  Frequency of asthma exacerbations did not differ
evaluation part from the. between the two groups.
Formal Elements of Art
Therapy Scale (FEATS): coping
abilties and resourcefuiness

Beh-Pajoch etal.  ROT, pre-posttest ~ Moderate ~ Meanage:12, male 60 (30/30) Group, 12 sessions The control group  Conditional Reasoning The mean levels of externalizing behaviors -

(2018) chicren with ID and two times a week, ~did not receive any Problems: extemalzing between the intervention group and the control

extemalizing behaviors 45min intervention behaviors; Bender group were significantly different. No significance
program Visual-Motor Gestalt Test  for emotional problems.
(BYMGT): emotional problems

Chapmanetal.  RCT,measwresat ~ Moderate  Age: 7-17, meanage: 58 (31/27) Indiidual, once  Careas usual,  PTSD-L seff-report measure  No statistically significant differences in the -

(2001) 1-week, 1-month, and 10.7, 70.6% male including chid lfe  that asks the individuals to  reduction of PTSD symptoms between the
&-months intervals admitted to a Level | services, art respond to a 20-item inventory experimental and control groups. Children

trauma center for therapy, social work of symptoms based primarlly ~ receiving the art therapy intervention showed a
traumatic injuries and psychiatric  on the diagnostic PTSD criteria reduction in acute stress symptoms but not
consults inthe DSM-IV significantly.

Freiich and RCT, baseline, after, ~ Moderate  Age: 7-15, leaning 93 (42/51) Group, 22 weeks, Threehowsof  Child Behavior Checklist  Significant reduction n intemalizing and -

Shechtman (2010) folow-up (3 months disabilties, 70 % male 60min teaching (CBCLThe Teacher externalizing problems. Control group scored
later) Process measures Evaluation Form (TRF) higher on process variables (bonding and
five times throughout adjustment; Working Alliance  impression of therapy); bonding was associated
the intervention Giitical Inventory: bonding with group with outcomes only in the therapy condition (not
incidents: folowing members. significant).

‘each session
Hashemianand  RCT, pre-posttest ~ Moderate  Age: 8-15, educable ID 20 (10/10) Group, 12 Careasusual:  Rutter Behavior Questions  Painting therapy was effective. The mean scores. -
Jarahi (2014) students, 105010 70, sessions, 75min 2. routine education  (form for teachers): of aggression in the intervention group and the
boys and girls times a week within and activity of their aggression, hyperactivity,  control group were significantly cifferent.
2months programs in school social conflct, antisocial
behaviors, attention deficts;
Good enough draw a person
test: aggression behavior
Kymissisetal.  ROT, pre-posttest  Moderate  Age: 13-17, variety of 37 (18/19) Group, eight Discussion group ~ Children's Global Assessment - Both groups significant improvement in general -
(1999) diagnoses: Conduct sessions, four  with same Scale (CGAS): general functioning, SCIT members the highest degree
Disorder (CD), sessions per week Co-therapists as  functioning; Inventory of (however ot significant). No significance n either
Oppositional Defiant for 2 weeks treatment group:  Interpersonal Problems (IP):  group on interpersonal variables of Asserliveness,
Disorder (ODD), free ciscussion with distress from interpersonal  Sociabilty, or Responsibilty.
Depressive Disorder, minimal directions  sources
Bipolar Disorder and
Borderine Personality
Disorder (BPD)
Liu (2017) RCT,pre-posttest ~ Strong ~ Age: 6-13, one or more 41 (21/20) Group, eight Careasusual:  The Connectiout Trauma  Findings indicated that the SF-AT significantly -
traumatic experiences sessions of 50min  counseling/ Screen (CTS) and Chid alleviated PTSD and sleep symptorms.
and seff-reported or in2weeks medications and  Reaction to Traumatic Events
parent-reported same group. Scale-Revised (CRTES)
sleep-related problems activities except the PTSD; Sleep Self-Report
experimental SF-AT (SSR): sleep (traumat-related)
treatment, regular
‘group activites: art,
music, sports,
‘computer games
and dance
Lyshak-Stelzer  RCT, pre-posttest  Weak Age: 13-17,65,2% 29 (14/15) Individual approach Care as usual:  The UCLA PTSD Reaction  Significant treatment-by-condition interaction -
etal. (2007) male, chronic child ingroup, 16 standard arts- and  Index for DSMHV Child indicating the TF-ART condition had a greater
post-traumatic stress sessionsoncea  craft-making Version: PTSD symptoms in  reduction in PTSD symptoms.
disorder (PTSD) week activy group  chidren ages 7-12
Raminetal. 2014) RCT, pre-posttest ~ Moderate ~ Age: 7-11,intense 30 (15/15) Group, 10-week  Notdescribed  Children's Inventory of anger  The art therapy group showed a signicant -
‘aggressive behaviors, intervention, (ChIAY: anger; Coppersmith  reduction of anger and significant improvement of
boys and girls participants had the Sell-esteem Inventory: self-esteem compared with the control group.
choice of attending self-esteem ‘The educational self-esteem subscale did not
weekly 2-h art show a significant reduction in comparison with
therapy sessions, a the conirol group.
minimum of 7
sessions were
included n the
study

Regev and RCT, pre-posttest, four Moderate  Age: 8-13, Male: 104 (26/26/29/25) Group, 26 weeks, Three control LSDQ The Loneliness and  Children in the art therapy group cid not score -

Guttmann (2005)  groups: 1 experimental, 63.2%, primary-school a5min groups: control  Social Dissatisfaction better than those in any other group on any of the
thvee control children with learning goupA(games  Questionnaire: socially onely  dependent variables.

disorders group) various  and dissatisfaction; CSCS The
in-class games, Piers-Hartis Childhen's
‘control group B (art Self-Concept Scale:
therapy group) art ~ self-esteem; IARQ The
projectsinan  Intellectual Achievement
art-therapy fashion Responsibilty Questionnaire:
by art therapist,  responsibiity for
group C: no. successes/failures at school;
intervention CS The Children's Sense of
Coherence Scale: a sense of
empowerment
Richard et al. (2015) ROT, pre-posttest  Moderate  Age: 814, ASD (Autism 19 (10/9) Indiidual, once  Magneatos,a  The Diagnostic Analysis of  No significant difierence between the treatment -
Spectrum Disorder) 60min three-dimensional  Non-verbal Accuracy 2-Child and control group on the accurate sending and
construction set for Facial Expressions (DANVA  receiving of non-verbal socialinformation;
biding 2-CF): measuring the accurate however, the treatment group had more
three-dimensional  sending andi receiving of  considerable improvement than the control.
designs non-verbal socialinformation

Rosal (1999) ROT, pre-posttest,  Moderate  Mean age: 102, 36(12/12/12)  Group, 20 times,  Cognitive- The TRS: problem behavior;  No significant resls for LOG. Both Two children improved

mixed-method moderate to severe two times aweek, behavioralart  The Chidren's cogritive-behavioral art therapy and the art as  in LOG and behavior
behavior problems 50min therapy Nowicki-Stricidand therapy group showed significant results for  (case examples)
Internal-Extemal Locus of  problem behavior, although art as therapy
Control (ONS-IE): locus of  marginal
control; a personal construct
crawing interview (PCDI)
(qualitative); two case
examples are described

Schreieretal.  RCT,pre-posttest  Moderate  Mean age: 10, chidren 57 (27/30) Individual, once for Care asusual  UCLA Posttraumatic Stress  The art therapy intervention showed no sustained

(2005) within 24 h of hospital hospitalized for a approximately an  standard hospital  Disorder Reaction Index effects on the reduction of PTSD symptoms.
‘adission, repeated at minimum of 24 h after hour services (UCLA PTSD-RI): PTSD
1 month, 6 months, and physical trauma
18 months

Siegel etal. (2016) RCT, pre-posttest,  Moderate  Age: 416, meanage: 25 (13/12) Individual, once  Control group: the - Question asked: how are you  No significant improvements in mood for cidren -
mixechmethod 8.3, pediatric patients 90min same assessments fesling right now about your  following therapy sessions. Compared to the

with a wide range of as the treatment  stay in the hospital? Chicren  chiiren in the wiat-ist control group, there was a
serious medical group butdidinot  could choose a series of faces trend of improvement in mood reported by the
diagnoses receive therapy unti expressing emotions (mood)  chikiren immediately following the therapy.
afterallofthe  Complemented at posttest
assessments were vith: a qualtative intenview
collected with two questions: Is there
anything you want totell us
about how are you feeling right
now?
Tiobetts and Stone ROT, pre-posttest ~ Stong  Mean age: 146, 16 (8/8) Group, oncea  Weekly socialization The Burks Behavior Rating  Overal, no significant ifferences were found on -
(1990) seriously emotionally week, 6 weeks,  sessionsbythe  Scales (BBRS): behavioral and the BBRS, but both groups demonstrated overall
disturbed (SED) 45min same professional - emotional functioning; the  positive changes across almost all measured

withindvidual  Roberts Apperception Test  categories of behavioral and emotional

sessions lasting  (RATO): personality functioning. The experimental group

45min, activities: demonstrated statistically significant improvement

playing board in attention span and sense of identty (BBRS).

games, talking RATC: signiicant improvement overal. The

about weekend experimental group demonstrated significant

activities, taking score reductions in Refiance Upon Others, degree

walks on the school of perceived support available from others in the

grounds environment (Support/Othe), and their positive
expressed feelings about themselves
(SupPOTY/Child). At the same time, significant
reductions were also found in levels of
Depression, Rejection, and Anxiety.

Jangand Choi  CCT, pre-posttest,  Weak Age: 13-15, boysand 16 (8/8) Group, 18times,  Notdescribed ~ Shin's (2004) ego resilience A significant increase in ego resilience between -

(2012) follow-up after 3 months girs in an educational ‘weekly 80min scale: ego resiience pre-, post-, and follow-up. There was a positive

welfare program effect on the reguiation and release of emotions
needing emotional and (not significant.
psychological help

Khadar et al. (2013) CCT, pre-posttest, 1 Weak Age: 7-11, boys with 30 (15/15) Group, 12times  Notdescribed  The Child Symptom The experimental group had a significant -
‘month follow-up symptoms of separation twice aweek, Inventory-4 (CSI-4): emotional decrease in the symptoms of Separation Aniety

aniety disorder 40min and behavioral disorders  Disordier, whille the control group showed no.
significant difference.

Khodabakhshi  OCT, pre-posttest,  Weak Age: 8-12, boysand 30 (15/15) Group, 11 The control group  Spence Children's Anxiety A significant difference between the pretest and -

Koolaee et al follow-up after 1 month gits with leukemia sessions, twicea  did not receive any Scale: anxiety; Chidren's  post-test scores in aggression and anxiety.

(2016) cancer who had one ‘week, 60min intervention Inventory of Anger (ChlA):

score above the mean anger
scores of anxiety and
anger

Pretoriusand  CCT, pre-posttest  Weak Age: 8-11, gits witha 25 (6/6/6/7) Group, eight times The control group  The Trauna Symptom “The experimental groups improved significantly -

Pleifer (2010)  control group design history of sexual abuse did not receive any Checkist for Chilcren (TSCC): compared to the control groups concerning
and posttest only intervention depression, anxiety, and sexual anxiety and depression. No significance in sexual
‘control group design trauma; The Human Figure  trauma and low self-esteem.

Drawing (HFD): self-esteem
Ramirez (2013)  CCT, pre-posttest,  Weak Meale high school 156 Exp.: 80 Group, 12 sessions Academicwork  The Behavior Assessment  Three groups: (1) Honors track: art therapy group Participant responses:
mixec-method freshmen students living (29/26/25) once a week System for Children Second  improved significantly on inattention/hyperactivity through the creative:
in poverty Conte: Edilion (BASC-2): behavioral  more than those in the control group, but noton - process, peer
76 (24/26/26) ‘and emotional problems;  anxiety, depression, self-esteem, intemalizing  interactions increased,
qualiative questionnaire for  problems, emotional symptoms, and personal  ventiation of
responses to open-ended  adjustment; (2) Average track: personal uncomfortable feelings
prompts adjustment and self-esteem improved ocourred, and outlets
significantly more for art therapy participants than for alleviating stress.
for those in the control group, but not on anxiety, were provided.
depression, inattentiorvhyperaciivity problems,
ternalizing problems and emotional symptoms.
No statistically significant difterences were found
for participants in the (3) At-risk track.
Stefert (2015)  CCT, design with Moderate  Age: 10-16, seven with Exp.: 9 (control  Individual, sk Control sample Feel Feal-K.: emofion regulation ~ Significant deviations from the control group for -
‘control sample alife-threateningilness sample 780) sessions, 90min, K~ ‘emotion regulation. From a sample of nine
and two brothers/sisters vanying from one to participants, two cildren differed significantly,
three times a week and five chicren very significantly from the value
of the standard sample. Maladaptive strategies:
highly significant for three of the children.

Walace et al. COT, 1 weekafterthe  Strong  Age: 6-18, siblings of 30 (20/10) Indiidual, three  Notreatment  The Revised Chikdren's Compared to the control group, the intervention -

(2014) procedure, 1 month pediatric patients who times, session's Manifest Anxiety Scale Second group showed significantly lower levels of
post, 3 months post had undergone duration varied Ecition (RCMAS—2: anxiety;  postiraumatic stress symptoms at the final

pediatric hematopoietic from 90mmin to 2h Second Edition UCLA PTSD  session. Improvements in sibling psychosocial

ste cell transplant Index for DSM-IV: PTSS; the  functioning associated with participation i the art
Piers-Harts Children's therapy interventions. No intervention vs. control
Selt-Concept Scale: group difference for self-concept and anety.
seif-concept

Walsh (1993) OCT.pre-posttest ~ Stong ~ Age: 13-17, 39 21/18) Group, twotimes  Three hoursof  Beck Depression Inventory  Both groups improved on all measures during -
time-series design, hospitalized suicidal 90min (BDI): depression; the and after hospitalization but not significantly.
follow up after a month, boys and girls Goopersmith Self-Esteem
mixed-method actities Inventory (SEI): self-esteem

(gymnasium free
time)

Chaves (2011)  Single group Moderate ~ Age: 12-20, eating 8 Group, four times  No control ‘The Subjective Units of Giobal self-esteem did not change. Sel-esteem -
pre-posttest, disorder patients, one oncea week, Distress (SUDS) scaleand  related to art therapy trended upward, though stil
mixeckmethod boy, seven gits 240min visual analog scale (VAS): four  did not show significant change. The SUDS

negative mood states (distress) and VAS (negative mood) showed the
‘commonly found in individuals most consicerable change after the first group.
with eating cisorders; the  session, but not significantly.

Rosenberg Self-Esteem Scale

and the Hartz Art Therapy

SelEsteem Scale: global

self-esteem and art

therapy-related self-esteem

D'Amico and Single group Weak Age:10-12, 5 boys and 6 Group, oncea  No control ‘The Parent and Student Forms Significant reduction of hyperactivity/inattention. ~ The children

Lalonde (2017)  pre-postiest, one gil with ASD ‘week for 21 weeks, of the Social SKils No significant changes in mean, standard scores demonstrated a shiftin
mixec-method (Autism Spectrum 75min Improvement System Rating for social skils. No statistically significant mean  self-image, were more

Disorder) who requiret Scales (SSIS-RS): social skils changes in the standard scores for problem  confident and assured
varying degrees of and problem behaviors; behaviors. Art therapy enhanced the abilty of  of theirskils.
substantial support Observations of the chilcren's ~chilcren with ASD (Autism Spectrum Disorder) to Capable of expressing
progress recorded by the art  engage and assert themselves in their social  their ideas, thoughts,
therapists in their clincal notes interactions, while reducing hyperactivity and  and feeiings and sharing
(qualitative) inattention. these.
The children enjoyed
providing and receiving
feedback about their
artwork. They appeared
toinitiate social
exchanges
independently.
Increased capacity to
reflect on their
behaviors and
display self-awareness.
Devidas and Single group Weak 4761% age: 11-12, 42 Group, 10times  No control Rosenberg Self Esteem Scale: Art therapy was significantly effective in improving -
Mendonca (2017) - pre-posttest 9.52% age: 13-14, once a week self-esteem the level of self-esteer.
orphans with low
self-esteom

Epp (2008) Single group Moderate  Age: 6-12, students on 66 Group, oncea  No control The SSRS: social behavior  Significant improvement in assertion scores, -
pre-postest the autism spectrum ‘week 60min problems internalizing behaviors, hyperactivty scores, and

problem behavior scores. No significant change
for responsibilty.

Harizand Thick  Two intervention group  Moderate  Age: 13-18, female 27 (12/15) Group, 10times  No control The Harter Self-Perception o significant differences on the Hartz AT-SEQ: -

(2005) pre-posttest design juvenile offenders during 12 weeks, Profil for Adolescents (SPPA): self-esteem. Both groups (a/b) reported increased

90min self- esteem; The Hartz At feelings of mastery, connection, and self-approval
Therapy Self Esteem (not significant). The art psychotherapy (&) group
Questionnaire (Hartz AT-SEQ): showed a significant increase in domains of close
development of mastery, social fiendship and behavioral conduct, whereas the
‘connection, and self-approval art as therapy group (g) did in the domain of
social acceptance.

Higenbottam (2004) Single group. Weak Age: 13-14, 7 Group, eight times No control Questionnaires: student's  Significant improvements in bocly image and -
pre-postest eighth-grade students, once aweek, fesiings around body image  self-esteem. Partiipation in the art therapy group.

reasons for referral 90min and seff-esteem adapted from may significantly contribute to improved body.
varied: eating disorders, Daley and Lecroy's Go Grrls  image and self-esteem and hence the acadermic
suspected eating Questionnaire: and psychological adjustment of adolescent gifs.
disorders, substance

abuse, low self-esteem,

negative body image,

and relational

aggression

Joetal. (2018)  Single group Moderate ~ Age: 7-10, siblings of 17 Group, 12times  No control Revised Chidren's Manifest  Significant improvement for self-esteem. -

pre-postest chicren with cancer, once a week, Anviety Scale, adapted by Significant decrease in somatic symptoms,

boys and girls 60min Choiand Cho to fita Korean  aggressiveness, externalizing problems, total
‘context: anxiety; DAS test by - behavior problem scale, and emotional instabiity.
Siver: Depression; K-CBCL o significant resuts for withdrawal,
standardized into Korean from anxiety/depression, social immaturity, thought
the original CBCL: problem  problems, and attention problems.
behavior; self-esteem: scale
developed by Choi and Chun

Pifalo (2002) Single group Moderate  Age: 8-17, girs victims 13 Group, 10times  No control ‘The Briere Trauma Symptom  Significantly reduced anxiety, post-traurmatic -
pre-postest of sexual abuse oncea week, ‘Checkist for Children (TSCC): stress, and dissociative symptomatology scores.

90min trauma symptoms Participants showed a decrease in depression,
anger, and sexual concerns, although these
decreases were not large enough to be
statistically significant.

Pifalo (2006) Single group Moderate  Age: 8-10,11-13, 41 Group, eight times No control The Briere Trauma Symptom A statistically significant reduction of Anxiety, -
pre-posttest and 14-16, children once a week, ‘ChecKist for Children (TSCC): Depression, Anger, Posttraumatic Stress,

with histories of 60min trauma symptoms Dissogiation, Dissociation-Overt, Sexual

sexual abuse Goncerns, Sexual Preoccupation, and Sexual
Distress. No significant change for
Hyper-response, Dissociaion-Fantasy.

Rowe et al. (2016) Pre-posttest, Moderate  Age:11-20, refugees 30 60% individual, 40 No control Hopkins Symptoms Checkist Improvements in anxiety and self-concept but not -

mixed-method % group (HSC): symptoms of anxiety  significantly.
and depression; The Strengths.
and Difficuties Questionnaire
(8DQ): behavior and
performance in school;
Hanvard Trauma Questionnaire
(HTQ): previous experience of
trauma; Piers-Harris
Self-Concept Scale (PHSCS):
self-concept

Saundersand  Pre-postiest, multiyear Weak Age: 2-16, problems: 94 Individual, between No control Rating on 24 behaviors Significant positive impact on the lives of -

Saunders (2000)  evaluation hyperactivty, poor 2and 96 sessions typicall identiied as lents/famiies. Clients showed a significant

concentration, poor ‘symptomatic of individual and  decrease in frequency and severity raings of
communication, defiant family dysfunction problematic behaviors,

behavior, lying/blaming,

poor motivation, change

in sleep routine,

manipulation and

fighting

Sitzer and Single group Weak Elementary school 43 Growp, 14 No control ‘The Wellness Inventory: school Results indicated significant increases in Overall

Stockwel 2015)  pre-posttest students with a variety sessions, oncea functioning attrioutes: resilience, social and emotional functioning. No  functioning improves.
within-subjects, of concerns: emotional week 60min emotional, behavioral, significant change for behavioral problems. Improvements in
mixed-method dysregulation, lack of ‘cognitive, and social problems ‘emotional expression,

social skils, depression, and resiience, Teachers ‘cognition, behavioral
anxiety, lack of focus observed students throughout interaction,
and concentration, the day for relevant changes in andresilince.
many a history of ‘mood and behavior
trauma (qualitative)

Stafstrom etal.  Pre-postiest Moderate ~ Age: 7-18, eplepsy 17 Group, four No control Childhood Attitude Toward o significant change in pre- vs. post-group -

(2012) (any type) for atleast 6 sessions 90min liness Scale ‘CATIS scores.
months

ASD, Autism Spectrum Disorder; CATIS, Childhood Attitude Toward lliness Scale; CBCL, Chid Behavior Checkiist; CCT, Clinical Controlled Trial; DAS, Draw a Story; DSM, Diagnostic Statistic Manuel of Mental Disorders; ID, Intellectual
Disabilty; RCT, Randomized Controlied Trial; LOC, Locus of Control; PTSD, Post Traumatic Stress Disorder; SCIT, Synallactic Collective Image Therapy; SF-AT, Solution Focused Art Therapy; SSRS, Social Skills Rating System; TF-ART,
Trauma Focused Expressive Art Therapy; TRS, Teacher Rating Scales; UCLA, University of California at Los Angeles Post-traumatic Stress Disorder Reaction Index.
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Focus

digital media (iPads)

digital media

digital media (VR)

Aim

to explore the qualifying
features and qualities of
digital art materials,
specifically art apps on
iPads, for art therapy
use

to explore digital
technology as a new art
medium and clinical
intervention tool in art
therapy with adults with
developmental
disabilities

to determine the
relevance of VR
art-making tools to art
therapy practice and
research, to understand
VR from participants’
experiences

Study design

Participatory design
(PD): questionnaire (on
qualities of art apps,
client populations most
suitable, pros and cons
of iPads in AT) and
focus groups (4 x
100-140 min)

Phenomenological
art-based study: five
1 hindividual AT
sessions with
touchscreen laptops/
tablets (free drawing,
scribble, mandalas)

Pilot qualitative study:
immersive VR
art-making sessions
using TiltBrush
(20-25 min), narrative
feedback

Data analysis

iterative process:
systematic coding,
linguistic analysis

in-depth
examination of
participants direct
session comments
and artwork

thematical analysis

Intended
population

(All client groups)

Adults with
developmental
disabilities

(All client groups)

Participants

4 responses to survey
(arts therapists who
have used iPads with
clients), 15 participants
in 4 focus groups (art
therapists and trainees
with clinical experience,
14 female)

8 adults with
developmental
disabilities in a
community art
program: 4 male, 4
female, age 24-49,
disabilities: autism (4),
Down syndrome (2),
not specified (2)

17 participants:
college-educated
adults including
creative arts therapists,
nurses, engineers,
physical therapists,
administrators and
graduate students (age
18-65 years, 5 male,
12 female)

Main findings

Advantages / disadvantages of
using iPad for AT were
identified and client groups that
could benefit most. The app’s
impact on clients was the most
important consideration. Six
concrete features of an “ideal”
art app for AT emerged:
therapist’s control over options;
creation of separate, secure
portfolio folders; recording of
the art process; integration of
mixed media and multimedia;
assessment capability; privacy
and confidentiality.

Participants with olfactory and
tactile sensitivity favored
creating art on texture-free
touchscreen devices which
offered a compact, mess-free
therapeutic environment. Ease
of use allowing participants to
create images independently
was appreciated.

Creating in a virtual environment
can induce embodied and
novel visual expression, help
reduce inhibitions, activate
ull-body movements, and
enhance mood and creative
play exploration, not available in
he material world. Participants
need time to adjust to being in
he immersive environment,
which can be disorienting, and
a proficient facilitator to help
hem learn the tool and express
hemselves effectively.
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Study ID

(5) Collie and
Cubrani¢,
1999, 2002

(6) Collie et al.,
2017

(7) Levy et al.,
2018

(8) Spooner
etal., 2019

(9) Collie et al.,
2006

Focus

online AT (audio,
video) + digital arts
media

online AT (chat only)
+ digital arts media

online/blended AT
(audio, video) +
traditional and
digital arts media

online/blended AT
+ traditional arts
media

online AT +
traditional and
digital arts media

Aim

to design and
evaluate a
computer system
that supports
distance group art
therapy

to gain outside
perspectives on
online art therapy
methods and to
develop online art
therapy groups
customized for the
needs and
preferences of
young adults with
cancer

to evaluate a
creative arts
therapy practice as
part of improving
access to mental
health care and
rehabilitation for
rural veterans

to illustrate how
creative arts
therapies practices
can be adapted for
distance delivery
and to demonstrate
the potential of this
form of delivery

to generate both
clinical and
technological
guidelines for
distance art-based
psychosocial
support services for
women with breast
cancer

Study design

Participatory design
(PD): simulated two
distance art therapy
groups (2 h),
discussion (1 h) and
interviews (30 min)

Participatory design
PD):
demonstration/
simulation of online
AT session

90 min), telephone
interviews (30 min),
written responses
0 questions

Clinical program
with built in
evaluation: pre and
post assessments
(not reported),
semi-structured
interviews

Case studies (1 in
art therapy, 1 in
dance movement
therapy, 1 in music
therapy)

Focus groups (3 x
2 h), interviews by
e-mail (3 questions)
and telephone

(30 min—1 h)

Data analysis

content analysis

qualitative thematic
analysis

(not reported)

(not reported)

systematic
inductive approach
with content
analysis

Intervention

Computer
supported distance
group art therapy
including audio
communication and
visual
communication in
he form of
hand-drawn
computer images
made by the client:
"transmitted as

hey are being
drawn (...) rather
han as complete
images").

Online AT groups:
synchronous,
asynchronous,
mixed (mix of
discussion board,
art making and

90 min live chat
sessions, based on
ext-based support
groups on
CancerChatCanada).
Digital art posted
by participants on
discussion board
either in advance
of the live chat
session or during
he session).

ndividual creative
arts therapy (Rural
Veterans
TeleRehabilitation
nitiative Creative
Arts Therapy
RVTRI CAT)) via
synchronous
clinical video
elehealth service,
8-10 weekly
sessions, and
ace-to-face
re-evaluation.

ndividual creative
arts therapy (Rural
Veterans
TeleRehabilitation
nitiative Creative
Arts Therapy
RVTRI CAT)) via
synchronous
clinical video
elehealth service
available via
smartphones,
aptops, tablets),
6-8 weekly
sessions.

Synchronous group
art therapy via the
Internet (with all
participants in
different places).

Intended
population

People with limited
mobility due to
chronic iliness,
aging, mental
health, etc.

Young adults
(18-39) with cancer

Veterans (living in
rural areas)

Veterans (living in
rural areas)

Women with breast
cancer

Participants

10 co-researchers
(counselors, art
therapists,
educators, people
with experience of
life-threatening
illness): 2 groups of
<)

7 professionals
(recruitment via
networks and
snowballing): each
experienced at
least one AT
session

20 veterans who
conducted at least
50% of their
sessions via
telehealth (out of
113 veterans in the
program)

1 veteran (1 case
study in art therapy)

25 participants in 3
groups (9 women
with breast cancer,
9 art therapists, 5
other therapists, 1
computer expert, 1
graphic designer):
age range 31-67, 3
were male

Main findings

Key themes: more freedom
and less inhibition when
using a computer to make
art images; challenges in
dealing with silence ("active
looking" suggested as
solution); qualities of digital
images (multiple copies,
lack of tactile dimension,
etc.); feelings of mastery vs
technical problems.
Computer supported
distance art therapy can
include both audio and
visual communication and
has great potential for
people who have mobility
issues and those who
prefer to have extra privacy.
There is a need for suitable
’social protocols’ (e.g., for
looking at other group
members’ art).

=

Six inter-related themes
representing three types of
experience (comfort, sense
of connectedness and
expression) and three types
of therapeutic action that
supported these
experiences (facilitation,
group support and dialog
about the art). Insights into
therapeutic processes in
online AT groups, especially
with regards to collective
meaning-making and sense
of connection. Informed
further delivery of online AT
groups as part of
CancerChatCanada (using
both digital media and
traditional art materials).

Key challenges identified
and solutions suggested:
privacy issues (how to
respond to interruptions
from family members,
attend on time; also - novel
layer added to the
therapeutic relationship),
connectivity issues (offering
more than one way to
connect, call back if
connection lost), image
quality lost and therapist
not able to observe art
making process (share
screen, or take photo of art
work). Telehealth allows the
participant to take a more
active role in own treatment
process. Shift in triangular
relationship between
patient, therapist and
artwork: patient/artwork
relationship is emphasized.

Distance AT need
adaptations to one’s usual
process and requires good
verbal communication as
well as specialist training. It
makes care more
accessible regardless of
barriers such as stigma,
distance, disability, and
lends itself to community
involvement, integration
and social engagement.
Being able to connect from
home allows participants to
take a more active role in
their treatment and to have
greater autonomy (Inviting
therapist into home
environment through
telehealth has helped find
meaning and rediscover
aspects of self that were
lost).

Guidelines for developing
distance art-based
psychosocial support
services for women with
breast cancer: allow choice
as to means of
communication, clearly
explain limits to
confidentiality imposed by
particular communication
technology, ensure that
participants have access to
immediate local support,
help participants create
suitable private spaces for
art making, ensure safety
and confidentiality of art
that is sent from one place
to another, encrypt internet
transmissions, art
therapists trained in
distance facilitation. Other
themes: valuing working
with physical tactile art
materials, accommodate
different levels of familiarity
with technology, closed
groups recommended,
opposing views on use of
computers in therapy.
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Profile BDI pre Mean BDI post
(sd) Mean (sd)

Body image negative 24.8(7.95) 197 (8.99)

(=76

Body image neural (1 = 59) 17.4(8.19) 12.08.25)

“Wald test tests for the group difference in change.

BDI 3 mos follow-up
Mean (sd)

20.18.39)

11.9(7.87)

Pre-fup Cohen d

0.69

Cohen d between
group

0.09

Wald test*
df=2

0.362ns
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Study ID

(1) Orr, 2006

@) Orr, 2012

(3) Peterson
et al., 2005

(4) Peterson,
2010

Focus

online AT + digital
media

online AT + digital
media

general use of DT
(digital devices and
Internet)

digital media

Aim

to understand
technology as an art
media and work tool
within the practice of
art therapy and to
study the need for
raining in technology

o determine how art
herapists’ perceptions,
practices, and training
related to the use of
digital media in art
herapy have evolved

o understand the
impact of technology
on art therapists by
exploring how art
herapists own and use
echnology and to
determine barriers to
ownership and use

0 determine how art
herapists adopt or
reject technology
and/or new digital
media for therapeutic
use with their clients

Study design

Online survey:
questions on current
use of technology
within art therapy
practice and training in
technology use

Online survey:
questions same as
above + additional
questions to reflect
changes in technology

Paper survey:
questions about
personal, professional,
and with-client
technology use

Survey (online+paper) +

8 follow up interviews

Data analysis

descriptive statistics +
thematic analysis for
open-ended questions

descriptive statistics +
thematic analysis for
open-ended questions

statistical analyses

statistical analyses;
semantic content
analysis for interviews

Participants

45 respondents:
students and
practitioners in art
therapy (75% aged
25-45, 92.5% female)

98 respondents:
students and
practitioners in art
therapy

195 respondents:
61.5% art therapists,
95% female (survey
distributed at AAT
conference)

136 respondents, art
therapists, of whom 8
took part in telephone
interview (3
‘innovators’, 3
‘laggards’ and 2 "early
majority’)

Main findings

19% respondents used technology as an artmaking tool
during sessions, 2.4% used web camera communication
during sessions. Respondents were generally using
technology within their practices but had very little and
insufficient training. Reasons for not using technology were
identified, including: cost, limited training, concerns that
technology-based artmaking is nonsensory oriented and
isolating.

Art therapists were increasing their use of digital media in
practice with clients, with deeper understanding and
questioning of technology (32% used technology as an
artmaking tool during sessions, 9.4% used web camera
communication, 11.8% used online chat). A range of
therapeutic and detrimental aspects of technology in AT
with clients were listed. Main barriers: not cost, but lack of
training, concerns about ethical and privacy issues and that
sensory quality is missing.

12.3% respondents reported using technology with clients
for creating digital artwork and 1.5% reported using
web-camera for communication in sessions. Cost and
unfamiliarity with digital devices were cited as the most
common barrier to device use and ownership. A better
understanding of with-client use is needed, how and why
digital technologies are adopted and integrated into art
therapy practices.

Respondents agreed that if a medium (including digital
media) could safely produce a desirable change in a client,
then it warranted inclusion in art therapy treatment. Cost
was cited as an adoption deterrent, while providing new
capabilities for the therapist and the client was an additional
adoption factor. Only after therapists feel confident in their
personal use of a medium does it become implemented
with clients.
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Variable

BDI pre

Energy level

FFMQ preTotal

Act aware

Non-judge

Non-react

Observe

Describe

Mean

Negative profile -
neutral profile

25.9
16.2
3.70
290
115.45
127.75
18.89
24.92
21.85
29.39
irar
20.54
27.66
27.20
25.36
25.34

SE

1.047
1.098
0.119
0.107
2.773
2.489
1.018
0.695
1.213
0.771
0.674
0.554
0.728
0.851
0.979
1.045

¥2-test

34.819
18.960
8.406
22.815
26.087
12.356
0.132

0.000

p-value

<0.001

<0.001

0.004

<0.001

<0.001

<0.001

0.717

0.992

BDI, Beck Depression Inventory; FFMQ, Five Facet Mindfulness Questionnaire.
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Search string

Tl (‘art therap™ OR ‘art psychotherap® OR ‘arts *therap™ OR ‘creative *therap* OR
‘expressive “therap™’).

AND TI (digital OR online OR technolog* OR remote OR internet OR mobile OR
computer OR audio OR virtual OR video OR augmented OR tele* OR *game OR app*
OR SMS OR text OR smart OR skype OR distance OR iPad OR tablet).

AND TX (outcome OR improv* OR increas* OR decreas* OR chang* OR evaluati* OR
service® OR intervention OR measur* OR assess* OR effective* OR efficacy OR
evidenc* OR impact OR result OR finding OR explor® OR experienc* OR stud* OR pilot
OR qualitative OR account OR clinical OR case).

AND TX (health OR ill* OR wellbeing OR well-being OR ‘well-being” OR mood OR
emotion OR ‘quality of life” OR relationship OR connect™ OR social OR esteem OR
psych* OR recover® OR mental OR treat”)

Corresponding PEO elements

E(a): Exposure (intervention): art therapy

E(b): Exposure (intervention modification/adaptation):
digital technology

O: Outcomes/methodology: any empirical research

P: Population: any client population

*Represents truncation.
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Measurement point

Negative body image profile (n = 81)
Body image pre

Body image post

Body image 3 mos fup

Neutral body image profile (n = 62)
Body image pre

Body image post

Body image 3 mos fup

Estimated means

1991
2.090
1.442

3.361
5.072
5.107

Variance

2.726
2193
1.904

2.726
2.188
1.904
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Number of BIC
classes

1468.136
1455.364
1468.136
1470.988
1482.440
1493.207

LS

<0.001
03961
02977
05530
02300

2
Pivr

<0.001
0.4147
0.3148
0.5648
0.2363

Entropy

0.658
0.603
0.695
0.739
0.875

Groupsizes  The diagonal classification probabilities for the most
class membership (column) by latent class (row)

143
81/62 0.922/0.858
44/7029 0.697/0.909/0.742
48/26/29/40 0.869/0.761/0.768/0.816
48/20/1/37/37 0.884/0.667/0.702/0.885/0.780
49/32/19/1/1/41 0.901/0.736/0.676/0.719/0.976/0.914

1Vuong-Lo-Mendel-Rubin Likelihood Ratio Test. 2Lo-Mendel-Rubin Adjusted LRT Test. ltalic values significant to p < 0.05 indicates that a model with k profies is better
compared to a model with k — 1 profiles.
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Performance ratings

Dissociation
pre-performance
Post-performance

Flow overall score

Autotelic
experience
Challenge-skill
balance

Loss of seff-
consciousness
Clear goals

Transformation of
time
Sense of control

Unambiguous
feedback
Concentration on
task at hand
Action-awareness
merging

Empathy overall

score
Fantasy

Perspective taking

Empathic concern

Personal distress
Acting experience
Seconds taken to

prepare monologue
for performance

Acting students
n g
Mo = 20.57; 29
‘women/15 men)

3.53(1.041)
1.92 (0.56)
2.08(0.76)
363(0.38)
397 (0.63)
3.78(0.65)
361(0.98)
354(0.74)
354(0.65)
354(069)
3.39(085)
3.70(0.93)
359 (0.66)
353 (041)
4.004 (0.61)
364(0.78)
3.85(0.67)
2.56/(0.62)
389 (1.66)

841.01 (488.090)

Non-acting
students (n = 43;
My = 19.16; 25
women/18 men)
177 (089
1.82 (061)
1.98 (0.86)
331(042)
3.23(0.86)
3.20(0.66)
2.92(0.98)
3.19(0.77)
334(0.75)
335(0.72)
332(0.72)
367 (0.79)
357 (0.68)
3.13(0.48)
3.29(0.85)
325 (0.64)
352 (0.70)
2.48(0.69)
060 (1.20)

533.27 (377.058)

Pairwise
comparisons

p <0001,
d=182
p=0.13,

p<0.001,
d=090
p <0001,
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Art therapy (N = 14)

Dance movement therapy (N = 16)

Dramatherapy (N = 14)

Music therapy (N

12)

HRQOL p HRQOL pr CORS p
35,67 (10.19) 39.53(9.26) 32.86 (6.57) 36.71(5.40)
30,99 (10.06) 30.43 (8.82) 25.88(8.14) 3263 (6.59)
32.84(8.92) 32.63(832) 30.36 (6.90) 3243 (7.29)
38.57 (8.55) 43.16(9.95) 34.33 (5.76) 36.42 (6.89)
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Recurrent group
themes

Group subthemes

Group TSW was an
overwhelmingly positive
shared experience,
benefiting both
members of the dyad
and motivating further
engagement with music

TSW was engaging and
valuable as it stimulated
mental processes and
reignited participants’
interests, skills and
memories

TSW provided
meaningful
opportunities for
reflection and
connection with
memories and life
experiences

TSW prompted
interaction and
collaboration, leading to
social connections,
empathic relationships
and experiences of
inclusion

Group TSW included
diverse challenges,
however, the facilitated
process supported
participants to engage,
highlighting abilities and
challenging doubts

e Group TSW was a positive, fun and enjoyable
experience

e Dyads appreciated the opportunity to share the
experience of TSW

e Both members of the dyad experienced
benefits, despite initial motivation to attend for
the family member with dementia

o Positive experience of group TSW highlighted
its value, motivating dyads to “do more with
music”

e Group TSW stimulated mental processes,
including recollection of memories, creativity
and communication

e Value and enjoyment in the new, creative and
stimulating aspects of TSW that sparked
interest and motivated engagement

e Group TSW reignited and connected
participants with their skills and interests

e Reminiscence “brought the past out of people”
through storytelling and the creation of a song
in the present

e TSW gave space for participants to reflect on
happy memories, life experiences and strengths

o Experience of TSW positively impacted mood
for some participants

o Positive social opportunity to build connections
with others

e Group TSW prompted interaction and
collaboration as group members worked
together toward the “one goal”

o Group TSW fostered empathic relationships
and experiences of inclusion

o Participants experienced diverse challenges but
were able to “connect” and engage in different
ways, which made it worthwhile

e The approach and facilitation contributed to the
achievability and success of the group TSW
process

e Participants contributed meaningfully,
highlighting ability of self and others and
challenging initial doubts, leading to feelings of
pride and achievement
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Partner

Agent

Roles

District prosecutor’s office

Juvenile Youth Department (Prosecutor)

Recommend adolescents with conditional
suspension of indictment for the program
Connect with regional mentors if needed

University

Arts Therapy Department (Faculty and
Graduates)

Program development and implementation
Provide supervisions

Case management and report progress

Corporate sponsor

Social Contribution Department (Public
Relations)

Provide financial support for session fees,
instruments, and technical support for music
recording

Provide spatial or physical resource for concerts
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Abuse type

Indicator Category Physical Sexual Emotional Mixed Not specified df x"’
(n=31) (n=4) (n=39) (n=8) (n =15)
Abuse included 1. Yes (n = 68) 27 2 28 8 3 4 26.47
2.No (n=29) 4 2 11 0 12 p < 0.001
Is there any physical contact in the drawing between 1. Yes (n = 30) 16 1 6 5 2 4 16.59
the victim and the aggressor (between the objects)? 2. No (n =67) 15 3 33 3 13 p < 0.01
Does the drawings include signs of aggression, 1. Yes (n = 60) 26 1 24 6 3 4 20.40
beatings, punching? 2.No (h=37) B 3 15 2 12 p < 0.001
Dissociation within 1.%es (n =387) 12 2 8 2 12 4 15.71
the drawing 2. No (n = 60) 19 2 30 6 3 p < 0.01
Dissociation within the narrative 1. Yes (n = 45) 14 2 12 5 12 4 13.38
2.No (n=51) 17 2 27 3 2 p <0.01
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Intimacy scale

Best friend in adolescence (T1)
Best friend in aduthood (T2)
Romantic partner (T2)

Male

M sD
4.49 0.39
437 082
481 111

Female
M sD
496 061
467 077
495 083

Total
M sD
479 058
456 079
49 0.94

Std. error

0.14
0.21
0.26

Mean difference

-0.46
-0.30
-013

T

-311
-1.39
-052

0.03
0.17
481
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Pictorial phenomenon
and kappa coefficient

Distance from the middle
k=087

Distance from each other
k=070

Subject matter similarity
k=068

Color similrity k = 0.71

Orientation k = 0.84

Paired images k = 0.56

Friendly elements k = 0.87

Values
1 2 3 4 5
Significant difierence in each » 5 B The parts are equidistant
parts distance from the middle from the middie
Each part s at the opposite B 5 B “The two parts are right
edge of the page next to each other
Zero similarity in subject - e - ‘Almost identical subject
ol Little similarity Some similarty Alot of similaity i
F
No common formal clements  One common element  Two common elements "2 ommoN U SR commen
elements elements
No color similarity between . Medium degree of High degree of The two parts use the
the two parts Low degres ot siolerty” i similarity exact same colors
One part faces outward, .
One part is neutral the One part is neutral,
th
Both parts face outward e o theotherinwardiboth e PN PO, ot pars face invrd
are neutral

. o or three paired ) Five or more paired
No paired images One paired image s Fourpairedimages =07
NaClzal = i filéhd One element Two or three elements  Four elements Tha entirg drawing

elements.

seems friendly
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Variable

Gender

Ethnicity

Family status

SES

Boys
Girls

Jewish
Arabs

Married
Single

High
Medium
Low

Percentage (frequency)

58.8% (57)
41.2% (40)

83.5% (81)
16.5% (16)

85.6% (83)
14.4% (14)

18.6% (89)
51.5% (50)
29.9% (29)
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Pictorial phenomenon
and kappa coefficient

Aggressiveness k= 0.65  Death and violence

Neutral - no friendly

Friendly elements k=074 (o0 ™

A predatory animal

One element

Values

Threats and warnings

Two or three elements

4

Something broken,
competition, a crack

Four elements

No aggressiveness

The entire drawing seems
friendly
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Grade at Tt

Mother's
education

Father's
education

Relationship
status at T2

Oth

11th

8 years or less
8-12 years
Technical
Academic

Not specified
8 years or less
8-12 years
Technical
Academic

Not specified
Married

In a relationship
Divorced
Single

Not specified

Women n =36

N %
20 556
16 444
3 83
1 306
15 Mn7
5 139
2 56
4 1.1
1 306
4 114
15 a7
2 56
21 583
2 56
10 278
1 28
2 56

I N

@

—wn





OPS/images/fpsyg-11-562972/fpsyg-11-562972-g005.jpg





OPS/images/fpsyg-12-588661/fpsyg-12-588661-g006.gif





OPS/images/fpsyg-11-573140/fpsyg-11-573140-g007.jpg
£
5
2
S
£
T
c
-
5
8
3
7

Friends

Not Friends

Closeness in
Drawing

Lowcloseness
— High closensss
© Lowcloseness
© High closeness






OPS/images/fpsyg-11-562972/fpsyg-11-562972-g004.jpg





OPS/images/fpsyg-12-588661/fpsyg-12-588661-g005.gif





OPS/images/fpsyg-11-573140/fpsyg-11-573140-g006.jpg
h romantic partner

Intimacy

50

s

I

Closeness in
Drawing
Lowclosensss
— High closeness






OPS/images/fpsyg-11-562972/fpsyg-11-562972-g003.jpg





OPS/images/fpsyg-12-588661/fpsyg-12-588661-g004.gif





OPS/images/fpsyg-11-573140/fpsyg-11-573140-g005.jpg
s» Closeness in
Drawing

o Low closeness
g — High closeness
E
£ e
3
3
2
5 w
<
%
2
3
r

o
3
>
3
8
£ .
£ e et

-

Friends Not Friends





OPS/images/fpsyg-11-562972/fpsyg-11-562972-g002.jpg





OPS/images/fpsyg-12-588661/fpsyg-12-588661-g003.gif





OPS/images/fpsyg-11-573140/fpsyg-11-573140-g004.jpg





OPS/images/fpsyg-11-562972/fpsyg-11-562972-g001.jpg





OPS/images/fpsyg-12-588661/fpsyg-12-588661-g002.gif
-
L4

.





OPS/images/fpsyg-11-562972/cross.jpg
3,

i





OPS/images/fpsyg-12-588661/fpsyg-12-588661-g001.gif
Phase0

Gical Scenario

Arts-Based Intervention Development (A-DIT)

Phase 1

Phase2






OPS/images/fpsyg-12-588661/crossmark.jpg
©

2

i

|





OPS/images/fpsyg-11-573140/fpsyg-11-573140-g003.jpg





OPS/images/fpsyg-11-573140/fpsyg-11-573140-g002.jpg





OPS/images/fpsyg-11-628717/fpsyg-11-628717-g008.jpg
g"_.‘l.,.i A
' 5

p\,(






OPS/images/fpsyg-11-573140/fpsyg-11-573140-g001.jpg
.,

Be .- . &

£

5
=9
s (1)

E

)
}%‘ﬁ ;u‘fuia.a‘sk

%?
Y






OPS/images/fpsyg-11-628717/fpsyg-11-628717-g007.jpg





OPS/images/fpsyg-12-613821/fpsyg-12-613821-t004.jpg
Post-intervention (T1, 6 weeks) Follow-up (T2, 6 months)

Outcome n/N (%) No n/N (%) Yes  Odds Ratio (95% CI) P n/N (%) No n/N (%) Yes  Odds Ratio (95% CI) P
RFB Leaving the study early ~ 5/35 (14.29) 1/35 (2.86) 0.18 (0.02-1.60) 0.20 6/35 (17.14) 1/35 (2.86) 0.14 (0.01-1.25) 0.11
LH Leaving the study early 3/34 (8.82) 3/36 (8.33) 1(0.19-5.34) 1 3/34 (8.82) 4/36 (11.11) 1.38 (0.28-6.68) 1
RFB Response?® 9/35 (25.71)  18/35 (51.43) 3.06 (1.12-8.37) 0.049* 9/35 (25.71)  16/35 (45.71) 2.43(0.89-6.67) 0.13
LH Response® 11/34 (32.35)  16/36 (44.44) 1.67 (0.63-4.43) 0.33 12/34 (35.29)  13/36 (36.11) 1.04 (0.39-2.76) 1

Results of dichotomous variables for primary outcome (MADRS). Missing information was treated as no change (intention-to-treat analysis). N = 70. RFBpo n = 35;
RFByes N = 35; LHpo n = 34; LHyes N = 36.

@ Response was defined as a reduction in MADRS scores of 50% or greater.

*p < 0.05.
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Estimates from crude analysis Estimates from adjusted analyses

Raw difference B (SE) P Effect size d (95% CI) Raw difference B (SE) P Effect size d (95% CI)
MADRS —3.55(1.53) 0.02* 0.50 (0.07 to 0.93) —4.35 (1.64) 0.009** 0.62 (0.16 to 1.08)
HADS —1.68 (0.67) 0.01* 0.43 (0.09 t0 0.77) —2.18(0.73) 0.003** 0.56 (0.19 t0 0.93)
RAND-36 MCS 1.63 (0.56) 0.004** 0.65 (0.21 to 1.09) 1.81 (0.60) 0.003** 0.72 (0.25t0 1.18)
RAND-36 PCS 1.41 (0.46) 0.003** 0.50 (0.18 t0 0.82) 1.44(0.47) 0.002** 0.51(0.18t0 0.84)
GAF 3.87 (2.00) 0.05 0.48 (—0.01 t0 0.96) 4.41(2.08) 0.04* 0.54 (0.04 to 1.05)

Crude and adjusted overall treatment effect over time (B), p-values, and effect sizes (d) for primary and secondary measures (RFB factor). Crude and adjusted analyses
are based on LME models. Effect sizes were calculated by dividing raw differences by pooled baseline SDs. “p < 0.05; *p < 0.01
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Intervention group Control group t(df) Total sample

M(+SD) M(+SD) M(+SD)

Age (years) 87-50 69.44(7.76) 73.24(8.04) —1.70(48) 71.34(8.05)

Length of disease (years) 1-31 11.24(6.59) 9.20(5.21) 1.21(48) 10.22(5.97)

N(%) N(%) z N(%)

Gender Male 4(16.0) 10(40.0) 1.89 14(28.0)
Female 21(84.0) 15(60.0) 36(72.0)
Marital Status Married 17(68.0) 18(72.0) 0.31 35(70.0)
Not married (single, divorced, widow) 8(32.0) 7(28.0) 15(30.0)
Education High school or less 10(40.0) 17(68.0) 1.99* 27(54.0)
Academic (BA, MA, PhD) 15(60.0) 8(32.0) 23(46.0)
Experience with dance Yes 12(48.0) 7(28.0) 1.46 19(38.0)
Experience with ballroom dance Yes 9(36) 14) 3.024** 10(20.0)
Sports activities Yes 23(0.97) 21(1.07) 0.41 44(88.0)
Physical Therapy Yes 10(0.5) 18(0.46) —2.36* 28(56.0)

*0 =0.023, *p =0.025, and **p = 0.005.
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Studio
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Therapeutic
approach

Nature of the
group
Therapist's role

Perception of
participants.

Art exhibition

Number of

Ways characteristic is manifestated

results relating and
to characteristic number of results for each

59

86

53

61

56

manifestation

Open studiois Open studiois
defined asart ot defined as
therapy - 45 art therapy - 14
Changing Permanent
goup-38  group- 17
Therapist does Therapist
notengagein engagesin
artmaking artmaking
alongside the  alongside the
participants - participants - 23
30

Patient/client - Participant - 24 Artist -

27 10
Art work is not  Art work is
exhibited exhibited outside

outsidethe  the studio - 24
studio - 32
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Baseline (T0) Post-intervention (T1, 6 weeks) Follow-up (T2, 6 months)

No Yes No Yes Crude Adjusted No Yes Crude Adjusted
Mean Mean Mean Mean B (SE) 95% p-value B (SE) 95% p-value Mean Mean B (SE) 95% p-value B (SE) 95% p-value
(SD) (SD) (SD) (SD) Cl Cl (SD) (SD) Cl Cl
MADRS 22.80 26.71 15.87 14.38 -3.12 —6.88 0.103 —-3.93 —7.85 0.049* 16.34 14.06 —-3.98 —7.77 0.040* —4.77 —-8.72 0.018*
RFB (7.38) (6.18) (8.02) (9.40) (1.90) to (1.99) to (10.37) (8.85) (1.92) to (2.00) to
0.64 —0.01 —-0.19 —0.82
MADRS 256.32 24.22 16.13 14.09 —1.36 -5.11 0.476 —-1.07 -5.19 0.611 16.58 13.69 —2.04 —-5.82 0.289 —1.76 —5.91 0.404
LH (6.95) (7.17) (8.30) (9.16) (1.90) to (2.09) to (10.67) (8.28) (1.92) to (2.10) to
2.39 3.06 1.74 2.39
HADS 9.63 11.67 8.20 7.56 —-1.79 —-3.37 0.027* —2.30 —-3.97 0.008** 7.79 7.41 —-1.57 -3.17 0.054 —2.07 —3.76 0.017*
RFB 4.22) (3.30) (3.85) (4.16) (0.80) to (0.85) to (4.30) (3.99) (0.81) to (0.86) to
—0.21 —0.62 0.03 —0.38
HADS LH 11.41 9.83 8.26 7.48 0.21 —1.38 0.798 0.59 —1.08 0.486 7.90 7.28 0.39 —-1.20 0.625 0.78 —0.91 0.364
(3.88) 3.79) (3.99) (4.03) (0.80) to (0.85) to 4.22) (4.03) (0.81) to (0.85) to
1.79 2.27 1.99 2.46
RAND36 —5.51 —6.33 —-3.14 —2.08 1.62 0.18 0.027* 1.69 0.29 0.018* —3.04 —1.74 1.75 0.40 0.012* 1.92 0.52 0.008**
MCS RFB (2.53) (2.48) (3.40) (3.75) (0.68) to 0.71) to 3.97) (3.49) (0.69) to 0.71) to
2.86 3.09 3.10 3.33
RAND36 —6.12 —5.74 —2.86 —2.31 0.40 —-0.94 0.552 0.45 —0.89 0.512 —2.62 —2.07 0.39 —0.96 0.572 0.43 —-0.92 0.535
MCS LH (2.51) (2.55) (3.32) (3.88) (0.68) to (0.68) to (3.89) (3.64) (0.68) to (0.68) to
1.74 1.79 1.74 1.78
RAND36 —3.59 -3.71 —2.18 —-1.05 1.38 0.31 0.012* 1.41 0.32 0.011* —2.11 —0.91 1.44 0.36 0.010** 1.47 0.37 0.009**
PCS RFB (2.97) (2.72) (8.17) (3.24) (0.55) to (0.55) to (3.73) (3.03) (0.55) to (0.56) to
2.46 2.50 2.53 2.57
RAND36 —4.07 —3.26 —2.05 —1.13 0.40 —0.68 0.463 0.32 —-0.79 0.571 —-1.89 —-1.05 0.30 —-0.79 0.587 0.21 —0.90 0.704
PCS LH (2.91) (2.73) (3.44) (3.01) (0.55) to (0.56) to (3.59) (3.20) (0.55) to (0.57) to
1.48 1.43 1.38 1.33
GAF RFB 60.20 56.69 73.40 74.26 2.76 —2.03 0.257 3.31 —1.61 0.186 73.97 77.00 5.00 0.17 0.042* 5.53 0.58 0.029*
(7.77) (8.23) (12.06) (13.06) (2.42) to (2.49) to (14.06) (12.90) (2.45) to (2.51) to
7.54 8.22 9.82 10.48
GAF LH 57.71 59.14 71.87 75.73 2.84 —-1.94 0.243 2.54 —2.63 0.333 73.00 78.12 3.82 —0.99 0.119 3.54 —1.66 0.181
(8.82) (7.50) (12.15) (12.74) (2.42) to (2.62) to (14.94) (11.45) (2.44) to (2.64) to
7.61 7.72 8.63 8.75

This table shows observed means and SDs for the ITT sample, and estimates of treatment effects (RFByes vS. RFBno; LHyes vs. LHpo) from linear-effects models. Results of the crude (corrected for baseline value and
repeated measures) and adjusted (corrected for baseline value, repeated measures, client age, client gender, medication, and assigned therapist) treatment efficacy analyses for the ITT population. No and Yes indicate
absence or presence of each factor (RFB and LH). Total n: 70; RFBno n: 35; RFByes n: 35; LHno n: 34; LHyes n: 36. "p < 0.05; *p < 0.01.
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Author(s) Type of N

study

Allan et al. Mixed 13
(2015)

UK

Chiu et al.
(2015)
CAN

Mixed 36

Czamanski-
Cohen
(2010)

ISR

Qualitative 4

Czamanski-
Cohen
(2012)

ISR

Qualitative 5

Glinzak (2016) ~ Quantitative 73

USA

Grifith et al.
(2015)
UsA

Mixed 78

Heller (2015)
ISR

Mixed 16

Howells and
Zelnik (2009)
USA

Qualitative 20

Kaimal et al. Quantitative 29
(2017)

CAN

Kaimal and
Ray (2017)
UsA

Mixed 39

Maseli (1998)  Mixed 16

USA

Ourso (2016)
UsA

Qualtative 10

Phoenix-Beck
(2018)
USA

Mixed 18

Piot and Mixed 35
Plante (2009)

CAN

Stokrocki et al.  Qualitative 3
(2004)

USA

Thompson  Qualiative 10
(2016)

USA

Population (age in
years)

Adults (22-65) coping
with acute mental
illness in transition from
acute to community
mental health care.

Adults (28-79) in acute
psychiatric states and
hospitalized in the
psychiatric department.

Girls (13-14) who were
evacuated from their
homes in Gush Katif
during implementation
of the Disengagement
Plan.

Aduls (ages not
specified) suffering from
cancer who are
undergoing
chemotherapy.

Adult (above 18) cancer
patients in treatment or
in follow-up care.

Homeless aclults (ages
not specified).

Children (11-12)in
primary school.

Adults (24-75). Half
suffer from psychiatric
disorders and half did
not report any

psychiatric disorders.

Healthy adlults (19-67).

Healthy adults (18-59).

Healthy aclults (21-82).

Youth and adults
(15-50) no specific
characteristics.

Adults above the age of
65.

Adults suffering from
cancer (no specific
reference to age).

Homeless women (no
specific reference to
age) who had
experienced domestic
violence.

Adults psychiatric
patients diagnosed
with a severe mental
fliness (no specific
reference to age).

Open studio setting

The open studio operates in an art organization
in the city center. Affiated to NHS in Britain.
Based on the principles of the recovery
approach. Weekly, 2-h meetings for a period of
8-13 months, moderated by two faciltators.
Meetings include an introduction, artmaking
and time for sharing. During the group.
sessions, faciltators circulate among
participants and ask them about their daily
lives.

The Open Studio is situated in the psychiatric
department of Toronto General Hospital. It
operates once a week for 2h and is faciltated
by an art therapist and a student. The study
was conducted over a period of half a year. The
group was open to anyone including staff and
interns and there was no need for a referral. It
offers a creative experience in a community
atmosphere; the door is open, and you can join
or leave freely.

Open studio in a girls’ school, faciltated by one
art therapist; 1 weekly session during the
school year.

The open stucio held weekly sessions
faciltated by one art therapist in the Support
Center for Cancer Patients.

The efficacy of various art therapy interventions
was examined, including an open studio
operating in the oncology department of a
general hospital. The sessions were open, took
place twice a month and lasted 5.5
participants came and went as they pleased.

An open studio in a community center that
serves the homeless, combined with a gallery
that sells artwork. Open every day. The
research was conducted over a period of 1
year.

Open studio in a primary school, 20 weekly
meetings. Each group has 4 participants.
Research conducted on 4 groups

Community-based open studio operating in a
psychiatric rehabilitation center.

The open studio operated in the city center in a
building that was not affliated with the
reabiltation center. The studio holds art
classes and includes a gallery and workspace.
Open to all community members. The research
was conducted over the course of 1 year.

An open art therapy studio in a university. Each
participant had two individual sessions with an
art therapist. One meeting was held in an open
studio format where materials were laid out and
the participant engaged in unguided artmaking.
In the other meeting. participants chose a
coloring sheet and used either colored pencils
or markers to do the coloring.

45-min individual session in an open studio
format held in an art therapy studio in a
university. The session was faciltated by an art
therapist.

A community-based open studio operating in a
church. Weekly, 2-h sessions over the course
of 10.5 months. Two groups of adults with 8
participants each, facilitated by an art therapist.
Participants could attend as they please,
entrance was free.

Privately operated, community-based open
studio situated in city center. Research was
conducted over a period of 6 weeks.

Open Studio in a community center for seniors.
Research conducted over a period of 6 weeks.

Open studio near a hospital for oncology
patients. The research was conducted over a
period of 7 months.

Open studio for homeless women established
in the researcher’s home as part of a research

project.

12 meetings of an open studio over a 6-week
period that included presentation of work ina
gallery at the Community Mental Health Center.
Participants were patients that were in
transition from hospitalization to community
mental health care.

Data collection and analysis

Self-report questionnaires at the beginning and end of

the program:

The Clinical Outcomes in Routine Evaluation
screening measure (CORE-10)
Warwick-Edinburgh Mental Well-Being Scale
(WEMWBS)

Social inclusion measure

Qualitative data was gathered by means of a

semi-structured interview with each participant at the

end of the program.

Data was collected using a self-report questionnaire

that relates to mood at a specific point of time.

A POMS-B questionnaire was filed out by participants

before and after the group sessions.

A true-false questionnaire was administered to the
clients at the end of the therapeutic session in order
to collect data about their open studio experience.

In addition, the study includes two vignettes.

Case study that uses the collaborative inquiry

approach to art therapy research to analyze and
document conversation, interactions, use of the space
and artwork in an open studio. Artwork was analyzed
using a compositional and psychoanalytic approach.
Semi-structured interview of participants on their
experience of the studio and the presentation of

their work.

Gase study that makes use of narrative analysis
based on the collaborative inquiry approach to art
therapy research by documenting conversation, use

of the space and art in open studio sessions.

‘Semi-structured interviews that include reflective
observation of artwork and participants’ experience of
the open studio. Shared process of reflection involving
the interviewee, on analyzed data from the interview.

Analysis of seff-report (distress thermometer)

questionnaires that participants filed out before and
after art therapy in four different settings: individual
intervention in the chemotherapy treatment clinic;
individual intervention beside the patient's bed in the
oncology department; long-term individual therapy;

open studio at hospital.

Observations and documentation of changes in six
areas according to categories of life achievement
(Prescott et al., 2008) combined with vignettes from
therapy sessions. Associations between frequency of
attendance of group sessions and increase in lfe
achievement were examined; a comparison was
made between life achievement of participants who

took part i the open studio only and those of

participants who took part in both the studio and art

cooperative that sells artwork.

The qualitative data was collected from observations,
reflective content analysis, and a semi-structured
interview. The quantitative data was collected by
identifying coping styles using a 6-part story and
self-report questionnaires relating to the concept of
‘academic self-efficacy (Sherir and Maddux, 1982) and
the concept of social self-efficacy (Fan and Mak,

1998; Matsushima and Shiomi, 2003),

Action study that uses ethnographic tools, such as
in-depth semi structured interviews, observations and

an observation joumnal kept by the researchers.

An experimental study in which each participant had
one session of each kind. Positive and Negative Affect
Schedule (PANAS); General Self Efficacy Scale (GSE)

and Perceived Stress Scale (PSS) self-report

questionnaires were administered before and after the

sessions.

Quasi-experimental study (measures taken before and

after intervention, no control group) PANAS, a

validated standardized measure (Watson et al., 1988)
and the validated General Self-Efficacy Scale (GSES;

Schwarzer and Jerusalem, 1995) self-report

questionnaires measuring positive and negative affect
and sense of seff-efficacy administered before and

after the session. In addition, participants summed up

their experiences of artmaking at the end of the
session and wrote a narrative summary of their
artwork.

Quasi-experimental (measures taken before and after
intervention, no control group) as well as naturalistic-

ethnographic study. Included observations and

documentation of written and verbal comments of the

participants, analysis of artwork and self-report

questionnaires that measure levels of depression and
preferred use of time. Beck Depression Inventory;

Luscher Quick Color Test Evaluations; Oinebell
Time-Values Inventory.

Action study that examined the emotional effects of
participation in the open studio. Uses self-report
questionnaires based on study participants’ feedback
that examined the emotional effects of participation in
the open studio. These questionnaires were filed out
by participants before and after the course of the
study. In adition, use of semi-structured interviews,
analysis of artwork and observations of researcher.
Quantitative data generated by Ottawa Mood Scale
self-report questionnaire. Qualitative data collected by
means of demographic questionnaires and one-word

descriptions relating to filled out questionnaire.

Self-report questionnaires (name not noted) and

semi-structured interview.

Action study including interviews.

Action study combined with art-based research and
narrative analysis of semi-structured interviews. The
purpose was to explore the researchers/partners

experience of the transformative efect of art.

Main results

Quantitative: 9 out of 13 participants
demonstrated significantly lower distress
levels and/or increase in quality of lfe at
end of program as compared to beginning.
Qualitative: Participants reported that the
group contributed significantly to their
quality of fe.

Quantitative: Significant reduction of
negative moods after open studio session.
819 of participants reported they would be
interested in participating in a similar
communty group, once they are released
from hospital.

Qualitative: Participants reported that the
group allowed them to express experiences
that they were unable to express in words
and increased their sense of

community belonging.

Analysis of observations and interviews
reveals that the open studio allows
normalization of feelings about abnormal or
chaotic situations. Artmaking alowed the
processing of memories and reinforced a
sense of community belonging. The
enjoyable process helped evacuees cope
with depression and anhedonia.
Observations and interviews reveal that
artmaking helped participants who were
conflicted regarding their treatments.
Artmaking supported the decision-making
process and boosted courage. Art helped
patients connect to their inner selves and
find answers to their questions. Art also
helped examine past medical decisions.
Allinterventions were found to be effective
in reducing stress. Out of the four settings,
the open studio was the most effective in
reducing stress.

Quantitative: a significant positive
correlation was found between
participation in the group and an increase in
lite achieverent such as finding a job,
rehabiltation, finding housing, initiative, etc.
In addition, participants who took part both
in the open studio as wel as the gallery for
sale of artwork demonstrated a more
meaningful increase in life achievements.
than the participants who only took part in
the open studio.

Qualitative: Vignettes based on work with
various patients.

Quantitative: Participation in the open
studio resulted in an increased sense of
self-efficacy and abilty to cope with
problems.

Qualitative: reflective practice mirrors a
wider range of cognitive skills.

Interviews and content of observation
journals revealed that art making allowed
the participants to assume new identities
and roles. A community of artists was.
created, and art was perceived as a bridge
to the community-at-large. Participants
reported that the outcome, and not only the
process, was important.

Both interventions led to a higher positive
affect, creative experience and sense of self
efficacy.

The open studio contributed more than
individual coloring in terms of positive
affect, creative experience and sense of self
eficacy, and was equal to individual
coloring in regard to reduction of stress,
especially among younger participants.
Quantitative: significant reduction of
negative affect and increase of positive
affect and sense of self-efficacy after
artmaking in the open studio.

Qualitative: The artwork included a variety
of themes: nature, people, activities and
abstract exploration of colors and shapes.

Quantitative: Reduction of depression
levels and changes in priorities regarding
health and well-being.

Qualitative: Participants reported changes
in the way they use their free time. In
addition, they reported that the open studio
experience was meaningful to them and
generated seff-exploration with a focus

on seff-development.

Participants reported a decrease in stress
levels, improved moods and an increase in
energy levels.

Quantitative: increase in mood level.
Qualitative: better communication skis that
can contribute to quality of lfe of
participating seniors.

Quantitative: Reinforced sense of control
and increased self-esteem.

Qualitative: Participants reported that the
open studio was a refuge and it reinforced
their sense of belonging

Interviews with women reveal that
artmaking in the open studio provides
important social connections,

meaning and strengthens self-esteen.

Participant interviews reveal that artmaking
in the open studio promotes an artist
identity through the formation of a new
sense of self and the discovery of
empowering new self-narratives.
Symptoms were reduced as was the
dependence on negative aspects of the
psychiatric narratives.
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RFB no (n = 35) RFB yes (n = 35) LH no (n = 34) LH yes (n = 36)
Mean [SD] Range Mean [SD] Range Mean [SD] Range Mean [SD] Range
Age, y 38.37 [11.44] 19 to 57 39.69 [11.59] 20 to 56 40.50 [12.75] 19t0 56 37.64 [10.07] 21to 57
Female, n (%) 22 (62.86) - 30 (85.71) - 28 (82.35) - 24 (66.67) -
F32 diag., n (%) 29 (82.86) - 24 (68.57) - 24 (70.59) - 29 (80.56) -
F33 diag., n (%) 6(17.14) - 11 (31.43) - 10 (29.41) - 7 (19.44) -
Medication, n (%) 18 (51.43) - 17 (48.57) - 17 (50) - 18 (50) -
MADRS 22.80 [7.38] 10.00 to 41.00 26.71[6.18] 16.00 to 43.00 25.32 [6.95] 11.00 to 41.00 24.22 [7.17] 10.00 to 43.00
HADS 9.63 [4.22] 1.00to 17.00 11.57 [3.30] 2.00to 17.00 11.41[3.88] 2.00to 17.00 9.83[3.79] 1.00 to 17.00
RAND-36 MCS —5.51[2.53] —9.601t0 2.08 —6.33[2.48] —10.68t0 —0.59  —6.12[2.51] —10.49t0—-029 —574[255] —10.681t02.08
RAND-36 PCS —3.59[2.97] —10.22102.34 —3.71 [2.72] —8.66t0 1.26 —4.07 [2.91] —10.22102.34 —3.26 [2.73] —8.66t0 1.26
GAF 60.20 [7.77] 42.00 to 70.00 56.69 [8.23] 42.00to 71.00 57.71 [8.82] 42.00 to 70.00 59.14 [7.50] 42.00to 71.00

RFB: resonance frequency breathing. LH: listening homework. SD: standard deviation. y: years. Total n: 70; RFBno n: 35; RFByes n: 35; LHpo n: 34, LHyes n: 36.
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Blocks 3-4 and 6-7 associative order and key response assignment were counter-
balanced between participants.
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Parameter

Illustrative Example: New Victory Theater SPARK

Domain
Genreftradition/methods (e.g., classical, modern)
Combinations

= Mutiple arts domains
= Integrated/combined with other subjects

Characteristios

= Type of activity (solo/group)
= Mode of participation (passive/active)

Theater
Mix of narrative and performance-art productions featuring the arts of many cultures

Theater productions encompassing other disciplines (e.g., visual arts in set design), music, and dance

Performance and residencies were group activities
Chidren were audience members at performances and participants in the residency sessions

Specific insttutional setting (e.g., school)
= Setting’s arts leaming profile

The New Victory Theater:

= A historic theater in the City's theater district
= One of the world's premiere children's theaters
= Ushers are young people of color

Partner School:

= Alow-performing, public elementary school
= Noarts teachers on faculty

= No community-based arts education partners
= Supportive administration

Presence/characteristics of teachers/teaching artists:

= Personal characteristics
= Training (as artst and educator)

= Experience (as artist and educator)
= Role in institutional setting

Teaching artists (TAS) were actors and performers

TAs received initial training and attended a series of professional development workshops at the New Victory
Theater

Program Characteristics

= Structural features
= Process quality

Performances:

= Students were bused from their school to attend three performances at the New Victory Theater
Residency:

= Sessions ocourred during the school day in students' classrooms (typically during English language arts)

= Sessions were always led by the same pair of TAS within each classroom

Dosage
a Frequency of instruction
= Duration of activity

Performances:

= Students attended three performances over the course of the academic year
Residency:

= Fifteen 40-min sessions were held between October and May

Child characteristics

= Age/developmental stage
= Gender identity
 Racial/ethnic identity

Chiren were in third grade
60% of students identified as female
76% of students identified as Hispanic, and 20% identified as Black

Exosystem factors
= Peer group
= School
= Neighborhood

90% of children attending the school received free or reduced-price lunch
57% of families with children in the school's zip code were living in poverty
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Changes

Greater experience of caim and
attention to the other
Improvements in interpersonal
communication (with adults and
peers)

Improvements in expression and
emotional regulation

Understanding and acceptance of
past experiences

More involvement in day-to-day
tasks

More comfortable with the touch

n (%)

4(25.0)

4(25.0)

3(18.8)

2(12.5)

2(12.5)

1(6.2)

lllustrative quotes

“I can feel calmer, more comfortable to speak”
“To be more focused, and not closing myself so much in my thoughts”

“I felt more comfortable with some people (of the group) which also made me feel more confident in general”
“I was able to communicate a bit more, inside and outsider the group”

“This way it was easier, it gave me more ways to speak, | didn’t need to do any gestures. My mask already
represented everything”
“Now | will even cry in the street sometimes, if | see something, | get emotional and start crying”

“I'm able to look to certain things I've been through, but that now | know how to act”
“It helped me to better understand the part of not paying attention. | already didn’t pay, but that part (of the session)
helped me even more”

“Usually | do things very polished, exactly how others are doing it. It was nice to not follow that process. It was a
good feeling to be able to do it (the mask task) relaxed, without feeling | was being judged, because often | have
that perception although it doesn’t exist”

“Now | pretend I'm not paying any attention, (and) I'm feeling freer because | don’t think so much in what others are
saying”

“l used to not like people to touch me or hug me (...) | feel that here, at therapy, with the exercises, it's something
that has been helping me. And with this touch “thing” | realize I'm progressing”





OPS/images/fpsyg-12-599914/fpsyg-12-599914-t002.jpg
BRI

GEC

Evaluation period
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How was it for you to perform your autobiographical performance in
the group?

What was it like for you to work with the coach?

How was it for you to view the enserble performance?

How do you view your involvement in the project?

Have you had a change in perspective or behavior that you connect with your
involvement with the project?

Other thoughts? Comments?





OPS/images/fpsyg-12-634079/cross.jpg
3,

i





OPS/images/fpsyg-12-587923/fpsyg-12-587923-t003.jpg
Outcome variables

Pain (NRS) n = 12
PHQ-9n=5
HADS-Dn =4
HADS-An =11

Recovered

0%
80% (4/5)
75% (3/4)
28% (3/11)

Improved

50% (6/12)
0%
25% (1/4)
45% (5/11)

Deteriorated

0%

0%

0%
9% (1/11)

Unchanged

50% (6/12)
20% (1/5)
0%
18% (/1)
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Subject Collection pair Salivary cortisol concentration (.g/dL)

Control condition Treatment condition

1 1 0.50 0.60
2 9.40 10.50
3 8.30 17.90
4 3.20 5.30
2 1 el A
2 e . |
3 22.90 9.90
4 0.40 -1
3 1 5.10 13.70
2 28.10 14.30
3 31.70 31.30
4 11.20 20.80
4 1 5.00 1.70
2 1.10 4.70
3 0.70 10.60
4 6.00 1.00

1Cortisol concentration was below the minimum detectable range of the assay
(0.40 pgrdL).
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Participant Child Diagnosis Transplant Conditioning Acute

number age type agent GVHD

1 453  Neuroblastoma  Autologous Chemo only No

2 3.81  Neuroblastoma  Autologous Chemo only No

3 3.51 Relapsed ALL Allogeneic  Chemo only Yes
Stage 4,
Grade lll

4 3.51 Sickle cell disease Allogeneic ~ Chemo only No

Age corresponds to the child’s age at the beginning of their participa-
tion in the studly.
GVHD, graft versus host disease.
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VAS - Happiness

PANAS - positive affect

Mpre Mpost Mdifference Mpre Mpost Mdifference
Condition A 66.88 (11.43) 72.48 (16.91) 5.60 (13.38) 36.44 (4.28) 40.44 (5.69) 4.00 (5.82)
Condition B 66.52 (14.30) 68.64 (15.62) 2.12(15.24) 37.20 (4.01) 38.60 (5.89) 1.40 (4.49)
Condition C 61.80 (15.20) 60.60 (17.84) —1.20 (12.21) 36.36 (4.40) 40.28 (3.97) 3.92 (3.33)
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Body

Body action — jump

Gunther, 2006; Koch et al., 2007;
Shafir et al., 2016

Effort Free flow Montepare et al., 1999; Koch et al.,
2014; Shafir et al., 2016
Light weight Lourens et al., 2010; Koch et al., 2014;
Shafir et al., 2016
Shape Spreading Montepare et al., 1999; Gross et al.,
2012; Koch, 2014; Cuddy et al., 2015;
Shafir et al., 2016
Rising Duclos et al., 1989; Flack et al., 1999;
Cuddy et al., 2015; Shafir et al., 2016
Space Direction — up Flack et al., 1999; Dael et al., 2012;
Shafir et al., 2016
Phrasing Rhythmicity — reinitiating Koch et al., 2007; Dael et al., 2012;

Shafir et al., 2016
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Child Outcomes
Emotional Dist
-CHQ-Mental Health
Antecedents Subscale
Demographics: Disial Mediators Neurophysiological
~Child Age Proximal Mediators Stress Indicator:

_Parent Age, Gender, (During Intervention Sessions) Perceived Famil ~Cortisol (serum; salivary)

SES, Education P e Normaley: Physical Symptom

” Child Engagement: ~Family Mgmt. Measure 9
Parent/Child: “Behavioral Coding Y Distress:
“Distress w/ Prior . Parental Self-Efficacy: -ESAS
Hospitalizations Parent-Child Interaction: -Parental Belief Scale Quality of Life:
(PIES) ~Behavioral Coding KINDLR

. Independent Music-Play:

-Abbreviated PTSD “Parent Report
checklist (PCL-S) Parent Outcomes
Disease/Tx Emotional/Traumatic

Characteristics: Distress Symptoms:
“Profile of Mood States

iagnosis
~Transplant Type AME tsreritah -':mpacl :v EIvelnlsl Sclale-R
europhysiologica

Stress Indicator:
~Cortisol (salivary)
Quality of Life:
-Index of Well-being

Parent/Child Outcomes

Eamily Function:
~Family Adaptability &
Cohesion Evaluation
Scale (FACES)
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References’  Study Objective Sample Intervention  Intervention elements  Evaluation tools  Results/conclusions
design length
Cunningham ~ Mixed- Reflecting on the Two No No description (1) Quality of life DMT allows the couple to
(2014) method case  positive impact DMT  Counselors ~ description (Qol) process their traumatic
study; no has on emotional questionnaire; () experience, re-imagine
control group  stress factors with qualitative themselves, and move
couples experiencing questionnaire toward the actualization
infertilty of a new unmet potential
DeBoer Qualitative Exploring the Eight Thweekly  No description Interviews before,  The couples’ movement
(2006) research experience of partner  couples during, and after  reflects content in the
dance classes as an the class series marital relationship
adjunct to couple
counseling
Hawkes Clinical report ~ Describing the use of ~ No Weekend Facilitating awareness of  No evaluation Dancing with a partner
(2003) partner dance as a description  workshops,  and experimenting with  tools. particularly opens up
“container” for the 12hover2  posture, how issues concerning the
experience and days participants move and other
feelings of participants sense their bodies, and
ina group how they relate to others
through their bodies
Kierr (2011)  Theoretical Identifying techniques ~ — - Here-and-now - -
model which are designed to exercises, guided
develop healthy imagery, assertiveness
sexuality training, sensory
integration activities
Kim et al Qualitative To configure and apply  Three Four 2-h Body (1) Focus group Expressive movement,
(2013) research the kinesthetic couples sessions concept—focusingon interview and () synchronization, and
method empathy program and breath awareness. semi-structured mutual attunement
to assessiits Space and unstructured  through movement had a
effectiveness for concept—focusingon  questionnaire positive impact on the
married couples in personal space perceived refationships,
conflict awareness. Effort an increase of kinesthetic
concept—focusing on empathy, and an
care-giving daily improvement of the
movement. Relationship participants’ abilty to
concept—focusing on ‘emotionally attune in
sharing most relation to ther partners
memorable moment of
martial life
Lacson Theoretical Exploring the use of = - No description - Paying attention to the
(2020) model and mirroring with couples body may be the very
case example  to foster secure action that interrupts a
attachment by means couple's destructive
of attunement on a dance cycle, challenges
bodily-based level old attachment patterns,
and opens the gate to
more secure ways of
relating to and
experiencing one another
Patterson Quantitative  Identifying specific Thirty - No description (1) Self-report Body movement in
etal. (2012)  research nonverbal behaviors  partners questionnaire, (2)  couple interactions can
associated with saliva samples, (3)  be used to identify
different affective a video-recall affective states which are
states procedure rating  relevant to the partners’
affect during two  communication
conversations
Pietrzak etal.  Qualitative Fostering emotional  Two 20h Imitation of a personal  Pre- to post-test  The couples reported
(2017) research regulation, couples choreography, change scores greater relationship
multifaceted empathy, ~ diagnosed movement satisfaction, a more
and conflict resolution  with synchronization, and securely attached
via emotional borderline collaboration in resolving refationship, and
activation therapy personality incidents of increases in empathy in
disorder nonsynchronization of the relationship
movement
Polo(2010) ~ Phenomeno  Gaining anin-depth  Threemale  Single 2-h Dancing tango socially (1) The DMT could be used in
-logical understanding of the  tango session participants tandem with tango by
research various dimensions of  “leaders” dancing tango exploring effort and effort
methods relationship and three were recorded; (2)  qualities that best
experienced by female they were support the role of the
Argentine tango “followers” interviewed leader and the role of the
dancers of various separately usinga  follower
experience customized video
levels foreachasa
(dance prompt discussion
partners of the dance
only) relationships
Wagner and  Theoretical Development of a One couple  — Paim-to-Palm Work as ~ — Dance/movement
Hurst (2018)  model and theoretical framework the Dance of the Internal therapists can recognize
case example  for DMT with romantic Family System (e.g., and process unresolved
partners experiment with degrees development dances that

of pressure, exploring
leading and following)

need re-patterning

2In all studies, the intervention was performed by the researchers.
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Resource

New perspectives
on life

Meanings for
accomplishment

Courage to
challenge and
pursuit

Perseverance

Self-
acknowledgment

Total

Open coding samples

e Wanted to stop feeling regretful and write a song about the new person they were becoming
e Wanted to become someone who was skillful in something

e Wanted to express appreciation and apologize to parents

e Wanted their song to console someone who was in a similar situation as them

e Wished the song would shed light on others who were struggling

e Wanted all the depressive and anxious feelings to fly away

e Wanted to live an ordinary life like other people

o Wanted to overcome thinking they were insignificant

o Think the biggest benefit is that | gained the ability to write songs and play instruments

e Love the fact that | completed and created something on my own

e Thought, “Now, | do have a skill” as | was writing songs and playing music

e The best part was that | learned something new

e Think (the program) helped us to attain skills

e The best part is that we really completed songs, although we doubted the possibility at first
e Gained performing skills that can be useful elsewhere

e Because | was brave here, | think | can be more courageous when doing things in the future

e The experience here will help us to become more courageous; people like us do need a lot of courage when trying

new things

e Because | was able to sing in front of others here, | think it will help me become more courageous and try new things
o While making the songs, | needed the courage to share something about me with other people

e Learned that withstanding and enduring difficult times eventually make things work

e Learning to play musical instrument was difficult at first, but when | persisted, it got better and | was able to complete it

e Feel like | have gained patience that | never had
e Kept thinking that | cannot give up

e Doing something with strangers was difficult at first, but things became comfortable as | did not give in
e |t was a bit boring and annoying as | couldn’t do it well in the beginning, but as | kept trying, | learned how to endure.

o [t was my first time trying out something steadily

e Became more aware of how my mind is through the song

e Thought the song is me because | tried to express my mind through the song
e Song was like a window through which | could look into my heart

e Singing my own song touched my heart, which felt like | was caressed

e Song is the story of my inner mind, story about something that | really want to do or want to have.

N (%)

49 (45%)

21 (19.3%)

18 (16.5%)

14 (12.8%)

7 (6.4%)

109 (100%)
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References  Study Objective Sample Intervention  Intervention Evaluation tools  Results and conclusions
design length elements

Brezis etal.  Experimental Examining Thirty-four The The Mirror Game MG; the Revised  ASD participants can attain

(2017) setup synchronization  participants with experimental  Procedure, including  Neurological moments of high motor
during an high-functioning ~ sessions lasted  the reaching task, Examination for synchronization, even during an
open-endedjoint  ASDand 38TD for 2-3h proprioception task,  Suble Signs open-ended task. Joint
improvization repeitive motion task,  (PANESS); the Florida synchronization was not
paradigm—the and following amoving Apraxia Battery, an  inexistent, but simply reduced,

DeJesus et al. Systematic
(2020) review

Delafield-Butt  Case study

etal. (2020)  design
Edwards  Qualitative,
(2015) reflective
participant
observation
(case study)
methodology
within a
realism
perspective
Hildebrandt  Cohort study
etal. (2016) RCT
Kochetal.  Cohort study,
(2015) clinical trial
Kochetal.  Intervention
(2016). research
Koehne et al.  Intervention-
(20162) controlled
parallel-group
clinical trial
(proof-of-
concept
study)
Koehne etal. Cohort study,
(2016b) experimental
design
Mastrominico Gohort
etal (2018)  study—RCT
Experimental
Mateos- study
Moreno and
Atencia-
Dofia,
2013
Takahashi  Systematic
etal. (2019)  review
Wadsworth  An
and Hackett  observational
(2014) single-case
studyand a
practice-
based
research
approach
Zapata- A quantitative
Fonseca et al. description
(2019)

mirror game (MG),
aiming to assess
whether participants
with ASD are
capable of attaining
co-confidence and
whether their MG
performance relates
to broader motor
and social skills

Identifying how
dance promotes
positive benefits for
the negative
symptoms in ASD

Examining narrative
meaning-making
between a nonverbal
young woman with
severe autism and
her new therapist
Exploring sensory
experiences of
adults with autism
and to find out how
they form
relationships,
including attachment
behaviors, within a
DMT group
Examining the effect
of movement
therapy intervention
(based on DMT) on
negative symptoms
(NS) in participants
with ASD

To examine the
effectiveness of DMT
intervention based
on mirroring in
movement with ASD
in increasing body
awareness, social
skills, self-other
distinction, empathy,
and well-being

Investigating the
effects of DMT on
body image in
autism

Establishing the
efficacy of imitation-
and synchronization-
based DMT
intervention (SIDM)
in fostering emotion
inference and
empathic feelings
with high-functioning
adults with ASD

Investigating the
effect of perceived
interpersonal
synchrony on
cognitive and
emotional empathy
in individuals with
and without ASD
Examining the
effects of DMT on
empathy for adults
with ASD

Assessing the
effectiveness of DMT
and music therapy
(MT) procedures on
adults with severe
autism

To verify the quality
of DMT and ASD
studies using
Preferred Reporting
Items for Systematic
Reviews and
Meta-Analyses
(PRISMA) guidelines
and to evaluate the
effectiveness of DMT
interventions for
individuals with ASD

Introducing a
structured narrative
approach in the form
of the six-part story
within DMT with an
adult with ASD

Providing a
quantifiable link
between individual
motor movement
markers as potential
diagnostic tools for
ASD and social
interaction deficits of
AASD, which are
currently the two
main diagnostic
criteria

Five studies
fulfilled the
inclusion criteria

One participant  Not described
Fouradus  Eight-week
diagnosed with  period (the
autism participants

attended DMT
sessions for 12
months prior to

the research
period)
Seventy-eight  Ten weekly
individuals with  sessions with a
ASD:55inthe  duration of
intervention  60min

group and 23in
the control group

Thirty-one young Seven weeks of
adults hourly sessions
diagnosed with ~ once a week
ASD: 161in the

intervention

group and 15in

the control group

Ten young adults Ten weekly
with ASD sessions of DMT

Fity-five aduts

with ASD: 29 in

the intervention  administered in

groupand 26in 10 90-min

the control group sessions over
the course of 3

Ten weeks of a
DMT intervention

months.
Twenty adults  Not described
with ASD and 22
NT participants
Fifty-seven Ten DMT
individuals with ~ sessions once a
ASD: 35inthe  week
intervention

group and 22 in
the control group

Sixteen Thirty-six 1-h
participants  sessions during
17 weeks
Seven studies ot described
One participant  Seven DMT
sessions lasting
45min
Tendyadsof  Not described
adult
participants

target task

Analysis of article itles,
reading summaries of
articles that had been
identified, reading the
entire article, analyzing
article references from
those that had been
read in their entirety

Intensive interaction,
which involves
interacting with a
person by using their
own sounds and
movements

Not described

Manualized DMT
intervention. Each
session consisted of
three mirroring
exercises and one
verbal processing
element. The control
group received no
intervention

Structured

treatment —manualized
DMT intervention of
mirtoring exercises and
verbal processing.

The control group
received no intervention
DMT intervention
based on therapeutic
mirroring and verbal
processing

DMT interventions
focused on
interpersonal
movement imitation
and synchronization
(S1-DM)) and a control
movement intervention
focusing on individual
motor coordination
oMy

Engaging in two simple
leader—follower finger
tapping communication
tasks

Manualized form of
DMT.

Every dance movement
session was buit from
the same elements,
including a warm-up,
two different mirroring
exercises, and a final
verbal part

A number of varied MT
and DMT activiies in
each session. The core
of each session
consisted of dance,
instrumental practice,
singing, and
observation/mimicking
of movement

The criteria were (a) use
of specific key terms,
(b) publications in
international
evidence-based
Engiish academic
journals between 1970
and 2018, (c) the
specific words were
used in the papers’
abstract, and (d)
individuals involved in
DMT were identified as
having ASD,
Asperger's, or PDD

A consistent format
including a warm-up,
mirroring, a “six-part
story,” and relaxation
techniques

Interpersonal
coordination
complexity matching
(OM), individual
movement profiles,
mult-scale movement
variabilty

imitation battery
based on Fitzpatrick
etal. (2013); Toronto
Empathy
Questionnaire, TEQ;
Reading the Mind in
the Eyes, RMET:
Toronto Alexithymia
Scale, TAS.

Following the MG,
the participants
completed a
naturalistic
conversation task
Research question
based on the PICO
strategy. Five
databases were
used: the National
Library of Medicine
(MEDLINE-PubMed),
Science Direct, Web
of Science, Scopus,
and PsycINFO
(APA—American
Psychological
Association)
Microanalysis and
coding video footage

(1) Movement
observations by
therapists, (2) verbal
feedback from the
participants was.
noted at the end of
each session, and (3)
the therapists’
reflective journals
Scale for the
Assessment of
Negative Symptoms.
(SANS)

(1) Pretest and
posttest
Questionnaires—
Heidelberger State
Inventory,
Questionnaire of
Movement Therapy;
(2) seff-other
awareness
self-constructed
scale; short form of
the EES. FBT
subscale of social
skills; observations of
mirroring modalities
through the concept
of co- and
self-regulation from
Eberhard-Kaechele
(2009, 2012);
qualitative expressive
measures (painting a
picture or writing
short poem)

Body-image-
sculpture test, a
projective test (KST)

Multfaceted empathy
test targeting
emotion inference
and empathic
feelings; self-rated
interpersonal
reactivity index;
assessment of
spontaneous
interaction in
movement pre-post
design; we proposed
a conservative
medium effect size of
» = 0.13, resulting
in a total sample size
of n = 56, given a
significance level of
5% and power of
80%

The Movie for the
Assessment of Social
Cognition (MASC):
the revised version of
the *Reading the
Mind in the Eyes”
task (RME)

Empathy, measured
with the Cognitive
and Emotional
Empathy
Questionnaire
(CEEQ); observational
measures such as
the SANS-scale for
negative symptoms;
the subscale
Empathic Concern of
the Interpersonal
Reactivity Index (IRl)

Revised Clinical Scale
for the Evaluation of
Autistic Behavior
(ECA-R). During the
treatment, eight
measurements were
taken (one every 3
weeks)

Keyword analyses of
four electronic
databases—Mediine,
Pubmed, Cinahl, and
Springer Link

The BASIC-Ph; the
creative arts
therapies session
rating scale
(CAT-SRS); Picture
Communication
Symbols TM
Boardmaker program
The time series of
embodied interaction
was recorded by
means of a
minimalistic
human-computer
interface paraigm
that has become
known as the
“perceptual crossing
experiment” (PCE)

in individuals with ASD, and
their existing synchronization
skils may be further harnessed
in clinical settings to support
their personal expression and
social rapport

Dance practice can promote a
beneficial effect on the negative
symptoms of individuals with
ASD in daily life as well as
positively influence
biopsychosocial aspects. It
contributes to body awareness
and social involvement using
techniques like mirroring,
synchronization, rhythm, and
reciprocity

Intervention was successful in
promoting emotional
engagement, rapport, and
intersubjective communication

Accommodating and adjusting
to sensory differences
influenced how the participants
formed relationships, which
suggests that DMT was a
beneficial intervention for them

The study highlighted the
influence of dance practice on
negative symptoms, including
emotional expression, with an
interaction effect at the
significance level of 0.1,
indicating symptom reduction in
the dance group [F1.4) = 2.99,
p=0.09). The effect sizes were
small but clinically meaningful,
and the resulting patterns were
in accordance with theoretical
expectations.

The effect sizes indicate a
moderate effect for group and a
small effect for the interaction
term

DMT can be effective and
feasible for the treatment of
individuals with ASD, causing
improvement in psychological
well-being, body awareness,
self-other awareness, and
social skils compared with the
control group [F127) = 2.95,
p=0.04,d = 0.63]. Qutcomes
improved significantly in the
expected direction with medium
to large effects (effect sizes of
061-0.91)

The results indicated an
improvement in body image
both on the individual and on
intersubjective aspect in a
group context.

N = 64 would be needed to
fulfill the requirements of power
analysis given the effect sizes of
the present study

DMT focused on interpersonal
imitation and synchronization
changed emotional inference
when compared with the
control movement intervention
group (p = 0.04, n? = 0.09).

Interaction effects related to
social reciprocity were also
promoted by
imitation/synchronization

(p <0001, d = 127) and
reciprocity/dialogue (p = 0.04, d
= 1.25), respectively. Those
treated with SI-DMI showed a
significantly larger improvement
in emotion inference than those
treated with CMI. SI-DMI
increased synchronization skills
and imitation tendencies, as
well as whole-body
imitation/synchronization and
movement reciprocity/dialogue,
compared to GMI

The results point to a mediating
ole for interpersonal
synchronization in cognitive
empathy, a mechanism that
seems attenuated, yet not
absent, in ASD

Mirroring interventions had an
effect on empathy, relationships,
and perception of the feelings of
others as well as psychological
health. The main effect of time
compared with control group
yield findings for emotional
empathy (Fr s6) = 12.55,p =
0.001, % =0.19) and its
subscales mirroring [Fi1.s5 =
9.22, p = 0.004, * = 0.14) and
empathic concern [Fi1 ss)

4.99, p = 0.030, 7? = 0.08]

The observed power by partial
squared Eta was high
(2=090,p < 0.001)inthe
progression of measures in the
experimental group.

The value of partial squared
omega w® = 0.69 estimates an
equally high effect size (Cohen,
1988) of the treatment if
systematically applied to the
severely affected adult autistic
population. The observed
power (Cohen's d = 1.18,
r=0.51) suggests a moderate
effect size (Cohen, 1988) on the
interaction disorder.

The observed power (Cohen's
d =1.88,r = 0.68) suggests an
elevated effect size (Cohen,
1988) on the instinct disorder.

The study provides preliminary
evidence for the high benefits of
jointly using MT and DMT with
severely affected autistic adults
Imitation (miroring) interventions
helped individuals with ASD
improve their social skills. DMT
treatment will help mitigate the
difficulty of sociality in ASD and
is an effective preventive or
treatment measure for
improving social skils

‘The study results indicate that
DMT practice can incorporate
structured narrative approaches
in work with adults with ASD

An overall mutual coordination
was reached at the dyad level,
even in this highly constrained,
minimal environment. Research
supports the usage of
computer-mediated and tactile
interactions for understanding
the relationship between
movement-based coordination
and social engagement in
patients with ASD
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Nature of inner
resource

Operational definitions

New perspectives
on life

Courage to
challenge and
pursuit

Perseverance

Meanings for
accomplishment

Self-
acknowledgment

Developing new and positive perspectives regarding
oneself, relationships with others, and current or future
circumstances

Intrinsic motivation and strength to overcome life’s
hardships and adversity

Seeking and developing strategies and making effort to
achieve goals

Enduring difficult moments and able to tolerate moments of
tension and conflict. Striving to pursue continuously
Identifying value and meaning in the work completed and
mastery

Being able to be content with one’s own effort and
achievements

Validating oneself as a unique person

Accepting oneself and learning to be more genuine
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Variable

Self-concept

Resilience

Stress coping strategies

Group

Sl (n=115)
SP(n=63)
Sl (h=115)
SP (=63
Sl (n=115)
SP (=63

Pre-test M (SD)

3.38 (0.421)
3.33(0.452)
3.41(0.431)
3.33(0.432)
3.30 (0.404)
3.29 (0.419)

Post-test M (SD)

3.49 (0.468)
3.64 (0.525)
3.54 (0.511)
3.65 (0.518)
3.45 (0.438)
( )

3.59 (0.496

Post-Pre M (SD)

0.112 (0.327)
0.312 (0.512)
0.129 (0.365)
0.313 (0.566)
0.152 (0.372)
0.298 (0.543)

t(p)

—2.799 (0.006)*

—2.327 (0.022)

—1.898 (0.061)
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Sociodemographics characteristics

Sex

Male

Female

Age

Mean (sd) Range
Ethnicity

White

Black African

Marital status
Married/Co-habiting
Single/unmarried

Not stated
Qualifications

Degree or equivalent
Higher education qualification
A-Level or Equivalent
GCSE

Technical qualfication
No formal qualifications
Not stated
Employment

Full time

Part time

Unemployed

Not stated

Currently taking anti-depressants
Yes

No

Baseline Measurements
PHQQ Mean (SD) Range
GAD7 (SD) Range

o)

35(14.9) 21-60

(SR SRS

-~ anN

207 (3) 18-27
15.6 (5) 7-26





OPS/images/fpsyg-11-589431/fpsyg-11-589431-t005.jpg
Dependent variables  Pre-test M (SD) Post-test M (SD) t(p)

Self-concept 3.36 (0.432) 3.54 (0.493) —5.928 (0.000)
Resilience 3.38(0.432) 3.57 (0.515) —5.726 (0.000)
Stress coping strategies 3.30 (0.408) 3.50 (0.463) —6.131 (0.000)
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Protocol elements

Diagnosis
Aim of treatment

Context of treatment
Outcome measures
Duration of treatment

Referral criteria

Exclusion Criteria

Assessment

Phase 1 of ADIT

Phase 2 of ADIT

Phase 3 of ADIT

Follow Up

*Note that since the development of the ADIT protocol, a verbal model of DIT has been adapted for complex care (DITCC) (Rao et al., 2019).

Description

Severe Depression symptoms as described by the ICD10 combined with social vulnerabilty.

The aim of the treatment is to provide a better understanding of how the patient’s relationships
function, their interpersonal narratives, and for the patient to test alterative ways of relating.

Secondary Care Mental Health Services
PHQQ/GAD7
24 Weeks

o History from GP or referrer including physical health.
Risk Assessment from referrer.

No PTSD symptoms present.

No current excessive substance misuse (impulse control).

No primary diagnosis of BPD.

No active psychosis.

Motivated to use the arts in a therapeutic context.

There should be evidence that the depression is caused, maintained or exacerbated by
interpersonal relating.

There should be evidence of motivation and a capacity to tolerate ambiguity and frustration.
There should be sufficient ego-functioning to sustain and make use of the process in the therapy
and in the wider context.

To have a caring, consistent and reliable relationship.

Florid psychosis.
Actively suicidal with intent.

No social contact (e.g. family friends colleagues).
Homelessness.

No motivation to receive therapy.

Substance! alcohol misuse as primary diagnosis.

Dynamic formulation.
Risk assessment and crisis plan.

Exploring the relationship between symptoms and interpersonal context.

Exploring the use of arts.

« Exploring use of the session, engagement, and readiness for treatment.

Approximately 6 weeks focusing on identifying and mapping the interpersonal affective focus (IPAF)
within the narrative contexts, including triggers and related relational patterns and understanding
the symptoms of depression in relation to the IPAF

Approximately 12 weeks following Phase 1 to explore the underlying affect, defenses, role, triggers
and identifying new ways of relating within the IPAF in the intra and interpersonal contexts.
Approximately 6 weeks following Phase 2, ending at 24 sessions. Understanding the impact of the
ending, fantasies about the ending and how these manifests within interpersonal contexts. The.
authors introduce an ending letter within Phase 3.

The art psychotherapists offered up to three supportive follow-up sessions within 6 months of
ending.

Protocol element present in
Dynamic Interpersonal Therapy
Model (DIT)*

No
Yes

No
Yes
No

Yes

Yes

Yes (not including the use of art)

Yes

Yes

Yes

No
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Participant groups

Suspension of Indictment
(SI) Group

Supervised Probation (SP)
Group

Motives

Opted to take part in music
therapy program instead of
community labor or social
service work

Volunteer to take part for music
experience

Referral

Juvenile Youth Team, District
Attorney

Supervisor of Probation Facility
upon the participant’s wish

Attendance

Attendance needed to release
from conditional suspension

Attendance is not mandatory
but encouraged to participate
in the program

Music therapy program

MT team provides music
therapy orientation about the
objective and content of the
music program before its
beginning.

Participants attend 15- weekly
sessions.

MT team administers
quantitative measurements
before and after the program.
MT team holds interview with
volunteered participants about
the music experience.
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Direct violence (n = 27)

2

Indirect violence (n = 69) df X
Abuse within the family 1. Yes (n = 50) 16 33 1 5.03
2.No (n = 46) 11 36 p <0.05
Does the drawing include the artist? 1. Yes (n =18) 18 0 1 56.68
2.No (n=78) 9 69 p < 0.001
Helplessness drawing 1. Yes (n = 50) 19 31 1 508
2. No (n = 46) 8 38 P <0.05
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Factor Suspended indictment (SI) Supervised probation (SP) Total
Male Female Male Female

Participants () 108 12 60 3 178

Age (SD) 17.3 (1.05) 17.3(0.92) 17.9 (1.24) 17.3(0.92) 17.5(1.14)

MT session groups 28 14 42
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Narrative resolution

Indicator Category Positive Neutral resolution Negative df x2
resolution (n = 17) (n =30) resolution (n = 49)
Does the drawing include any signs of 1. Yes—physical injury (n = 15) 5 2 8 6 15.42
injury, blood, pain, or tears? 2. Yes—emotional injury (n = 29) 3 6 20 p <0.05
3. Yes—both (n = 1) 1 0 0
4.No (n=51) 8 22 21
What role does the artist play in the 1. Victim (n = 19) 8 3 8 8 30.71
narrative? 2. Aggressor (n = 3) 0 2 1 p < 0.001
3. Observer (n = 6) 4 1 1
4. Mixed (n = 5) 0 4 1
5. No role (n = 63) 5 20 38
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Stage (sessions)

1st stage (1-3)

2nd stage (4-8)

3rd stage (9-12)

4th stage (13-15)

Session objective

e Develop relationship with music and others in
the group

e Promote self-awareness in musical
environment

o Explore inner resources
e Develop music repertoire for positive resource

o Identify personal challenges
e Develop strategic resource using music

e Experience self-actualization in music
e Empower inner strength through music

Session content

e Explore various music and establish
connection

e Challenge musical experiences: listening,
singing, and playing

e Share one’s feelings and thoughts about
music

e Learn to express positive moments and
personal likings about the music

e Explore new ideas that stand out in musical
themes

o Write or rewrite lyrics to express and dialogue
with oneself

e Explore any difficulties in the music-making
process

e Come up with personally meaningful song:
“my grounding song”

e Discuss how the song/materials may help

e Record the original songs with own voices

e Perform on stage and allow their voices to be
heard by others

Music activities

e Music/song listening
e Lyric discussion
o Instrument learning: guitar, drum, or keyboard

e Thematic music listening

e Song discussion and lyric rewriting

e Thematic music lists

¢ Vocalization/singing

o Instrument playing: guitar, drum, or keyboard

e Listing supportive music/“power music”
e Song lyrics for grounding
o Instrument playing: guitar, drum, or keyboard

e Instrument playing of repertoire
¢ Singing and recording: solo, duet, and chorus
e Rehearsal for the concert
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Abuse included

Dissociation within the drawing

Does the drawing include the artist?

1. Yes (n = 68)
2.No (n =28)
1. Yes (n = 36)
2. No (n =60)
1.Yes (n=18)
2.No (n=78)

Dissociation within the
narrative (n = 45)

27
18
27
18
4
41

No dissociation within
the narrative (n = 51)

41
10
9
42
14
37

df

4.81

p <0.05
18.30

p < 0.001
541

P <0.05
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Drawing coincides with Drawing does not coincide with Df X2
the narrative (n = 82) the narrative (n = 14)
Abuse included 1. Yes (n = 68) 63 5 1 9.79
2.No (n=29) 19 9 p < 0.01
Does the painting include signs of 1. Yes (n = 60) 56 4 1 8.05
aggression, beatings, punching? 2. No (n=36) 26 10 p < 0.01
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Pairs of conditions
compared

Complete synchrony
~ dancer synchrony
Complete synchrony
- dancer asynchrony
Complete synchrony —
complete asynchrony
Dancer synchrony -
dancer asynchrony
Dancer synchrony —
complete asynchrony
Dancer asynchrony -
complete asynchrony

There were 38 data pairs within each paiwise comparison.

Zz-value

-0.236

-0.785

-0.135

-0.549

0.101

0.650

Significance

0.439
0.000
0.827
0.004
0917

0.000
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Pairs of conditions
compared

Complete synchrony
~ dancer synchrony
Complete synchrony
~ dancer asynchrony
Complete synchrony -
complete asynchrony
Dancer synchrony -
dancer asynchrony
Dancer synchrony —
complete asynchrony
Dancer asynchrony —
complete asynchrony

There were 38 data pairs within each pairwise comparison.

z-value

0.068

-0.246

-0.091

-0314

-0.159

0.155

Significance

0913
0.001
0.820
0,016
0.424

0.450
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" #2 #3

Video number Music tempo Level of synchrony Dancers in sync with each other?
1 Fast Complete synchrony (Dancers synchronous with music)

2 Slow Yo

3 Fast Dancer synchrony (Dancers asynchronous with music)

4 Slow

5 Fast Dancer asynchrony (Single dancer synchronous with music, other

6 Slow asynchronous) No

7 Medium Complete asynchrony (Dancers asynchronous with music)
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1 Johann Elias Ridinger: Asia. Mezzotint, Braunschweig, Herzog Anton
Urrich-Museum, Germany.

2 G. Stein: Representation of different emotional states. Copperplate Engraving,
Wolfenbilttel, Herzog August Bibliothek, Germany.

3 Rembrandt: Self-portrait with cap, big eyes and open mouth. Etching and
drypoint, 1630, Braunschweig, Herzog Anton Uich-Museum, Germany.

4 Rembrandt: Self-portrait with wrinkled forehead. Etching, 1630,
Braunschweig, Herzog Anton Urich-Museum, Germany.

5 Rembrandt: Self-portrait with beret. Etching and hand colouring, 1630,
Braunschweig, Herzog Anton Urich-Museum, Germany.

© Cornelis Cort: Heracles defeats the Hydra of Lerna. Copperplate Engraving,
1563, Braunschweig, Herzog Anton Ulrich-Museum, Germany.

7 Egidius Sadeler: Hercules spins at the Omphale. Copperplate Engraving,
1590-1629, Braunschweig, Herzog Anton Urich-Museum, Germany.

8 Lucas Cranach the Elder: Hercules and Diana's hind. Oil Painting, 1537,
Braunschweig, Herzog Anton Ulrich-Museum, Germany.

9 Lorenzo Pasinell: Hercules and Omphale. Oil on canvas, 1649-1700.
Braunschweig, Herzog Anton Ulrich-Museum, Gallery of Prints, Germany.

10 Cornelis de Vos: Family picture. Ol Painting, 1618. Braunschweig, Herzog Anton
Urrich-Museum, Germany.

" Elias Christoph Heiss: Wilhelmine Amalia, Duchess of Braunscheig-Lineburg.
Mezzotint, 1674-1725. Braunschweig, Herzog Anton Ulrich-Museum, Germany.
12 Johannes Esaias Nilson: Leopold Count of Daun. Etching, 1741-1788.
Braunschweig, Herzog Anton Ulrich-Museum, Gallery of Prints, Germany.

13 Melchior Kiisel: Joseph Furttenbach. Copperplate Engraving, 1651
Braunschweig, Herzog Anton Ulrich-Museum, Gallery of Prints, Germany.

14 Georg Friedrich Schmidt: Adrienne Lecouvreur. Copperplate Engraving,
1787-1755. Braunschweig, Herzog Anton Urrich-Museum, Gallery of Prints,
Germany.
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Estimates  Std. error t-value p-value

Intercept 0.83 0.38 221 0.028
Course (emo vs. epo) 0.01 0.13 0.05 0.964
Course (self vs. epo) 0.32 0.15 213 0.034
TEQ 0.20 0.11 1.79 0.076
Age -0.04 0.02 -1.50 0.137
Pretest -0.49 0.06 =-7.72 <0.001
TEQ (high) x Course (emo) 0.04 0.21 0.21 0.834
TEQ (high) x Course (self) -0.46 0.20 -2.26 0.027
Residual standard error 0.56

R? 0.28

N = 198 adolescents. Emo, emotion course; epo, epoch course; self, self-concept
course. Significant parameter estimates are marked bold.





OPS/images/fpsyg-11-518304/fpsyg-11-518304-t001.jpg
Gender

Female
Female
Female

Female

Female
Male
Female

Female

Grade

Twelth grade

Twelfth grade
Twelth grade
Eloventh grade
Eighth grade

Eighth grade
Eleventh grade

Eleventh grade

Eleventh grade
Eighth grade
Eighth grade

Eleventh grade

Educational setting

Special education class,
integrated into the regular
education setting

Regular education, setting for
at-risk youth

Regular school, for at-risk
youth

Regular school, for at-risk
youth

Regular education setting
Regular education setting
Regular school, for at-risk
youth

Regular school for at-risk youth
Special education school
Regular education school
Special education class,

integrated into a regular school

Special education school

Time in Therapy

Third consecutive year in therapy

Third consecutive year in therapy

Third consecutive year in therapy, two first years
in a group, and current year individually
‘Second consecutive year in therapy

Third consecutive year in therapy
Third consecutive year in therapy

‘Second consecutive year in therapy, the first
year in group therapy, and the current year in
both group and individual therapy

Second consecutive year in therapy, the first
year in group therapy, and current year in
individual therapy

Second consecutive year in therapy

Second consecutive year in therapy

Second consecutive year in therapy, the first
year in group therapy, and the current year in
individual therapy

Second consecutive year in therapy

Individual

Group
Incividual
Group
Group

Group
Both individual and group

Individual

Both individual and group
Group
Incividual

Individual
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Fixed effects

Estimates
Intercept 31.72
Emotion -3.12
Course (emo vs. epo) 1.51
Course (self vs. epo) 205
TEQ 0.01
Age 0.31
Pretest -0.68
Emotion x Course emo) -1.29
Emotion x Course (self) 20
TEQ x Course (emo) 0.76
TEQ x Course (self) 1.35
Random effects

Variance
Participant (Intercept) 72.80
Participant (Emotion) 0.75
Residual 67.29

Std. Dev.

8.53
0.87
8.20

t-value

5.10
-4.04
0.56
-0.89
0.01
0.83
-20.81
-0.95
0.88
0.24
0.43

Corr

-1.00

95%Cl

[19.51, 44.05]
[-4.64,-1.60]
[-3.84, 6.88]
[-6.58, 2.49)
[-3.39,3.42)
(-0.43,1.05)
[-0.74,-0.61]
[-3.95,1.38]
[-3.88, 1.48]
[-5.46,6.97]
[-4.79,7.49)

N = 206 adolescents. Emo, emotion course; epo, epoch course; sef, seff-concept
course. Significant parameter estimates are marked bold.
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Fixed effects

Intercept

Emotion

Course (emo vs. epo)
Course (self vs. epo)
TEQ

Age

Pretest

Emotion x Course (emo)
Emotion x Course (self)
TEQ x Course (emo)
TEQ x Course (self)

Random effects

Participant (Intercept)
Participant (Emotion)
Residual

9.86
718
7.79
-3.61
-3.23

Variance

92.93
60.52
323.67

Estimates ~ Std. error

7.44
1.91
3.87
3.31
2.07
0.46
3.07
3.33
3.28
3.88
3.73

Std. Dev.

9.64
7.78
17.99

t-value

1.32
3.76
201
-1.09
-1.56
216
-12.67
-0.96
147
0.81
-0.02

Corr

95%Cl

[-4.84, 24.51]
[3.39, 10.94]
[0.17, 15.41]
[-10.12, 2.94]
[-7.43,0.89]
[0.09, 1.89]
[-44.95, -32.74]
[-9.76, 3.38)
[-2.62, 10.30]
[-4.50, 10.83]
[-7.45,7.37]

N = 196 adolescents. Emo, emotion course; epo, epoch course; sef, seff-concept
course. Significant parameter estimates are marked bold.
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Subject Collection Condition ~Salivary cortisol concentration

pair (ng/mL)
Pre-  Post-  Post  AUG
AME  AME1  AME2
2 1 Control 020 - - -
Teatment 220 133 074 160
2 Control 069 358 137 323
Treatment 129 027 03 -182
3 Control 511 188 061 -548
Teeatment  5.10 - - -
4 Conrol 128 132 141 [}
Teament 352 077 068 -420
3 1 Control - - - -
Teament 465 285 17 -354
2 Cotrol 1113 306 122 1308
Teament 247 154 187 148
3 Cotrol - - -
Teament 536 213 0w -545
4 Cotrol 343 181 799 066
Teatment 799 757 025 -429
4 1 Corol 120 171 - -
Teeatment 292 - 170 -
2 Corol 175 105 150  -083
Teeament 180 144 161 -046
3 Control - - - -
Teament 239 133 115 -168
4 Corol 271 214 099 -143

Teatment 283 165 114 208
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Age

Media usage

Artinterest (1 very low, 2 low, 3 intermediates, 4 frequently, 5 always]
Art mark [1 very good, 2 good, 3 satisfactory, 4 sufficient, & poor]

Art exhibition [1 never, 2 1-3 times, 3 3-6 times, 4> 6 times]

Drawing skils [1 very good, 2 good, 3 satisfactory, 4 suffiient, 5 poor]
Drawing hobby (1 rarely or never, 2 sometimes, 3 frequently, 4 aiways]
Photography hobby [1 rarely or never, 2 sometimes, 3 frequently, 4 aiways]
Acouracyprest

Sensitivtiyprerest

APRprotes:

APRselfpretest

Course

Epoch Emotion Self-concept

M sD M sp M sp
1515 1.80 14.27 168 15.64 141
288 171 306 171 282 164
262 116 254 116 263 112
221 093 233 1.13 204 079
1.87 080 188 059 1.86 072
298 121 282 125 296 124
1.88 097 1.99 1.05 173 084
240 091 230 097 232 097
7625 2290 7.72 2394 7775 21.35
60.78 11.94 6383 11.56 6069 13.11
338 111 361 093 348 115
076 067 0.82 072 072 055
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M Attractiveness Rating

03
02

o1

Dancers
Dancers Asynchronous
Synchronous

Dancer-Dancer Synchrony





