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otk of art therapists. Eleven art therapists were
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qualitative study of the

interviewed and/or observed within their professional systems and the interactions
between their theories and their actual practices were explored. The research questions
focused on the art therapists’ relationships within their systems, their perceptions of what
constituted their work, the interactions between their theories and their practices, and
reflections of what they said they did compared to what they actually did during their own
work. Interactionism was used as the theoretical framework. Systematic observation and
interviews were used to gather the data, using a grounded theory approach. Five art
therapists were chosen for observation; each was followed and observed during his or her
work day, for no more than one week each. Six additional art therapists participated in
open-ended interviews.

One component of this study explored various ways in which the systems
influenced the art therapists’ work. It was found that the participants’ systems were
comprised of: where they worked; the institution from where they received their degrees;
the teachers and peers with whom they interacted within their respective institutions; state

and national regulatory bodies; national and state associations; those they considered

heroes of the field; other art therapists; and facilities in which they worked before. This




study revealed how the art therapists communicated within and between systems, the
systemic negotiations that occurred, and the importance of personal and professional
heroes. Routinization and conventions also became key components to understanding the !
practices of the art therapists. Much of what the art therapists actually did during the
course of their days was not always easily articulated, but rather was instinctual and
routinized.

This study also revealed that despite the art therapists’ beliefs that practice took
precedence over theory, theory and practice actually coevolved. The cycles created
between the art therapists’ theories and practices, and the manner in which the systems

informed the theories and practices provided concrete examples of how information is

transferred within an open organization.
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Chapter I
Introduction

This is a study of the work of art therapists. Art therapists were interviewed and
observed within their professional context and the interaction(s) between their theories
and their actual practices were explored and analyzed. Tension between those who engage
in theory development and those who engage in practice has long been present within
professional groups (Marsden & Townley, 1996), and thus became an important
characteristic of this study.

This study will contribute to two fields: art therapy, and the area of information
transfer and the diffusion of information within the field of Information Management. The
art therapy field will benefit from learning about the systems to which the members of the
field belong and are influenced by, how its theories are used in practice, and the interaction
between theory and practice. The area of information transfer will benefit from the
understanding of how the theoretical information in a social system is disseminated,
diffused and utilized for practice.

There are many definitions for art therapy (Kramer, 1966; Naumburg, 1971;
Rubin, 1987; Ulman, 1975). In addition, members of the discipline hold an array of
different titles and maintain different credentials (Berkowitz & Gussak, 1999). Much of
the literature available describes how to conduct art therapy (Landgarten, 1981; Wadeson,
1980), where to do art therapy (Rubin, 1998; Virshup, 1993), and the characteristics

needed to be a successful art therapist (Robbins, 1982, 1987, 1998; Rubin, 1984).

However, there has been very little published that is aimed directly at the art therapists and




their work, nor is there a substantial body of work intended to clarify the differences and
links among the individuals and groups in the field.

This chapter will consist of the literature review that provides both the disciplinary
and theoretical contexts that informed this study. Chapter 2 provides the methodological
foundation for this study, followed by the research questions, the description of the
sample, and the means by which the data were gathered and analyzed. Chapter 3 will
present the results and discussions focusing on the systemic interactions of the
participating art therapists. This will include: an outline of the systems to which each art
therapist belonged; an exploration of how the art therapists’ systems influenced their
work, including how they communicated within and between systems and the negotiations
that occurred; and an exploration of the importance of personal and professional heroes
for the art therapist. Chapter 4 will focus on the interaction of the participating art
therapists’ theory and practice. Key components explored in Chapter 4 are routinization
and conventions. It will conclude with a summary of how each art therapist defined “an art
therapist.” Chapter 5 will include an overview of how diffusion of information can be used
to evaluate the interactions that occurred. Itv will also readdress the research questions and
summarize their answers, and will delineate the conclusions that emerged about the work
of the art therapist.

Literature Review

Several researchers have contributed to understanding the nature of work. Strauss

(1978) examined the role of negotiation in the workplace. Strauss, with Fagerhaugh,

Suszek, and Wiener, (1985/1997) also contributed to understanding work in terms of its




parts and categories. Hughes (1959/1 994) concentrated on studying how individuals and
groups constituted work and working environments. Hughes’ methods of observing actual
work situations have since served as methodological landmarks in this area.

Becker (1982) also contributed significantly to the study of work. He stressed the
importance of conventions in his study of the art world. Conventions are shared symbolic
meanings within a subculture that define the parameters of a large and diverse field; the
artist subculture not only consists of the artists, but of the patrons themselves (Becker,
1982; Gilmore, 1990). These conventions are deliberately utilized within the subculture
network. Artists anticipate how people will respond to a given convention and create their
work accordingly. Conventions also emerged in this study of the art therapists.

Other studies of work have provided important information about discrepancies
and imbalance within societal structures. In her study of janitorial workers, Chatman
(1987) found that their environment was primarily defined and controlled through social
barriers and the control of important information. Kanter (1977), while observing
corporate work, found that there existed inequalities in structures of opportunity based
predominantly on gender roles.

Work

It is understood that there is one broad context, the system (Boulding, 1978),
within which interactions occur that define the work. Interactions between the theories
and practices of the systems’ members also contribute to how their work is defined.

Information transfer contributes to the developing coordination of theory and practice

within a social context. Information transfer is the means by which members gain




information from their system, and how it is ultimately redistributed and cycled back into
the system. Therefore, the work of art therapists was explored within a system’s context in
which the theories and practices were encompassed.

Part of the challenge is to gain an understanding of the interactions between these
theories and practices within the system. The relationships between theory and practice are
constructed by the actors and cannot always be predetermined because of rapidly changing
situations (Boulding, 1978). This study employed a grounded theory approach to explore
the practice and work of art therapists within their system (explained further in Chapter 2).

Systems. Theory and Practice

Systems theory is integral in understanding the systems context. Generally, this
view maintains that the whole is more than the sum of its parts. Most systems theorists
stress that everything is an open system and the interaction with other systems in the
environment influences the organizational development (Capra, 1996); these theorists
(Kelly, 1994; von Bertalanffy,1988; Wiener,1965) contend that the interaction of an
individual component within a system allows us to better understand systems. This
includes interactions between two objects, or between an object and its environment. To
understand these objects, they must be studied and observed interacting with and within
their environments and contexts. Capra called this “contextual thinking” (1996, p.37),
“environmental thinking” (1996, p.37), and/or “process thinking” (1996, p.42). The
environment is continuously influenced by other systems, which in turn influences and

changes the responses of another’s system. Each component is linked together through a

network, and these networks are linked together through their interaction, creating a web.
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Becker referred to the social organization of the art world as a web, indicating that
the conventions linked the members of the system together (1982). Understanding this
web provides a fuller comprehension of the full notion of work as it occurs relative to art
therapy. The members of the group, the art therapists, need to be understood as part of an
interacting system (Luhmann, 1995).

Through the interactions within and between systems there is an input, an output
and a “throughput” (Wyatt, personal communication, October 28,1999). In biological
terms, something is consumed, it gets transformed and gets expelled. What is consumed,
defined as “input,” varies, modifying the output. For example, the input, theories of art
therapy, might be influenced by the throughput, the contextual system to which the art
therapist belongs, and are thus transformed into the output, the applied practice of the
professional. It is the throughput (Heylighen, 1998), the actions of the networks within the
system and how the system responds to the input, that transforms what is consumed. This
stems from Wiener's (1965) concept of cybernetics.

Cybernetics is the study of organizational control in complex systems by focusing
on its feedback mechanisms (Wiener, 1965). Wiener argued that the world is one large
feedback system (McAdams, 1995; Wiener, 1965). Incoming messages influence the
systems; information goes in and it is processed. As the system responds to the
information, various actions occur. What is “inputted” (Wyatt, personal communication,
October 28, 1999) how much is inputted, and how it is transformed into the output is

based on the feedback received from the system.

The system makes and supports itself, and it is the linked components of the




system that form an influential network. Each system is able to maintain its own
boundaries, defined by the processes that occur within it. However, each of these systems
is linked and influenced by other systems, to create a whole new self-influencing network,
which in turn interact with other, larger, networks (Maturana & Varela, 1980). This was
called autopoiesis by Maturana and Varela (1980), which they defined as a network of
processes, in which each component produces or transforms other components in the
network. Art therapists are frequently linked to each other to form one type of network,
while many art therapists are linked to other health care professionals to create larger
networks.

Organisms or systems require each other to evolve, to develop. Achleitner, Wyatt
and Vowell noted that from a system's view, "[s]tructure is emergent and coevolutionary,
having some of the following characteristics: self-organizing, self-transcending,
self-maintaining” (1997, paragraph #3 ). A systems perspective paves the way for a clearer
understanding of the structures and transfer of knowledge. Schwartz and Ogilvy (1979)
indicated that a new paradigm has emerged in order to understand the more complex
systems that have been developing in fields, from economics to art. The major
consequence has been the shift from a single absolute truth to the acceptance of multiple
‘rights’, explained through many methods (1979). No longer is there one true way to
assess how knowledge is processed in disciplines, but rather complex dynamics are
accepted, and no two processes are the same.

Schwartz and Ogilvy (1979) accepted the systems notion that “diversity,

interaction, and open systems are the nature of things”(p.12) and that the use and gain of




knowledge is structured as a complex web, a network. It is the acceptance of this
understanding that provides a basis for observing the ‘web’ of the art therapist. The web
of the art therapists includes, but is not limited to, professional organizations, the
educational and professional standards, the agencies and institutions where the clinician
works, other art therapists and professional representatives, and the art therapists’ clients.

Art therapists both belong to and influence the systems to which they belong. In
order to understand their systems, and how these systems interact with and influence the
art therapists’ theories and practice, the art therapists’ interactions need to be observed.
However, to understand how these interactions influenced and changed their systems, the
development of the theories of the field needs to be discerned. The theories of the art
therapy field, and the adoption of these theories by professionals, constitute an invisible
college of art therapists (Gussak, 2000).

The process in which an idea is created, presented, and if interesting enough,
investigated by a cluster of people constitutes diffusion through what is referred to as an
invisible college (de Solla Price, 1963). For purposes here, an invisible college is a group
of like-minded individuals who are linked together by a range of theoretical beliefs. Its
boundaries are socially defined around these beliefs, and are often used to guide the
group's research or applications. Eventually, cohesive networks form out of which a
discipline may emerge. For this study, a discipline is a conceptual area of inquiry in which
the members, the invisible college, explore a set of theoretical propositions (Grover &

Glazier, 1986), and who may or may not have divergent perspectives on similar concepts
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and ideas. Hence, an invisible college that debates the underlying theories and ideas of art
therapy has formed.

Mullins and Mullins (1973) argued that theoretical ideas are diffused through
connections made through networks of students and colleagues. Connections are made
between theorists by communication, coauthorship, apprenticeship and collegiality.
Theorists continuously form, break, and re-form these connections, depending on the
theorists’ current theoretical perspectives. Thus, what may have been intended as one idea
can progress into several innovative theories. Ideas and theories can branch off to
formulate a variety of perspectives. Ideally, the practice of the discipline may then be
guided by the developed and diffused theoretical ideas.

Still, there has been much debate over the difference between the role of theory

and that of practice; whether or not they interact, are mutually exclusive, or fall
somewhere in between. For some, they appear to interact (Marsden & Townley, 1996)
within a system. In essence,' the theoretical idea is the input, it is processed through the
system, and the practice is the output, transformed. For example, it may be that although
art therapy theories are initially learned, their practical application changes depending on
the system to which the art therapist operates. In some settings, uncovering unconscious

material from a client in a private clinic may benefit the healing process (Naumburg,

1966). However, such disclosure and awareness in a prison may leave the client vulnerable
and the target for harm. Therefore, the art therapy process is modified to benefit the

clients in that specific system (Gussak, 1997).

There are some who claimed that theory maintains no significance for practice.




Thomas (1997) argued that although theory is established as a means to guide inquiry, it
has become accepted as the gospel of what is true until it is challenged. In other words, a
theory is established, thereby creating rule sets or parameters of what is correct or
accurate. Studies are then conducted to support this notion. Theory is created or
developed, and the ensuing studies conducted in the name of this theory are completed to
Jjustify and validate the stated theory. It distorts the understanding of practice so that the
practice as formulated and observed supports the theoretical premise, and all else is
discarded as superfluous or anecdotal. It is theory-first (Thomas, 1997), and the practice is
seen through a distorted lens.

Others have argued against a single overriding theory dictating or predicting a
practical outcome. In this camp, theory is still linked with practice-it is, however, practice
that dictates which theory is used. Many of the art therapists observed and interviewed in
this study tended to believe this perspective; that their theoretical orientation differed
depending on the situations and individual interactions.

Bolan (1980) conceived of a gap between theory and practice; however, he
claimed that this stemmed from the professional’s view that action is guided by
knowledge. Bolan insisted that knowledge derives from action; that it is interests and
activities, the practice, that guides what is known, which, in turn, becomes theories.

Bolan also wrote that practice begins to separate from theory when “environmental
turbulence” (1980, p. 263) creates a need for adaptation and shifts in theoretical concepts
to deal with specific situations. According to Bolan, the observance of an action of an

individual in practice would provide a better understanding of a social or organizational
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situation, rather than relying on theory. Although Bolan did give some credence to theory,
he claimed individual practitioners constructed their own “individualized espoused theory
from his [or her] own perspective. . . “out of which . . . [an] individual’s theory-in-use is
constructed” (1980, p. 264). Therefore, the theory that someone originally subscribes to
transforms into a practical response, given certain circumstances and interactions within a
system. The art therapists observed revealed a tendency for situational routines a
proclivity to adapt to situations that disrupted their routine.

While academicians stress the importance of theory, and practitioners stress the
importance of practice, others stress that the two maintain an imperative, interactive
relationship. Argyris and Schon (1974) created the distinction between espoused theory,
and theory-in-use or action. They claimed that there is a fundamental “difference between
formal theory and the explicit informal knowledge of everyday life”(p. 8). Theory-in-use
may not even be available for discussion or explanation-it becomes tacit. Theory-in-use
takes into account everything about human behavior, and its context; it is the
understanding that in everyday life systems, theory does not exist in a vacuum. It becomes
implicit. Argyris and Schon (1974) argued that models could be created for theories in
action, to be the bridge between theory and practice. However, the theory is required in
order to move to the next level of action. The theory becomes altered and is
accommodated in order to fit within a new contextual construct. For example, a new
theory was developed about how art therapy can benefit prison inmates (Gussak, 1997).
This theory was not developed until an art therapist was in a situation where originally

held theories were not applicable. A new series of theories were developed, which in turn
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helped guide the practice of future art therapists in prison settings. From this perspective,
regardless of which is more significant, theory or practice, both are relied upon to explain
the other.

The field of art therapy is eclectic (Rubin, 1998) and it may seem at times that
there is a discrepancy between what is taught and what is practiced. Weick (1996), an
organizational theorist, used teaching as a means to bridge theory and practice. He
approached his students as a theoretician who talked about his own work, his own
practice. He presented his theoretical concepts and provided a systemic context for them;
he grounded them in experience. Weick “. . . was interested in connections and
integration, in patterns that constitute meaning and in sensemaking” (p.257). By this, he
meant finding the bridges, the interaction, between theorists and practitioners so that they
may understand each other.

Weick (1996) argued that those who relied on theory, academicians, relied on
generality and accuracy; whereas those who relied on practice best understood simplicity
and accuracy. An understanding of these differences, as well as the overlap, would allow a
theoretician to communicate with a practitioner. It was in this manner that Weick
constructed the bridge-as a teacher, he was able to present his theories in practical and
applicable ways for the practitioner. It was through the interaction between the teacher
and the student, an understanding of the system that includes the teacher and student, and
an interaction between the people and the words that were used to communicate the ideas,
that such knowledge could be conveyed.

The area of information transfer in the field of Information Management will
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benefit from this study through the understanding of how the theoretical information of art
therapists in their social system is diffused and ultimately utilized.

Diffusion of Information

In the field of Information Management, there are several information transfer
models that have been identified. One information transfer model has been described as a
value chain process-the creation, production, dissemination, organization, diffusion,
utilization, preservation and destruction of information (Achleitner, Vowell & Wyatt,
1997). A similar model divides knowledge development into eleven distinct processes:
identification; acquisition; generation; validation; capture; diffusion; embodiment;
realization; utilization/application; architecture; and storage (Johnston & Blumentritt,
1998). Although both models can be seen as a chain or linear process, they are actually
cyclical. Information can feed back or feed forward (Wyatt, personal communication,
October 28, 1999) on itself at any juncture within the process. What is more, several of
the processes can occur simultaneously, and some may not operate at all. The models
parallel in their emphasis on diffusion, a complex yet crucial component of information
transfer.

Beal and Bohlen (1955; 1957) theorized that five stages in the diffusion process
existed: 1) awareness, 2) interest, 3) evaluation, 4) trial, and 5) adoption. Everett Rogers
(1995) built upon and expanded the theory of diffusion.

According to Rogers, diffusion is defined as ". . . the process by which an
innovation is communicated through certain channels over time among the members of a

social system™ (1995, p.10-italics removed). There are four elements within his model-




innovation, communication channels, time and social system. These elements emerged as
crucial to the diffusion of art therapy by the participants of this study.

Innovations are seen as new ideas, practices, or objects presented for adoption
(Rogers, 1995). They maintain the characteristics of: relative advantage (how an idea is
perceived as better than what it replaces); compatibility (how the new innovation fits in
with existing values and needs); complexity (the easier the innovation is to understand, the
easier it is adopted); trialability (how much the new innovation can be tried and
experimented with for a period of time); and observability (concerned with how visible the
innovation is to others-the more visible, the more likely it will be adopted). The art
therapists observed and interviewed in this study recognized the necessity for introducing
the innovations of art therapy and keeping them visible and compatible within their
individual systems. In order for them to spread the innovations, they maintained
communication channels.

Communication channels are concerned with the homophilous or heterophilous
composition of the social group in which the diffusion is attempted. A homophilous group
is composed of two or more interacting individuals who are similar; a heterophilous group
is composed of two or more individuals who maintain different attributes (Rogers, 1995).
In the beginning of the diffusion process, homophily is more desirable to ease the diffusion
process through common language and communication channels. As time progresses,
heterophily tends to be more critical, to spread the innovations beyond the limited
boundaries of a single group. An art therapist’s theoretical perspectives are easier to

accept within a community of other art therapists. However, when art therapists interact
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with members of more diverse systems, the ideas of art therapy will spread and may well
be altered.

Time is another major component. It is concerned with the innovation-decision
process, in which the idea is passed on from beginning of an mnovation through its
adoption or rejection; innovativeness and adopter categories, assessing how early certain
members within a group adopt an innovation as compared to other members; and rate of
adoption, the relative speed with which an innovation is accepted and utilized. The design
of the social systems is yet another important component for how an innovation survives a
diffusion process . Each social system maintains its own set of norms that will help dictate
what types of innovations are acceptable. An art therapist’s style or format may be
diffused in one system, but not another. The members of a social system also understand
who the opinion leaders and change agents are of their group or system. The pioneers, or
personal heroes, of art therapists seem to maintain a profound impact on their work.

The effect of the innovation that was adopted or rejected must also be considered, and it
may be profound. Thus, the diffusion of information also relies on the negotiations that
occur within a social system.

Negotiation

One more element that needs to be discussed briefly for the purpose of this study is
negotiation. “Negotiation enters into how work is defined, as well as how to do it, how
much of it to do, who is to do it, how to evaluate it, how and when to reassess it, and so
on. .. "(Strauss, 1997, p.267). A social order is developed in an organization or work

system in which participants work out shared agreements in response to daily events
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(Strauss, 1975); it depends on hierarchical structure as well as manipulation. All of the
participants of this study practiced negotiation, which depended on the social interactions
inherent in the art therapists’ systems (Hughes, 1971). All of the art therapists’ work not
understood by the other members of their systemic environment was subjected to
negotiation. This study revealed different levels and types of negotiations occurring
between the art therapists and the other members of their systems. These include: systemic
negotiation; identity compromise; and micro level, macro level, and managed care
negotiation. These will be explored in detail in Chapter 3.

Thus, to study the work of the art therapist, the interaction of theory and practice
and how this interaction is influenced by the system(s) through negotiations need to be
understood. To understand the essentials of what art therapists know or do, they needed

to be observed practicing, as well as asked about what they know.
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CHAPTER I
Methodology

To understand the work of the art therapist, the interaction between the art
therapist and his or her system was observed. Interaction between art therapists, and
between the art therapists and their work environments, may alter art therapy theory into
an individual’s practical application. Thus, this study will primarily subscribe to an
interactionist’s perspective.

The theories of interactionism are built upon the philosophies of James, Cooley,
Dewey, Mead and Blumer. William James claimed that the social self is developed through
the interaction of the individual and social groups (James, 1890/1918). Cooley (1964),
Dewey (1930), Mead (1964) and Blumer (1969) carried these ideas of interactionism
further, and created a methodology in which one needed to observe the interaction in
order to understand social constructions.

Cooley (1964) used interactionism as a framework to interpret social reality,
asserting that a mutual interdependence exists between the social environment and
individuals. He stressed that watching the interaction of people and interpreting the
meaning of these actions was important in making sense of society. Dewey (1930)
maintained that humans, their environments, and their thoughts are interrelated to form a
larger whole; therefore, the interaction among them needs to be observed.

Mead, recognized as one of the major contributors to the theories of
interactionism, argued that the self developed through its interaction and activities within

social experience; he also claimed that it was the self’s interactions that defined situations
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(Mead, 1964; Morris, 1962). However, the self not only interacted with others, but also
with its own thoughts and ideas (Mead, 1964), through reflexivity. This notion that the
self is created and defined through interactions with noncorporeal objects was similar to
Blumer’s (1969) theoretical perspective of interactionism.

Blumer (1969) claimed that in an interaction, the person will interpret others’
gestures and will then act on what they perceive the meaning to be from this translation
(Blumer, 1969). But he also stresses the interaction between humans and objects. Objects
have meaning for people; meaning is “. . . not intrinsic to the object but arises from how
the person is initially prepared to act toward it” (Blumer, 1969, pp. 68-69). Objects can
include ideas and thoughts as well as something tangible. It is the sharing of these objects,
and the interpretations thereof, that define the action and interaction. Those who subscribe
to interactionism claim that meaning emerges from the interaction between people (and
objects). Thus, meanings and interpretations are social products. Ideas, or how meaning is
attributed, lead to action and the construction of a practice and/or product. Therefore, in
order to understand the work of the art therapists, this study observed them interacting
with the other members of their systemic environment as well as with the environment
itself.

Research Questions

There are several questions that guided this research project. The answers
addressed what work is to an art therapist, and the relationship between the theory and
practice of art therapists. The key questions that set the parameters of this study were:

~What components make up each participant art therapist’s system?
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— How does each participant art therapist define what an art therapist is?

—Do the art therapists’ theories inform their practices?

— If so, how?

— How do the participant art therapists describe their work?

— What is the relationship between what the art therapists say their work is and
what they actually do?

Definitions and Limitations

For the purpose of this study, an art therapist was defined as anyone who has met
educational or credentialing requirements laid out by the American Art Therapy
Association, Inc. (AATA) and the Art Therapy Credentials Board (ATCB) to practice as
an art therapist at the time the interviews and observations were conducted. The art
therapists who took part in this study will be referred to as participant art therapists. Their
work was defined as anything the art therapists did during the course of their scheduled
day. This included, but was not limited to: paperwork; meetings, individual therapy
sessions, group therapy sessions, preparing for the sessions, and informal and formal
interactions with those with whom and for whom they worked. The professional
environment of the art therapist is defined here as any environment that the individual is in
at the time he or she is considered working.

While the sample is not broad, the object of this study is not to generalize, but to
begin establishing criteria and understandings about the work of the art therapist from

which theories can be drawn. This is further explored under the Sample section. Another
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characteristic that could be construed as a limitation was the relationship between the
researcher and the art therapy field.!

Research Design

Interactionism was used to ground the methodological design. An understanding
of the interactions that make up the art therapists’ social systems, including work, was
gained using an interactionist process.

To understand the individuals that make up a social system, they must be studied
within the context of their environment through exploration and inspection (Blumer,
1969). Exploration (through data gathering), and inspection (through data analysis), are
the observation and analysis of action. Interaction revolves around everyday action. Thus,
the combination of data gathering and data analysis are naturally related to the
interactionist perspective. Such methods have been used by social scientists and
sociologists to study social relationships within a variety of different contexts and for a
variety of issues, including the studies of work.

Hughes asserted that “work as interaction is the central theme of sociological and
social psychological studies” (1971, p. 304). Corbin and Strauss (1993) indicated that it is
only through interaction that one can understand work. Becker, Strauss, Greer, and
Hughes subscribed to an interactionist perspective to guide their study of medical school
(1961/1997).

Interactionism was needed as the framework to analyze the work within the “art

world” (Becker, 1982). Strauss, Fagerhaugh, Suczek and Wiener (1985/1997) based their

"The researcher is an art therapist as well.




20

work on an interactionist perspective when they exposed clear relationships and structured
typographical categories of work in the medical field. Bakewell, Beeman and Reese
(1988) used an interactionist framework to understand the work of art historians by
observing them at work.

There are no theories on what constitutes the work of the art therapist, nor how
the art therapist arrives at the practice he or she is conducting. Thus, there were no prior
studies of the work of the art therapist to guide this study. The methodological approach
reflected the open-ended nature of this study; this study was qualitative, and used a
grounded theory approach.

Data Collection

Grounded Theory. The main purpose of using grounded theory was to develop a

theory (Strauss & Corbin, 1990) generated from the data obtained (Glaser & Strauss,
1967). The initial inquiries started off quite broad, becoming narrower as the study
progressed. The collection and analysis of the data were interrelated and occurred almost
simultaneously. The units of analysis are concepts which revolved around the interaction
of, in this case, the theory and practice within the system of the art therapist. These
concepts that emerged guided the coding of the material. Observation continued with the
emerging theory as a catalyst, and the research questions were considered given the new
observed circumstances; the research questions were readjusted as observation continued,
creating a seemingly never ending cycle of observation, interpretation, theory development
and observation. These methods can be seen in Kanter’s (1977) study of corporate work,

and Becker, Hughes, Greer and Strauss® (1961/1997) study of the work of medical
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students. These methods can also be seen in the doctoral dissertations of Thompson,
(1998) with her study of the work of firefighters, Sudarsky-Gleiser (1995) and her study
on the experiences and metaphorical communications of therapists, and Elkins (1994) with
her study of professional nurses.

A grounded theory approach is deemed most appropriate given the fluctuation of
the social contexts to be analyzed. Accepting that art therapists belong to expansive
systems, analysis could not be successfully done in a sterile laboratory, nor quantified.
Therefore, the interaction and the activities of the art therapists were analyzed within their
systems. The activities included the interactions between the participants and other art
therapists, their clients, their facilities for which they work and professional organizations,
whether or not they belonged. The occurrence of some of these activities could be
scheduled and predicted beforehand by the participant art therapists, but many were not.

Systematic observation and interviews were used to gather the data. Systematic
observation was conducted to try to understand the practice of the art therapists and
components of the systems of which they belong. The interviews and discussions were
conducted to try to understand the theories of the art therapists. These methods of analysis
were combined to clarify the work and practice of art therapists.

Sample. Five art therapists were chosen for systematic observation (see following
section under Systematic Observation). The choices were based on: diverse geographical
locations; different types of professional environments; and varying lengths of time in the
field. Suggestions for appropriate participants were solicited from members of the field.

Those suggested to participate were contacted by telephone, and were asked if they were
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interested in participating. If they were, they were sent a preliminary letter (Appendix A),
explaining the intent of this study. A release form (Appendix B) was sent. This form was
signed by the art therapists chosen to participate; it explained that confidentiality would be
maintained, and that the intent is to observe and study the art therapist in context, not to
record any detailed information of the clients with whom the art therapist works.

The five art therapists chosen and observed for this study were equally distributed
throughout the United States, and worked for a variety of different facilities. The length of
time in the field for these five participants ranged from 1 year to 22 years. All but one of
the participants were women.

All those observed were also interviewed, with six additional art therapists
interviewed (see the following section under Interviews and Discussions). The art
therapists chosen to participate in the interviews and discussions, and who were not
observed, were selected in a similar fashion as those observed. The responses were
recorded on audio tape as well as written out during the interview. Confidentiality was
strictly enforced, and each art therapist interviewed was asked to sign a release form to
allow the discussions to be taped (Appendix C). These procedures were reviewed and
approved by the Emporia State University Human Subjects Committee.

The six art therapists chosen and interviewed for this study were also equally
distributed throughout the United States. The length of time in the field for these
participants ranged from 8 years to over 30 years. All but one of the participants were
women. (See Appendix D for complete demographic information on each of the

participants.)
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Systematic observation. Systematic observations were conducted to obtain
information of the systems and practices of the art therapists. Observation refers to
actually following the art therapists during the course of their day and maintaining copious
notes on everything they did. The researcher tried to be as unobtrusive as possible, and
note not only interactions and communications, but environmental factors as well. A
grounded theory strategy allowed for a small, theoretical sample. For example, in Hale’s
study on city managers (1989), only five managers were observed. However, it was
necessary to get as much data on this limited group as possible, until saturation was
reached.

Five participants were followed and observed for no more than a week each. Each
art therapist was accompanied in his or her car to and from work, and all were closely
followed except when in therapeutic sessions. (On rare occasions, the observer was invited
to sit in on a session.) All formal and informal interactions with other art therapists, peers
in the facility where they worked, subordinates and supervisors were recorded through
written notes. When the researcher was alone with the art therapists, all discussions and
comments were recorded on audio tape as well as written down. Each participant was
informed each time the tape recorder was recording. The art therapist was questioned
about what he or she was doing at that particular time, and if completing paperwork, and
would be asked what it entailed. The art therapist would also be questioned about what
occurred during his or her therapy sessions and the responses were tape recorded. Any
interaction with the patients in an informal capacity, such as in the hallway of the unit

where the art therapist worked, was observed and recorded.
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Great pains were taken to ensure that no quotable dialogue was recorded from the
clients, and no specific therapeutic discussion was recorded; rather, these conversations
were generalized, and only behavior was meticulously recorded. The art therapist was
later questioned in greater detail. In this manner, confidentiality of the therapist/client
relationship was maintained without exception.

Interviews and discussions. Interviews and recorded discussions were used to

obtain information of the theoretical perspectives of art therapists. An interview for a
qualitative design is established in such a manner that the interviewer has a general plan of
inquiry, but specific questions are not asked in any particular order, nor in any particular
manner (Babbie, 1998). The interviews and discussions focused on the topics of the art
therapists’ personal theoretical orientation, when it developed, what they were taught in
school, and what they actually did during the course of a day.

Along with the first five participants observed, six more were interviewed, with all
conversations recorded on audio tape. Each participant was made aware when the tape
recorder was recording. After demographic information was obtained, each participant
was asked general open-ended questions to guide the discussions, but there was no set,
formal interview. The participants were interviewed for an average of one hour each, and
the topics for discussion included, but was not limited to: where they went to school, their
theoretical focus, their professional experiences, their current professional placement, why
they became art therapists, and how they defined an art therapist. All precautions were
made to assure that their names were not used on the tape; however, on the off chance

that a name was used, it was later stricken from the transcription.
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Data Analysis

All written and audio recorded data was transcribed, including questions posed to
the participants. A large, four- inch margin was left on the left side of each transcription
page for notes and coding entries. All the data was reviewed several times; the statements
made and the behaviors observed were paraphrased in the left margin for easier and more
succinct review. If a paraphrase was insubstantial in capturing the meaning of what was
transcribed, then the entire quote or transcribed observation was rewritten. Using these
paraphrased statements, the data was reviewed again, to note similar language or
concepts. After several reviews, similar categorical concepts began to emerge, using the
“constant comparative method” (Glaser & Strauss, 1967). A relationship between thesis,
antithesis and synthesis® was employed to guide memo writing and to reflect back on the
questions that materialized through the grounded theory process. Memos were written as
the process continued to maintain records of potentially emergent categories. As these
categories emerged, a color-coding scheme was devised to make for a more accessible
review of the data. Each color was used to highlight like-terms and similar categorical
concepts. The categories that ultimately emerged were: systemic influence and interaction;
the participants’ interaction between theory and practice; any type of “forced” negotiation
that occurred; the participants” self-definitions of art therapists, and what they do that

works; and any reflection on heroes of the field.

*For the sake of this study, thesis and antithesis are not opposite terms. Rather, thesis refers to the
knowledge directly obtained from the data, antithesis refers to the new perspectives that emerge
from the data as it is constantly reviewed and coded, and synthesis refers to the weaving together
of the two. This constantly ongoing process is not necessarily linear (Glazier, 1992).




26
An outline was then created to separate all the colors from one another, and to

combine all the concepts together under their related categorical heading. For example,
the category for “reflections on heroes of the field” were coded with a purple highlighter.
All the transcriptions were reviewed, and any concept or statement that was coded purple
was placed under the outlined heading “Heroes,” separated by participants to whom that
concept referred. This allowed for concise reference of all the categories. These
categorical concepts have then been used as the basis for this study to answer the research
questions, and have led to a better understanding of the interaction between the art
therapists’ theory and practice and how they are influenced by the systems to which they

belong.
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The Systemic Interactions of the Art Therapists
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Individuals and organizations are not isolated; rather, their interactions with other

individuals and organizations influence their definitions and development. Individuals- in
this case, art therapists-survive and interact within a context and/or environment. They
connect through links to create a large, web-like system.

To understand their work, the participating art therapists were observed
interacting with and within their respective systems. In addition, those interviewed were
questioned about their systemic influences. This chapter will present and define the
systems to which each art therapist belonged. It will then explore various ways in which
the systems influenced their work, and how the day-to-day activities relied on this
interaction. It will do so through exploring the means in which the art therapists
communicated within and between the systems, the systemic negotiations that occurred,
and finally, the importance of personal and professional heroes for the art therapists.

The Systems

The art therapists’ work is influenced not only by where they worked at the time

their data was collected, and with whom, but also by their prior work history; their current

clients or patients; past clients or patients; associations to which they may belong; the
schools they attended; legislative, corporate or regulatory bodies that affect their status;

and the art therapy field. As one participant believed, the work of the art therapist is

entirely dependent on the facility for which one works. How he provided treatment, along

with the details of his work, changed depending on where he worked. Or, as another
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participant indicated, “We’re chameleons.” Each art therapist who participated in this
study belonged to numerous systems.

For the sake of this study, some explanations of terms need to be provided.
Internship hours refer to pre-graduate hours. As a student progresses through a program,
he or she must complete a certain number of client-contact hours. At the time of this
study, the American Art Therapy Association, Inc. required seven hundred pre-graduate
hours of client contact using art therapy (American Art Therapy Association, 1994). These
hours are supervised by an internship supervisor.

The ATR and ATR-BC are the designations that one has met certain standards for
the field and are conferred by the Art Therapy Credential Board (ATCB). To qualify as a
registered Art Therapist (ATR), after graduating from an AATA approved program, an
individual must complete a minimum of one thousand client contact hours; if he or she did
not attend an AATA approved program, then he or she must complete a minimum of two
thousand direct client contact. One hour of supervision is required for every ten hours of
client contact (AATA, 1999). These hours are supervised by an ATR supervisor. The
Board Certification (ATR-BC) is awarded after a registered art therapist passes a national
standardized examination.

Five art therapists, Amy, Bonnie, Carl, Debbie and Erin, were interviewed and
observed interacting with their systems. Six art therapists, Fern, Greta, Kara, Lori, Mary
and Nate, were engaged in informal discussions and interviews, but not observed in their
settings. All the names are pseudonyms.

Amy attended a university that offered a dual degree in art therapy and marriage
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and family therapy. Thus, she was eligible to obtain a state license as a Marriage Family
Therapist (MFT). However, although she had her art therapy registration (ATR), she did
not have her board certification (BC). She graduated in 1995, and obtained a position
where she completed her internship. She worked for a community-funded gay and lesbian
center. She worked with adults who were gay, and had mental health or substance abuse
problems. Some were court ordered to attend sessions. She also had her own private
Marriage Family Therapy/Art Therapy practice, which she had begun nine months before.
She saw private clients in her practice about one-and-a-half days per week. She had been
working at the clinic four days per week, but that had since decreased to three. She rented
her own office approximately 10 miles from where she lived; she shared this office with
another MFT. At the clinic she belonged to a treatment team that consisted of social
workers, MFTs and case managers.

Bonnie graduated from an art therapy program in 1993. Bonnie had been involved
with state and national art therapy organizations, including a term as president of her state
association. She had both her registration and board certification. Prior to graduate school
for art therapy, she was an art educator in a public school system. She had also worked in
various hospital settings, including a “spinal cord unit” in 1980. Upon graduating, Bonnie
worked with adult psychiatric patients. After two years, she went to her current
placement, a not-for-profit inpatient psychiatric facility for adolescents. As part of her
responsibilities, she also worked “across the street,” and provided art therapy sessions two
to three days per week for the day-treatment facility for adolescents. She was considered

the Coordinator of the Creative Arts Therapies. She also provided internship training for
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students attending local graduate programs. She belonged to a treatment team that
consisted of social workers, nurses, program coordinator, nursing coordinator,
psychologists, case managers and mental health workers. When asked to describe her
facility she indicated that it was a “hybrid of weirdness . . . it’s a venerable institution, a
training institution . . . so it’s not going to have a business mentality . . . .”

Carl graduated in 1999, and began working for the facility where he completed his
internship. He was still attending his alma mater so that he could complete coursework
necessary for him to obtain a license as a substance abuse counselor. He had not yet
completed the paperwork for his registration. He was a member of a national art therapy
committee. Carl worked full time for a facility that was a branch of a larger hospital,
alongside other substance abuse counselors, case managers and an art therapist. He
worked with adolescents, adults and families.

Debbie graduated in 1978. She had her registration, and had just recently become
board certified. Before going to graduate school as an art therapist, she was a special
education teacher as well as a dancer. After she left school she worked with children in a
hospital for four-and-a-half years, and then worked for a city hospital, where she also
worked as an administrator. At the time she was observed she worked for a short-term
psychiatric inpatient hospital, primarily with adults. She had worked there for 12 years.
She also supervised interns, and was considered the department head. At the same time,
she was an educator for an art therapy graduate program.

Erin graduated in 1982. She had her registration, but was not board certified. She

was also a licensed mental health counselor. She had been involved with her state art
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therapy association, and at the time she was observed, she was president. Prior to her
current position as a counselor for a psychiatric community facility, according to her she
had: worked with girls who were considered “mentally disturbed”; taught a “survivor class
for schizophrenic men”; was an art teacher for “mentally challenged adults”; and started a
private practice. She primarily worked with adults with, as she described, “full occurring
disorders” or dual diagnoses- psychiatric disorders coupled with drug and alcohol
problems. She also led art groups at a day-treatment facility for adults.

Fern graduated in 1992. She had her registration and board certification. She
worked at a mental health clinic for a short period after she graduated. She provided art
for a summer, at-risk adolescent program, and ran church-based, specialized groups for
adolescents with drug and alcohol problems. She also taught for a graduate art therapy
program off and on since 1995. She also provided both ATR and internship supervision.

Greta graduated in 1975. She had her ATR and BC. She was a licensed Marriage
and Family Therapist, a Certified Trauma Specialist, and a Certified Group
Psychotherapist. Greta had been active in her state and the national art therapy
associations, including serving a term as president. When asked about her work history,
she indicated “Over the years it was one thing after another.” Prior to the positions she
held at the time she was interviewed, Greta worked in an outpatient drug-treatment facility
for children and adults; she became a group trainer, internship trainer and supervisor, an
internship coordinator, child-abuse advocate and an intake director. She worked there for
twelve years. At the time of this interview she had a private practice and provided services

to trauma centers, such as the Red Cross, and was a corporate consultant.
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Kara received a Master’s degree in psychology and a Master’s degree in art. She
did not attend a graduate program for art therapy. However, because of her experiences, a
number of art therapy courses, and her two Master’s degrees, she was eligible to become
registered as an art therapist. She had her registration and her board certification; she also
had earned a doctorate in education. She was active with her state association, and was at
one time president. She was also active with the national association. Prior to working as
an art therapist, Kara taught studio art at a college for seven years. She also obtained a
teaching credential. After she became an art therapist, she developed an art therapy
program in a special education school where she worked with children and adolescents
where she became the director. At the time of the interview, Kara taught for a graduate art
therapy program,; she was also the program coordinator and acting director.

Lori graduated in 1975. She had her registration, but had “refused” to get her
board certification. Lori is currently working on her social work degree. After graduate
school she worked in several inpatient, psychiatric facilities. At the time of this interview
Lori worked in a short-term psychiatric facility, focusing primarily on adolescents. She has
worked there for 15 years. Lori has had a private practice for the past seven years, where
she sees “a few clients.”

Mary did not attend a formal art therapy graduate program. However, she has
been involved with art therapy since the mid-1960s when she took courses offered by
pioneers of the field, Margaret Naumburg and Edith Kramer. She had her registration and
her board certification. She had a doctorate in clinical psychology. Mary had been active

in the national association, and had one time been president. She had “a lot of clinical
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experience;” she worked in special schools, residential schools, hospitals, community
mental health facilities and has maintained a private practice. At the time of the interview,
Mary had been running a graduate art therapy program for the past twenty years.

Nate graduated in 1991. Nate had his registration. Before attending graduate
school, Nate taught art in an inner-city school, worked for a private psychiatric hospital,
and a state psychiatric hospital. At the time of the interview, he had been working at the
same facility since graduation, a private psychiatric facility that treats children to older
adults. He has had experience with all the populations in that facility except the older
adults. He was known as the Rehabilitation Coordinator for Adolescent Services. He had
been a case manager, after-care coordinator, rehabilitation “person,” and an art therapist,
all in the same facility. Although he had worked for the same facility for ten years, it had
changed owners many times because of managed care and mergers.

Diagrams are provided of the office and work spaces of those observed (Appendix
E) to provide the readers an understanding of the organization of the art therapists’ work
space. This is important as the participants assumed that the researcher understood the
organization of their work spaces, and subsequently may have referred to them
periodically in the discussions.

Variety Within the Shared Art Therapy System

As noted, all participants were recognized as art therapists according to the
education and credentialing standards of the American Art Therapy Association, Inc.

(AATA) and the Art Therapy Credentials Board (ATCB). However, they received their
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education at different times, and thus the training and graduation requirements varied.
According to the AATA, the educational standards have changed often.

In a report to the AATA, Inc., Agell, then Chair of the Education Committee,
indicated that:

[t]he history of art therapy education, parallel with that of art therapy itself,

is characterized by a rather long gestation period followed by a period of

spectacular growth . . . [i]n the early days, courses were offered by art

therapists who, convinced of the special qualities inherent in art, persuaded

others . . . that art expression provided an enduring, moving message

of human experience. Much of the early coursework was a review of

professional experience and case material derived from work. . . .
The earliest model for education guidelines for art therapy training was drafted in 1973 by
the AATA Education and Training Board (Appendix F). This was several years after the
first graduate art therapy programs were developed. These guidelines continued to evolve
until the present standards adopted in 1993 (Appendix G). They are scheduled to change
yet again in July 2002 (AATA, 1999: Appendix H). Moreover, not all art therapy graduate
programs follow these standards; not all are approved by the American Art Therapy
Association. Additionally, the Art Therapy Credentials Board does not require that a
person attend an art therapy program to become registered and board certified, as long as
they can demonstrate that they have met the established criteria (Appendix I).

Appendix J presents a comparison between when the art therapists graduated from
their respective programs and when their programs were approved by the national
approval board. Please note that of the art therapists that attended a formal graduate art

therapy program, three of them graduated prior to their program’s approval. Two art

therapists, Kara and Mary, did not even attend a formal art therapy program. Thus, it
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could be surmised that the education received by the participants of this study was not
consistent.

The status of the participants’ registrations and board certifications also varied,
depending on when they received their credentials, if at all. Originally, guidelines for
registration were established in 1973 (Appendix K) by the American Art Therapy
Association, Inc. These guidelines have also undergone considerable changes in
requirements (compared to the current ATR requirements, Appendix L). The ATCB now
has jurisdiction over, and grants the ATR (Hall, 1994). Therefore, seven of the
participants received their ATR from the AAT A, whereas, the remaining participants were
registered through the ATCB. No continuing education credits are required to maintain
the ATR~just payment of annual dues. Although Kara and Mary did not even attend a
formal art therapy graduate program, they were both registered and board certified (BC).

The Board Certification, received after a member with an ATR passes a national
standardized examination, did not exist until 1994 (Hall, 1994). The ATCB does require
100 continuing education credits, obtained within five years. However, Mary, who was an
Honorary Life Member prior to the establishment of the BC examination, did not have to
take the exam, nor is she required to demonstrate that she has accumulated continuing
education credits. When the BC was established, a grandmother clause was written that all
Honorary Life Members would be automatically granted BC status. What is more, several
of the participants chose not to pursue Board Certification. For a graphic representation of
the relationship between the participant art therapists and significant events in the history

of the art therapy field, please refer to Appendix M.
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Despite their obvious differences, the participant art therapists all shared one thing-
they all emphasized that they all wanted to be reco gnized as “art therapists™ first and
foremost. Moreover, they worked on fortifying this identity by pursuing other avenues in ]
which they could interact with fellow art therapists outside of the system in which they
worked. As Bonnie indicated, “we need to hang with our homies.”
Maintaining The Identity

Each participating art therapist expressed a need to interact with other art
therapists, presumably to maintain his or her own identity as an art therapist. Amy, who
did not work with other art therapists (with the exception of an intern she supervised the
week she was observed) attended a retirement party for one of her mentors. She indicated
that attending a party with many art therapists was a wonderful experience. “. . . [IJt was
really enjoyable; it was such an honor for me to be part of an amazing community . . . it
was such an incredible roomful of people.” The rest of the anecdote included a list of all
the art therapists she was able to “see again,” including a former internship supervisor, and
how important it was that they could all interact.

Some of the participants worked for a facility that hired other art therapists, or
taught art therapy courses which could have precluded the need to go outside their

systems for this interaction and reaffirmation. Nate was a supervisor of various creative art

therapists within his department, and interacted with them daily. Debbie, Fern, Kara and ]

Mary were all educators, and thus interacted with new art therapists as well as other

3 This point will be reinforced in Chapter 4, under the section about how the art therapists define
art therapists.
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faculty members. However, such interaction did not seem to be enough, and several of the
other participants did not have such an opportunity; thus, they created new means of
interaction.

This was achieved through annual state and national conferences, teaching art
therapy courses either for continuing education requirements or for graduate programs,
supervising art therapy interns and ATRs, becoming involved with the state and national
art therapy organizations, or informally interacting with others in the field. Bonnie and
Erin were both presidents of their respective state associations, putting them in a position
where they had to interact with other art therapists. Greta and Lori were both actively
involved with the national association, including holding important positions. Even after
their respective terms were completed, Greta and Lori continued to develop and
participate in art therapy related projects for the national association. Amy attended state
conferences for art therapists and remained in constant contact with her former
instructors. At the time of her observation, Amy had just completed a four-day statewide
art therapy conference and would soon begin teaching for the program from which she
graduated.

Many of the art therapists observed attended the American Art Therapy
Association annual conference, and several of them attended statewide conferences. Kara
said that she was responsible for creating a unifying a state wide art therapy conference
when she was president of an affiliate chapter in the state she once lived. She believed that
it was:

“the most important thing that we did in [the state she lived in previously]




38
.. . because that still is a shot in the arm for about everybody who attends

those and that had never occurred before . . . I think it is really important

that the legacy [continues] and I'm really proud of it . . . I think it would be

great if we could do it here in [the state she currently lived in].”

Erin established an informal art therapy group in which many of her peers would gather,
talk “and complain™ about their respective art therapy duties, and what they could do to
improve their work.

Many of them supervised art therapy interns from various graduate programs.
Bonnie and Debbie had established such a program in their facility. Although Carl had just
graduated from his program one year before, he volunteered to supervise interns. Even
when Fern was not affiliated with a university, she would still supervise art therapists for
their registration hours.

Although the art therapists currently belonged to systems where their interactions
with fellow art therapists were limited, and their jobs may not have included many actual
art therapy sessions, they still actively sought out interaction with other art therapy
clinicians. They all voiced a need to stay connected with other art therapists, and )
accordingly reinforce their identity as an art therapist. However, they needed to interact

with other members of the systems in which they now belonged.

Systemic Communication-Crossing the Boundaries

Communicating to others within their systems who were not art therapists
became a daily focus. Art therapists were put in positions, or placed themselves in
positions, that would gain them visibility and acceptance. The interaction that is

established within a system is used to gauge the significance of the information as well as
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the means to which communication is conducted (Deal & Kennedy, 1982). Lipsky (1980)
argued that social service people in general work within the constraining rules of the
system while at the same time doing what they can to still meet the needs of their clients.
To deliver the widest range of services, the art therapists needed to adapt. It is therefore
important that the art therapists understood their place within the system, and used the
rules and standards where they worked to communicate the worth of their work®. This
understanding allowed the art therapists to cross perceived boundaries. Some of them did
so using the systemic policies on “charting” that were already established, policies the art
therapists adopted upon entering their new contexts.

Charting. Charting was seen as a tool that could obtain a sense of systemic equality
or validation for the art therapists despite the different clerical approaches that each
participant art therapist employed in completing these duties. “Charting” was a catch-all
phrase that either referred to the daily, weekly or monthly paperwork that focused on the
progress of the client, or any paperwork that was required by the facility for which they
worked. Depending on the type of setting or client focus, the requirements for charting
differed. Charting was at times seen as a necessary evil; it was considered by most to be
unchallenging, and they generally did it because they felt like they had to. Although most

professed to the importance of this paperwork, they still had a tendency to “cut corners.”

* Besides the network’s or system’s rules and standards, the art therapists also had a tendency to
use terms that belonged to the system to which they belonged. These included acronyms. These
terms not only allowed easy communication between the members of the system they presently
belonged, but it also signaled that they were now members of that group (Deal & Kennedy, 1982).
This at times required an explanation before the interviews or observations continued. From now
on, such terms will be defined either in the body of the text, or will be footnoted.
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Carl charted to “keep people happy,” and “to keep two auditing groups satisfied”:
Joint Commission of Accredited Hospital Organizations (JCAHO) and Substance Abuse
Treatment and Recovery (SATR). He indicated that he needed to know which group was
going to audit which chart, and that he would then chart accordingly. Conversely, he
indicated that most of the charting was for internal use anyway so that a review of
treatment progress could be made before each session. All of his charting had to be
completed by the end of the month, so it was apparently not unusual for him to be charting
about something that happened the week before; he indicated that “we are supposed to do
notes right after the session,” but it did not often happen. He also did not chart on the art
therapy that occurred; rather “only if it is profound.” It is important to note that the charts
were reviewed at times by attorneys and the judges that presided over cases in which the
clients were involved.

In her private practice Amy would spend some time immediately after her sessions
(which were generally “one-to-ones® or couples”) “jotting down” what happened in the
session. These would be kept in a folder, and left in a locked file cabinet by her door. The
notes were available to keep her focused on her clients’ treatment, but she seldom referred
to them as she was “able to remember what was going on” in treatment. If art work was
completed in session, she would either describe the art work or redraw it in the notes

This differed from what was expected at her placement at the community center.

’Carl first called these auditing groups by their acronyms; it was only after he was asked by the
researcher, an art therapist, did Carl explain what the letters stood for; and this was only after he
researched it himself,

® One-to-one referred to individual sessions; just the therapist and the client are present.
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While in her office she often filled out reports about the patients; there was little reference
to the art sessions as she simply completed the paperwork as required by the facility. If she
did comment on the art work, it was strictly her own choice, and this was generally
viewed as anecdotal and unnecessary by the facility.

Like Carl, both Bonnie and Debbie stressed the need to chart or “do notes” on a
daily basis, but would rarely do so. Bonnie recognized the importance of the charting for
the facility requirements and commented on how important it was that she charted on all
her clients, referring to the art work whenever she could. She indicated that she received
recognition and accolades from the city and county offices for her records, but the facility
had never commented on her notes. The entire week she was observed she rarely wrote a
note, indicating throughout that she should be doing them, but was either too tired or
preferred putting them off. She also pointed out that Wednesdays were her day to catch
up on paper work, but even then she spent the time interacting with the clients and staff,

Debbie indicated that she would chart daily if she could; these charts would include
a weekly progress note and initial notes. The forms were generally standard; the progress
notes would include what the patients did in groups, and how they met the goals that were
established during the patients’ meetings with their treatment team. She would often do
them during rounds because “I’m sitting there anyway.” Otherwise, she indicated that she
had trouble keeping up with them because she was “so active.” Throughout the week that
Debbie was observed, she rarely charted but would spend most of her time in the hallway

of the patient’s unit, talking with staff and her clients. One time she brought charts to the

small room that housed the coffee and microwave. The dietitian walked in and Debbie
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immediately began speaking with her about issues on the unit. Very little charting was
done that day. She also admitted that she was not as thorough in her charts as she once
was.

Erin would chart in her office. However, according to institutional policy, to get
the charts of her clients she would have to walk down the stairs and go to a large, library-
like room. She filled out a piece of paper, and placed it in a book, to indicate that she was
removing charts. Once she completed the patients’ progress notes, she would bring the
charts back to the library. However, if the charts were not completed, she still needed to
bring the charts back before she left for the evening.

Erin would not only write progress notes, she would also update her clients’
treatment plans. She intended to complete a progress note sheet immediately after a
session and put them in the chart. However, she was observed keeping the notes on her
desk for several days. She pointed out that when she had as many as six clients in one day,
she would write the notes while they were in session. Often she would use these notes as a
means to discuss current and future goals. She would write about any art that was done,
and either describe the drawing, or put a copy of it in the chart. She would also fill out the
Individual Plan of Care sheets (IPCs)’ with the clients, before including them in the chart.
She admitted to having difficulty with the new charting procedures since the merger of
the facilities and the move to a new building. Initially she was given more control over

where to “put things” in the chart, but that had since changed.

"Like Carl, Erin used the acronyms of her agency; it was only after she was asked that
she explained what the initials meant.
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Charting seemed to be a way in which the art therapists communicated information
about the effectiveness of treatment to others within the system. It was oftenseenasa
bridge to those who did not understand the art therapists. One art therapist indicated that
she did not have to chart, but she did so anyway. This validated her sense of belonging to
the system, and she was seen as contributing. Conversely, Fern indicated that she would
include very little information about the clients in their chart so that she could not be held
accountable. This was similar to what Lipsky (1980) described as a deliberate action to
keep the records incomplete or recorded sketchily to avoid close scrutiny and
accountability.

The charting the art therapists did in their respective settings was something that
they learned within the system, not something they learned how to do in school. Bonnie
indicated that she learned one method while in school; ASATMJ ® (appearance, speech,
affect, thought, memory, and judgment—*“a typical mental status exam™) notes. This type of
charting was adequate at the first facility she worked; but when she acquired the position
in the facility she was in at the time of the observation, she was taught SOAP (subjective,
objective, assessment, and plan) notes. However, her notes remained generally narrative.
Erin learned one way, but had to learn an entirely new charting system when the facility
changed hands. Amy charted for her private practice, but indicated that it was mostly for
her own use. She would often just chart key words, just to keep in mind what the focus

was of the sessions.

*Like Erin and Carl, Bonnie only provided the acronym, and needed to be asked by the
researcher what the initials meant,
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However, although the art therapists saw such procedures as key to being
accepted and validated, they vwould not chart as often as they had indicated they should.
Despite the important role charting was seen as having, it was not necessarily a popular
means of crossing the boundaries. Thus, other strategies were attempted to transfer
information. For example, all Of the art therapists had provided some form of training
about art therapy to the staff at their respective facilities.

Training the systems. N any of the art therapists would provide formal training

either through inservices or through art-based workshops. Bonnie indicated that she
would do “backdoor P.R.”(public relations) for art therapy, in which she would do formal
presentations of the client’s art in rounds, but would also talk to the staff individually, and
discuss the dynamics that were evident. She also tried holding an open studio for her
colleagues at the facility. Althowgh it was fun and “nice,” after a while only social workers
and other creative art therapists attended. It eventually ended because of “schedule
conflicts.”

Debbie indicated that vwhen she first began her job, she had to spend a great deal of
time educating others about the field. She would provide formal presentations, complete
with “slides and theories, to establish credibility.” These presentations eventually stopped
because of lack of time.

Erin pointed out a sign on the bulletin board about an art therapy workshop that
would be provided by a colleaggure from outside the facility. She made it a point to inform
those she worked with about thiis training. She also indicated that she herself had

volunteered her time and did many presentations to show the value of her service. Greta
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stressed the need to provide formal inservices and presentations, and often used them to
ingratiate herself with the corporations with which she was currently working.

Sometimes formal inservices were not enough. Carl indicated that he provided
inservices for the faculty for his facility, and believed that they did indeed learn about art
therapy. However, he later complained that he is often asked to “interpret” the art, and the
staff had difficulty understanding that he “cannot do that.”

Amy indicated that she was unable to provide inservice training to the staff at the
facility because they were so busy. Instead, she used the weekly case meetings as a means
to educate the rest of the staff at the clinic about her work; she would bring whatever art
work a client had completed to the meetings, and discuss them. On the Wednesday that
Amy was being observed, she brought plasticine’ sculptures to the case meeting.
Interestingly, she did not comment on them, nor bring them to everyone’s attention—
despite the fact that the focus of the current discussion was on other clients however, the
staff wanted to hear about the sculptures. Amy sat silently for several minutes listening to
their speculations about the “meaning” of the pieces. Only when Amy was asked directly
did she then begin to elaborate and explain the significance of the sculptures. Like many of
the participants, Amy used the art as a form of information to cross over the systemic
boundaries.

Using the art. While this may seem unique to those outside the field, using the art
making as an information catalyst was common to the participant art therapists. If the art

therapists could not present a formal inservice or training, they would exhibit their clients’

’A modeling clay with plastic-like consistency
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or their own art work. As with the plasticine sculptures used by Amy, the art provided
“conversation pieces” to further deliver information by making the other staff curious
about the work completed. Carl, as the “art guy,” painted a mural for the radiology
department in the hospital across the street. Although he felt that this went against his
identity of a counselor/therapist, he maintained it helped keep him visible and a viable part
of the system. Erin spent some of her daily time creating art shows of her clients’ art
work. Some of the treatment plans that she designed with her clients would focus on
exhibiting their work.

Bonnie spent a great deal of time creating a tile mural with her clients to be put up
on the wall. Yet, she still found this demeaning. The dichotomy between respect for the art
therapist versus “Oh, could you decorate the day room?” was frustrating, and she
indicated that she would like to be taken more seriously as a clinician and researcher.

Some of the art therapists would lend the other members of their system art
materials. In this way they became an integral part of the system, and created and
supported a demand that only they could fill. Debbie indicated that she became associated
with the art and materials, and at times, this identity became somewhat skewed. She
relayed an incident when the unit desperately needed drawing materials:

And all of a sudden I hear they’re paging me. I called them on the phone,

they said “we need some crayons and stuff for this person to do.” And, uh, I

said “Okay, okay, I’ll be right there.” I said, I got to go [to a person with

whom I was talking on the phone]. They need crayons. It’s a dirty job, but

somebody has to do it.”

One night, Bonnie’s job was to make sure the nursing staff had enough art materials
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before she left for the night. This began as a courtesy, and eventually became routinized
into a convention. This will be explored in greater detail in Chapter 4.

Informal interaction. As noted, many of the art therapists spent a great deal of time

interacting and educating the other members of their system informally. Bonnie and
Debbie were extremely gregarious, and both admitted to favoring informal interaction
over everything else. Bonnie’s office was two floors above the unit on which she was
stationed. In order to get to the floor, she would use an access card, a “key,” to open a
door leading to the elevator, retrieve the elevator car, and use the key to “push” the floor
button. Once on the floor, she still needed her access card to unlock the door to get onto
the unit. Despite the amount of time and effort for Bonnie to reach the unit, she spent
most of her time there with the staff and clients.

On the first day of observation, Bonnie spent 30 minutes in the hallway talking
with the charge nurse (the nurse in charge of the unit on which she worked) and the
program coordinator. Although Bonnie was planning on going into the nursing station
after speaking with the two administrative staff to listen to a more formal report about the
patients on the unit, she spent a great deal of time informally discussing the patients. This
included what the patients did over the weekend"?, and what she would do in groups that
week. Bonnie was observed speaking to both patients and staff alike about her plans for
that week’s art therapy sessions. During lunch one day Bonnie discussed cases with a

psychiatrist that she ran into outside the facility’s front door for approximately 15 minutes.

' This might include: behavioral problems, group attendance, visitors they may have received, as
well as any new patients that came in during the weekend.
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This contrasted greatly with her behavior in several formal meetings, where she
generally remained silent. During one meeting with the day treatment staff, Bonnie was
mostly quiet while they were discussing issues about clients’ length of stay and insurance
coverage. When asked later about why she was so quiet, she indicated that she did not
have a real grasp of case managing.

Another gregarious personality, Debbie spent most of her time on the unit,
speaking with the nursing staff and the patients. During the formal rounds which were held
every day to discuss the patients on the unit, she generally remained quiet.

Well, before, we had treatment planning meetings on every patient and you

got really in-depth about what you were doing, what you were going to do

and those specific terms of the intervention of the art therapist. And then,

you know, it got smaller so then we just had it in rounds. And we’d bring

the artwork in rounds. And then we just didn’t have the time to [discuss the

art completed in art therapy sessions]. Unless something is really, you

know, outstanding . . .usually we’d tell the doc or the staff out of rounds.
However, after rounds, she cornered the program director, who supervised the rounds and
presented each case, and discussed what she wanted to do with her clients that day.

Carl spent a great deal of time informally interacting with those he worked.
Although this may have been because he had few clients as “census was down'!,” he
generally spent most of his free time talking with his peers. For example, the first day he
was observed Carl picked up lunch, went into his facility, and went directly to a room

where several other staff members were sitting, eating their lunch. While eating, Carl

described a conference he had been to the week before, and talked to the others about the

''Census refers to how many openings the facility has for clients, as compared to how many clients
the facility is currently serving. A low census means fewer clients than usual, and can at times,
result in downsizing.
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art he was currently doing. One of his peers asked him a question about art therapy; he
spent several minutes describing what he thought was the proper answer. He often
exchanged articles or books with whom he worked. There was only one formal meeting
held a week.

Greta indicated that she ingratiated herself with the influential figures in the
facilities she worked. She made it a point to befriend psychiatrists and hospital
administrators:

... we needed them because they were the big guys, and they were the ones

who had to do with how money was dispensed, and how treatment was

planned, and who was included in the treatment scheme. We needed to get

their approval, so we set out to make friends with psychiatrists, and

hospital administrators, and clinic directors.
Oftentimes this interaction would serve as a learning experience for the art therapists.

Learning from others in the system. Not yet specified but just as important were
the environmental and systemic influences to which the participant art therapists were
receptive. For example, many of them continued to receive supervision within their
placements from people who were not art therapists. Most regarded it as a positive |
experience. Bonnie met with a postdoctoral psychology intern weekly:

She’s really my therapist . . . the content of our conversation is so work-

focused that a lot of times it really is like supervision . . . . I mean she’s

really, you know, my therapist, my mentor, my supervisor . . . a great ally.

Because she happens to be not just a psychotherapist, but a creative art

therapist, there’s ways in which we can have a dialogue about stuff that I

wouldn’t be able to with other people . . . .

Bonnie indicated that she learned a great deal from many of the other members of her

systems. During the week, she co-led a psychotherapy group with one of the

psychologists. After the group, they held “an informal supervision session” and they talked




50
about everything that happened in the session. The psychologist questioned Bonnie’s

perceptions of what occurred which led to dialogue. She explained that this was one of her
richer learning experiences.

Erin met with a supervisor every week for one hour; they discussed work issues.
Yet, not all learning interactions occurred with others directly related to their positions.
When Debbie was charting in the staff coffee room, the dietitian walked in, and they began
talking. Debbie began asking her questions about her work that week, and they carried on
a discussion for several minutes about respective clinical issues. Debbie indicated that she
learned a great deal from the others in the facility, including the dietician, nursing staff,
psychologists and administrators. She pointed out that since she had such a good rapport
with the nurses she could go to them at any time and ask them questions; in a sense, she
would exchange information with others and receive informal supervision about daily
systemic issues.

Carl would often venture into the facility director’s office to ask her policy or
systemic questions. Their interaction, which maintained a banter-like quality, served to
include Carl in the system while ensuring that he was still taking in new information.

All those observed and interviewed stressed the importance of the treatment team,
groups of different clinicians all assigned to one client; all would work together to meet
the needs of the clients. Although sometimes these meetings became territorial, all the art
therapists indicated that they learned a great deal about the systems they shared from these
interactions.

Interactions occurred to educate others, so the art therapists could get what they
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wanted. They also occurred to educate the art therapists so they could belong to the

system; some occurred to meet the needs of the client. However, such means of
communication and attempts to cross over systemic boundaries did not always work.
Often the art therapists were placed in positions where they needed to negotiate and
compromise to maintain their identity and do the job they felt they needed to do.
Systemic Negotiation

All members of a given setting generally work toward a similar goal; in the
observed cases, the treatment of their clients. Negotiation needs to occur to achieve these
goals. All of the participants of the study practiced negotiation, which relied on the social
interactions inherent in their system (Hughes, 1971). Strauss (1975; 1997) saw the
development of a social order in an organization in which participants work out shared
agreements in response to everyday events. “Negotiation enters into how work is defined,
as well as how to do it, how much of it to do, who is to do it, how to evaluate it, how and
when to reassess it, and so on . . . (1997, p.267). Individuals are subjected to, and are a
part of, negotiations either because of ambiguity or conflict (Hall, 1987). However,
negotiation does not stop once a goal is reached; negotiation and renegotiation is an
ongoing process (Lam, 1994). Negotiation can be coercive in nature or it can be
compromise.

Art therapy is often times viewed as ambiguous or may be new to the other
members of the system; even if these members had been previously exposed to an art

therapist. Because of the differences between art therapists, the work of a new one is still

unfamiliar. Therefore, all manner of work for the art therapist, within a systemic
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environment that does not understand the work, is subjected to negotiation (Hall &
Spencer-Hall, 1982; Schulman, 1993). Even still, such negotiation may have been
employed not for purely altruistic reasons, but to maintain the working identity of the art
therapists. If and when such negotiation occurred, it usually served to maintain
employment or to assure a position within the system to facilitate an exchange of
information. This was often accomplished through an identity compromise.

Identity compromise. Many of the art therapists struggled daily with what their

identity should be and how it was currently considered. Art therapists have historically
compromised their specific identity to gain or maintain additional validation through
credentialing or legislative recognition (Kondziolka & (abriels,1998; Gussak, 1998). Fern
believed that the field is delegated to a “stepsister” role in its relationship to the other
professional groups because of the lack of licensure and regulatory options. Consequently,
there has always been a need for “. . . constant jockeying for a position to be seen as a
viable service .” In many states art therapists seek licensure or another form of state
recognition to secure employment or professional status, and to be seen as a viable
service'?.

Greta was instrumental in gaining licensure for the art therapists in her state.

Immediately upon graduating in 1975 from her art therapy program, she began petitioning

"t should be noted that many state licenses exist which art therapists are eligible for or petition to
become. Many are listed in the body of this study. Those discussed with the participants but not
listed include:

LMLP- Licensed Masters Level Psychologist

LPAT- Licensed Professional Art Therapist-Exclusively for art therapists in New Mexico

LPCC - Licensed Professional Clinical Counselor

MFCC- Marriage Family Child Counselor (the predecessor of MFT already described)
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her state’s licensing board to allow her to take the licensure exam. She indicated that at
that time art therapists were seen as a “second cousin to a Martian.” She used her role as
AATA conference chair to arrange a legislative meeting in her state; the conference was to
be held in one of the state’s major cities. She did this to increase legislative and the
licensing boards’ knowledge of the field. Ultimately, she convinced the licensure board
that she was eligible to take the exam, and ultimately received her license.

She was initially viewed as a “heretic” by some of her colleagues for violating the
purity of the field. She initially had difficulty convincing others to “go for it.” After some
time and marketing however, others began to see its value. Ultimately, the state licensing
board developed more stringent criteria for who could take the exam, leaving art therapy
out of the equivalency language. It was then that the university where she attended
compromised and developed a dual degree option for those wishing to pursue a state
license. Amy was one of these students that benefitted from this change.

Amy graduated in 1995 and received her Marriage Family Therapist (MFT) license
in 1999. She worked as both an art therapist and as a Marriage Family Therapist in her
facility. She indicated that the facility was not specifically seeking an art therapist when
she was hired, but that the facility has since accepted her as an art therapist. However, it is
unlikely that she would have been able to begin a private practice in her state unless she
had an MFT. What is more, she was able to obtain the office space (with which she shares
with another MFT) by telling the landlord that she is an MFT; she believed that the

landlord would not have rented her the space if she was an art therapist, for fear that she

would have “made a mess of the place” with the art materials.
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Carl, like Amy, obtained his job at the same place where he completed his

internship. Although he was hired as an art therapist, he is pursuing his state license as a
substance abuse counselor to keep his job. He is currently taking additional course work
so that he can satisfy the state criteria for eligibility. The facility is helping him with the
cost of this process.

He claimed he had been “given an identity” with which he does not necessarily |
concur. He also pointed out that his door labeled him with one profession (art therapist), i

yet his facility-issued employment badge labeled him as something else (counselor). He

indicated that despite wanting to be seen as an art therapist, he vacillates between the two | .
identities, as “circumstances dictate which one he is to be called.” He believed that : g ;
counselors are taken more seriously, and that “society validates them,” which is why he is i
sometimes forced to call himself a counselor against his wishes.

Debbie recognized a need for additional credentials, but indicated that she did not
want to pursue counseling or social work. Instead, she pursued biofeedback training,
believing that this would make her more marketable. She lived in a state where art
therapists and counselors, along with several other professional groups, have been ?
working together to secure their own license under an omnibus delegation.

For Erin to “keep her job” she was forced to obtain a counseling license; in order

to do so she needed additional course work which her facility paid for. She pointed out

that she was specifically fired from a previous facility because she was an art therapist

“and they had no idea who I was.” So, in her current facility, when told she needed to get

her license, she did so “for survival.”
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Despite this license she still struggles with those that did not recognize who and
what she was; to make herself more visible Erin wanted to join a mental health and
substance abuse coalition. The following interaction with a woman she spoke to about
joining this coalition was relayed by Erin:

19

Erin: “. .. andI said “I’m a mental health counselor.”

Contact Person: “Ohhhh, AND you’re an art therapist?”

Erin : “Yes, a registered art therapist.”

Contact Person: “Well, I don’t know if you can join. I have to get back to you.”
Erin indicated that the woman rejected her intentions because she was an art therapist,
regardless of the fact that she was also a licensed counselor. This frustrated her, because
although she was willing to compromise her identity, she was not willing to accept such
disrespect for art therapy. Eventually Erin spoke to a gentleman who held a higher
position with the coalition, and was allowed to join. Mary’s graduate program, at the time
of the interview, was changing it’s courses and credit hour requirements to reflect the
counseling requisites for that state’s licensure criteria to allow the program’s students to
obtain this license. Nonetheless, this program has since closed.

Some of the art therapists furthered their own education to make themselves more
marketable. Both Kara and Mary pursued their doctoral degrees. Kara did so to gain more
knowledge, yet Mary did so because it made her “more sophisticated.” Ultimately, it
provided Mary with a more “valid platform” from which to work. Kara obtained a

teaching credential, which allowed her to work for the special school prior to teaching at

the university. She indicated that while in the educational system, she had to learn how to
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write IEPs (Individual Education Plans)!® and had to “focus more on behavior than the

art.”

Lori indicated that in the past she fought for her identity as an art therapist, but
believed she was getting too old to do so. She had therefore gone back to school for a
degree in social work as it is licensable in the state and has more societal credibility.
“Although society has a misconception [about art therapy], I can no longer fight it . . ..”
In the past, she had also studied hypnosis.

In some cases, the art therapists compromise in the duties they perform. Although
hired as art therapists, they may be expected to take on additional tasks. Debbie indicated
that although her title is art therapist, “I do everything else.” This included running non-art
therapy groups such as community meetings, career groups, and stress-
management/relaxation. She was also observed gathering together the patients on the unit
to attend different groups, lighting the patients’ cigarettes during a smoke break, and
redirecting patients in the hall who were “not doing what they were supposed to, and
doing things they weren’t.” Bonnie indicated that she wore many hats. Although she
indicated that there was a certain level of acceptance that she needed to “surrender to
within this system,” in some cases these experiences created an avenue for negotiation.

Negotiating at the macro level. Negotiation does not always occur on an individual

basis. Negotiation can also occur when professionals from different organizations form a

professional organization to further their identity and influence (Nathan & Mitroff, 1991).

13 Similar to the other participants’ systemic terms, this one was presented through its acronym,
and only after questioning, was it clarified



57

In many states, affiliate chapters of the national organization form and art therapists from
different facilities come together. As a group, they may strive to change state legislation
for recognition and validation. Moreover, such pursuits are done with the support of the
national organization. Although previously supported informally, in 1994 a formal
resolution was introduced by the AATA Assembly of Chapters, passed by the membership
and ratified by the AATA Board of Directors to support legislative efforts of Northern
California (AATA, 1995). Subsequently, the AATA Board of Directors issued a formal
statement and policy outlining their support of all state and affiliate chapters’ legislative
efforts. Erin, Mary and Kara were instrumental in working with their respective affiliate
organizations to pursue state legislation and regulations for a permanent professional
identity. Although thus far unsuccessful, they all saw it as necessary.

Negotiating at the micro level. When some of the art therapists could not negotiate

at a national level, they did their best to influence local policy at the point of production by
negotiating with those in positions of immediate authority (Burawoy, 1985). Unlike the
compromise of credentials and identity, which occurred at higher levels, i.e., national and
state regulatory boards, some of the art therapists negotiated with the policy makers in
their own facilities to change their status or to benefit their clients.

The “negotiative process not only allows the daily work to get done; it also reacts
upon more formal permanent rules and policies” of the immediate system(Strauss, 1975,
p.199). When Bonnie first arrived at her current position, she was expected to do many
things beyond her job description. This description was an existing formal and

“permanent” policy. Eventually, after some time completing the tasks as expected, and
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thus “showing her worth,” she managed to negotiate with her supervisor. She rewrote the
job description to accommodate what she believed were her “new” duties. This description
was negotiated until both parties agreed upon the finished product. This finished product
became the new permanent policy. With such changes, she was paid more money for her
work and had a clearer delineation of her job. Thus, in some cases, negotiation can change
local policies.

Bonnie complained that her work environment was somewhat passive; this made it
difficult to instigate change when she wanted it. “So how I would use my creativity is with
a great deal of initiative.” She believed that she required creativity to provoke change and
to allow her to do what she believed the clients needed. As an example, she pointed out
that before she arrived at the facility, the clients would get “do-nothing time-outs”in their
rooms. This was, in essence, a secluded period of time in their rooms as punishment for
poor behavior. This could last for several hours or a few days. Bonnie believed that this
was anti-therapeutic. Therefore, she worked toward getting those in seclusion art supplies.
She would then give them a directive so they could address their issues and change the
focus of the time from purely punitive to a time of reflection. She indicated that there was
some institutional resistance at first, but eventually she was able to “shmooze this into
happening . . . it really requires a lot of grassroots organizing.” Local policy was changed
to get the clients’ needs met.

Bonnie would also negotiate to determine how and where she would hold groups.
She would confer with the staff, and then decide that since the staff were feeling “uneasy”

that day, she would hold groups on the unit rather than the art room next to her office.
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Constant negotiation resulted directly from incidences that occurred in Bonnie's
groups. (The following incident will be used to illustrate a number of different points
throughout this study). In a group that the researcher was allowed to observe, a patient
included the statement “F— you” on her art piece. According to Bonnie, such profanity is
allowed if strictly contained within the art piece, and not for gratuitous attention. When
this happened there was a relatively new nurse on the unit who had not interacted with
Bonnie on more than a superficial level. Such profanity went against this nurse’s values, so
she confronted the patient which resulted in the patient getting angry. Thereupon the
patient took a paintbrush that was hidden behind her back, and when no one else was
looking, painted the nurse’s face with orange paint. This evolved into a fairly stubborn yet
isolated confrontation between Bonnie and the nurse about the incident. Only the
victimized nurse, another nurse and Bonnie (and the researcher) were in the small room
off of the nursing station during this confrontation.

Bonnie explained to the nurse the parameters which she established for such
expression. However, she also told the nurse that she would accept some responsibility for
not providing a safer “container” for the patient, i.e. structure. She also told the nurse that
this was not the fault of the art therapy, but indeed was her own error of judgment. She
felt that the meeting ended on a note of conciliation. Bonnie then made it a point of
discussing this with the patients who were there, and talked about what went wrong.

She felt that this resolved the issue. However this was not the case and the next
day the nurse wanted to bring this up at the staff meeting:

.. . my boss [called] to say “I hope you’re going to be at staff meeting today
since we need to discuss what happened in art therapy yesterday”. . . and
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then the nurse coordinator, who I worked with for five years, said “[the
nurse] approached me and I’d really like to hear what went on yesterday”
and, of course, I said you know, “The way that you’re approaching me
right now is clearly a defensive position. You’re asking me to say my point
of view and you’re acting like you’re a mediator, like there’s something to
mediate here. And if you really mean to do that then you need to bring this
into a formal setting. I don’t like this.” She said “I don’t mean to do that!”
And you know, she and I have worked together long enough...I mean
basically I just wanted to state what my position was. [The nurse] wanted
to take this and make this a personal issue, and anyhow we had a nice long
conversation for about 45 minutes. It was one of these informal meetings.
And...I was able to say that if we really were going to discuss content here
and form, then it needs to be brought into a larger forum of policies and
not a personal thing between [the nurse] and me debating the epicure

of art therapy . . . [ mean, to bring it into a staff meeting and talk about
policy. She said that she agreed and she also said that she agreed that [the
nurse] had heat on for other reasons. And that it was being displaced anger
on her teammate. That ...this was the third time she had been assaulted in a
week and...you know, yada yada yada.

Bonnie indicated that such an address gave too much power to the art therapy as the great
disruptor, and part of her responsibility was to make sure that it was not considered as
such; “It doesn’t . . . take into effect the whole system when it’s happening . . . Oh yeah!
Art therapy has that much effect!” Yet, at other times she indicated that indeed the art
does have a great deal of “power.” When such a belief became detrimental to her stance,
the “power of the art” was downplayed.

Bonnie later indicated that she knew how to defend this situation because she has
experienced such actions before. She believed that anytime a new person came on board,
she would have to negotiate a defensive stance for the art therapy. She also stressed that
these incidents have become much more rare, and that for the most part she learned a
great deal from the nursing staff. She made it clear that she was “taking on the system, not

the individuals.”
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When Lori was first hired by her facility, she had to fight over a proper

departmental title. She believed that since she was the first art therapist hired, the facility
did not have a clear understanding of who she was and what she did. Eventually she and
the facility compromised on the title Creative Therapeutic Activities; neither side was
happy. The facility did not like the term “creative.” Lori stated in the interview that she did
not appreciate the term ‘activities’ feeling that it lessened her clinical standards, like she
was playing harmless games with the patients. Regardless, a new policy was created at the
lowest hierarchical level.

Erin had to negotiate for the art therapy services she offered to the day-treatment
facility. Because the term “therapy” carried a stigma, Erin had to agree to call her groups
“art group”; otherwise, it would not have been allowed.

Debbie indicated that when she wanted to start a new group, no new policy was
created nor a proposal submitted to the director. Instead, she would bring it up for
discussion in report'*, or discuss it with the supervisor. When talking about how she
started the Reflections group, she indicated that

.. . I'told her (a previous program director) about it and she liked the

idea. [ didn’t have to write up anything else about it. She said great. Great

idea. We brought it up in staff meeting and we talked about it and that’s

how it was implemented.

Even if she was told that she could not do a certain group, she “might have done it
anyway.”

Negotiating with managed care. Several of the art therapists needed to negotiate

"“Report” is a term that means a formal meeting to discuss client progress and needs.
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for their positions and duties upon the advent of the managed care system'*. Debbie
indicated that the focus of her facility changed. The facility once had a unit that focused on
eating and dissociative disorders; it now just focused on short-term treatment for drug and
alcohol and acute psychiatric care. This allowed for a shorter, and easily “fixable” patient
stay. She indicated that it is the role of the case managers to focus on reimbursement and
insurance issues, so she did not concern herself with those nuances. However, she was
observed negotiating with the program director on how a particular patient might stay
longer. One patient stayed for three weeks, considered a long time in the managed care
system, and was only removed after all of his insurance ran out. Whether or not Debbie
was instrumental in this lengthening of services is unclear; what is apparent is that Debbie
would negotiate at the local level for the benefit of “her” clients.

Nate is the director of a rehabilitation department which was once comprised of
fifteen people but has since been “cut down” to five. When the department was reduced,
their titles were changed to primary masters-level clinicians. Their main focus was the
“psychotherapeutic, psycho-education groups,” and the activities became the responsibility
of the mental health workers. According to Nate, in the new system’s hierarchy these
workers were considered to have a lower status than primary masters-level clinicians.

Nate claimed the department was reduced because of managed care, with which he
had to negotiate for an identity and tasks; although he tried not to get involved. There was

a systemic influence that allowed for negotiating:

PFor the sake of this study, the generic term of managed care will refer to any Health Maintenance
Organization (HMO), Preferred Provider Organization (PPO) and any corporation run, insurance
funded institution.
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...well don’t mind . .. the budgeting . . .but when it comes down to . . .
facts of managed care and . . . patient concessions, that why we’re being
assessed, that they go inpatient that they get a certain . . . denomination
defined; if at any time the insurance company determines that their status
changes again our fees get reduced although they could still be in the same
program and still receive the same services at any time. You and I [the
researcher] had talked about the insurance companies [and how they] can
remit and what they promise to pay, they can choose not to afterwards; so
I’'m conscious of it. I get [sic] a general understanding but I just don’t get
too mvolved because it takes away all the critical issues that are my

primary focus.

Nate demonstrated an ability to negotiate for his tasks, and although he indicated a
“distaste for budgeting’ and managed care nuances, he seemed to understand the
language. In essence, he could talk the talk. He indicated that after twenty years of
psychiatric experience, he has “learned to play the game.” This provided a more even
playing ground.

Nate also had to prove that he was not expendable by being able to lead therapy
groups while directing the rehabilitation services. This was where being an art therapist as
well as an administrator worked to his benefit. By proving he could take on more tasks, by
“doubling™ his responsibility, he proved himself cost-effective and a valuable commodity
to the new system.

Heroes

Each art therapist had a tendency to refer to his or her predecessors, people whom
he or she considered pioneers, mentors, someone whom they could emulate or refer to, to
validate their own work. In some cases, they may not even be using the therapeutic
perspective of these people, yet in a sense, the heroes represent the embodiment of the art

therapists” values. The members of the system that influences the work of the art therapist
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do not have to be those with whom they have direct or constant contact. Even an
interaction that happened in the past is still influential; temporality does not appear to
lessen the impact of the interaction. Although the individuals referred to by the art
therapists in this study may not have been regarded by all members of the field with
admiration or emulation, they will be known in this study as “heroes.”

In the case of this study, the term “heroes” is gender neutral. The term is borrowed
from Deal and Kennedy (1982), who saw the corporate hero as someone who personified
cultural values and who is held up as a means to demonstrate that the ideal of success lies

within “our capacities,” regardless of their sex. They are the role-models who make a L

lasting impression. This becomes even more pronounced in such a young field as art

therapy, where most of the heroes are still alive, and perhaps even practicing. Every year,
students from various graduate programs look forward to attending their first national

conference so they may meet the figures about whom they have read.

Two of the art therapists who were interviewed may be viewed by some as heroes
and influential figures in their own right. It is also likely that future art therapists may also
recognize some of the other art therapists who were interviewed and considered them
heroes as well.

Each art therapist mentioned the name or names of the art therapists they admired

and emulated, even if they were no longer directly doing art therapy. It should be noted

that such name dropping is common; however, in this case, aside from the sense of self-

inflation, name dropping also provided systemic links.
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Hero References as Shorthand

Some of the heroes mentioned have been described as pioneers of the field, such as
Kramer and Naumburg; others were mentioned simply as role models or leaders with a
particular focus.'® While many of the participant art therapists attributed a level of
importance on these people, the reasons for why the art therapists mentioned the names
seemed to vary. In some cases, the names served as shorthand to explain a theoretical
perspective or approach.

When Bonnie tried to explain what she recognized as a dichotomy in the field,
using a research versus artistic model, she described it as “getting away from Linda and
moving more toward Shaun.” Bonnie used Linda Gantt as the representative of scientific
and experimental research, and Shaun McNiff as the representative of an art-based focus.
Such a statement was clear and did not require further clarification from Bonnie’s
perspective; it defined her ideas concretely. When describing another theoretical
perspective, she explained that it . . . was sort of like David Reed Johnson’s (a drama
therapist) concept about shame dynamics™— it was tacitly understood that this was the
explanation; nothing else needed to be said. When Kara wanted to establish that her
theoretical orientation was art as therapy, she used the name Kramer as shorthand to
explain her view. Amy mentioned Francis Kaplan’s work on research as an illustration to
explain her own perspective about research. Greta reflected on Janet Bush and Mickie
McGraw, indicating that both are remarkable representatives in the field, but used them an

example of what she was not. Similarly, Nate referred to Elinor Ulman, indicating that

'All of the following names refer to well-known art therapists unless noted otherwise.
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Ulman would not approve of his approach. If one was familiar with the work of Ulman,

then Nate communicated in one statement what he may do in his sessions.

It was not necessary to the art therapists that such shorthand was accurate; rather,
just that the heroes represented what seemed to them a common meaning. For example,
when Erin was talking about her perspective as pro-Rogerian (from the humanistic
perspective of Carl Rogers) she also indicated that she ““ . . . like[d] to do Linda Gantt
stuff. . . .” When she was told that this comparison was unclear, she indicated that she
was relating to Dr. Gantt on a more personal level, when Dr. Gantt was one of her
teachers in graduate school. It was how she chose to remember Dr. Gantt that resulted in
the way she became her hero, and ultimately a shortcut to explain what she thought she
herself was like: “I remember Linda Gantt as being touchy-feely (warm and open)—well, it
was during a pizza party, outside of class.”

To explain that the opposite of art making was “verbal psychotherapy,” Bonnie
needed a clear way to make the distinction as to who might fall within this relationship;
she stated “OK, I’ll make Doris be the bad guy.” It was clear that she was talking about
Dr. Doris Arrington, identifying her as one who focused on verbal therapy rather than art
making. However, this view has also been refuted, and Dr. Arrington has been linked with
the reliance on art making, not verbal therapy. Bonnie also used Laurie Wilson’s name to
clarify a point about the importance of symbolism. Again, Bonnie had to explain what she
meant, assuming that the name was enough to express and validate her view. Despite
attempts to use these representatives as shortcuts, the references just served to make their

intentions more confusing.
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Hero Reference as Secret Handshake

Such references served another purpose. Referring to art therapists in the field who
were well known created a shared concept; these figures almost embodied professional
ideals. Whether or not they agreed with what these pioneers said, and whether or not all
supported or referred to the same archetypal characters, they were still understood as
belonging to “us.” Thus, such a reference could only be made successfully to another art
therapist. Not only could the reference serve as “shorthand” as noted above, but almost as
a secret handshake-a way to identify who belonged to their subculture. This was evident
throughout the observations and interviews. Since the researcher who was interviewing
and observing them was another art therapist (see Chapter 2), the names could be used
without need for explanation; the language was the same.

Bonnie would constantly refer to a number of her heroes, and at times even
imitated the way they talked. She had a tendency to mimic Edith Kramer’s voice when
mentioning a favorite and well-known quote, or would mimic Bobbi Stoll when discussing
self-marketing or bringing art therapy into corporate industries. However, it was not clear
if Bonnie mimicked these heroes because of the rapport she developed with the researcher
or if she would have acted that way with someone else. Regardless, this still emphasized
that Bonnie knew these pioneers, and perhaps was even showing off. Such actions seemed
designed to elevate the art therapist’s own importance.

Hero Reference as Power Leverage

While maintaining a hierarchical structure by assigning these mentors an inflated

identity, the art therapists would also elevate their own place in the professional system by



68

linking themselves with the mentors. Amy indicated how often she interacted with Maxine
Junge and Debra Linesch. It was important for her to reveal the personal interaction she
had with both of these figures, and create categorical definitions for them; she created
archetypes. Amy considered Dr. Junge more than a mentor or her professor. She was
someone who made her feel like “I had someone that was very aware of who I was as a
person.” She described her as both loving and confrontational when necessary. According
to Amy, Dr. Linesch was challenging, especially with research-she was rigorous and
inspirational. She also relayed a story about attending Dr. Junge’s retirement party,
making a point to indicate that Helen Landgarten was there, and that she had spoken to
her. This was similar to how Erin referred to Dr. Gantt, and how she later made a point
that she had met Elinor Ulman, Bernard Levy and Edith Kramer. It elevated her own self-
perceived stance in the field.

Hero Reference to Validate Personal Work

More commonly, the art therapists would often refer to these well-established
figures of the field to validate and elevate their own work. Many of the art therapists in
one manner or another referred to these figures’ writings as established information, and
influential on their careers. Bonnie referred to the writings of Judy Rubin to support her
7

own view on what art therapy is or is not. She also identified “Hanna, Edith and Elinor’s’

little book. . . Art in The United States” (1978) as an influential book, one that helped her

make sense of the field she was entering. Lori remembered reading a journal article by

' Note the use of just the first names—these figures were considered so well known that the last
names (Kwiatkowska, Kramer, and Ulman, respectively) were not needed.
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Kwiatkowska, which excited her about pursuing art therapy. Before Fern even talked with
Naumburg, she read some of Naumburg’s writings, which was how she originally became
interested in the field.

Hero Reference to Create Personal Historical Context

Referring to their interaction with these professional ideals also allowed the art

therapists to place themselves in, and be understood within, a historical context. It was
understood that an art therapist knows when certain figures practiced, and a reference to
the people who have since become systemic historical figures creates a temporal context.
Greta referred to her interaction with Judy Rubin and Helen Landgarten to illustrate when
she worked on obtaining a state credential for art therapists. Specifically, Greta referred to
when Judy Rubin was president of the American Art Therapy Association. It was then
made clear that Greta had been active since at least 1979. Mary indicated that she had
been trained by both Margaret Naumburg and Edith Kramer, which not only signified an
inherent value of her education (Naumburg and Kramer are considered pioneers of the
field), it also made clear that Mary had been practicing sincé the 1960s. Since she also
provided a humorous anecdote of her relationships with both of these pioneers, it also
reestablished Mary as a valid and important figure in her own right.

Fern often referred to Margaret Naumburg, explaining that she had been
communicating with her about attending Naumburg’s not yet developed training program;
not only did Fern use the reference to Naumburg as a means to validate her own entry into
the field, it also provided a historical reference of how long Fern had been interested in art

therapy. She also referred to Bob Ault as an early instructor in the program she eventually
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did attend, a figure who has been elevated because of his status as one of the founding

members of the national association.

Non-Art Therapist Heroes

There was also a tendency to mention figures who were not art therapists, but
were well known throughout professional systems. It seemed as if mentioning other well-
established professionals strengthened the art therapists” own place within the system.
These names created a shortcut to other systems, and allowed an overlap. Debbie referred
to Joseph Campbell, a mythologist and writer, as a major influence, while also citing
Emanuel Hammer and Irvin Yalom, psychologists who specialized in projective drawings
and group therapy respectively, to explain what she taught in her own courses. Carl, while
not mentioning many art therapists except to reference those whose works he had read,
would often mention Carl Rogers, Carl Jung and Erik Erickson, names that would more
commonly be used by the non-art therapists with whom he worked. Fern stressed the
influence that the well-known Midwestern artist, Elizabeth Layton, had on her.

The reference to their heroes also provided insight into understanding what the art
therapists’ original theoretical orientation may have been. Aside from the link that the
heroes may have provided for the art therapists within and between the systemic spheres,

this reference also provides a link to the next chapter-the interaction between the

participating art therapists’ theory and their practice.
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CHAPTER IV

The Interaction of The Theory and Practice of
The Art Therapists

This chapter will reflect the relationship of the art therapists’ practices to their
theories. Key components to understanding this relationship which will be explored in this
chapter are routinization and conventions. The participant art therapists’ relationships to
their theoretical orientations and how these were influenced by their settings and practice
will be investigated. This chapter will conclude with a summary of how each art therapist
defined what an art therapist is, followed by their responses to the question on whether it
even “had to be art therapy.” Because of the number of interacting variables to consider,
this chapter is complex; however, ultimately a synthesis will be provided at the end of this
chapter and in the concluding chapter.

Practice

Practice is treated here in a general way, to include routinized and unscripted
interactions with the participants’ systems; routinization creates structure and guidelines.
As noted, some of the participating art therapists’ practice is defined by the facility in
which they work. Their practice did not simply consist of therapeutic sessions. Their days
also consisted of: attending meetings, both informal and formal; doing paperwork and
“charting”; ordering art supplies; planning for their sessions; and being available for any
situations. (What constitutes a situation will be defined later in this chapter.) For the most
part, each art therapist, when asked, could describe his or her daily schedule. Bonnie

indicated on the first day she was observed, she had:
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. .. first “Report,” then a planning session, check the art therapy room and

decide whether I can or want to take the kids and run group on the unit, or

go off the unit. Uh, 9:00 goals meeting; 10:00 group with the inpatient

unit; uh, break, then charting; 2:00 group over at adolescent day treatment

unit and then charting for the rest of the day. . . .
Noticeably, the sessions with the clients and meetings with fellow staff had designated
times, whereas the paperwork was given the more ambiguous concept of “the rest of the
day.” Accordingly, each art therapist was able to explain in one way or another what their

day would consist of, and each attempted to establish a routine.

Established Routine

Morgan (1997) noted that routines may “act as primary points of reference for the
way people think about and make sense of the contexts of their work” ( p.144). As Lipsky
(1980) indicated, people “create routines to make tasks manageable. . . to make tasks and
perceptions more familiar, less unique” (p.83). James (1890) indicated that routines
become established habits that can then allow people to work without thinking. This can
free up their ‘minds’ for more important tasks. In many cases, routine was established to
combat the ambiguity of the art therapists’ work. Bolman and Deal (1984) reflected on
how uncertainty within an organization can result in increasing bureaucracy. In agreement
with Weber (1947; 1978), they found that bureaucracy inevitably lead to routinization of
practice to simplify and concretize the tasks within the organizations.

What the art therapist does is relatively new in many environments, and is viewed,
even by the participating art therapists, as ambiguous:

Carl: It’s like any time people try to define art and then you attach the

word therapist, you’ve got two hugely ambiguous words. . . . I mean
everything’s so ambiguous.
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To combat the ambiguity, the art therapists created concrete schedules, routines that
would both validate and simplify their work. Creating structure allowed the art therapists
to establish a tentative definition of their tasks. Never mind that Bonnie’s schedule as
listed above was not closely followed; she, in fact did not chart the rest of the day as
indicated. Little time was spent completing paper work. Nevertheless, such a schedule
allowed her to define the tasks for the others’ in the system. Debbie even created routines
for her breaks. She would go back to her office, drink water, take vitamins and use the
bathroom.

Carl’s schedule was not as clearly delineated, but he still established a routine ;
within loose parameters. During the week he was observed, the facility’s census was |
down. He had six clients scheduled for individual sessions, when normally he would see

between thirteen and fourteen clients. In addition, he had one therapy group once a week.

R T = s

Carl spent some time calling his clients for appointment verification; he said he did
so because he was bored because census was down, not because it was his responsibility.
He immediately documented all the calls he made in the clients’ respective charts, even if
the person he called was not available. He charted and completed the clients’ progress
notes, or talked with his peers. He indicated that when there is nothing to do, he spent his
time reading art therapy and counseling literature. On one day he only had one session
scheduled later in the afternoon. He spent the entire day reading until the session. Despite
the lack of scheduled tasks and sessions, a routine was still intact.

Erin’s schedule was more specific, and she maintained a consistent routine. The
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following description was of one day, which was a fair representation of the rest of the
days of the week'®:

Erin got to her office at around 8:30 a.m., turned on her computer, and watered
all the plants. She checked messages on her answering machine while waiting for her
computer to warm up. She then began reading a three-page letter slipped under her door.
While reading it, she was saying out loud “I can’t believe he was referred back to me; I
said please don’t let him be referred back to me.” She then chose a file out of her cabinet
and began leafing through it. She picked out a few sheets, indicated “I have to copy this”
and went to a copying machine down the hall. While in the hall, she spoke with several
other staff members about scheduling sessions. She then called a “consumer”'® and seemed
to have an informal session over the telephone, stating, “uh-hubh;. . . that’s good. . . you
have some work to do. . .[rolled her eyes] you’re talking to your parents like that? Right,
right, so it’s the same issues then.” She scheduled the consumer for a 9:00 a.m.
appointment on Thursday of that week. After she got off the phone, she put her head on
the desk, and stated “The saga continues. . . I know too much about him. . . .”

Erin then went downstairs to a room where the Medical Records were kept to
retrieve the charts of her clients and filled out a form that was called “Records Request.”
She walked back to her office with several charts. Erin next met with her supervisor who
specialized in drug and alcohol counseling to schedule a meeting later that day. She next

made telephone calls until she met with clients in her office from 10:00a.m.-12 noon.

"*While most times were recorded in the data, most are generally excluded in the following
descriptions as some of the times were arbitrary and serve to confuse the reader.

Consumer was what Erin’s facility called their clients.
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At 12 noon a peer brought lunch back for her, as she was busy making telephone
calls. Erin ate lunch in a group room with three other staff members; they were filling out
forms that were labeled “Quality Assurance for Individual Served.” These served as case
reviews of the clients of the facility. She indicated that normally during lunch she walked
to the lake, but could not because of the case reviews. She worked in this room with the
three other members until 1:30 p.m., when she went to a meeting with her supervisor for
one hour. The researcher was not present for this supervision session as confidential
information was discussed. She next worked on progress notes for two of her clients. She
then spoke with a probation officer about a client over the telephone. She spoke with him
until 3:00 p.m., and then continued writing in one of the charts. Afterwards, she read some
e-mail messages, and wrote a letter on the computer.

She had a client scheduled for 4:00 p.m. who arrived early, so Erin decided to
meet with him before the scheduled time. The session ended an hour later.

Most of her days were similar, except for when she went to the day treatment
facility on Wednesday, located several miles away. She pulled her vehicle in the parking
lot at the rear of the building, and loaded it with art supplies. She arrived at the day
treatment facility and had a group session for one hour. She then went back to the main
facility, and attended a facility-wide meeting held in a large conference room downstairs
from her office. Otherwise, her daily schedule rarely varied.

Unlike Carl’s schedule and routine, Erin’s was full of designated tasks; she had
little time that was not accounted for or planned. It seemed Erin created the routine to

better adjust to such a full schedule. What is more, by reflecting the routine established by
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the facility, Erin did not have to stop and consider what had priority; it was understood

what was expected, which made it easier for her to work. Her time was not wasted

considering priorities and minutia, which freed her up to focus more on her clients’ care.

Her response to the routine, her ability to adjust to the bureaucratization of the facility

also communicated that she was part of the team. This was undoubtably valuable for a

person who had been let go from a previous position and whose current facility had

undergone several changes. !

Amy established two different routines, one for each setting; the private practice |
and the community center. Before actually going into either setting, Amy would consider
who she had appointments with that day, and dress accordingly. She indicated that if her U
clients had little money, she may dress more “down” than usual to make her clients more W
comfortable. On her drive to work she would think ahead to what she had to accomplish, )
who she had scheduled, and what she may do in her sessions. She would also mentally il
review some of the progress of her clients to determine a likely direction for the therapy o
sessions. It was at this point that the routine split off into two different directions.

For her private practice, Amy arrived 20 to 30 minutes earlier than her first
scheduled appointment. She said she may review her progress notes on her clients to
verify what she had done the previous session, but generally did not as she indicated she
has so few private practice clients it would be difficult to forget. She set up a table
between a chair and a couch, placing art supplies on the table. This included paper, oil and
chalk pastels, markers and pencils. Amy set up a fan near the table, not because it was

warm, but to make it difficult for anyone in the next room to hear them talking through the
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thin walls. She then began to “center herself” which was essentially sitting quietly and
relaxing herself. The sessions were scheduled to run exactly 50 minutes; if the clients were
late, the session still ended exactly 50 minutes after the originally scheduled time. Amy
indicated that the clients knew this. If they were late, they would call, such as the first day
Amy was observed. She did not answer the telephone when it rang, but rather listened to
the message after. On the day she was observed, she saw a couple and then a woman.

The couple did not draw; Amy stated that she talked 20% of the time during the
session. She said she let the clients do most of the talking, with her role being “giving
suggestions, not advice.” This was later proven otherwise during the one session that was
observed.

Amy’s second client drew a picture. Amy indicated that the client was worried
about the final product of the art, not the goals, and spent the remainder of the session
discussing the art piece.

If a client does an art piece, Amy would place it in the file where she kept the notes
after the session; the art would be returned to the client after the therapy session, so she
tried to write about each art piece in detail. She would also take slides of the art work if
the piece was “meaningful.” However, she was unable to clarify what meaningful meant.
She also indicated that the notes may not be complete if she is in a hurry, such as having to
race over to the clinic, so she may only write down a few key words.

She admitted after the sessions on the first day that she was tired. She explained
that it took a lot of energy; she then withdrew her statement, and pointed out that she was

not really exhausted, but just had a lot of things “inside” from just having to listen.



78

She had a more specific structure established in the community center, one that
revolved around systemic expectations. For example, one day she was observed, she left
her home at 8:15 a.m. Upon entering the facility, she immediately went to her office,
reviewed her schedule for the day in her appointment book, and began to do paperwork.
She then went to a room to check to see if it was ready for the next session. When Amy
returned, she spent a few minutes arranging art supplies on a small folding table. She
carried this table to the group room, and laid out the supplies on a larger table. She left
this room and proceeded to the lobby, where she spotted her client. She escorted the client
back to the room with her. After each session, she escorted the client back to the lobby,
spoke with the receptionist in the partitioned room off the lobby to schedule the next
appointment for that particular client. If she had another client scheduled, she would then
ask him or her to accompany her to her office.

A second session was held in her office. The office was substantially smaller and
crowded (please see illustration in Appendix E). She set up the folding table with the art
supplies between two chairs. Amy sat on a chair by her desk, and the client sat across from
her, by the door. Before beginning the session, she hung a sign on her door that indicated
“Session in progress.”

She also held a third session in her office, which the researcher was allowed to
observe. The client spoke little English; however, Amy was fairly fluent®® in Spanish, and

was able to communicate with him. This client completed an art piece. Although she

*The verbal interactions were fairly simple, as both seemed to “dummy down” what they were
saying so they could understand each other.
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indicated (noted earlier) that she spoke 20% of the time, in this session she spoke at least
60% of the time. After each session, she would complete what was known as the “super
bill” which included what the session was about, using already established “codes™' that
would then be used to bill for the sessions. She had 5 minutes between each session to
complete these. She would also try to record notes in each client’s chart on their progress;
however, she often times did not get these completed because of how much work she had.
She did not leave for lunch until around 2:00 p.m. After returning back to her office at
3:30 p.m., she spent time on the computer responding to e-mails, completing paperwork
that was due at the end of the month, and writing in the “Mental Health
Services/Addiction Recovery Daily Activity Log” to record all the billable hours for her
clients.

Additionally, she worked with another staff member on a letter to the court on
behalf of a client who she claimed was “wrongly accused of battery,” and who was court-
mandated to attend groups in the facility. However, this letter was not completed that day
because of complications obtaining some necessary information. She then spent some time
on the telephone speaking to a potential client. She completed what she thought was her
last session of the day at 4:00 p.m., and then continued working on some paperwork.
However, she discovered that she had a client scheduled at 5:00 p.m. and was waiting for
her in the lobby. She went to the lobby to greet her at around 5:30 p.m. She explained that

she had forgotten to write the schedule down in her calendar. The session ended a little

*!Certain treatment foci are given designated numbers that are written in a specific place on the
billing sheet .This allows the billing clerk to know immediately what the treatment was for, and
what it should consist of.
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after 6:00 p.m. She went back to her office to complete some more paperwork. At 6:15
p.m. she indicated, “even if I had time to do more charting, I would be so brain-dead, I
don’t think I could do it.” She completed her work at 6:30 p.m., indicating that she had to
leave her desk neat, because someone used it at night.

Most of the schedule remained consistent the rest of the week she was observed;
however, she did have a treatment team meeting later in the week. These meetings were
scheduled on a regular, pre-arranged basis. One day Amy met with clients in her private
practice in the morning, then went to the community facility immediately after, and stayed
until the evening. However, the tasks themselves rarely varied.

It was clear that the routine that was established was influenced by the system. It
was also apparent that the routines and structure were indeed established to accomplish
the tasks of the facility, combat ambiguity and control the chaos. As Amy organized her
private practice, she “borrowed” routines from her community placement to make sense of
the day: charting, paperwork and time scheduling. This allowed her to make sense of the
environment. The community setting had structure and parameters built into her work; the
paperwork, billing documents and when she could schedule clients became part of her
routine. She knew what was expected of her, and the facility had clearly delineated
expectations for the paperwork. However, in some cases, schedules did not always guard
against unforeseen circumstances, and chaos did occur. Situational routines were born out
of such developments.

Situational Routine

Even when situations arose that could cause deviations from the current schedule,
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a new routine was implemented. Debbie was down on the unit ready to start a group when
a client became angry. This behavior disrupted the established routine. Yet everyone
present had designated, although not necessarily assigned, tasks. After trying to intervene
with a psychiatric client who was becoming increasingly agitated, Debbie then worked
with the nursing staff to keep the patients in their rooms and clear the hallways:

We tried to intervene. You know “Come on, come on, let’s talk.” We tried

to do it on the verbal level. We tried not to get a show of force. You know,

we went into the room and we tried to de-escalate him. . . he gets like a big

baby, you know. Once he goes off sometimes there’s no pulling back, but

we went in and we tried to talk to him but he wasn’t going for it. He

walked out and left us (laughing). Then, you know, she [the nurse] got him

meds and I think he was refusing the meds.” That’s when I cleared the

hallway ‘cause they had to do a show of force.?
There seemed to be a series of steps that everyone took. When asked, she indicated that
although she had been trained in the Management of Assaultive Behavior years ago, she
still knew the proper procedures because she had been in that environment for a long time.

She knew the process:

Debbie: I mean, but everybody responds to code. When we call Code White
everybody needs to show up, whoever’s free.

Researcher: Call Code White?
Debbie: Code White. It’s a management issue. . . . And there is procedurally a

person to clear the hallway and then the team leader— the team leader
organizes the code team.

22 Medication

2 A show of force refers to many staff arriving to get the client to comply; if he does not, and
remains agitated, and is deemed dangerous to himself or others, he would be restrained using
Management of Assaultive Behavior techniques, put in a seclusion room, and/or placed in
restraints.
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Researcher: Who is the team leader?

Debbie: Depends. Usually a nurse. This time it was [nurse’s name]. And

they get the people together, but first we do verbal intervention. And then

we go for meds. And if they’re that out of control we might [ask them] to

go the quiet room or just go sit in their room with them. And if they can’t

do that then they’ll [the staff] go to the quiet room with them. And if they’re

acting up in there, then they’ll do a show of force hands-on. Bring them back into

the room and if they have to, restrain. But I do the hall. Or I’ll hold the

door that they have to talk through. Or I’ll sit with a person who’s scared.

But usually I just do the hallway.
Bonnie also experienced such situations; she had what was called PART* training which
established a routine to deal with aggressive and “acting out” clients. Whenever someone
became “dangerous to themselves or others” the current program would be interrupted,
and the staff would address this problem. Each person took on assumed roles, although
they were not always consistent from situation to situation. For example for one incident
Bonnie may be responsible for keeping the hallway clear or calming the other clients; one
incident, Bonnie may actually find herself in the situation of having to subdue the client
with a team; some incidences, she may become the “team leader” to “call the shots” on
who was to do what in the given situation. The team would then restrain the client, which
sometimes meant “carrying” the client to the floor, placing him or her in leather restraints,

lifting him or her onto the gurney, and transporting the gurney [a stretcher on wheels] to

the seclusion room. The client may or may not be placed in five-point restraints®

XPhysically Assaultive Response Training

*Five- point restraints refers to the restraints used to secure a client to a bed in the prone position.
They are usually padded leather belts attached to a leather collar along five body points; one
restraint is used for each wrist, each ankle, and one for the client’s midriff.

i
i
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depending on whether the client has substantially calmed down or not. While this was
happening the nurse would be contacting the doctor for “Denial of Rights”? order. Thus,
although Bonnie’s planned session or program might be interrupted depending on whether
or not she was involved, a situational routine was established. Bonnie, as a team member,
recognized her various roles, and knew how to act accordingly. Once again, although a
situation might appear chaotic, there was still a structured routine.

Such interventions were not taught in the participants’ respective graduate
programs but were learned in the system. For some of the participants, these interventions
became part of their everyday practice. However, Erin indicated that her facility did not
have to deal with such situations as often, and thus, she did not seem as familiar with a set
process. She was asked about what she would do if a client became agitated in her small
office during a session:

Erin: You know, try to get help as soon as possible. But usually there’s

people around. So if I start screaming, somebody will come and usually if

there’s somebody that I know is really unstable, I, you know, I will say to

somebody “Would you just keep your ear on the door?” People will run to

do that. I won’t close the door all the way. Then that person is a little more

intimidated than when the door is closed. If I knew that someone was

going to be upset, I would plan for it.

Researcher: So, basically you call the shots on deciding how you want to
handle it each time?

Erin: Yeah. I mean, there is obviously a policy. You know, we have a
policy book. . . . It’s a big policy book. Um, and usually we do an incident
report. . . . [long pause] You know, if there is any physical contact. Or if
there’s anything that you feel that, you know, could come back to you and
slap you in the face.

*This specifically refers to an order denying the client the right to make his or her own decisions.
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Erin was asked if any such incidences have happened that have warranted such a response:

Well, actually we had a person on Thursday who had become disoriented in
the waiting room and [the front receptionist] called 911 and she didn’t
realize that she still had to dial 9 and then 911. And, you know, being in
somewhat of a panic, she said it made her feel scared because at first she
couldn’t get through. And then it dawned on her. She needed to dial 9-911.
.. she didn’t know that until she did it, and then she was telling everybody.
It started the day a little more intense than we usually do. But it’s usually
calm here.

Client-Directed Routines

Lipsky (1980) made a distinction for bureaucracies that focused on helping others;
these organizations, such as the facilities in which the art therapists worked, create a
routine that is defined by the interaction of the members of the system. The routinization
and simplification are developed with the clients in mind. The routinization in these
structures, although set up to simplify the ambiguity, were not predetermined. Treatment
goals, for example, varied from client to client, but were established to create a
measurable and concretized means of gauging the clients’ progress.

Most of the time, these goals were created so there was some level of consistency
in the focus of treatment for all members of the clients’ treatment teams. For example,
Debbie would specifically chart on the clients’ progress, focusing on their treatment goals:
Researcher: Who designs the goals?

Debbie:The treatment team. . . . It’s standard. They have like a standard

form. They [the team] check off whatever they feel that they [the clients]

need. The specific objectives to meeting their goals.

Researcher: And then you chart those goals?

Debbie: Uh-huh.

1w
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This was also the norm even if the art therapist was not working with a team of
clinicians. For example, in her private practice Amy created goals for her clients; the
couple she had seen the first day of her observation had goals that focused on improving
their communication, improving anger management skills, and improving one of the
women’s ability to tolerate the other taking time-outs, and to learn to remove herself when
she was feeling angry. The art work was used because their communication was volatile.

i

According to Amy, the art provided another means of communicating that was not quite .
i
Al
as impulsive. it
g

. . . . M
Erin worked with her clients on their treatment goals so that both she and her l‘

clients could work within a clear structure. She would also create daily plans for the th
clients so that they could feel safe within a structure. “We would structure a daily routine, ST
to continue engaging daily in decisions regarding exhibiting his work in the o

community. ..which is what we do, we talk about that.” it

Client-Defined Routines 1
Grover (1993) stressed that it is the professional’s responsibility to diagnose the

needs of their respective clients on a daily basis, and implement services as deemed

necessary. Bonnie stressed that although there was a tendency to attempt a routine, she

would often make a decision to go off the schedule based on the needs of the clients.

Although she had scheduled meetings, she would consciously decide not to attend them so

she could “get ready for group.” Although she may have had a specific directive or task in

mind, she could change her mind in the middle of a session, depending on how she would

“read the group.”
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Debbie indicated that she generally had a routine established for how each group
would begin: how she set up the tables, how she put out the art supplies, how she
retrieved her participants from the unit. However, the session would always develop into
different directions; “it becomes more organic.” In this way, Debbie created a structure
that would be safe for the clients, something the clients felt comfortable in, but then would
allow the dynamics of the group to take over.

Nate created a routine to provide structure which in turn provided a healthy o
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wl

i

. . . . . i
environment for the adolescents he worked with; such routine also provided the clients an o
]

y Ik

idea of what to expect that day: "

. . . . . . ik
The set up in group is the same consistently. The patients will come into a }{ B
room and they will know immediately what group it is simply by the way T
the table is set up: the art materials that I choose and use , the color 1k

0m

pencils, color marker, Mr. Sketch smelly thick markers, pastels, oil pastels, I
they are set up the same way each time; a piece of paper 18 x 12 in front of It

(L]

each chair; they walk in it is set up exactly every time. They know. It o
provides them a safe environment. They know this is the group where we “ M

i ™

can talk about our stuff, where its confidential; although I mention that "

o

(]

and cover that in each introduction they know the routine- they know that i
the drawings are going up on the wall they know that they are going to

have to talk about them afterwards. If they run out of markers I go right

over to the locked cabinet and get them a new one. There’s that safety

involved, there’s that nurturing mother concept. [I tell the new clients] this

is the psychotherapy group and it meets at such and such time and this is

the time, this is the process group— process means that you are going to

working seriously for the next 45 min. Teenagers need to know the rules.

Conventions
Despite the variations of routine, there was an unstated custom among all the art

therapists that they would be responsible for certain actions; these actions crossed all
temporal and location boundaries. These actions were incorporated in their practice.

These were the conventions (Becker, 1982; Hall, 1987) that created the bond that linked
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all the members of the societal group together. Although each art therapist may have
practiced differently, there were established parameters of what they could or could not
do; or would or would not do. It was not the action that was shared, but the implicit
meaning behind the action that created the social organization. Some of the conventions
linked them to other professional groups, such as actually using art supplies. Conventions
also separated the art therapists from other groups that may use similar materials and
techniques, and created a separate social world. It was not enough to indicate they all used
art materials within their sessions; so did art teachers, occupational therapists, and
recreational therapists. All those observed seemed to share the standard conventions,
albeit they remained flexible within the respected standards.

The materials as convention. The art therapists shared conventions that were

specific to the art making process. It was not enough for the art therapist to use art
materials; they needed to understand the structural characteristics of the materials (Rubin,
1984). For example, if a client has a problem with control, or becomes easily frustrated, an
art therapist would not use a material that would be hard to control, such as watercolor
paints on a large piece of paper or wet clay that would have difficulty holding it’s shape.
The art therapist may begin with “structured” materials such as pencils, colored pencils,
markers, or crayons, on a relatively small piece of paper. Such materials are easier to
manipulate. Contrarily, if the art therapist wishes to “regress” a patient, or induce
frustration for the sake of treatment, then less structured materials may be used.

The art therapist is responsible for providing external control if internal control

breaks down. This understanding is universal (Charlton, 1984; Stott & Males, 1984). In
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some cases, the environment may place some restrictions over what materials can or
cannot be used, depending on the population. Ultimately, however, the clinical
considerations are taken into account, and the art therapist decides on the materials
(Gussak, 1997b). Such considerations have even been implemented as part of the ethics
document of the American Art Therapy Association (1999b), with an emphasis on toxic
and hazardous materials.

Nate indicated that he used markers, pencils, oil pastels, and moderately sized
paper. It is understood that such materials are more structured and more manageable. The
materials were chosen specifically for the need for structure and control.

Amy varied in her materials and in her environment. In one session, held in a larger
room, she provided chalk pastels and paper. This had been with someone she had worked
with for several sessions. In a session in her office she supplied pencils, markers and
smaller paper. This session was with someone whom she had only seen once or twice
before. She loosened the artistic structure based on what she knew, or how much she
knew, about the client. She did not speak about why she chose the materials; she just
decided.

Lori indicated that she had her adolescent clients make magazine picture collages
because they needed structure. She seemed to implicitly know?’ that such a technique was
needed for structure.

Bonnie provided a session in which an adolescent acted out, and ultimately painted

a nurse’s face with orange paint (see Chapter 3 for details about this incident). When

“’Collage making is also used for an assessment technique established by Landgarten (1981) that
Lori was not aware of.
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discussing this with the nurse, she reiterated that it was her own fault, not the art therapy
process. Indeed, the session was provided in a large room, using a loosely “structural”
material (paint). By indicating it was her fault, she was in a sense, indicating that she was
not aware of the client’s current state, and did not provide adequate structure for the
client through her choice of materials. Although understandable to another art therapist,
this was not clearly understood by the nurse with whom she was speaking. Bonnie
indicated that this nurse was not someone with whom she had worked closely. Thus, there
was no development of shared understanding of the convention. Similar to Becker’s
audience members (1982), many of the other staff members understood only as much as
what they needed to know to “play their part in the cooperative activity” (p.50). The full
meaning of the conventions was not shared between the art therapist and the nurse.
Storing and ordering supplies as convention. Because of the importance of the
materials, it was part of the art therapists’ everyday work to order and store the materials
themselves. They ordered certain materials depending on the clients’ needs and abilities.
They were also responsible for the careful storage of the finished products. No matter the
size of their office or work space, each art therapist who was observed had cabinets filled
with various materials. Unfinished projects were spread along tables, shelves or taped to
the walls, and finished products were carefully stored on shelves or in file cabinets. Erin
had little room for the materials, so she stored them under one of the chairs. Debbie had a
floor-to-ceiling cabinet along an entire wall in the office she shared with three other staff
members. Amy kept sculptured pieces in her office. For her private practice she brought in

her own supplies for her clients to use, depending on what they were working on. Bonnie
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had the entire art room next to her office that held all the art supplies and finished or
unfinished products. Yet she still had a great deal of art supplies stored in her office. She
even had an oversized puppet stage that she created with her clients for a puppet show. It
took up a great deal of space, and was at times difficult to maneuver around; yet she still
kept it in her office. It was more than the fact that the ethics document of the professional
association outlined some considerations when storing and displaying art materials and
finished products (AATA, 1999b).® Each art therapist spoke about the importance and
respect they held for the finished products, and the importance of maintaining the materials
in a carefully organized fashion.

All the art therapists indicated the importance of the structure of the art therapy
directives within a session, to create a “safe environment.” Nate indicated that the routine

of his sessions created a safe place for his adolescent clients, a place they can feel

*More specifically, particular sections of the AATA Ethics Document state:

2.6 Art therapists shall maintain patient treatment records (researcher’s note: many art
therapists believe that this includes patient art work, although this is not clearly delineated here)for
a reasonable amount of time consistent with state regulations and sound clinical practice, but not
less than seven years from completion of treatment or termination of the therapeutic relationship.
Records are stored or disposed of in ways that maintain confidentiality.

3.4 Art therapists may display patient art expression in an appropriate and dignified manner only
when authorized by the patient in writing.

11.0 Independent practitioners of art therapy must provide a safe, functional environment in which
to offer art therapy services. This includes:

d. knowledge of hazards or toxicity of art materials and the effort needed to safeguard the
health of clients.
e. storage space for art projects and secured areas for any hazardous materials.
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comfortable to express themselves without fear or discomfort. Many of the art therapists
also had rules specific to their sessions.

Client safety as convention. In a sense, rules for client safety were a form of

routinization, but enacting the rules were also a convention they all shared. The need to
make rules to protect their clients emerged as a convention of their professional culture
(Becker, 1982). As Becker indicated, only those who participated in these shared
experiences understood the art culture. Thus, the members of their societal culture
understood the real impact of the art on the clients. Nate pointed out that his clients
understood the need for rules to provide a safe environment. Many of the art therapists
complained that some people downplayed the impact of what they did, that they were
merely supplying crayons for the clients for coloring. The art therapists understood the
import of what they did. They debunked the myth that art making is innocuous and safe in
its non-verbal qualities; accordingly part of their responsibility was to assure that their
clients were safe. That was why the rules created were not strictly precipitated by the
system; they came directly from the art therapist. At times, the rules differed from group
to group, and individual to individual.

Nate indicated that along with the expectations in the sessions, he had created
three rules that clarified his expectations of the finished product, helped make the
adolescents comfortable, and helped address the new constraints imposed by a system that
was changed by managed care:

Rule #1: the clients can pass on a question in the group if it makes them
uncomfortable.
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Rule #2: no stick figures; because of time constraints, according to Nate
“did not have time to limit the alliance development through avoidance™; by
drawing a stick figure the client is being defensive, and not providing any
useable information.

Rule #3: the clients can label drawings with words, but they cannot do pieces with
just words on it. In other words, they were expected to draw.

Debbie explained the rules that she established for her clients were a direct result
of the type of setting she was in. To keep all the client feeling safe, she outlined three
rules:

. . . the three major rules are no violence, no acting out and no contraband

and then I go from least restrictive consequences to most dire; one being

full room restriction . . . and the other one is having people arrested if they

break the law. (laughing) You know. I mean you get the real sociopaths,

you know, I like to say that one because it really sets the stage. . . .

Although not specific to her sessions, all the clients understood that if they in any way
“acted out,” regardless of the standards set in other therapist’s sessions, Debbie would not
let them participate in her groups.

Some of Bonnie’s rules corresponded to the setting, such as “no acting out
behavior,” the number of warnings given before a client would be asked to Jeave, and the
length of time they would be in “time out”” based on their offense. During one session
that the researcher was allowed to observe, Bonnie demonstrated the steps she went
through before asking a client to leave, to go to “time out.”

One of the clients began to “act out”; he stood up, walked around the room

without permission and verbally challenged the other clients. Bonnie asked him to sit
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down and focus on the directive.” The client sat down at the group table, but continued to
disrupt the group by mocking a few of the other clients and making fun of their art work.
Bonnie indicated that his behavior was not appropriate, and reminded him of the rules of
the session. She said that if he continued he would have to go to “time out.” The client
remained quiet for a few minutes, but then began again. Bonnie indicated later that she felt
that the client was seeking attention since there was someone new in the room (the
researcher). Bonnie stood up, asked the client to come with her; they walked several paces
away from the group and spoke quietly. They both returned to their seats; the client
remained quiet a few more minutes. When the client stood up again, walked around the
room, and insulted the other clients and their work, Bonnie asked the client to take a
“time out.” After several minutes of “discussion” the client left on his own accord. Several
minutes later, after the other clients were working quietly on their art pieces, Bonnie left
the room for one minute. She later indicated that she checked with a nurse to follow up
and make sure the client was in his room. Bonnie made it a point later to speak to the
client in his room after the session to discuss what happened.

Bonnie also had certain rules that were specific to the art therapy sessions. The
clients could draw whatever they wished; however, if it included curse words or
derogatory remarks, the clients could not show it to anyone else, and it would not be hung
up in the day room.*' All the clients had to clean up their own area and help put away

supplies after session. Moreover, the clients had to understand respect for each other’s

A request by the art therapist for a specific drawing or other art product.

*'The community room they all shared.
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work-they could not draw on someone else’s, nor could they make a negative comment
about someone else’s art work. The rules involved respect for the materials and the
finished products.

Each art therapist would explain the rules before each session, whether the art
therapist had been seeing the client for a while or it was the first session. Some of the
participants also posted a set of rules where everyone can see them.

Confidentiality as convention. All the art therapists had one rule that they all

recognized above all others- the rule of confidentiality. Confidentiality is the agreement
that an “art therapist shall respect and protect confidential information obtained from
patients” (AATA, 1999b, p. 4) and that they will not disclose such information without
written consent unless there is reason to believe that the client may be in danger or may be
dangerous to another. Confidentiality is considered a “cornerstone of the therapeutic
alliance between the client and the art therapist” (Moon, 2000, p. 31) and provides a
unique challenge. In many other therapeutic interactions, the only records that may exist of
the clients’ personal and private issues are those written by the therapist. At the end of an
art therapy session, a reflection of the process exists in the art work-a tangible piece of
evidence that a therapeutic process occurred.

Great pains were taken to protect the clients’ confidentiality. All the participating
art therapists had their clients sign release forms. Such forms had stipulations that allowed
the art therapist to photograph the image, either for future publications and/or for

professional and educational presentations. If the art were to be displayed, names would

be covered. Confidentiality was also explained to their clients as their responsibility as
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well. Basically, “anything said inside a session stayed in the session.” The clients could not
talk about other group members’ issues to anyone else on their units. However, it was
understood that the art therapist may share the finished products with the rest of the
clients’ treatment teams to illustrate the clients’ needs or progress. As noted in the
previous chapter, Amy brought clay sculptures to a treatment team session to illustrate her
client’s progress.

Many of the art therapists would try to hold sessions in enclosed rooms separate
from the rest of the unit. Barring that, they would go to great lengths to ensure privacy.
For example, Bonnie held one session in the open day room on the unit, which the open-
countered nursing station looked over. Although many staff members walked about the
room while the clients were doing art, Bonnie provided the illusion that confidentiality
would be maintained. She had purchased a portable partition unit on wheels. She wheeled
it out, and built a temporary wall around the tables on which her adolescent clients were
drawing. If they had other staff members in the room for security reasons, the art
therapists would reiterate the group rules with them, including confidentiality.

Despite the apparent differences in therapeutic approaches for these participating
art therapists, the conventions remained consistent. Conventions crossed over theoretical
boundaries, and are in fact, an inherent part of the theoretical constructs that guide the
field. For example, there are two basic theories that are believed to have grounded the
field, the making of art as a therapeutic process (Kramer, 1971) or the use of the final art
product (Naumburg, 1966) as a means to assess or reflect upon. Despite the differences

between the two, both theorists understood the value in the art making, understood the
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importance of knowing the qualities of the materials, and understood the need for actively
protecting confidentiality. Thus, despite the marked differences in their theories, both
Kramer and Naumburg maintained the conventions that bound all the art therapists
together. What became clear as this study progressed was that the participating art
therapists believed that their conventions and routines continued to guide their practice,
whereas their theoretical beliefs became less significant. They believed that they relied
more on routines and interactions than theories to shape their practice.

Theories

Their Theories of Theories

All the art therapists indicated that their clinical approaches shifted from ‘theory
focused’ to client focused. That is, it did not matter what art therapy theories they were
familiar with, everything was focused on what the client needed. However, what soon
became apparent was that when the participating art therapists referred to theory, what
they were really referring to was the specific terminology that they learned in school; the
terms that became what they considered the meaning of art therapy and proper therapeutic
treatment. In many cases, the participating art therapists used their practice to try to
explain their theories.

Kara indicated that although she used “Kramer’s approach” she had recently come
to understand how it is not just the doing of the art that was significant but the verbal
expression about it afterwards. In her classroom, when teaching art therapy, she has
difficulty translating this to her students. When, as an assignment, her students were asked

to go out and interview an established art therapist, they became frustrated when the art
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therapists were unable to tell them what they did. The art therapists generally told the
students “I don’t know, I do whatever comes to mind.” Therefore, she felt she needed to
teach her students how to be with the client:

.. .and that’s really hard and especially for students because they don’t
want to think that they are just flying by the seat of their pants and [it’s a]
very different distinction when a professional comes in and assesses the
situation and does something and says ‘this idea is not going to work I’'m
going to do something else’ instead of saying wait a second; you know it
just not a crystal clear recipe, let’s figure out let’s really listen and trust that
we can be intuitive and really pay attention to what the clients are telling
what they need and want. . . .

But she still believed the students needed a theory to build upon. She indicated later that
her own theory had altered; it is now important to “ look at the art and talk about it,

picking up the unique quality of it that makes it important. . . and to work from a strength

perspective” rather than staying focused on one theoretical perspective. When asked about
what her theory had become, she indicated:*

My theory is for the students [with whom I worked as a therapist in a

special needs school] to do the art and then to also then be able to look at

the art; whether it is there art or somebody else’s and then to listen to what
their peers said about it. And of course I would also say something about it
too. . . and in the beginning they would say “oh you like everybody’s work”™
and they do that a lot to, you know, the adult who work with children because
they apparently do like everybody’s work [laughing] but the point would

be that is why you like because that is a lot of things that we do in school

too and the kids say “oh this is boring. . . .” And you can really get down to it
if you know that they don’t understand what is being taught. So in terms of
my theoretical faith, I think in terms of looking at the art and talking about

it; that picking up what is really the unique quality of it that makes it
important; of this child’s expression, because we all know that these
expressions are important, and to really work from a strength perspective.

3This section becomes confusing in that she is referring to two different types of students; one
group consists of the students in her graduate program, and another were the special needs
students she worked with as a clinician.
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You realize it is just the way that the child used a color, you know that

“wow that’s really a wonderful way to use that red, because it gives me

a feeling that there’s a lot of energy there; and I bet that you have a lot of

energy about what you were doing.” And the child may or may not say

“yes,” yet that is not really the point; the point is that they have somebody

else experiencing their work; to give them a way of listening that may have

something to do with them personally. . . so for me I guess the theoretical

base has gotten away from Kramer. . . it is just not doing it but it is

experiencing it at a lot of different levels; and having the client experience it

that way.

Each art therapist started with a theoretical concept that they felt was, according
to Bonnie, the “bee’s knees,” but later changed based on where they worked, and with
whom. Some of their reliance on theory varied. Amy explained that she originally followed
a psychodynamic approach, which was a direct influence of the graduate program she
attended. Her program mostly focused on systems and psychodynamic theory.

Bonnie, however, was more hard pressed to explain one specific theoretical
orientation. As noted in the previous chapter, Bonnie relied on her heroes to explain and
validate her work. Yet, she explained that:

I can use two totally different theoretical approaches, it doesn’t matter; as

long as you know your language well enough to follow it thoroughly so

that you can get there.

She stressed that her ideas about art therapy were inherited, yet she needed to remain
flexible.

However, Bonnie also had a tendency to speak in the language of ‘object
relations,’ specifically as the theories were developed by Mahler (1968), Klein
(1932/1975) and Winnicott (1971), a theoretical perspective she learned in school. She

indicated that her clients could be described through dynamically oriented perspectives,

and that she could also address the issues through a cognitive-behavioral approach. She
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also indicated however that this just made it easier to speak with the psychologists and
nurses on the unit. Bonnie emphasized that since 1978 [it was unclear why she chose this
date-the debate has actually been going on longer than this) there has been a debate about
who we are; she has also struggled with this question.

Bonnie indicated that sometimes in a session she needed to be in

.. .the act of creating, and be free and spontaneous; then afterwards, you

can say that this works, and this works, but this doesn’t-you need to go

through it in your head after. In the moment, in the therapy, it is important

to just let go and just try to be present.

However, she indicated that she will try and plan ahead of time, and that she will have
different strategies, but she does not do so often, and really just thinks of them before the
session. Most of her decisions happened spontaneously just before the session.

It was not unusual for Bonnie to have to jump up and do “stuff constantly”; that
was part of her job, something she had never been taught in school. However, she did feel
she has arrived at the point that she did what she wanted to do, not what she believed she
was supposed to do.

She still had difficulty articulating how she felt about some of her work and clients:

... It’s difficult. I think I’m probably pretty more successful at it the more

I do it. Um, but I was incredibly frustrated the first year or two out of

graduate school, you know, trying to follow what I had learned and

knowing it was right, but not knowing how to communicate it with other

colleagues. I'd just get so frustrated. . . however, I’m not quite so busy

looking down at those footsteps on the Arthur Murray dance floor.

She indicated that a major part of her day constituted constant self-monitoring and self-

reflection.

Bonnie also indicated a need to change her language when working with interns.
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For example, one intern used a Rogerian approach (the humanistic approach as designed
by Carl Rogers, 1961) which seemed to work well for her; yet, it was still the clients that
directed her approach.

Carl indicated that he learned a lot of theory in school. Originally, before going to
graduate school, Carl believed that “looking at archetypes would be cool” (from the
Jungian perspective), but it proved not to be “acceptable” where he received his degree.
He believed that archetypal studies would be more acceptable “on the West Coast,” thus
his theoretical orientation changed “to the Rogerian approach.” However, he has been
struggling with the notion of theory since he graduated from his program the year before.
He indicated that since he was working, he had to learn to be the “chameleon” which was
different from what he was “forced” to learn in school. When in graduate school, in his
practicum training, he always “needed a plan,” a direction for an art therapy session. When
he first started working, this approach was not successful; “the plan never went through”;
he explained this away by indicating that he believed the “plan limited the client in a way.”
As he progressed at work, he began to rely on the notion that he wanted to react to what
the client wanted; the more he prepared, the more rigid he became and the “less their [the
clients’] needs could be met.” Once again, the participants tended to use their practices to
explain their theories.

Carl tended to affirm his patients, to make them “feel like a special person, a good
person.” He tended to think about a session before it happened, as the whole situation, but
had difficulty articulating what he would do, or why. For example, he was trying to

explain what he was going to do with a client he was seeing, a nine-year-old whom the
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family makes a scapegoat, and who ultimately developed a “poor self-image.” He

described the synopsis of the plan for his client:

Carl: I think at first I’'m gonna talk about, his parents were here last week

or whatever and I’m gonna talk about their weird relationship. . . he’s an

only child and it’s almost like they’re siblings. You know what I’m saying?
They bicker between each other and also I noticed that this kid originally
came in here for anger control. . . but it sounds like Mom and Dad have anger
control problems. . . . Last session was so intense, they were just, they were
horrible. His Mom and Dad were like “Tell Carl what you did today” like it
was a bad thing. . . pointing out all these little things, like he was getting

food for the dog or something and he spilled dog food on his clothes, his Tl
new cargo pants before he went to school or whatever. They just got S }ﬁ"g
really upset. . . like they were pointing out all these situations that he’d i ;i a
done and the kid’s just about ready to lose it. And, I tried to like, you il %
know, tell him that sometimes you can let things go. You need to i,
understand what’s really important and what’s not important. And I’m like o

“Hey, man, you don’t always have to crack a joke every time. You know 1
what I’m saying?..I think it just went in one ear and out the other. So, I’'m iy
a little frustrated with the situation. '
Researcher: Do you do art with him?
Carl: Yeah. In fact, I think I’'m gonna do like, I think I’'m gonna do a big
watercolor painting because sometimes you can’t control that. . . or
whatever just to see how he reacts to like the...the flow ofit. . . . And see
how that turns out and, uh, I think that, uh, I think that, um, I’m gonna
kinda be my own directive and kinda laid back this session ‘cause last
session was just so intense. You know, it was really hard on him.
Carl had an idea what the problem was, what they would focus on, but then seemed to
stumble over the words on what the plan would be. Incidentally, Carl never did do art this
session-he later explained that after the session began he felt that the client just needed to
talk.

Debbie indicated that she learned the object relations perspective while in school,

as well as a Jungian approach. She also believed in a strong spiritual approach, specifically

when working with those with drug and alcohol addictions:
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Debbie: I feel that when somebody has a strong addiction they lose sight of
who they are spiritually. They become a little dis-spirited. It doesn’t mean
we [inaudible] away or anything, but they lose sight of who they are in a
very meaningful way and that they’re caught up in the addiction. That’s
why [ think, um, the Twelve Step program works very well for a lot of
people because they bring spirituality back into the foreground. Um, so
when I meet with somebody I feel a spiritual connection with them so I
kinda work from that, help the spiritual part and try to nurture that part and
then work with the problems from there, if that makes sense. . . I don’t get
religious or anything. That’s not what I do at all, but I try to work with
that person in a core and try to get past a lot of the other stuff. . . . And that
doesn’t mean they have to know what I’m doing, you know, but I try to
meet them at that point...And I do it naturally I think.

Researcher: Okay, what’s that mean, “they don’t know what you’re
doing?”

Debbie: In other words, you know, I’m not gonna say to them let, you

know, let me try to meet you on a spiritual level. . . . But I just do it. I just

live it that way. I feel that’s why I’m successful with the people that I work

with, than what they hear from me because I think they feel my connection

on a spiritual level.

However, she later claimed that she “came from a more eclectic” point of view.

She understood the importance of a theory to help guide a clinician, but not
necessarily one theory. She believed a theory “pigeon-holes™ a client into a single, narrow
belief. During one conversation, Debbie explained an intern’s behavior through the
psychoanalytic construct of counter-transference. When it was pointed out to her that she
originally indicated she subscribed to the Jungian perspective, and yet she used a Freudian
construct, she exclaimed, “Exactly; that’s what I mean when I say it’s never just one thing.
It’s multi-level, multi-dimensional.” She indicated that she also constantly used a

cognitive-behavioral approach, the perspective generally adopted by the facility, to address

coping skills. She indicated that she “wore different theoretical hats” depending on her
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clients. When describing a group that occurred, she indicated that there were some
distractions and that she decided to address them:

Debbie: I just told them . . . you have to deal with distractions. This way

you learn to do it when there are distractions. And, um, at first I do

stretches to get everybody going . . . . And, uh, then I go into biofeedback.

Then I teach them breathing and then I go into progressive relaxation. Do

you know what that is? ThenI go into passive. And thenI go into guided

imagery. . .and sometimes what I do is I’ll make the guided imagery the

relaxation technique shorter and I’ll leave time at the end for drawing. . . .

I didn’t do that today. ‘Cause I didn’t know I was going to do the guided

imagery. I did it spontaneously.

Researcher: How come?

Debbie: Because [ just felt it. You know, I felt like they were a good

group, you know, they were in it. I didn’t feel like anybody would like drift

into space. And I decided to do it because I felt like they could handle it. I

had some time left over and, uh, I was in the mood.
Debbie’s decision to do guided imagery was spontaneous, after ascertaining the mood of
the group. Later, she had an art therapy group, when she let them do “what they needed to
do.” She indicated that while they drew, she was able to “pick up on” what a specific
client was needing based on what he or she was saying or drawing; “sometimes you can’t
put it into words, but you feel it on that intuitive level.” She pointed out that she usually
decided in rounds™ for herself whether a group will be “open-ended” or will have a
directive {-cusing on a specific issue.

However, this was contradicted later when she indicated just before a series of

groups that she did not have a plan, and may not decide until “during the walk back” to

the unit or even when sitting in group. In one group the decision was left up to the clients,

Morning staff discussions about the patients.
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when she asked them “What do you want to do?” According to Debbie, no strong,
singular theoretical model guided Debbie’s work-the clients did.

When asked what she did and how she did it, Erin indicated that “this is one of
those professions you just do, not as much have to explain [sic].” Erin later indicated that
she was “pro-Rogerian” (Rogers, 1961), and that she also reflected on what she learned
from her teachers. When she first started with her clients, specifically those with drug and
alcohol addictions, she did a lot of “motivational enhancement, cognitive-behavioral skills,
and relapse prevention skills.” She indicated the art therapy is very important because “it
gets them to look at something they have not yet looked at.” However, she was unable to
clarify what that meant. She also believed that she was more developmentally focused- she
couched treatment goals and directives in the terms of developmental psychology,
including creative development (Lowenfeld & Brittain, 1987).

However, she denoted that her current theoretical orientation was “eclectic” and
client centered. She was once told by a former teacher not to use the term eclectic, that it
was important for one to be “defined.” She felt that this did not apply to her, more to the
students just starting in the field. Similar to what Kara indicated, Erin believed that
students need a theoretical base to begin, and then they can develop the intuitive process
of “just knowing” when they have been in the field for a while. Eventually, “every art
therapist does art therapy different [sic].”

When discussing her theoretical orientation Erin became increasingly frustrated.
She indicated that what she does has become so automatic. “Well, I guess to me it’s...I

just do it. I don’t really think about what’s the next thing I'm going to do....it’s a groove
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by now.” She indicated that she has difficulty in discussing what it was she did, because
much of what she did was so “automatic.”

As an example, Erin relayed what had occurred with a client she was seeing. The
client could become delusional, so to keep him focused she would begin with a critique of
his previous art work; she would then progress to talking about the decisions he would
make. She indicated that he would then do an art task, which helped him focus. One of his
drawings was of a rendition of “The Last Supper” where all the characters looked alike:

So the artwork really helps him . . . focus. I know the last drawing he did

. . . he did this drawing, The Last Supper. . . . Because when he was

growing up there was a picture of The Last Supper in his home . . . he does

very little erasing. This is all freehand. This is all very. . . he doesn’t sketch.

He’s very definite in his lines.

His drawings were described as “fairly intense, and fully detailed,” which he would
complete in one hour. The drawings would eventually lead the session into new
discussions, and they would develop in various, sometimes unpredictable directions.
Despite the initial attempt to keep the client focused, the session would delve into
unpredictable directions, depending on the “groove” [routine]of the moment.

Those who were interviewed all clearly indicated that their theoretical perspectives
had become blurred over the years, and has become less significant than the practice. Fern
indicated that despite her initial exposure to the psychodynamic perspective, and although
she still had a “heavy dose” of it, she mostly looked at the strengths of the client, and
encouraged these strengths.

Greta was more apt to maintain her theoretical perspective, indicating that her

theoretical orientation bridged from psychoanalytic theory to family systems theory. She
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noted this was a direct result of where she obtained her degree. However, this changed
because she did not often work with families and had little need for systems theory. She
also warned that people in the field of art therapy have a tendency to lose sight of their
goals, and thus get caught up in the method, without emphasizing what “we can do using
that method.” She also believed that no one should “graduate from a program without
having to learn the spectrum of experiences and responsibilities of the setting for which
they will work. . . .” yet that is not currently happening according to Greta.

Lori indicated that she had come to appreciate the Gestalt approach as well as
herbal therapies, theories she was not taught in school but learned through her practices.
She believed that she had learned more on the job. However, Lori indicated that she was
disappointed about having to use the art as therapy approach. She indicated that this was
not as much fun as art psychotherapy approach, especially “interpreting™ the art, but that
art as therapy worked better for her adolescent clients. Despite personal preference, she
used what worked in her practice.

Mary said that she had originally maintained a psychoanalytic perspective, which
stemmed from her training, but that has changed over the years. She indicated that she, as
well as the program that she directed, had become more eclectic. However, she believed
that eclectic may be a difficult term to use, in that someone may or may not be eclectic,
and one never really knows until they are observed. She indicated that her perspectives
came from her training, the people with whom she has worked, and from reading different
theoretical texts; however, she felt the approach should be based on interaction with the

client. Unlike some of the other participants, Mary believed that a theory is still helpful in
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understanding the client in a particular way, initially to “pigeon-hole” them, and then “you
can listen” to them; some need a theory to be more self-confident. Moreover, she
indicated, having a theory to believe in helps explain “who you are.”

Theory After. . . and Before

Connecting oneself to a theory seemed to support the identity of the art therapists.
It also seemed to support what they had already done. Frequently, art therapists would use
a variety of practices in sessions; yet when pressed, they would define their actions
through theoretical explanations. It seemed the work of the art therapist was mostly
instinctual rather than driven by manifested theoretical understanding. The art therapists
still relied on theoretical terms to validate their practice to others in the system. In this
section, it will appear that practice drives theory. However, what will become evident
before the end of the chapter is that theory and practice rely on each other.

Kara stressed the need to teach theory to create a base. Mary stressed the need to
have a theory if for no reason than to help explain “who you are.” This seemed apparent
throughout the study. Although all the art therapists spoke of the need to not let theory
drive the sessions and focus on the client, many of the art therapists relied on theory to
explain what happened during a session affer it occurred.

Bonnie continuously stressed the need to be client focused, to alter the approaches
depending on the direction of the session. Yet the object relations perspective provided a
language to explain her clients’ dynamics. The theory was the terminology used. She used
it to explain why something did or did not work after the session. It provided for her a

framework for understanding. It also provided her a language that she could use to
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communicate with others in her system. Bonnie used terms from a cognitive-behavioral
perspective to explain what the nursing staff did to defuse the clients’ behavior, and how
she also at times had to adopt that language to explain what she herself did. It made it
easier for her work to be accepted.

The art therapists used theory to provide initial understanding and strategies, but
as the art therapists’ sessions evolved, they moved away from theories to whatever
worked. After a session, however, the therapist might use theory to explain what did or
did not work. At this point, many of them downplayed any reliance on theory, insisting
they were unhindered by the constraints put upon them by a single theoretical perspective.
What soon became clear, however, is that theory did indeed provide a guide which the art
therapists would follow in subsequent sessions, albeit loosely. The theoretical constructs
helped guide the goals of the sessions, and they knew what directives may help, but the
theoretical constructs did not necessarily dictate what would be done in following
sessions. They intuitively knew. What emerged was a routinization of theory[ies] into their
practice.

Before a particular group began, Bonnie began placing plastic bowls for water,
paintbrushes, paints, pastels, and paper on a portable cart. She also traced a few circles on
a sheet of paper, indicating that it was for “mandala drawings” in case anyone needed “a
little containment.” However, when asked what she was going to do she indicated that
she was not really sure what the focus of the group would be as she had not yet seen the
group. After the group, when asked this question again, she indicated

Mostly I tried to borrow from David Read Johnson’s developmental ideas,
[to create] possibility for self-expression, and freedom of it, but still a
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structure to the group where they can come in and feel safe-that’s the
ideal. . . .

In essence, she was indicating that she allowed free reign for creative expression through
non specific directives, but with structure. She borrowed from David Read Johnson’s
theories to validate her reason. What is more, the mandala circles, although not prescribed
by her for any specific client, were borrowed from the Jungian concept of the circle
symbolizing holistic containment (Jung, 1964). She did not indicate the theoretical
reference before the session; she just “knew” that some of the clients may need to rely on
such a structure for control.

Returning to the incident where Bonnie’s client painted a nurse’s face with orange
paint, Bonnie reflected on the theoretical significance of the color orange, and the object
relations development of the client. This was common for all the participants-they talked
in the language of theory to explain what happened. Yet Bonnie continued to work with
this client later, providing different forms of structure and safety. The client ended up in
“time out.” Bonnie made it a point to visit this client in her room with art supplies, and
asked her to complete specific art pieces that focused on the client’s relationships with her
family, and subsequently with authority figures. Some of the directives also focused on the
client’s loss of control. These directives emerged out of discussions Bonnie had with the
client in her room; if asked before she met with the client what she would focus on,
Bonnie may not have been able to answer it. Asking her afterwards, she indicated that the
sessions were focused on the client’s attention-seeking behavior, and a need for
affirmation from a mother figure. This explanation used classic object relations language.

Bonnie indicated that she no longer had to rely on the “Arthur Murray footsteps”
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to guide her approach; what she accepted as no longer relying on theory, however, may
just have been an absorption of the theory to where it became tacit understanding. What
she knew and did became so embedded in practice, that it was only partially available for
clarification and discourse (Giddens, 1979). A theory was available, and it guided a
potential directive, provided it was necessary. Only when reflected upon, could Bonnie
explain what she did, and why she did it.

Several of the therapists indicated that it was not until after an art therapy session
that they could see what was happening-it required reflection in order to categorize and
define it. Once it was defined, however, they could plan subsequent sessions with the

particular clients. In some cases, these plans became part of their treatment goals; in

others, it appeared as “flying by the seat of their pants.” Nevertheless, the art therapists
seemed to maintain a direction for subsequent treatment based on their theoretical and
therapeutic understanding. What emerged was the need to internalize many theories, and

the acceptance that they could refer to the ones they needed in any given moment. Out of
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these theories emerged the sense of who they were, and ultimately, what they felt

constituted an effective art therapist.

An Art Therapist Is. . .

Part of the interviews and discussions for most of the participants involved asking
them what they thought an art therapist was-the characteristics and practices that help
shape an effective art therapist. This question emerged as a result of some of the general

descriptions initially provided by the participants. Some used the interchangeable term of

art therapy and art therapist to define the same thing. In some cases, the art therapy did
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not play as important a characteristic in defining the art therapist as did personality traits.

Many of the participating art therapists tended to answer this question by
evaluating and analyzing their own personal characteristics. They seemed to look to
themselves as a model for what constitutes a good art therapist.

Amy: Someone who can see the potential for change in the client and be

creative about how they encourage their clients to see that, and their clients

can sort of hang onto that, and put it into place. So, finding the creative

spark within the client to help them get to some point of change. . . .

She indicated that invariably, an art therapist has to be flexible, but strong enough to give
structure. However, most importantly, she believed that to have love and faith in the art is
the most important thing.

Bonnie also stressed that an art therapist has to be flexible. They “have to be fluid,
and respond to the moment.” The art therapist has to be sufficiently trained in the “mental
discipline of psychology” as well as have an understanding of the symbols that may
emerge in the art.

I, my client, the individual that I saw and presented [at a state conference]

who I worked with for a couple of years. . .he and I made a certain kind of

progress because we used a certain kind of language, the symbol of art.

Because of this an art therapist is someone who is visually oriented; “when they look for
answers they look.” They understand visual symbols. She indicated that she would like to
see more art therapists knowing and using the art and symbols “and stay within the art
process,” to be committed to the art process, and help the client be committed as well.
Carl expressed what he expected an art therapist would be like when he started

graduate school; he thought they would be weed-smokers and hippie-types. However, he

discovered that:
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Carl: They were intelligent, professional, serious about what they wanted to

do and be, but I was surprised that, I was a little disappointed by the

level of knowledge in art and commitments to art. It disappointed me.

I felt like they were more clinical than artistic . . . .Except for a couple of them.

They seemed like they were more clinical than artistic and it surprised me

too when a lot of them said they’d rather be art therapists than an artist in a

studio. I just, I can’t fathom that.

Researcher: Did you want them to be more like the weed smokers?

Carl: I don’t know. I mean, they were a lot like me. I related to all of them

as people. I went into the field thinking that they would be like something

else. But they were like me and stuff. They were like me.

Researcher: And that surprised you?

Carl: It did.

When pressed, Carl had trouble explaining the meaning of the term art therapist,
for it was made up of “two ambiguous terms, art and therapy.” He indicated that his
definition of what an art therapist is changed everyday he went to work. He pointed out
that if he did indeed define the term art therapist, he would be creating limitations. After
five to ten minutes of thinking about it, he said “I can explain art therapy, just not an art
therapist.”

Debbie indicated that all the “people have their own personal identity as an art
therapist.” Debbie had a tendency to define what an art therapist was by explaining what
she herself did. When asked about a friend who no longer practiced art therapy, but
instead became a bio-feedback technician, she pointed out that:

Well, I think. . . if you’re an artist and you’re an art therapist, I think no

matter what field you go in you’ll always use your art therapy if you’re in

the healing arts. And she’s, you know, she uses it. Sometimes she’ll ask

her clients to draw or, you know, keep an art journal, or make something
out of clay. . ..
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According to Debbie, her friend’s identity remains intact, even if she no longer practices.

So, although Debbie had difficulty generalizing what an art therapist was, she still
understood that there was an essence, an identity that remained intact.

Erin’s response to this question was similar to her response when asked about her
theoretical orientation. She became irritated, pointing out that for as long as she has been

an art therapist she has had to explain herself. Eventually she indicated that she believed

that an art therapist is someone who is comfortable with the art materials, and someone
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trained as an art therapist. A good art therapist is also trained in psychotherapy and

counseling. She then stated, “and I guess for me. . .” it is important to be able to integrate
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art in verbal therapy. She referred to herself as an example, by indicating that she has \
patience, empathy, perseverance, faith in the clients, rapport with her clients, and is open- ¥

minded-qualities important for success. She then admitted that she sometimes questioned

whether or not she was doing enough as an art therapist, and was unclear about her own o

identity; later she indicated that the profession is defined by who you are. ; ; i
Fern compared an art therapist to an artist, indicating that they both have different

goals; art therapists are intimately involved with the art, stimulating their own visual side,

but “we are not as focused on the product”, then reiterated “I don’t tend to be. . . .” Fern

relied on herself as the model.
Greta indicated that art therapists happen to use art as a tool, but that they still

have to be able to accomplish the tasks given. “Art therapy becomes our means of

working, not an identity.” An art therapist has to be able to integrate the art with strong

clinical skills.
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Kara believed that an art therapist is someone who is not “totally in love with the
material that they forget what the client has to offer.” They must be human services
oriented, and can seek out ways to work with people that are different and atypical. As an
aside, she insisted that the individual better “not be in it for the money.”

Lori believed that an art therapist is comfortable with art and is aware of how to
use it. She must also be able to deal with its impact on others.

Mary indicated that “any therapist” needs to be sufficiently self-aware, sufficiently
curious, and know how to best hold up a reflector. When she was questioned about why
she used the term “any therapist” when the question was about “art therapists™ she
indicated the only thing that separates an art therapist from any therapist is the modality,
and their experience with the art material. “Art therapy is not more holy, but it has
something to offer besides talk.”

When Nate was asked what an art therapist is, he indicated that he could not define
it, that it is based on self-interpretation because of different schools of thought:

Nate: What everyone is doing is technically art therapy; it’s based on

individual philosophies. . . . I mean all the people in these categories

consider themselves or call themselves art therapist, so that’s why I think

it’s a difficult question. I think it would be a way for a person to look at

.. .. I think as a professional we use. . . the qualities and inherent abilities

in art, what art and materials can provide along with a clinical

psychotherapeutic education and/or basis so we can integrate both.

Researcher: What characteristics should an art therapist have to be
successful?

Nate: Again, I think that is really focused on their center . . .what I do in
my settings is very successful; of course for each of the populations . . . . I
wouldn’t give the same ideas you understand; in children’s art therapy you
don’t have the same rules. . . . I don’t have the materials out because if little
kids see something in front of them they are going to pick it up. It was more
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a choice a person can come over here . . . make sure the pencils are on the
table make sure everybody has their own set of materials like I have these
neat little containers that hold 24 color pencils and etc. . . they would all
come out and make sure they get paper they were given the materials so
they would sort of nurture themselves in that process that would be for
the child population

Researcher: So you have two different approaches just for children and
adolescents and they were both successful. What I’'m asking is what
characteristics of an art therapist works?

Nate: In a way, it is both of those two ways that I explained. . . and then
well,

being able to apply it to certain populations. I had worked with the adults
more as chronic patients and in some ways, they are somewhat like
children; you can’t overwhelm them with a lot of materials and etcetera,
and the tasks are certainly directed more toward what they’re capable of
doing, their orientation at the time-they could be in any psychotic state-
and that’s where the psychological background in the education needs to
come in. . . . I hold expectations of them; the people that I have worked
with have always met the expectations as much as they’re possible [sic].

Although Nate indicated that he could not clearly explain what an art therapist is, he
talked about how he himself worked as an example of what a good art therapist would do.
In some cases, it did not have to even be art therapy in order for sessions to be effective.

Does it have to be art therapy?

An overwhelming majority of the art therapists indicated that it was not necessarily
the art therapy that worked, but rather who they were. The effectiveness came from the
therapist. A paradox thus seemed to exist. In Chapter 3, it was shown that the art
therapists stressed their identity; they needed to be known as an art therapist despite
maintaining different titles in their settings. In the previous section, “What an art therapist
is. . . ,” many of the art therapists identified the characteristics of a good therapist by

reflecting on their own professional performance and standards. Nevertheless it seemed
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that the art therapists indicated that it did not have to be art therapy that worked; it was
just a tool.

Greta: I was a clinician, and accepted as any other clinician. . . .
Researcher: Did you think that was unusual?

Greta: It was very unusual; but not in my experience, but I think it probably
is a little unique. . . well, I just did a program [a presentation for an art
therapy conference] this morning where the identity of an art therapist, you
know, is like “I’m something special, I’m something unique.” “Well, what
can you do”. .. .“I'm unique, art therapy is unique”; “yeah, well, what do
you do, what can you deliver for my population.” “Well, I can give them
art therapy, I can bring in these wonderful art supplies.” But you know that
is not really how it sells[ pause] OK, in the drug prevention program, they
want to know that some action is taking place, with a sufficient number of
students, to offset their drug use, that is the goal. . . . Art therapy is a
terrific medium for that, but if I had been a hocus pocus therapist, I would
have been using hocus pocus, and if it worked, it would have been an OK
medium for that. . . but there is a goal to be obtained. . . and I think we
lose sight of that goal and get too caught in our method, and we promote
the method without really emphasizing what we can do using that method
... .Nobody hires me blind without knowing I’m an art therapist, but I
don’t remember that I ever been. . . well that’s not true, I was asked to be a
consultant by several psychiatrists as an art therapist on art work that they
were getting from their patients. . . that was specifically, being an art
therapist. . . .I wouldn’t have been there if it hadn’t been for art therapy,
but other than the situation like that I think it’s been ‘do this job.’

Researcher: If you didn’t have the art therapy, could you still have gotten
those jobs?
Greta: Well, I would have had to have something...certainly equivalent,
maybe I would have been a psychologist, or a social worker, or an MFT
with the expertise that I have in terms of whether it’s drug abuse or child
abuse, or trauma treatment. . . .

Greta stressed that the art was just a tool that she used; it was the therapist that made

therapy work.

However, the contradiction ends when it is realized that although the participants
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indicated that it did not have to be art therapy, it had to be what they used. For example,
although Bonnie insisted that any other therapy will work:

Researcher: So then do you need the art?

Bonnie: Yes you do. If you’re going to. . . if this is the language in which
you speak.

Researcher: Uh-huh.

Bonnie: [Art therapy] provided a particular container for us [she and a
client] to navigate particular waters in. But I know he’s also doing fabulous
work with his psychotherapist. And she made incredible inroads and
revelations with him. She just happens to speak Farsi or whatever. I mean,
she happens to speak this particular language, uh, analysis. She can work
with her client that way. Um . . . which is better? I’m not going to say. I
don’t know. I’'m not going to. . . there’s no reason to advocate that. All I
know is what I can do. You know, and that’s where my interest is because
that’s how I have to work. That’s what suits me. It’s simplistic to think
that there’s anything that can cure all. . . . [The art therapy is] a vehicle and
a tool. You have to apply it.

Researcher: Who wouldn’t it work with?

Bonnie: Oh. . . of course it’s going to have some benefit to anybody. . . To
some degree. There’s going to be other modalities that will probably reach
a client more because of their perplexities but. . . if you’re any. . . if you're
worth any of your mettle as a therapist, you’re going to be able to effect
some kind of positive change. [laughs] I mean, maybe the reason art
therapy isn’t working is because. . . not because of the art therapy, but
because you’re a crap therapist.

Bonnie stressed that art therapy is a tool; “I mean, you can’t say ‘Hey, a hammer is really
an effective tool.” It depends on who’s holding the hammer.”

Kara: [ don’t think that it has to be art therapy and that’s one of the things
I teach my students. That it’s not for everyone but I think it’s a language
that everybody has access to, that if they want to use it that they can. I
think what happens. . . clients might be opposed to it in certain group
situations. . . and yet it might be something that they come back on their
own whether doodling, or scribbling, or just doing some art some day and
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all the sudden they realize, ‘oh ok’ but I mean even if we feel like we failed
... I think we have given them something that again they can access and fee]
comfortable with at some point if that is what they want to use.

Mary indicated that art therapy was not necessarily the right type of treatment for
everyone:

Mary: There were some people who use art well, use materials well, and

who are pleased to get a little messed up using the materials; and there are
other people who are quite comfortable talking about what their experience
was like. . .and I am happy to work with either one and sometimes rather

then look at bad paintings I would rather have somebody talk to me [laughing]
- . . they have languages more powerful than bad art work.

Researcher: How would you assess a person whether or not they were
right for art therapy?

Mary: One of the first things I tend to do is to ask them,
In many cases, the art therapists did not use art, but simply talked with their clients.

Summary- The Interaction Between Theory and Practice

In summary, there seems to have emerged an interactive, coevolutionary
relationship between the participating art therapists’ theories and practice-they relied on
each other. The theory and practice of the art therapists depended on one another to
develop.

Coevolution

Coevolution is defined by Bateson (1979) as:

[a] stochastic system of evolutionary change in which two or more species

interact in such a way that changes in species A set the stage for the natural

selection of changes in species B. Later changes in species B, in turn, set

the stage for the selecting of more similar changes in species A ( p.227).
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Kelly (1994) pointed out that there is a “tango” between two systems, as they evolve
toward and with each other, until they are inseparable. Theory and practice can be seen in
a similar manner. In essence, a web is created with a constant cooperative interaction
between the theory and practice of each participant.

Although many of the art therapists implied that once working in the field theory
became secondary to practice, it seemed that theory and practice evolved simultaneously.
The art therapists first learned their theories while in school. More specifically, they
learned the terms that defined what it was they would do, and the language to help them
explain why what they did worked. This, in turn, provided a base for their practice as they
went into their respective systems. It was at this point, many of the therapists indicated,
where a shift occurred. They believed that the theories originally relied upon became
secondary to their practice. As Bolan (1997) argued it appeared that their practice guided
their theories. It appeared that their work became client-focused not theory-focused and
their original conventions and their respective systems started informing their practice.
Theory became more a way to explain their practice after it occurred, and to allow for
common language between systemic members.

However, what became evident was despite their claim for practice overriding
theories, and theories used only to explain what it was they did, theory did in fact appear
to inform their subsequent treatment procedures. Once the art therapists reflected on what
worked for their clients in a given session using theories to explain how they did it, they
created a structure on which to loosely base the following treatment sessions. Yet it was

not clear why the art therapists downplayed the importance of theory.
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Why?

The tendency for the participating art therapists to downplay theory may have
emerged from several dynamics. As already indicated, they may simply not have been
aware of their reliance on such theoretical constructs. It seemed their knowledge and
understanding of what worked became so embedded in their practice, they may not have
even been fully cognizant of their reliance of theories as their base for treatment. It became
the routinization of theory into practice. It became intuitive. As noted above, this was
summed up by Erin, who indicated “I don’t really think about what’s the next thing I’'m
going to do. . . . It’s a groove by now.” As well, many of the therapists soon developed a
surplus of theoretical constructs, and picking and choosing what may work in a given
situation downplayed the emphasis on one overriding “theory.” The implication of relying
on one theory means that one interaction would be consistent with another. However, as
recognized by the interactionist perspective, meaning changes through such interactions.
Accordingly, one theory may not apply to more than one situation.

Another reason may have been that the participating art therapists recognized
theory as something that established constraints and rigid parameters (Thomas, 1997). As
indicated by their descriptions of what constitutes an art therapist, the participants prided
themselves on their own creativity and flexibility. Such reliance on theory may have
seemed contradictory. What is more, for those in the helping profession, stressing that
they believe in “people first” and are client focused is generally a more attractive and
altruistic belief. Relying on theories that stressed the importance of the art and the value of

art therapy; yet learning that in some cases verbal therapy may be necessary, may not have
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been something that they could have easily resolved. Many of the art therapists stressed
that it did not have to even be the art therapy. Consequently, the importance of theory was
downplayed.

Regardless of the reason, it was clear that the theory and the practice of the art
therapists coevolved. Both were necessary components of the art therapist, regardless of
what they themselves emphasized. One section of the final chapter will address how the
concept of the diffusion of information was used to evaluate how the participants' systems,
theory, and practice inform each other to provide an idea of what constitutes the work of

the art therapist.




CHAPTER V
Conclusion
This chapter will begin with an overview of how the interactions could be viewed
through the lens of the diffusion of information. Next will be an evaluation of the research
questions, followed by several summarized conclusions about the work of the art therapist
that emerged from this study.

The interactionist perspective, used as a framework for this study, provided not
only a means to gather data but a means to understand the dynamics that occurred within
the system.

The interaction that occurred was not just between the participants and their
environmental systemic components; it happened within each participant as well. As the
participants’ ideas guided their practices, their practices were reflected upon and informed
new ideas and theoretical perspectives. What became evident through these observations
was how the participant art therapists’ ideas, and those acquired from their systems, were
diffused and eventually adopted as their practice.

Diffusion of Information and the Art Therapist

In the introduction, two information transfer models were presented: Achleitner,
Vowell and Wyatt’s value chain process (1997) and Johnston and Blumentritt's model of
knowledge development (1998). Both models illustrate that the transfer of knowledge and
information do not simply follow a chain or a linear process, but rather maintain a cyclical
process. This was evident among the participant art therapists. As knowledge and ideas

were obtained or created, they were made sense of, shared and ultimately used or
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discarded. Nonetheless, while the first bit of knowledge was being processed, the art
therapists continued to gain knowledge by interacting with other systemic components,
possibly altering the direction of the current information. This at times forced the
information to be reevaluated, altered, accepted or destroyed.

Diffusion is a necessary component in both the value chain process and the model
of knowledge development. Diffusion is ". . . the process by which an innovation is
communicated through certain channels over time among the members of a social system"
(Rogers, 1995, p.10, italics removed). Innovations, such as different theories and altered
practices, are presented for adoption. Before they can be diffused, such innovations
require that they be seen as advantageous, compatible to the system, are not extremely
complex, can withstand a trial period and can be observed (Lievrouw & Pope, 1994) . If
the ideas or new practices are indeed not compatible after a suitable trial period or the
benefits are not observable, they will either be abandoned or altered once again for a
cleaner fit. Thus, the diffusion of information is a crucial element for the interactions
between the participant art therapists’ theories and practices.

As the art therapists’ ideas and theories informed their practices, their practices
reinform the changes made to the practitioners’ ideas and theoretical approaches. Erin
indicated that she went though an adjustment period when she moved from one setting to
another. She altered routines depending on who she was working with or because of
unforseen situations that may have arisen. For example, a new member of the system, a
nurse, questioned Bonnie’s group art therapy approaches. Consequently, this resulted in

her altering her approach. Many of the art therapists indicated that they went through a
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period of time when they had to train the system. Moreover, many of them had to learn
systemic expectations , such as charting and paperwork, in order to prove their own
compatibility.

In addition, each setting provided the opportunity for art therapy to demonstrate if
it was right for the system. Greta stressed that art therapists need to be able to convince
the systems to “give art therapy a try” to prove that it is advantageous and compatible. To
prove this, the art therapists had to demonstrate a certain level of flexibility and creativity il

(two characteristics that most of the art therapists used to define an art therapist). Because

of the fluidity and ambiguity of the system, the art therapists felt they often had to W
m[hr

compromise their own identity through additional credentials and changes to their job }HH;
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titles in order to adapt to their systems. Ultimately, it seemed obvious that all of the art it
therapists observed were successful in diffusing their ideas throughout their systems. l
Accordingly, theoretical ideas and unique practices need to be tried in a specific system to il
ascertain whether or not they are applicable. As this study indicated, systems constantly "

changed. Each art therapist, because of the volatility of a given situation, experienced

many modifications to the system. Moreover, each art therapist experienced many
systemic components, some of which he or she may not have expected nor prepared for
when leaving training. For example, none of them were previously trained in their
educational settings to manage assaultive behavior. Eventually the art therapists’
situational routines emerged from the actions that evolved from the situations.

The participants’ practices were shaped by the interaction between the systemic

components and their ideas. As Rogers (1995) stressed, a heterogenous environment is
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more conducive to a broader diffusion of information. Ultimately, each situation with
clients, peers, setting administrators and other art therapists required the art therapist to be
flexible and creative to adapt to that interaction. Thus, one theory or idea may work in one
situation, but perhaps not in another.

Theoretical connections are made between theorists and clinicians within and
between their systems by communicating and collegial interaction. Theorists continuously
form, break, and re-form these connections. Each new idea can be pursued to its own
adoptable conclusion. What may have been intended as one idea can progress into several
innovative theories. Each art therapist started with a similar idea; he or she would use art
as a therapeutic modality. Many of the participants had similar credentials, and they all
believed in the “power of the art.” However, they presented differences in their therapeutic
approaches and to some extent, their theoretical ideas. Upon entering the system in which
they would work, they were directed to practice in certain ways to meet the needs of their
facilities. Slowly or quickly, they learned how art therapy would work in the respective
settings, and they redefined themselves as they progressed. The meanings of what they did
depended on the interactions within the system.

However, the art therapists did not totally discard the original theoretical
constructs, nor did they “kill their teachers” as Bonnie indicated they needed to do in
order to mature as therapists. Instead, they seemed to internalize the teachings and beliefs
of their heroes, invoked these ideas to validate their own work or used these terms to
communicate with others within one systemic component. They also learned new

languages and series of approaches to work with and communicate with other components
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of their systems. Many of them held onto routines and conventions to make sense of the
ambiguity of their work. Ideas broke off and new information was transferred to formulate
new perspectives, but they all still belonged to the same invisible college of art therapists
(de Solla Price, 1963; Gussak, 2000).

The Research Questions

The research questions provided a platform on which to stand, and allowed a
direction for the data gathering. These questions were fully explored within the body of
the previous chapters:

—What components make up each participant art therapist’s system?

—Do the art therapists’ theories inform their practices?

— If so, how?

— How does each participant art therapist define what an art therapist is?

— How do the participant art therapists describe their work?

— What is the relationship between what the art therapists say their work is versus

what they actually do?

In answering these questions, a clearer understanding of the work of the art
therapist emerged. Because of the nature of the questions, originally established to begin
gathering the data, several relied on the answers provided to other questions before they
could be clarified. For example, one of the research questions focused on the components
that made up each participant’s system. This proved to be a pivotal component of the
research, in that understanding the participants’ systemic influences was necessary in order

for the work of the art therapist to make sense. However, the exploration and
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understanding of the system in turn informed the interaction between the participants’
theories and practices. In fact, what emerged was that both theory and practice interacted
with the system. Theoretical ideas emerged as an interaction with the heroes, and systemic
components such as educational settings and professional settings, whereas their practices
were dictated by policies, systemic routines and systemic expectations. This section will
provide summarized answers to the research questions previously answered in greater
detail in prior chapters. In some cases, two or more questions have been collapsed into
one heading, as the explanations inform multiple questions simultaneously.

What components make up each participant art therapist’s system?

Each participant’s system was comprised of historical contexts and current
theoretical interactions. These include: where they worked; the institution from where they
received their degrees; the teachers and peers with whom they interacted within their
respective institutions; state and national regulatory bodies; national and state associations;
those they considered heroes of the field; other art therapists; and facilities they worked
for prior to their current setting. Each component was linked together.

There were many components from other systems they intersected with that
contributed to the participants’ systems as well such as those of other art therapists, the
administrators of their placements and their teachers. The art therapists theoretical
perspectives, their conventions and their routinized structures also tended to be
components of their system. Each component of the art therapists’ systems influences the

interaction between their respective theories and practices.
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Do the art therapists’ theories inform their practices? If so, how?
This question was only partially complete; the question would have been more
useful if it also asked to what degree the practice informed the participants’ respected
theories. Indeed, the theory influenced the practice of the art therapist. In turn, the
participants’ practice reinformed and altered the participants’ theoretical beliefs. In the
opening chapter, it was argued that:
“through the interactions there is an input, an output and a throughput b
(Wyatt, personal communication, October 28, 1999). . . for example, the I
input, theories of art therapy, might be influenced by the throughput, the
contextual system to which the art therapist belongs, and are thus !
transformed into the output, the applied practice of the professional.”
As the study progressed, this concept did not seem entirely correct. The throughput was i
the interactions that occurred within the contextual systems, which in turn altered the E
input from which emerged an output. The input was the art therapists’ theories, i |
transformed into the output of practice. However, the input was also the practice which P
informed a new theory or ideological perspective, a new output. This output once again,
took on the characteristics of an input, transforming the practice, a different output. Thus,
a cycle was created. Neither theory nor practice was solely the input or the output-they
both took on either role, sometimes simultaneously, creating an endless interactive,
oscillating cycle. In this respect, theory and practice coevolved.
How does each participant art therapist define what an “art therapist” is?
This question emerged as a result of some of the general descriptions provided by

the art therapists about art therapy, which specifically focused on the participants’ beliefs

of what characteristics and practices shape an effective art therapist. In most cases,
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whenever the participants discussed what they considered effective art therapy practices,
they described characteristics an art therapist has in order to meet the practice needs. To
answer this question, eight of the participating art therapists referred to characteristics
they themselves possessed as the qualities an art therapist needed; regardless, many agreed
on several characteristics.

According to the participants, an art therapist needs to be flexible and creative.
Using herself as an example, one art therapist indicated that to be successful she required
patience, empathy, perseverance, faith in the clients, and open-mindedness. To some
degree or another, many of the other participants reiterated these characteristics as
requirements for success,

Nine participants indicated that they have to be sufficiently trained in psychology
and counseling techniques. Art therapists need to be human services oriented, and
somewhat altruistic. What is more, an effective art therapist accepts the ambiguity of
combining art and therapy.

A few art therapists mentioned that understanding the art process was a key
component to being an art therapist; however, this did not seem as prevalent a belief as
presupposed. Although they all in some degree touched on the necessity of being creative,
understanding “visual symbols”and having a “faith in the art,” interpersonal skills were
deemed more necessary. When asked what were the necessary characteristics for an art
therapist, Mary described “any therapist” indicating that the only thing that separates an
art therapist from any other kind of the therapist was the modality. Fern indicated that the

art therapist is intimately involved with the art, but that the end art product is not as much
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of a focus as it would be for an artist. Greta pointed out that the art is just a tool, and that
the clinical skills are what is most important. Such responses led to the question about
whether or not it was the art therapy that was valuable or the art therapists themselves; in
other words, does it even have to be art therapy. An overwhelming majority of the art
therapists indicated that it was not necessarily the art therapy that worked, but rather the
interpersonal skills of the therapist; in other words, it was not the art of art therapy, but
the therapy. Seven of the participating art therapists specifically indicated that they
believed that the art was just a tool they used, much like a psychotherapist would use talk;
or as Greta indicated “if I had been a hocus pocus therapist, I would have been using
hocus pocus, and if it worked, it would have been okay. . . .”

How do the participant art therapists describe their work? What is the relationship
between what the art therapists say their work is versus what they actually do?

The first question was established as a general vantage point from which to inquire
about the art therapists’ systems; the answers they provided for this question have been
scattered throughout this study. The participants’ responses contributed to a clear
understanding of the relationships between the art therapists’ systems, and how the
systems interacted with the participants’ theories and practices. All of the art therapists
had a little difficulty discussing their schedules, and what they were supposed to do within
the systems in which they worked. They were able to discuss the work in terms of minutia,
the actions they needed to perform on any given day. However, much of their work
became intuitive; the knowledge and understanding of what worked became so embedded

in their practice, they were not always cognizant of what it was they were doing, or even
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why. In many cases, the routines and conventions were so well established, descriptions of
what it was they did was simply not always available for discourse; or as Erin aptly put it,
“I don’t really think about the next thing I’m going to do. . . it’s a groove by now.”

Ten of the art therapists indicated that they believed that after they had been out of
graduate school for a short period of time, theories took a back seat to practice- that it
was the practice that dictated future practices. All of them believed that theory was
important to begin with, as it certainly allowed a groundwork on which to build; however,
few were aware of the coevolution that seemed to occur between their theories and
practices. !

Summarized Conclusions

From the answers to the questions about the work of the art therapist certain
conclusions transpired:
— The work of the art therapist emerged from the interaction between the art therapists’
theory and practice within and between their systems.
— The art therapists’ system is comprised of many components, and is not temporally nor
spatially limited. They include, but are not limited to: their place of work; the
administrators of these settings; policy and regulations of these settings; their peers within
these settings; their educational settings; their teachers and mentors from these educational
settings; the supervisors from their internship placements; national and state organizations;
national and state regulatory bodies; their heroes; other art therapists; and their clients.
— Theory does not simply inform practice, nor does practice simply influence theory, but

rather theory and practice are coevolutionary and interact in a cyclical fashion.
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— The art therapists’ systems influence and inform the interaction between their theory and
practice. The systems are the throughput through which the input is transformed into the
output.
— The work of the art therapist, that is, the interaction between the art therapist’s theory
and practice within his or her system, is individually determined. It depends on the art
therapist, not on the art therapy.
— Conventions exist within the art therapy subculture and routines exist within the art
therapists’ settings to create structure and help the actors make sense of an ambiguous
professional field.

Future Research

Future studies on larger, more diverse samples will be necessary to support these
conclusions. Furthermore, some of the individual characteristics that emerged as key
components require further evaluation. For example, the significance of “charting” as a
means for the art therapists to ingratiate themselves into a system and validate their own
work may have proved a substantial systemic component in this study, but it may not be
important for art therapists in other settings, such as those in schools. The concept of
heroes emerged as a key component of the participating art therapists’ systems. Additional
interviews, with a larger sample of art therapists, may be necessary to clarify and confirm
the significance and roles of heroes to the field of art therapy. Questionnaires can be
created, and further interviews conducted to determine the significance of the conventions
and routines established in the work of the art therapist.

This study started with the claim that this research would contribute to two areas
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of study; art therapy, and the diffusion of information in Information Management. The
information revealed in this study may help the field of art therapy, specifically the art
therapy educators, and art therapy education and association policy makers. It can help
them understand the systems in which the art therapists will find themselves in, how the art
therapists’ theories and practice will coevolve allowing a more specific course of
preparation for those entering the field, and how ultimately those who are in the field
survive based on their ability to prove themselves compatible and adaptable to their new
systems. Without an understanding that the art therapist needs to interact within a system
comprised of more than art therapists, the practicing clinician, and the field itself, will
flounder. The field of Information Management will benefit by comprehending how
ultimately both theory and practice can be diffused and ultimately utilized to influence a
system. The cycles in which theory and practice inform themselves, and the manner in
which the system informs and is informed by theory and practice provides concrete

examples of how information is transferred within an open organization.
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APPENDIX A
Dear Colleague:

I am currently working on my dissertation for a PhD in Information Transfer. at the School of
Library and Information Management, Emporia State University. I will be studving the work of art
therapists. exploring how the theoretical perspectives of our field translate into practice. My study
will be qualitative in scope. and will utilize a grounded theorv approach. My data will be obtained
through systematic observation. discussions and interviews, and content analysis.

Consequently. I am looking for volunteers to participate in this study.

Part of this study, the svstematic observation, entails that I follow around five art therapists in their
professional environment. This entails “shadowing’ each participant and recording the activities
during the professional work day. These include, but are not limited to:

--Interactions with peers. superiors and subordinates

--All meetings. formal and informal

--Preparation for sessions

Client sessions will not be observed. but vou will be asked to take part in a brief interview about
each session after thev are completed. without asking for privileged information.

The observations of the art therapist at work will not take more than one (1) week.

As well. informal and formal discussions and interviews will also be recorded. and may sometimes
be electronically recorded. Permission from vou will be obtained prior to the use of a tape recorder,
and vou will be informed each time the tape recorder 1s used.

For the sake of this study, an art therapist is anvone who has met the American Art Therapy
Association Inc.(AATA, Inc.) educational requirements to practice as an art therapist. However,
their title does not have to be “art therapist.” These participants will be chosen from art therapists
across the country. and I would like to ask vou to consider participating. If vou are not chosen to
be shadowed for the observation. with vour permission. vou may still be contacted for a brief
interview.

The consent forms are attached. and it explains that myv intention is to follow vou around. and
record vour work. No data will be recorded about vour clients except possibly general diagnostic
category.

Thank vou for vour consideration. If anv additional information is needed. or vour facility needs to
facilitate a clearance or background check for me. please do not hesitate to contact me. My work
number is 316-341-38 14, my home number is 316-343-3950. and my e-mail is

gussakda @ .emporia.edu.

Sincerely.

David Gussak
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APPENDIX B
INFORMED CONSENT DOCUMENT

The School of Library and Information Management at Emporia State University supports the
practice of protection of human participants for research and related activities. The studyv for which
this consent form applies will be an exploration of the work of art therapists. Participants will be
chosen from art therapists across the country. The following information is provided so that vou
can decide whether vou wish to participate in the present study. You should be aware that even if
vou agree to participate, vou are free to withdraw at any time. and that if vou do withdraw from
the study. vou will not be subjected to reprimand or any other form of reproach.

Each participant will be “shadowed” by me. David Gussak. at their place(s) of work. and all
observations will be duly recorded, including. but not limited to:

--Interactions with peers, superiors and subordinates

--All meetings, formal and informal (except with vour clients)

--Preparation for sessions

Client sessions will not be observed, but vou will be asked to take part in a brief interview about
each session after thev are completed, without asking for privileged information.

The observations of the art therapist at work will not take more than one (1) week.

As well. informal and formal discussions and interviews will also be recorded. and may sometimes
be electronically recorded. Permission from vou will be obtained prior to the use of a tape recorder.
and vou will be informed each time the tape recorder is used.

The job descriptions and policy and procedures of vour job descriptions and responsibilities will be
analvzed.

[ will maintain anonvmity and confidentiality for vou. vour peers and vour clients. Your name will
never be recorded. nor any other data that will clearly distinguish vou: i.e. specific demographics.
geographical location except by region. name of vour facility. No information on anyone with
whom vou interact will be recorded and no photographs will be taken.

I would be happy to answer anv inquiries concerning the procedures.

The field of art therapy and Information Transfer will benefit greatly from vour participation in
this study on the work of art therapy. as we strive to gain an understanding how our theoretical
perspectives translate into the practice performed in professional settings.

I have read the above statement and have been fully advised of the procedures 10 be used in this
project. I have been given sufficient opportuniry to ask any questions I had concerning the
procedures and possible risks involved. I understand the potential risks involved and I assume
them voluntarilv. I likewise understand that I can withdraw from the study at any: rime without
being subjected to reproach.

Participant Date
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APPENDIX C
INFORMED CONSENT TO AUDIO TAPE DISCUSSIONS

The School of Library and Information Management at Emporia State University supports the
practice of protection of human participants for research and related activities. The study for which
this consent form applies will be an exploration of the work of art therapists by me. David Gussak.
Participants will be chosen from art therapists across the country.

This consent is to demonstrate that vou understand that formal and informal interviews and
discussions may be recorded with a tape recorder. You also understand that no pnivileged
information will be recorded upon vour request. and that vou will be informed each time the tape
recorder 1s on. You request to turn the tape recorder off any time during the discussion will be
respected. I will maintain anonymity and confidentiality. and vour name or other demographic
information that will clearly distinguish vou: i.e. specific demographics. geographic location except
by region. name of vour facilitv, will not be recorded. No information about anvone with whom
vou interact will be recorded. If the interview is conducted over the phone. then this consent form
will be read to vou. and vou will provide verbal consent. which will be taped.

[ would be happy to answer any inquiries concerning the procedures.

The field of art therapy and Information Transfer will benefit greatly from vour participation in
this study on the work of art therapy. as we strive to gain an understanding how our theoretical
perspectives translate into the practice performed in professional settings.

I have read the above statement and have been fully advised of the procedures ro be used in this
project. I have been given sufficient opportunin' ro ask any questions I had concerning the
procedures and possible risks involved. I understand the potential risks involved and I assume
them voluntarily. I likewise understand that I can withdraw from the study at any time without
being subjecred ro reproach.

Participant Date
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APPENDIX D
Demographics

Please note: The following outlines the demographics at the time the research data was
gathered dunng the summer of 2000. Some of the demographic information may have
since changed. Past work history of each participant is included in Chapter 3 and has not
been duplicated here.

The following participating art therapists were observed:

Amy is a Caucasian woman in her mid-thirties. She is Canadian, but currently lives in the
Northwestern region of the United States. She graduated with her art therapy/marriage
and family therapy degree in 1995 from an approved program. She has her ATR as well as
her MFT (license). She currently maintains a private practice, as well as works as an art
therapist/marriage-family therapist in a local gay and lesbian community center, working
with adults with dual diagnoses.

Bonnie is a forty-two-year-old Caucasian woman. She currently lives in the Northeastern
region of the United States. She began her Master’s degree in art therapy in the
Northwest, but completed it on the East Coast in 1993. She has her ATR-BC. She
currently works with adolescents in an in-patient and day treatment psychiatric care
facility.

Carl is a twenty-five-year-old Hispanic man.. He currently lives in the Southeastern region
of the United States. He graduated with an MS in art therapy from an approved program
in the Mid-west in 1999. He is currently working on his ATR as well as a license as a drug
and alcohol counselor. He currently works for Occupational Health Services, providing
day treatment care for drug and alcohol related issues as an art therapist.

Debbie is a forty-five-year-old Italian-American woman. She currently lives in the
Southwestern region of the United States in a large, urban area. She graduated from a
Master’s degree program from an approved program on the East Coast in 1978. She has
her ATR. She currently works as an art therapist for a short-term psychiatric inpatient
hospital. She primarily works with adults.

Erin is a forty-four-year-old Caucasian woman. She currently lives in the Southern region
of the United States. She graduated from an MA program in art therapy from an approved
program in New England. She has her ATR and an LPC. She currently works in a
community psychiatric hospital. She primarily works with adults with dual diagnoses,
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The following participating art therapists were interviewed:

Fern is a fifty-vear-old Caucasian woman. She currently lives on the East Coast. She
grgduated from an MS program in art therapy from an approved program in the
Midwestern region of the United States. She has her ATR-BC. She has worked in several

psychiatric facilities, and currently works as the Internship Coordinator/Instructor at an art
therapy graduate program.

Grgta Is a sixty-seven-year-old Caucasian woman, She currently lives in the Midwestern
region of the United States. She graduated from an approved program in the Southwest.
She has her ATR-BC , MFT, CTS (Certified Trauma Specialist) and CGP (Certified
Group Psychotherapist). She has a great deal of experience in the field, and currently
considers herself a consultant, focusing on trauma, and has a private practice.

Kara is a fifty-four-year-old woman Caucasian woman. She currently lives in the
Southwestern region of the United States. She received her MS degree in Psychology in
the Northwestern region of the United States, and received her EdD from a University in
the Northwestern region of the United States in 1995 She has her ATR-BC as well as a
teaching credential. She is currently an assistant professor and program coordinator for an
art therapy graduate program in the mid-Southeast.

Lori is a Caucasian woman in her mid-fifties. She currently lives in the Southern region of
the United States. She received her masters degree from an approved program on the East
Coast in 1975. She has her ATR, is trained as a hypnotherapist, and has gone back to
school to receive a degree in Social Work. She currently works as an art therapist for a
short-term psychiatric inpatient hospital where she primarily works with adolescents. She
also has a private practice where she sees a few adult clients.

Mary is a Caucasian woman in her sixties. She currently lives in the Northern region of
the United States. She received her Masters degree in education, but did not receive a
degree in art therapy; there was no formal art therapy program when she was pursuing her
education. However, she had been trained by two early pioneers in the mid-1960s. She has
the ATR-BC and a PhD in clinical psychology. She is currently the director of a graduate
art therapy program in New England. She also has a private practice.

Nate is a Caucasian man in his late forties. He currently lives in the Midwestern region of
the United States. He received his MA from an approved program in New England in
1991. He has his ATR. He is currently the Rehabilitation Coordinator for Adolescent

Services for a private psychiatric hospital,




148

APPENDIX E

Work Space Diagrams
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GUIDELINES FOR ART THERAPY TRAINING

m=gining for ari therapy 1s a recent development. The fleld
came into existence through the ploneering efforts of indepnndent
practioners, most of whom remain active today. The guldelines
suzrested below have reference to & rising generation of thera-
5ists whe will ascquire through education the knowledge and skxills
élready developed by those whose professional experience antedates

specialized training in art therapye.

™he American Art Therapy Associstion cannot at this time
avaluate or reccmmend any specific programs or courses directed
0 art therapy sducation. The Guidelines are offered to help
educzators plan effectively the development of new courses and
curricule end to help students choose intelligently among exis-
tinz educational opportunities.

Gsneral Critearia

T™he American Art Tnerapy Assocletion endcrses and sesncourages

the development of master's degree programs or their graduate

levsl esuivalent (in terms of in-service training) as the educa-
t22nal msdium for the treining of professional art therapists. It
also epprovas of undergraduste programs that prepers students in
the besic areas of the fine arts and the behavioral and soclal sci-
ences. Prepsration in these two areas %3 the basis for =specialized
ert therapy training 1in accordance with the Association's standards
Tor greduste study.

fasistance tc Underzraduastes Interssted in 3raduate Art Therapy
Tra-ning

Besides gzulding interested students toward coursees in the
ereas preregulsits tc graduate study, educators in charge of under-
gradusate curricula can offer two other kinds of assistance, both
designed to help students evaluate their own interest in thera-
peutic work. Pirst, those who contemplate mpecialized graduate
training in art therapy should be strongly encouraged to work as
volunteers in agencies serving psople with various kinds of handi-
ceps. Second, self-evaluation may be further assisted by the of=-
fering of an undergraduate survey course in art therapy. Any such
course should be taught by en experienced professional art thera-
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t thersapy.
1st and should emphasize the history and theory of ar
geading of the basic literature should be required, with special
emphasis on books and articles by leading art therapists.

Recommendations for Art Therapy Training Programs Leading to the
MasterTs Degree

I. Faculty

There should be enough faculty members to provide advisory
services and gensral supervision for esch student. It would be
unrealistic to expect a faculty member to ¢arry responsibility
for more than 10 studenta. A more favorable student/teacher ratio

than 10/1 1s recommended.

At least helf the members of the gradusate Taculty should be
eligible for registration DY the Americen Art Therapy Association;
thls insures that they will have practiced art therapy at a profes-
sional level. Qualifications for art therapists among the faculty
mey further be defined by requiring that preceding professional
eéxperlence they have the master's degree in art therapy or a reason-
able equivalent, 1.e, master's degree 1n another field plus special
training in art therapy; or bachelor's degree plus several Years of
specialized independent study and field training under the super-
vision of a well-gualiried art therapist; or eminsnce in the field.

Every effort should be made to crests faculty positions for

fie1d supervisors.

II. Curriculum

it 1s unlikely that competence in a professional field can be
gcquired In less than two academie years.

Curriculum should procesd from thae conceptual to the practical,
The core of tne curriculum should coneist of & treatment ol the his-
“0ry, theory, and Practice of art therapy; eéxperience with the tech-
niques o practice; and s éoneern for the distinction betwean the
dlagnostic and therapsutie applications of art therapy. Thne core

currdeulum mst also include Supsrvised practigal éxperience (mes
ZII below),

Speclal emphasis should be placed on the extensive history or
the discipline, including referance to the works of forerunners
and of early and sontemporary Practitioners. Attention should be
paid to those bases of art therapy theory ana practice that are
Zound outside the field 1tselr in the work or pedagogues, psyschi-
atrists, paychologiats, philonopharu, and erities.

As the student Progresses through the program there should be
inereased opportunities for Specialization, Fields cr Speclali-~
zation to be offered will depend, or course, on the particular




=3= 159

skills, interests, and experience of the art therapy faculty.
However, it is urged that work with both children and adults
given consideration in all programs. Specialization demands se-
quences of at least two courses within a given sareea.

Electives in art therany: Professional training requires
that & mejority of credits be acquired in the field of art therapy.
The development of specialization witnin a program will naturally
lead to an appropriate group of elective courses. Courses allowing
for individusl study will permit students to concentrate on special
areas of interest with the supsrvision and assistance of a member
of the facultwv. Opportunities of this nature provide a highly desir-
able element of flexibllity.

Electives outside of art therapy: Provision should be mads
for thne accurraiation ol degree credlts in disciplines related to art
therapvy. Graduate courses in psychology, psychiatry, art education,
counseling, and various special theraples are likely to be chosen
freguently as nondepartmental electives. Less usual selections may
be approved in view of the special intersests of individual students.
Such interdiseiplinary study is to be strongly encouraged.

TII. Practical Training Opportunities

Tne major practicel experience commonly callied the practiecunm
reguires at least 2 workdays a week over a period of two semesters.
Thus & minimum of 416 hours ought to be reguired. The same number
¢l hours may be provided by concentrated summer work in a shorter
perzod cr by evening work cver a more extended period.

Zn additicn to the practicum, 4t is strongly urged that eourse
Instroction be enriched by opportunities to carry out exercises in
clinicel settings. In this way the scademic and the clinical will
be cliosely coordinated throughout the two years of training. PFor
example, tecnniques learned in the first semsster c? the first
7ear cf treining ought to be practiczed froxz the start. Fiald work
preceding or following the practizum in the seme setting 1s highly
recormended for the sake o0f a more sustained experience,

plase end timely supervision i1s cruciasl in the practicum. An
art therapist experienced enough to qualify for the ATR is, of course
the supervisor cf cholce. Cther clinical personnel such as social ’
wcrkers, psychologists, and psychiatrista may provide clinical
supervision in the absence of gn art therarist; however 1t is ex-
pected that art therapy faculty members will provide close off=-the-

Fl
Job supervision in the latter case and general su
students in the practicunm. & pervisicn for all

. In viev of the applicability of art therapy to bros
©f renabllitation and education, efforts should be made :oagzg:ide
p:&cenents not only in the conventional pesychiatric institutional
settiings but also in such setiings as schools; drug and alcohol
renabllitation programe; nalf-way houses for allensted sdoleascents
prisoners, and psychiatric patlenta; and comrmanity centers. ’
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IV. Prerequisites

0f course the general universlty requirament; io:ea:?izgigga

to a gradusaste program take preced;nc: Ovzzd:iisozneart ghe;aoy ha;e
it is essential that graduate s ! T °

§°;§Z§Zéound in human psychology, normal, abnormal:,L ;nd ?:z:iip?;zt
tal and in other aspects of the behavioral and socc 3 Sgd*ticn tha
nave bearing upon professional work i? th:(;i;%iéan:n'g“y_‘n ne

ual importance is a regulrement for 8IgT - work 2 _
:{sggl arts? It is upon the foundation prov%de? by voipe:ence in
these two arsaes that graduate training in art theraepy reszs.

V. Pacilitles

3 te for the courses
Spacs, eguipment, and suppliles must be adeguate
offereg. Particular ét:ention should be pald to the development of
a collection of case materials appropriate for didactic use.

library: Training in art therapy reguires the availability
of & major collection of books and journals. Relevant works that
can be made available by other departments need not be duplicated.
For example, 1If the program is ecarried out in a university with a
medical school, avallable books and journals covering psyc?opathology,
csychodrnamica, and individual, group, and family treatment methodsg
wil> probably make it unnecessary for the art therapy department to
maintain this porvion of the collection. Art, art education, and
ogychology deparctments may also have works that otherwise would need
to bs included in the art therapy collection.

Tne tasic works on the thecry and practice of art therapy by
art theraplsts must constitute the core of the art therapy depart-
ment's own co.lectlion. It is desirable to meiniain s collection
¢l reprints ol relevant papers from journals that are not readily
avallatle,

Adopted by the EZxecutive Board, April 1373,
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American Art Therapy
Association

1202 Allanson Road
Mundelein, IL 60060
(708) 949-6064

Eftective Date January 1, 1993

GUIDELINES FOR ACADEMIC, INSTITUTE
AND CLINICAL ART THERAPY TRAINING

Revised October, 1989!

The field of Art Therapy came into existence through the
ptoneering efforts of independent practitioners. The first
formal training program was established 1n 1967, followed
by a period of rapid growth of programs geographically
dispersed across the natron. Administrators of these pro-
grams share a commiment to generating highly skilied
prolessionats who enrich and enhance the mental health
field. Tnese Guidelines were developed to assist educators
in planning ang implementing etfective programs of study,
anc to assist stugents in ChoosSINg among ever-expanding
egucational opportunities.

INTRODUCTION

Presented beiow are the revised and uocated Guigelines
for Acagemic, Institute and Clinical An Therapy Traming.
Revisions have been made primarily 1o reflect the reguire-
ment for a Master's gegree as a prerequisite for Ant
Therapy Registration efiective January 1, 1993. This degree
can be conferred in cenain ant therapy training programs of
can be earnec in another field as a prerequistie to enrolt-
men! 17 8 post-gracuate nstitute. chnical training or
academically sponsored program in art therapy.

These revised Guidelines are effective January 1. 1983,
anc letters ¢! Iinten! will be taken by the American An
Therapy Association (AATA) from schools, institutes and
chnical training programs ailowing for a transitional period.
The tnree vea- grandtfatnering period will also apply to
Stucents currently enrolied 1n art tnerapy educational pro-
grams. with respect 10 requirements for An Therapy
Registration.

-1-




Stugents who will complete tneir educationa; and ex. ' Table of Contents 163
penence prerequisites for Ar Therapy Regisiration after
January 1. 1993 snouid familiarze themseives with the

Revised Standards and Procedures for Registration which Recommendations for Art Therapy Training Programs
become effective on that date. In tnese revised Registra. Leading to a Master's Degree

tion Standards, the number of Protessional Qualrty Credns Page 4 ’

(PQCs) awardeg vary with the type of educationa) program nae R

Recommendations and Criteria for Post Graduaste

COMMISSION or association, or from an Institute or chinical Clinical Training Pro