
Running head: BUILDING ON STRENGTHS 

 

 

 

 

 

 

Building on Strengths: An Art Therapy Program  

for an Acquired Brain Injury Survivor  

 

 

Anita Klingenberg 

 

 

A Thesis Submitted in Partial  

Fulfillment of the Requirement  

For the Masters of Arts in Art Therapy Degree 

 

Department of Art Therapy in the Graduate Program 

Saint Mary-of-the-Woods College, 

Saint Mary-of-the-Woods, Indiana 

 

December 2017 

 

 

 

 



BUILDING ON STRENGTHS 2 

ABSTRACT 

This single case study evaluated an individualized art therapy program for an acquired brain 

injury survivor by building on his personal pre-and post-injury profile, strengths, skills, 

experiences and memories.  An inclusive and holistic approach to the art therapy intervention 

contributed to him reaching his optimum ability and quality of life.  Building on his pre-and 

post-injury profile helped recognize and affirm personal strengths, leading to a renewed sense of 

self-identity.  Exploring components of the Expressive Therapies Continuum within this personal 

framework improved neurological and cognitive functioning, and enhanced emotional and 

creative expression.  Using art and craft materials furthermore increased motor skills and 

physiological functioning.  This eight-week art therapy program culminated in a personalized art 

memory workbook consisting of images of the art therapy directives and processes to further 

strengthen memory.  The program laid the foundation for lifelong art and craft making, 

continually building on rediscovered and newly gained interests and abilities. 
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CHAPTER I 

Introduction 

The Brain Injury Association of America (BIAA) estimated that 2.4 million children and 

adults in the U.S. sustained a traumatic brain injury (TBI) and another 795,000 individuals 

sustained an acquired brain injury (ABI) from non-traumatic causes in 2016.  A traumatic brain 

injury was described as an injury to the brain caused by an external force after birth.  An 

acquired brain injury included all types of traumatic brain injuries as well as brain injuries 

caused after birth by cerebral vascular accidents, commonly known as stroke, and loss of oxygen 

to the brain (BIAA, 2016). 

More than 5.3 million children and adults in the U.S. lived with a lifelong disability as a 

result of TBI and an estimated 1.1 million had a disability due to stroke (BIAA, 2016).  

Traumatic brain injury and acquired brain injury can cause physical, cognitive, behavioral, social 

and emotional impairments, affecting daily living, communication, executive functioning and 

other skills, depending on the severity of the injury and which part of the brain had been affected 

(Kline, 2016).  In 2014 the BIAA determined that only 5% of TBI and ABI survivors living in 

the United Sates had access to funding for services (Kline, 2016).   

The focus of this research was to develop an individualized art therapy program for an 

acquired brain injury survivor, building on his personal pre-and post-injury profile, strengths, 

skills and memories.  It was inspired by the Lefaivre Rainbow Effect (Lefaivre, 2015), an 

interdisciplinary and holistic rehabilitation program, which took the total sum of the client’s pre-

injury identity into account.  Despite the aim of providing the full spectrum of an individual 

client’s pre-injury profile, the Lefaivre Rainbow Effect failed to include creativity and the arts as 

one of the components in the spectrum, which this researcher believed to be a shortcoming.  
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Additionally, Lefaivre did not include any post-injury improvements or changes, which should 

also be incorporated when developing a rehabilitation program. 

Problem Statement 

When doing art therapy with acquired brain injury (ABI) clients, their pre-and post-injury 

profile, skills, memories, experiences and abilities should be assessed and used to guide the 

treatment plan.  Building on this knowledge could contribute to the reaching of optimum ability 

and maximum quality of life.  It will contribute towards improving physiological and 

neurological functioning, as well as provide a release for emotional expression at a non-verbal, 

symbolic level. 

Research Questions 

This study was guided by the following questions, What was the impact of a personalized 

art therapy treatment program tailored to an ABI client’s personal pre-and post-injury skills 

experiences and abilities?  How can these individualized art interventions lead to improved 

memory and cognitive skills, improved creative expression, and an increase in the quality of life 

for both client and caregiver? 

Basic Assumptions 

ABI survivors and their family members lived under severe stress coping with everyday 

demands, and attempting to lead a normal family life while simultaneously caring for and 

adapting to a family member with traumatic or acquired brain injury (Lefaivre, 2015).  By 

building an art therapy treatment plan based on nurturing and developing the ABI survivor’s pre-

and post-injury skills, shared memories and experiences, the family and survivor will rediscover, 

affirm and acknowledge his personal strengths and new identity, which could contribute to 
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reducing stress and a better acceptance of present circumstances.  According to Lefaivre (2015), 

stress inhibited recovery, and reducing stress had a positive impact on the treatment plan.  

Using art therapy to build on pre-and post-injury skills, memories and abilities, will 

strengthen and improve neurological and cognitive functioning, provide an opportunity for 

emotional expression, contribute to a new sense of identity and develop social skills.  Latent 

creative strengths will be rediscovered and lead to an increased sense of psychological well-

being.  Using art and craft materials will improve motor skills and physiological functioning. 

Statement of Purpose 

 The purpose of this case study was to develop a framework for a replicable and 

sustainable art therapy program for acquired brain injury survivors.  By taking the individual 

client’s personal pre- and post injury history, memories, skills and abilities into account, and 

developing an individualized art therapy program which includes and builds upon all 

components of the Expressive Therapies Continuum (Hinz, 2009), the art therapy program will 

lead to improved memory, an increase in cognitive skills, enhanced emotional and creative 

expression and a renewed sense of self-identity.  Identity loss was recognized as being important 

to ABI survivors, and art therapy can play an important role in identity reclamation and 

transformation (Reynolds, 2012).   

Hypothesis 

 Utilizing the Expressive Therapies Continuum (ETC) in an eight-week art therapy 

program based on the research participant’s personal pre-and post-injury profile, memories, 

skills and abilities, resulted in an increase in memory recall and retention as well as improved 

cognitive functioning and motor skills.  The recognition and affirmation of personal creative 

abilities led to better self-acceptance and an improved self-identity.  The results of this study 
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provided evidence of the important contribution art therapy can make to the emotional, 

neurological and physiological rehabilitation of acquired brain injury survivors.   

Definition of Terms 

Acquired brain injury (ABI).  This included all types of traumatic brain injuries and 

also brain injuries caused after birth by cerebral vascular accidents (commonly known as stroke), 

and loss of oxygen to the brain (BIAA, 2016). 

Acquired prosopagnosia.  This defined the difficulty in recognizing familiar faces after 

a stroke (Stroke Association, 2012). 

Aphasia.  This language disorder after stroke could cause problems with understanding 

what others say, finding the right words to say, putting words into sentences that others can 

understand, as well as causing problems in reading and writing (Wallace, Purdy, & Hasselkus, 

2012). 

Brainplasticity.  This described the ability of the brain to renew, strengthen and rewire 

so as to compensate for brain deficits and brain injury (Hass-Cohen, 2008).  

Constructional apraxia.  This described a disability in drawing, building and 

assembling complex forms (Trojano & Grossi, 1998).  The ability to spontaneously draw or copy 

figures was impaired as a consequence of brain damage.  This drawing disturbance might occur 

without general impairment of intelligence, visual or motor capabilities (Makuuchi, Kaminaga, 

& Sugishita, 2003).  

Episodic memory.  This neurocognitive (brain/mind) system enabled human beings to 

remember past experiences (Tulving, 2002).  
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Explicit memory.  This form of memory, also known as declarative memory, consisted 

of the intentional, conscious memory of facts, previous experiences and concepts (Schacter, 

1996).  

Expressive Therapies Continuum (ETC).  The ETC organized art media interactions 

into a hierarchical system from simple to complex: the kinesthetic, sensory, perceptual affective, 

cognitive, symbolic and creative levels.  It provided a framework for using art in therapy (Hinz, 

2009).  

Hypoxic-anoxic brain injury (HAI).  This occurred when the flow of oxygen to the 

brain was interrupted, starving the brain from oxygen and preventing vital biochemical processes 

to be performed (Family Caregiver Alliance, 2004).  

Implicit memory.  This form of memory described when a person was influenced by a 

past experience without any awareness that they are remembering (Schacter, 1996). 

Monotype.  Monotypes were a graphic process that involved drawing on glass or smooth 

metal with ink or paint.  Absorbent paper was placed over the plate, drawn onto or pressed into 

the paint with hands, fingertips or a sharp object.  Monotypes had the fluidity of a painting; only 

one print of a kind could be made with each print (White, 2002).   

Perseveration.  This defined the repetitive and continuous behavior, speech or thought, 

often due to frontal lobe injury to the brain.  It was also characterized by gratuitous productions 

such as the tendency to add irrelevant drawing or writing not requested by an investigator 

(Ronchi, Posteraro, Fortis, Bricolo, & Vallar, 2009).  

Photomontage.  This process involved making a composite photograph by cutting, 

gluing and rearranging two or more photographs into a new image, blending them together 

seamlessly so as to alter the original content of the individual photographs (Golding, 1997).  
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Procedural memory.  This was the memory for nonverbal skills and motor procedures 

such as playing a musical instrument (Fish & Brentnall, 2017).   

Prospective memory.  This form of memory defined memory for future intentions (Fish 

& Brentnall, 2017).     

Semantic memory.  This memory involved the basic world knowledge of words, objects, 

people and places (Price, Bonner, & Grossman, 2015). 

Traumatic brain injury (TBI).  This was defined as an injury to the brain caused by an 

external force after birth.  Common causes of a traumatic brain injury included gunshot wounds, 

motor vehicle crashes, assaults, or falling and striking your head (BIAA, 2016). 

Visual agnosia.  This was the inability to recognize visually presented objects, or 

familiar things, despite of the preservation of basic sensory functions (Stroke Association, 2012).  

Working memory.  This system held and manipulated information currently in mind 

(Fish & Brentnall, 2017).  

Justification of the Study 

Often stroke patients only received short-term occupational and physical therapy after the 

brain injury occurred; and sometimes, especially in underserviced rural areas, they received no 

therapeutic services at all.  Providing stroke survivors with expressive arts therapies that were 

sustainable and affordable and could be continued when other therapeutic services were no 

longer provided not only contributed to their rehabilitation but also improved their quality of life.  

Building on pre-injury strengths by developing an art therapy program based on these strengths 

could lead to the discovery of new talents and abilities and help regain lost identity.  Art therapy 

can help provide stroke survivors with the hope of recovery and creative fulfillment. 
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This research study explored the contribution art therapy could make to neuro-

rehabilitation, and how an understanding of neuroscience, memory and brainplasticity may 

contribute to art therapy when working with clients with a brain injury.  Gaining a better 

understanding of the relationship between art therapy and neuroscience will make an important 

contribution to art therapy research.   
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CHAPTER II 

 

Literature Review 

Brain Trauma and Neurological Disorders 

The Global Burden of Disease was a collaborative study between the World Bank, the 

Harvard School of Health and the World Health Organization (WHO, 2006).  The study found 

that the burden and global health impact of neurological disorders had been seriously 

underestimated.  Traumatic brain injury was found to be the leading cause of death and disability 

in children and young adults and was involved in nearly half of all trauma deaths.  Stroke, an 

acquired brain injury, was identified as the major cause of long-term disability and resulted in a 

loss of 49 million Disability-Adjusted Life Years worldwide each year.  The study also found 

that services and resources for patients with neurological disorders were disproportionately 

scarce in both developing and developed countries, and especially in rural areas (WHO, 2006).  

The Society for the Study of Social Problems (SSSP, 2016) defined disability as a 

socially created problem that needed to be viewed within a social problems framework.  It was 

not just a personal problem that could be attributed to the individual with the disability, but 

consisted of a complex collection of conditions created by a social environment, which lacked 

the resources to provide the necessary services, nor had the social infrastructure to integrate 

those with disabilities into society.  Individuals with physical or mental disabilities were socially 

isolated, marginalized, and stigmatized which aggravated the vicious cycle of illness as 

individuals and their families became reluctant to seek treatment and help.  The SSSP believed 

disability was an issue that needed to be re-politicized and the prevailing idea of it being a 

personal problem rejected.    
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Fins (2017), a professor of medical ethics, believed that just as it took years of education 

for a developing brain to mature, a similar commitment to a recovering brain injury needed to be 

made, as magnetic resonance imaging has proved that even a grievously injured brain could heal 

itself.  It appeared to do so by a process, the reorganization of connections among neurons, 

which bore a strong resemblance to typical brain development.   

Brain injury rehabilitation needed to be reconceived as education and lifelong learning, 

and promoted in this way as a means to achieve a recovered life.  Instead, rehabilitation for those 

who were lucky enough to receive it, usually only consisted of a few hours a week for six weeks.  

Just as there was a legal obligation to educate the developing brain, Fins (2017) believed there 

should be a correlative responsibility to those who had had a brain injury and whose brains were 

in a process of redevelopment and recovery.  In the same way as the SSP, Fins believed it was a 

civil rights issue and that this population needed legal protection and free access to care and 

lifelong rehabilitation.  Instead, brain trauma survivors were disenfranchised by their injury and 

fell outside the scope of legal protection. 

Rehabilitation was defined by the WHO (2006) as an active process by which those 

affected by injury or disease achieved either full recovery, or if that was not possible, realized 

their optimal physical, social and mental potential and became fully integrated in an environment 

that was most appropriate for them.  All individuals, regardless of physical or mental disability, 

needed to be supported to live to their highest potential in environments that enabled opportunity 

and actively combated all forms of discrimination (SSSP, 2016). 

Brain trauma and neurological disorders had an enormous emotional and socio-economic 

impact on patients, their families and health services, when considering the stigma and lack of 

resources attached to these disabilities, and with the bulk of long-term care for patients falling on 
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community services and family members.  The quality of life with neurological disorders and 

brain injury became a pressing issue, as life with brain trauma needed to be worth living (Eum & 

Yim, 2015).  The expressive arts therapies could play an important role in achieving quality of 

life for those suffering from neurological disorders or brain trauma (Reynolds, 2012). 

Integrating Therapies: A Holistic Approach 

Lefaivre (2015), an occupational therapist in British Columbia who supervised mental 

health boarding programs, observed that persons with traumatic brain injury began to exhibit the 

same symptoms and behaviors as those with mental illness who also lived in the boarding homes.  

She came to the conclusion that if the brain injury patients who were living in the mental 

institutions were able to mimic the behavior of other residents who suffered from mental 

illnesses such as schizophrenia, then the brain was processing and integrating information and 

exhibiting new learning.  This discovery resulted in her developing the Lefaivre Rainbow Effect.  

This community-based interdisciplinary and holistic evaluation and rehabilitation program was 

done with the brain injury survivor living at home with family or a caregiver (Lefaivre, 2015).  

The Lefaivre Rainbow Effect emphasized “life before injury”, rather than evaluating the brain 

injury survivor based only on what the therapist observed during the assessment and in the 

therapeutic relationship with the client.  In her book, Lefaivre depicted the full spectrum of pre-

injury life as a circle broken up into pie-segments, each representing an aspect of pre-injury life.  

The pie-segments represented cognitive activities, emotional qualities, work, spirituality, 

relaxation, social life, physical activities, family, community, functional tasks, leisure activities 

and sexuality.  Although leisure and relaxation could include art making and creativity, Lefaivre 

did not include the creative and /or expressive arts as an equally important segment or 

component on the Lefaivre Rainbow Effect spectrum.  Lefaivre (2015) also did not take post-
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injury improvements or changes into account, which should also be incorporated when 

developing a rehabilitation program.  Despite these shortcomings her approach combining 

community-based rehabilitation with taking the total sum of the brain injury survivor’s pre-injury 

life into account, provided a solid foundation for an integrated and holistic approach towards 

treating brain injury.   

Flanagan (2017), an occupational therapist from Ireland, believed the Lefaivre technique 

was not that unique as therapists always tried to individualize treatment for their patients.  She 

valued Lefaivre’s focus on the motivational factors of hope and the human spirit, but could not 

fully apply the Lefaivre technique to her work in a publicly funded rehabilitation center in 

Ireland, as the Irish health system had limited resources and the Lefaivre technique required at 

least six years of community–based therapy.   

Research with the focus on a holistic neuropsychological rehabilitation approach to 

traumatic brain injury done in India by Nehra, Bajpai, Sinha, and Khandelwal, (2014) followed a 

similar approach to the Lefaivre technique in that all aspects of the brain injury survivor’s life 

were included in the rehabilitation process.  In their study, Nehra et al. not only tailored the 

rehabilitation process to fulfill the needs of the individual patient, but also focused on post-injury 

grief and bereavement, family counseling, supportive psychotherapy, social re-integration, as 

well as skills and vocational training.  They found that a patient specific and holistic 

neuropsychological rehabilitation approach improved short-term quality of life and prevented 

future developments of physical and psychological pathologies.   

Ellis-Hill, Payne and Ward (2000) found in a study with eight stroke survivors that all 

research participants described a fundamental change in their lives and identity after stroke.  

Participants reported a split between the self and the body, with the body becoming something 
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foreign and separate from the self.  When recovery was defined in physical terms alone 

rehabilitation services were hard to justify after six months, as published evidence suggested that 

physical recovery was complete or could not improve at this point.  Ellis-Hill et al. argued that 

stroke rehabilitation needed to follow a life-narrative approach, continuing beyond the six 

months post-stroke rehabilitation period.  Rehabilitation practitioners needed to take the ongoing 

story of the stroke survivor into account, planning personalized interventions accordingly.  A 

narrative approach emphasized the social as well as individual nature of the disability (Ellis-Hill, 

et. al., 2000).   

In the United Kingdom, the British Society of Rehabilitative Medicine (BSRM, 2015) 

recommended that brain injury rehabilitation included physiotherapy, occupational therapy, 

psychology, the medical profession, speech and language therapy, as well as art and music 

therapy, as recovery from brain injury was complex and needed to involve body, brain, mind, 

and the patient’s life before injury.  Within that team the art therapist specialized in offering 

treatment for emotional and psychological needs, as patients with brain trauma had problems 

with reasoning, language and memory, and therefore struggled to access verbal psychotherapies 

(Weston, 2008).  

Creativity, the Brain and Neurological Disorders 

 From a neuroscientific perspective, creativity could be defined as the ability to produce a 

work that was original, valuable, breaking with conventional well-established ideas and 

developing alternative behaviors in unexpected situations (De Souza et al., 2014).  It involved 

problem-solving and abstract thinking, working memory, attention, and the ability to mentalize.  

The functions that defined creativity depended largely on the integrity of the prefrontal cortex, a 

brain region responsible for behavioral adaptation and integrated mental functions (De Souza et 
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al., 2014).  Zaidel (2014) found that because of neuro-anatomical functions only present in the 

human brain, spontaneous art production was unique to humans and human societies.  Art in all 

its forms were an important feature of human societies as it served as a symbolic communication 

system covering cultural norms, history, ideas, emotions and esthetics.  The creative and 

innovative behaviors in some animals suggested that the roots of creativity originated in human 

biological ancestry, and that nonhuman brain mechanisms were able to deal with experiences in 

innovative ways.  Animals capable of innovation were driven by survival needs.  The same 

biological need for survival was part of the art production process, and was a way to 

communicate after brain injury hindered verbal communication (Zaidel, 2014).    

The visual arts had the ability to make the invisible visible, (Klee, 1968) and provided us 

with a way of understanding creativity in a concrete way.  Aristotle (384-322 BCE) believed that 

our impulse to make and engage with art of all types was nature’s way of helping us develop the 

ability to recognize a signal in all the noise – to find patterns in what previously were seen only 

as a series of random dots (O’Brian, 2015).   

Neuroscientist and psychiatrist McGillchrist (2012) found that what defined the human 

condition was our ability to stand back from the world, to plan, think flexibly and intuitively and 

respond actively.  This ability to rise above the world in which we lived, was made possible by 

the evolution of the frontal lobes.  The prefrontal cortex had both pro-active and inhibitory 

functions in the management of creative processes.  Frontal lobe disinhibition, eliminating social 

and personal constraints that limited creative power, was crucial for allowing the emergence of 

novelty, a prerequisite for creativity (Viskontas & Miller, 2013).  Csikszentmihalyi (1990) 

described the creative process as “flow”.  This state was experienced when being creative 

became effortless without deliberation, all encompassing and without inhibition.   
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Studying the art of both professional artists and non-artists who suffered from 

neurological disorders presented neuroscientists with the opportunity to understand the 

underlying functions of cerebral dysfunction in creativity (De Souza et al., 2014, Zaidel, 2017).  

Damage to or a decrease in functioning of the frontal lobe provoked social disinhibition, 

compulsive behaviors and cognitive constraints, which increased artistic creativity in some 

frontotemporal dementia patients and in some cases, a start in painting activities by non-painters 

with dementia (Bogousslavsky, 2005, De Souza et al., 2014).  Stroke sometimes resulted in 

enhanced expressivity with reports of right-handed patients using their left hands to paint for the 

first time, leading to more emotional strength, bolder colors and increased creativity (Chatterjee, 

2006).  Bogousslavsky (2005) described a patient who became ambidextrous after a stroke and 

used brighter, vivid colors when painting with his left hand and the reverse when using his right 

hand.  Another stroke patient presented synaesethesia through her use of color that related 

directly to her happiness or post-stroke pain.  She used warm colors such as orange and red when 

happy and at times had to stop using blue and grey as it exacerbated her pain (Schott, 2012).   

Creative compulsion, obsession, patterning and perseveration often formed an integral 

part of neurological disturbances and frontal lobe damage (Zabelina, 2017).  The work by 

composer Maurice Ravel (1875-1937), who suffered from focal cerebral degeneration, displayed 

signs of perseveration when he composed the orchestral piece Bolero – the same phrase was 

repeated by the snare drum 169 times, and the same melody repeated 18 times with different 

orchestration (Thompson, 2014).  Complex perseveration in drawings often included the 

gratuitous, unrelated production of objects or symbols such as a patient’s signature (Ronchi et 

al., 2009).  Perseveration was found to be the result of neurological disorders; but perseverance, 

from which the word perseveration had been derived, was a positive trait and directly linked to 
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creative achievement.  This increased level of attentional persistence, even if it sometimes came 

at the cost of perseveration, was an integral part of the creative act (Zabelina, 2017).  Kozbelt 

(2008) studied visual artists and found their creativity was directly linked to their ability to 

maintain an extended focus, and that they spent more time reworking their drawings than non-

artists did.    

Evidence from patients with dementia suggested that the right hemisphere of the brain 

was responsible for maintaining a continuous and coherent sense of self and that right frontal 

damage impaired the sense of self – a self with a narrative and the ability to distinguish self from 

others (McGilchrist, 2012).  The compulsion of some patients with brain damage to repetitively 

write or paint their names on drawings and paintings might also be connected to this need to 

reestablish self-identity.   

Another result of right parietal lobe damage was constructional apraxia, which described 

difficulties with cerebral functions that related to art.  These included the inability to put one-

dimensional units together to form two–dimensional figures or patterns, as well as the inability to 

draw and copy images while elementary functions such as seeing, speaking and using limbs had 

been preserved (Caplan, 2006).   Caplan (2006) tested his patients for constructional apraxia 

associated with left parietal lesion by asking them to draw complex figures such as house or a 

daisy from memory.  This usually resulted in very simple figures, but once a visual model was 

available they could copy it well.  His test for damage to the right parietal lobe showed that it 

resulted in an inability to copy and in misjudgment of sizes, angles and proportions in drawings.  

This led to him determining that the right cerebral hemisphere was responsible for visuospatial 

functions and the recall of visual data, leading to the flattening out of three-dimensional objects 

with all facades visible as in a child’s drawing.  McGillchrist (2012) explained this as a result of 
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the left hemisphere being concerned about what it knows, whereas the right hemisphere was 

concerned about what it experiences.  

The drive to create art after brain damage could be understood as a deeply rooted 

biological need for survival when the usual communicative channels failed due to brain damage 

(Zaidel, 2014).  Art became a substitute when speaking and writing had been lost and drawing 

and painting in particular became a new method of communication (Zaidel, 2013).  Schott (2012) 

believed that the evidence and focus of creativity in patients with neurological disorders should 

lie in their creations and not in the psychological testing and analysis of their cerebral damage 

and perfusion patterns.  Where disintegration of creativity due to cerebral disease was to be 

expected, the reverse was sometimes true.  The successful artworks created by patients provided 

evidence that the focus needed to be on what they could create despite the brain injury, and not 

on the injury itself (Schott, 2012). 

An example of how this innate creative drive of adults with neurological limitations 

could be supported outside of a medical setting was the Creative Growth Art Center in Oakland, 

California. The art center was founded in 1978 by artist/educator Florence Ludins-Katz and 

psychologist Elias Katz, which provided therapeutic support, as well as vocational and artistic 

training.  Participants were assisted in creating artworks of the highest artistic merit, as the 

founders believed that even though a human being may have a disability, it did not change the 

need for fulfillment to the greatest of his or her capacity (Rich, 2015).  Regardless of the 

disability, when the opportunity existed, Ludins-Katz and Katz (1990) saw  “the creative impulse 

burst forth like a surge of floodwater when the dam has been removed” (p. 5). 

 

 



BUILDING ON STRENGTHS 24 

Art Therapy and Neurological Conditions 

At the turn of the 20th century a special interest group, which focused on how art 

therapists and professionals in the field of neurology could work together, was formed in the 

United Kingdom.  Since then a wealth of research, which looked at the complex relationship 

between art, creativity and interpersonal biology, has been published (Weston & Liebmann, 

2015).  Clinical neuroscience was the application of the science of neurobiology to human 

psychology.  By drawing from the findings of clinical neuroscience, the therapeutic advantages 

and unique contribution of art therapy to wellbeing and health could be explained in a scientific 

way, giving it new validity (Hass-Cohen, 2008).  

 Hass-Cohen and Findlay (2015) demonstrated the dynamic interplay of the brain and 

bodily systems during art therapy.  Through Art Therapy Relational Neuroscience (ATR-N), 

Hass-Cohen and Findlay developed an art therapy program called CREATE, comprising of six 

principles.  These principles were: Creative Embodiment, Relational Resonating, Expressive 

Communicating, Adaptive Responding, Transformative Integrating, as well as Emphasizing and 

Compassion.  They believed art making done in art therapy, and which followed these six 

principles, acted as a force of integration and interconnectedness of all the brain systems, 

creating a greater awareness and understanding of an experience.  An understanding of these 

connections led to choosing art therapy techniques, which were attuned to individual clients’ 

needs (Hass-Cohen & Findlay, 2015).   

Art therapy had the unique ability to help clients resolve and respond to fears, disturbing 

memories and strong emotional reactions, helping to rewire and recondition the brain to 

overcome past traumas.  By integrating art therapy and clinical neuroscience, the connections 
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between human behaviors, mental events and underlying neural systems would be better 

understood, and mind and body would no longer be seen as separate entities (Hass-Cohen, 2008).   

Weston & Liebmann (2015) drew together the experience of art therapists across the 

United Kingdom working in this field.  Their book was a collection of chapters written by art 

therapists, who shared their personal experiences and expertise through case studies and 

examples of art therapy interventions.  Describing their practical day-to-day experiences working 

with clients with neurological conditions such as traumatic brain injury, acquired brain injury, 

epilepsy or dementia, the art therapists approached their work holistically, taking clients’ 

neurological, cognitive and psychological issues into consideration.  According to Weston and 

Liebmann neurology was a field of specialization which belonged somewhere between mental 

and physical health.  Art therapists working with clients with neurological conditions needed to 

address trauma and loss alongside the impact of neurological damage.  They had to work with 

their clients towards an acceptance of deficits, but at the same time focus on strengths, 

reestablishing a sense of self and identity.  Art therapy might not change the course of a 

neurological condition, but evidence suggested that it improved quality of life through 

stimulating brain connections, facilitating communication, helping manage emotions and 

offering hope (Michaels, 2015).  

Art therapy treatment for clients with neurological conditions must be outcome-driven 

and person-centered, taking individual clients’ recovery and circumstances into account (Kline, 

2016).  The younger the person, the more able the brain was to develop new neural pathways 

(Grader & Bateman, 2017).  The goals and objectives of treatment must be continuously 

evaluated, and the therapist must be attuned to any new developments, making small incremental 

changes when needed.  An art therapy program for an ABI survivor should ideally be held over 
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an extended period to guarantee success: in a program for clients with brain injury implemented 

by McGuinness and Schnur (2013), the clients attended three individual art therapy sessions per 

week for a year, and included other therapies as well.   

Kline (2016) found repetition, consistency, routine, coherence and maintaining a slow 

pace when doing art therapy with clients with neurological conditions to be important.  She 

developed a comprehensive art therapy treatment program informed by neuro-rehabilitation, as 

well as by research conducted by Lusebrink (2004), who believed art therapy could take 

advantage of brainplasticity, activating alternate paths in the brain for accessing memories.  

Kline also based her approach on the research of Makuuchi et al. (2003), who found through 

functional magnetic resonance imaging (MRI), that creativity and drawing activated both parietal 

lobes in the brain.  Kline believed this bilateral activation could serve to support integration and 

post-injury recovery, and that art making would spark and support plasticity in those areas of the 

brain.  

Prior to the integration of art therapy and neuroscience several drawing assessments done 

with children and adults suffering from brain injury may have impacted on later developments.  

These results were studied by Cheyne-King (1990), in an attempt to understand how injury to 

certain parts of the brain affected visual perception.  The assessments included the Bender Visual 

Motor Gestalt Test (Bender, 1968), the Silver Stimulus Drawing Test (Silver, 2007) and the 

Person-in-the-Rain Test (Verinis, Lictenberg, & Heinrich, 1974).  Although certain 

commonalities such as perseveration, asymmetry, weak synthesis of parts and heavy line 

pressure were found in the drawings of those with brain injury who formed part of the 

assessment, the researchers acknowledged that the results may have been influenced by lack of 

motor skills, trauma and/or depression (Cheyne-King, 1990).  What this confirmed was how 
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difficult it was to do assessments of clients with brain injury, as each brain injury survivor was 

unique, with his/her own personal stories and circumstances.  Because each brain injury had 

different outcomes even if the strokes appeared the same, Hillis and Tippett (2014) supported the 

development of an art therapy treatment program tailored to each individual ABI survivor’s pre-

and post-injury skills, experiences and disabilities.  

Art Therapy Methods and Techniques for Brain Injury Survivors 

 Although repetition was important when doing art with a brain injury survivor, it was 

equally important to provide variety and stimulation (Kline, 2016).  Appropriate art therapy 

methods and techniques assisted in memory recall, enhanced creativity, improved cognitive 

function and provided emotional and psychological comfort.  Certain art therapy techniques also 

contributed to physical rehabilitation by improving fine motor skills (Knight, 2015).   

The Expressive Therapies Continuum (ETC).  In 1978 Vija Lusebrink and Sandra 

(Kagin) Graves-Alcorn developed an art therapy model, which they called the Expressive 

Therapies Continuum (ETC; Graves-Alcorn & Kagin, 2017).  The ETC model presented 

interactions with art techniques, media and expressions on three different levels of complexity 

and sensory information processing: Kinesthetic/Affective, Perceptual/Affective, and Cognitive 

/Symbolic (Lusebrink, 2004).  A fourth level, the Creative level, was a culmination of having 

successfully moved through the other three ETC levels, resulting in synthesis, integration, self-

actualization and expression of the whole person through the creative art process (Hinz, 2009). 

Functioning within the Creative level consisted of more than just a cognitive process (Kagin & 

Lusebrink, 1978).  The ETC synthesized and summarized the essential steps involved in visual 

expression in art therapy without being bound to any specific psychotherapeutic model or 

approach (Lusebrink, 2004).  Hinz (2009) continued Lusebrink’s work on the ETC, clarifying 
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and simplifying the ETC model while describing appropriate art therapeutic methods, techniques 

and media for each level of the ETC.  

 Lusebrink (2004) also studied the relationship between brain function and the process of 

art expression, approaching it from the viewpoint of the different levels of the ETC.  Art therapy 

focused on visual and somatosensory information: how images and their expression reflected 

emotional experiences, and how emotional experiences affected thoughts and behaviors.  An 

understanding of brain functions, and how these functions were made visible through art therapy 

techniques and through the different ETC levels, provided a starting point in understanding the 

unique role art therapy could play in therapy, healing and growth (Lusebrink, 2004).   

 Drawing or monotype.   Stroke survivors often lost the ability to use their hands: if brain 

damage occurred in the right hemisphere, the left hand would be paralyzed.  Doidge (2016) 

incorporated the work done by Taub who, through Constraint-Induced Therapy (CIT), 

constrained the stroke survivors’ healthy arm and hand with mitts and slings, forcing them to use 

the paralyzed arm and hand.  The brain map and neurons for an affected arm shrunk, with stroke 

survivors having only half the neurons to work with as a result (Doidge, 2016).  Constraint-

Induced Therapy helped them regain the use of their paralyzed hands.  The same principle could 

be applied when doing art therapy with an ABI survivor.  Encouraging the use of both hands 

when doing a drawing or a monotype, not only functioned within the Kinesthetic Component of 

the ETC by emphasizing rhythm, action, movement and the release of energy (Hinz, 2009), but 

also stimulated the neural network in both hemispheres of the brain through the use of both 

hands.   

Using printmaking in art therapy had many other benefits as well - it bridged the gap 

between art and craft making, helping create confidence during the creative process.  The multi-
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stepped process created a therapeutic distance from the artwork, encouraging the client to slow 

down and experience the process (White, 2002).  Creating monotypes combined the structure of 

printmaking with the spontaneity of painting and drawing, and not knowing what the end result 

was going to look like until the paper was removed from the printing block added mystery and 

new creative discoveries (White, 2002).  Stenciling, another printmaking technique, had the 

advantage of being an art therapy technique that was simple, easy to complete successfully, and 

through the use of a stencil brush encouraged different motor skills and dexterity.  Kramer 

(1993) believed art therapists should not underestimate the stabilizing and reassuring functions of 

repetition in art therapy techniques. 

 Collage.  The use of collage materials required an art therapy client to select, describe 

and combine existing photographic or magazine images, and engage complex and cognitive 

thought processes (Hinz, 2009).  Buchhalter (2009) felt that creating a collage provided a 

nonthreatening way of representing emotive images, thoughts and feelings and cutting and 

pasting increased motor skills.   

Berthier and Pulvermüller (2011) worked with stroke patients who suffered from post-

stroke aphasia (PSA) due to damage to the Broca’s area of the brain.  They developed a 

technique called Constraint-Induced-Aphasia Therapy (CIAT), where patients with post-stroke 

aphasia practiced language and communication in a therapeutic language game.  By creating a 

card game with thirty-two cards, made up of sixteen pictures (two of each picture), and playing 

in groups of four which included a therapist and three patients, the stroke survivors needed to 

verbally request a card from the other card players for a card similar to their own.  Barriers 

prevented the players from seeing one another’s cards.  As the patients improved, the images 

were made more complex, and the difficulty level was adjusted to the patients’ capabilities and 
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deficits.  Berthier and Pulvermüller worked with a very challenging population, which included 

stroke survivors who had strokes on average 8.3 years before.  They found that the group who 

played the card game three hours a day for ten days had a 30% increase in communication, 

compared to a control group who were only asked to repeat words in their rehabilitation sessions 

and who did not improve at all. This neuro-rehabilitation technique could be combined with art 

therapeutic collage–making.   

Photography.  This was most often utilized to document or record art therapy 

interventions and a client’s progress, but could also become an integral part of the art therapeutic 

process through collage, photomontage, phototherapy and Photovoice.  Photos of and from the 

client’s present life, past and artworks could be used to stimulate memory and reflect on the past 

and the present.  In the phototherapy “graphic elaboration technique”, the subject of the photo 

was cut out from the background and glued to a piece of drawing paper (Kopytin, 2013).  The art 

therapy client was then asked to elaborate on the image in various ways.    

Photographs could be juxtaposed with other images in collages or photomontages, 

creating alternative realities though the new and unusual juxtapositions and requiring the client 

to think differently about a familiar photographic subject and its connection to other images or 

events (Golding, 1997).  In phototherapy, photographic images could be used to explore clients’ 

perceptions, values and expectations, or, through self-portraits, help them understand how they 

see themselves (Loewenthal, 2013).  The photographic self-portrait could reveal multiple 

meanings, an inner and outer image.  The dialogue that occurred in phototherapy through self-

portraiture was similar to the therapeutic process, which included self-perception, self-

questioning, judgment, thought and acceptance (Nunez, 2013). 
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Photovoice, another form of phototherapy, encouraged participants to use their own 

photography to document their lives.  These life narrations empowered participants by creating 

space for them to voice their own stories, by actively participating in the process rather than 

taking a passive role (Latz, 2017).  Photovoice could become part of an integrated and holistic 

rehabilitation program for stroke survivors, linking with the life narrative approach as 

recommended by Ellis-Hill et al. (2000).    

Clay.  Using clay in art therapy incorporated the Kinesthetic, Sensory and Affective 

Components of the ETC (Hinz, 2009), and its malleability enabled it to smoothly transition 

between various ETC components and ETC levels (Nan, 2015).  Nan (2015) researched the 

effect of clay art therapy on depression and found that, because of the ability of the clay medium 

to balance the expression of Kinesthetic/Sensory movements, as well as its smooth transition 

between the Perceptual, Affective, Cognitive and Creative Components, creative transition 

functioning was achieved.  This resulted in a state of creative flow, a fully absorbing creative 

experience (Hinz, 2009).  When pinching, kneading or rolling a natural and pliable medium such 

as clay, the rhythmic kinesthetic–sensory movements released tension.  Using hands rather than 

tools enhanced the haptic experience of touch, narrowing the reflective distance between creator 

and the artwork created (Nan, 2015), all contributing to creative flow, positive emotions and a 

sense of well-being.  For an ABI survivor with decreased dexterity, the repetitive movement as 

well as the necessity of using both hands when building clay furthermore increased neural 

stimulation and fine motor skills.  Repetition also encouraged memory recall. 

Spontaneous imagery.  Naumberg, one of the first people to use the term art therapy, 

believed non-directed drawing, scribbles or spontaneous imagery were an immediate and 

uncensored way of expressing the unconscious mind through art (Malchiodi, 2007).  Regardless 
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of the client’s age or mental or artistic ability, scribble drawing provided relaxation, was non-

threatening and promoted spontaneous creativity.  Every young child began by drawing 

scribbles, which eventually would become more controlled drawings.  Outsider artist Hiroyuki 

Doi (b. 1946) used spontaneous circle drawings to provide him with relief after the traumatic 

death of his brother.  Thousands of circle images drawn with a fine pen would emerge and 

evolve spontaneously in his drawings as he worked in a meditative state of flow (Wojcik, 2016).  

This repetitive drawing technique with pen or pencil, a resistive medium (Hinz, 2009), combined 

with an absence of subject matter, provided the necessary emotional distance to help him cope 

with the trauma. 

Painting.  In her art therapeutic work with brain injury survivors, Knight (2015) found 

that some of her clients were able to produce quality artworks, even if they never did art before 

their brain injury.  Stimulating the brain by helping her clients sense and pay attention to new 

things in their art, opened windows that connected the neural functions of the mind.  Painting, a 

fluid medium that functioned within the Affective component of the ETC, provided versatility 

and lent itself to creative self-expression.  The use of color and fluid blending of colors through 

paint stimulated affective art therapeutic responses (Hinz, 2009).  Fluid media may lead to a lack 

of control and evoke emotions that might not always be a positive experience.  By providing 

focus, structure and form while working with a fluid and affective medium like paint, therapeutic 

regression can be prevented (Hinz, 2009).  

Art Therapy and Stroke Rehabilitation 

Stroke, an acquired brain injury, was found to be one of the leading causes of morbidity 

and long-term disability worldwide.  It was estimated that around 6.4 million people in the US 

were stroke survivors (The Internet Stroke Center, 2016).  In the United Kingdom stroke injury 
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was relabeled as a “brain attack” (Michaels, 2010, p. 65), due to the suddenness and catastrophic 

damage due to blood supply being cut off.  Art therapy and the complex nature of art making 

could give form and meaning to the experience of stroke which was so difficult for stroke 

survivors to articulate.  Art therapy could link mind and body, self and other, past and present 

into a more coherent narrative (Michaels, 2010).  Using a case study of one of her clients at a 

stroke rehabilitation center in the United Kingdom as an example, Michaels (2010) concluded 

that motivating stroke survivors to play an active role in their own rehabilitation led to more 

success.  She identified the goal of rehabilitation to be one that brought a renewed purpose and 

joy in living, and found that art making in a therapeutic environment could facilitate this process.   

In a single case study in Korea, Kim, Kim, Lee and Chun (2008) found art therapy to be 

the key variable in a stroke patient’s improvement in an interdisciplinary rehabilitation program.  

After eighteen months of rehabilitation in different hospitals there were no significant changes 

until art therapy was added.  They found art therapy reduced the patient’s stress, improved her 

mood and her overall rehabilitation motivation.  Assessment of her drawings revealed improved 

cognitive function, visual perception and upper limb function, as well as increased spatial 

perception.  The patient’s communication also improved, as she was continually being exposed 

to and stimulated by the integration of linguistic and non-linguistic communication through art 

therapy (Kim et al., 2008).  

Post-stroke depression (PSD) was found to be a common and serious complication of 

stroke, affecting approximately 40% of stroke survivors (Eum & Yim, 2015).  PSD may slow the 

recovery process and contribute to a poor prognosis due to a lack of willingness by stroke 

survivors to be positively and actively involved in the rehabilitations process.  According to Eum 

and Yim (2015) caring for stroke survivors with PSD also led to higher stress among their 
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caregivers.  Psychological rehabilitation through art, music or literature therapy (depending on 

individual clients’ pre-stroke interests) could help maximize recovery after stroke.  Too often 

PSD was only treated pharmaceutically, which could have serious physiological side effects, 

aggravating clients’ health and morbidity (Eum & Yim, 2015).  

Gardner’s (1976) book titled The Shattered Mind, reported of the pathology of left/right 

brain functions, and how injuries and lesions in the two brain hemispheres affected the drawings 

of artists and non-artists after a stroke.  Art-based assessments could help evaluate the strengths 

and weaknesses of the stroke survivor, help set treatment goals and provide alternative ways of 

communication (Wald, 1999).  In Wald’s (1999) work with stroke survivors in outpatient 

rehabilitation centers, senior residences and nursing homes, the author used five art-based 

assessments to evaluate clients for implications such as the ability to concentrate, spatial 

concepts, following directions, psychological state, problem-solving and body-image.  Wald 

listed ten art therapy goals for stroke survivors and stressed the importance of art therapy group 

work to address the psychosocial losses these clients faced after brain injury.  Art techniques and 

materials that focused on the strengths, functional abilities and particular brain injuries of 

individual clients were used in the art therapy group.  Simple art directives with one to two step 

commands and easy sequencing, but that were also aesthetically pleasing such as creating a 

painting of a sunset using watercolors on wet watercolor paper (wet-on-wet technique), or 

creating collages from precut images, were appropriate techniques for this population (Wald, 

1999).   

Working at a rehabilitation day center for adults with an acquired brain injury, Knight 

(2015) found that in their art, the clients’ drawings often displayed hemispatial neglect where 

one side of the drawing page was neglected due to the neurological effect on their vision.  By 
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reminding clients visually of this neglect in their artwork she helped them rectify the deficit, 

which supported neuro-rehabilitation.  Knight also observed that stroke survivors often had a 

strong diagonal run though their art image.  As the client progressed, their artworks regained 

conventional perspective.  She believed this also to be visual evidence of their rehabilitation 

process.  

Art Therapy, Aphasia and Memory Loss 

 Aphasia, an acquired disorder resulting from brain injury, impacted on language areas in 

the brain responsible for expression, comprehension, literacy and symbolic understanding 

(Parrish, 2014).  Of the five main categories of aphasia, the most severe was Global aphasia, with 

the stroke survivor only able to utter a few recognizable words and having little or no spoken 

language.  In Broca’s aphasia, speech was often limited to short utterances of less than four 

words.  In Wernicke’s aphasia, full sentences could be uttered, but the ability to grasp the 

meaning of words was impaired (National Aphasia Association, n.d.).   

In two separate studies Morgan and Helm-Estabrooks (2008), and Sachett, Byng, 

Marshall and Pound (1999) developed communicative drawing techniques for people suffering 

from aphasia where drawing rather than language was used to communicate.  The 

Communicative Drawing Program developed by Morgan and Helm-Estabrooks had a ten-step 

approach, which included cartoon panels to complete, drawings with missing features to fill in, 

the drawing of geometric shapes, testing knowledge of object color properties and drawing 

objects from memory.  Pre- and post therapy assessment measures of the communicative 

drawing ability included drawings of the subject’s family, house, pets or a vacation.  This 

program had not been tested enough to verify its success in communicating needs, thoughts, 

questions and stories through drawing (Maurer, 2015).   
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Sachett et al. (1999) developed a 12-week Generative Drawing Program, aimed at 

promoting the spontaneous use of communicative drawing in conversation by people suffering 

from aphasia.  The focus was not on the improvement of drawing skills, but rather on 

communication through drawing.  They aimed to improve subjects’ ability to draw generatively: 

to think of an idea, call up its visual representation and translate this into a drawing.  Many of the 

tasks involved turn-taking through drawing and a question-response format between the therapist 

or caregiver and subject.  The researchers found improvements in the day-to-day communication 

between the participants with aphasia and their caregivers or therapists due to the generative 

drawing technique; which could not be contributed to spontaneous recovery from aphasia 

(Sachett, et al., 1999).  This study was not art therapy research, but aimed at improving language 

and communication disorders for brain injury survivors suffering from severe aphasia.  The 

seven participants in the study used drawings to signal choices, explain life events, clarify 

misunderstandings and ask questions.  The researchers found that with some of the participants it 

not only led to better communication, but also to less depression and frustration; as well as a 

new, independent interest in drawing per se, moving into the realm of art therapy.   

Memory could broadly be divided into three categories: learning new information, 

remembering past events, and remembering to do things (Fish & Brentnall, 2017).  Different 

types of memory were organized in different brain areas, and involved in a variety of everyday 

tasks.  Implicit or non-declarative memory, which did not require conscious thought, was rarely 

affected by brain injury.  Explicit memory, the memory for events, past and future (episodic), the 

meaning of words (semantic) and the system that held current information (working memory) 

were frequently affected (Fish & Brentnall, 2017).  The inability to remember can leave a brain 

injury survivor without a passage of time, denying them a life narrative and their progression as a 
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person (Headway, 2017).  When creating art works, clients created a visual narrative which 

strengthened memory, while successful art-making enhanced the memory of self as capable 

(Vance & Wahlin, 2008).  Neuroscientist Costandi (2016) believed the adult brain was capable 

of continuously changing throughout life, in response to everything we do and every experience 

we have.  

Alders-Pike (2014) used memory techniques based on expressivity, which incorporated 

cognitive training strategies, focused on strengths and also encouraged reminiscence and 

meaning making through art to improve memory.  She developed a ten-week program based on 

the ETC (Kagin &Lusebrink, 1978 ), using these memory techniques to improve memory and 

cognitive functioning in older adults suffering from memory loss.  In this program the clients 

worked within the Kinesthetic/Sensory components for the first two weeks, then moved to the 

Perceptual/Affective component level for the following two weeks.  In weeks five and six the 

subjects worked within the Cognitive/Symbolic component, and Alders-Pike had them return 

again to work within the Perceptual Affective components in weeks seven and eight.  For the last 

two weeks of the program the clients again worked within the Kinesthetic/Sensory components.  

The reason for this format was for cognitive stimulation to be optimized while simultaneously 

ensuring that the older adults did not feel overwhelmed (Alders-Pike, 2014).  In a study where 

attendance over the ten-week period was reliable, a single directive that spanned all ten weeks 

could provide a more dramatic sense of accomplishment.  Alders-Pike (2014) believed the 

emotional attachment which the older adults formed to a creation that took them ten weeks to 

create, would be much more significant than an emotional attachment to an art therapy 

intervention that only took them thirty minutes to create.  Although the program was developed 
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for older adults with memory loss, it could be applied to clients with an acquired brain injury as 

well.        

Music Therapy and Brain Injury 

Within the field of brain injury rehabilitation, music therapy had been found to lead to 

significant positive changes such as reducing anxiety, positive mood changes and reducing 

agitation (Hitchen, Magee, & Soeterik, 2010).  In patients suffering from dementia, music-

related memory from their past could often be recalled even if all other memory seemed to have 

been lost (Diamond, 2016).  Trials by the Canadian Association of Music Therapy found that 

music stimulated the language centers in the brain, promoting the ability to sing even when 

speech impairments were present.  They also found that music with rhythm and beat stimulated 

sections of the brain, which improved movement and balance in patients with dementia.  

Listening to music improved cognitive skills, providing a sense of the familiar (Diamond, 2016).   

Hitchen et al. (2010) composed songs to improve the independent functioning of a patient 

with brain injury, by incorporating tasks and language into the songs.  A case study example was 

a patient with severe brain injury, who was unable to brush his own teeth.  The composition of 

the “Toothbrushing Song” (p. 70), where a simple melody using the patient’s name and 

instructions on how to brush his teeth in a song was played to him and which he learnt to sing, 

led to him being able to brush his teeth independently, without music, after a six-week period.  

Playing instruments improved motor skills and attention, by keeping a beat and learning 

sequencing skills (Hitchen et al., 2010).  Different kinds of music could also explore differing 

emotional states (Murrey, 2006).   

Mnemonics were memory devices that helped support memory and recall information 

(Fish & Brentnall, 2017).  Songs have long been known to be a useful mnemonics tool.  Baker 
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and Tamplin (2006) developed two techniques to improve memory: the recall of lyric 

information technique redeveloped the brain injury survivor’s ability to hold, briefly store and 

then recall information contained within the lyrics of a song, while the recall of rhythm technique 

was based on choosing a variety of basic rhythmic patterns and adding to the length of these 

patterns to increase memory.  Information that needed to be remembered could be written in the 

form of lyrics, set to music and then rehearsed until it was encoded in memory.  Choosing or 

composing songs, rhythmic patterns and lyrics that were soothing, reassuring and calming 

furthermore reduced anxiety, confusion and disorientation of clients with a brain injury (Baker & 

Tamplin, 2006).   

Thompson (2015) found that stroke patients who listened to music daily showed greater 

recovery in both verbal memory and in their ability for focused attention after a period of three 

months, compared to patients who listened to audio books or did not listen to anything at all.  

These results suggested that music; especially music which included lyrics, could accelerate 

certain cognitive functions following a stroke due to neural mechanisms that enhanced alertness, 

mood and attention and stimulated damaged areas of the brain.  Direct stimulation to damaged 

areas of the brain through music therapy promoted accelerated recovery.  Enhanced arousal 

attention and mood mediated by the dopaminergic mesocorticolimibic system, a part of the 

nervous system that was associated with pleasure, reward arousal and memory contributed to 

neurological recovery.   

Neurologists used the expression “time is brain” to stress the importance of early and 

accurate diagnosis and rehabilitation, as the window in which rehabilitation needed to start was 

within three months of the brain injury (Robinson, Zaheer, & Mistri, 2011).  The capacity of the 

brain to change and recover in response to music and sensory experiences supported the 
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importance for stroke patients to spend as much time as possible in therapeutic activities, 

actively seeking visual stimulation and music listening.  This was especially important during the 

initial weeks and months after a stroke, but unfortunately most stroke patients spent three 

quarters of their time in non-therapeutic activities, often inactive and without interaction, thereby 

missing an opportunity to initiate recovery (Thompson, 2015).   

Summary 

Providing creative arts therapies as an integral part of the neuro-rehabilitation process 

added a psychotherapeutic component to brain injury rehabilitation.  Art psychotherapy offered 

brain injury survivors a potential space for linking physical, cognitive and emotional 

experiences, and also facilitated communication (Michaels, 2010).  Non-verbal emotional 

expression through art therapy became especially important when brain injury survivors had lost 

the ability to communicate verbally because of their injury.  The tangible art object created by 

the client not only became a confirmation of identity, restoring autonomy and dignity, but was 

also a vehicle for communication between art therapist and client.  The expressive arts therapies 

contributed to the empowerment of brain injury survivors who were often only confronted with 

medical treatment, the role of a patient and difficult social relationships (Reynolds, 2012).  It 

enhanced the brain injury survivor’s ability to resist stigma by moving away from illness–related 

preoccupation toward self-expression, regaining belief in self and simply enjoying the pleasure 

of art making.  

The brain injury survivor was no longer defined by his or her disability but by the ability 

to be uniquely creative; with immersion in and the experience of flow during the creative process 

providing a temporary escape from the disability, making it less salient (Reynolds, 2012).  The 

expressive arts therapies also contributed to physiological brain injury rehabilitation by 
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improving motor skills and dexterity, and to cognitive rehabilitation by increasing the ability to 

focus, spatial processing, sequencing and planning (Kim et al., 2008).   

Although more research was needed to help establish a better-organized role for the 

expressive arts therapies within multidisciplinary brain injury rehabilitation programs, existing 

research as discussed in the Literature Review supported the inclusion and integration of 

expressive arts therapies in such programs.  The expressive arts therapies had the advantage of 

having the ability to be truly community-based, involving family and friends in a positive way, 

preventing social isolation and depression.  It could be continued long after other costly therapies 

were no longer available to brain injury patients, becoming part of a meaningful new way of life 

and offering the brain injury survivor the opportunity of ongoing personal development and 

positive hope for the future (Reynolds, 2012).  
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CHAPTER III 

Methodology 

Participants 

This research was based on a single-case study of J, a 57-year-old Caucasian male.  J’s 

mother was his primary caregiver and played an integral role in the research.  He suffered from a 

severe acquired brain injury after a simultaneous stroke and heart attack in 2009, during which 

he was on life-support.  As he lived in a rural town with limited therapeutic services, his mother 

primarily cared for him after the brain injury.  J lived at home with his mother and sister.  He 

suffered from short-term memory loss and, as a result, had a “30-second memory” (personal 

communication, his mother, February 2017).  As a result J was not able to recall after an art 

therapy session that he had created an artwork during the session.  He had retained some skills 

and abilities due to the retention of a part of his long-term memory that had survived the brain 

injury.  J suffered from aphasia, the loss of ability to express himself through speech, other than 

in short sentences and primarily in response to questions.  He also suffered from prosopagnosia, 

a difficulty in recognizing familiar faces (Stroke Association, 2012), such as those of some of his 

family members and some members of his art therapy group.  J’s brain injury furthermore caused 

constructional apraxia: the inability to build or assemble complex forms, or spontaneously draw 

or copy figures.   

Although the injury had occurred eight years before, J’s mother/caregiver still noticed 

positive changes in his cognitive functioning, such as remembering his sister’s name for the first 

time and for the first time in more than a year playing on his professional drum set (personal 

communication, mother, February & April 2017).  As an active participant in this research study, 

J’s mother attended every individual and group session and created her own art works during the 
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sessions.  She was 80 years old, Caucasian, and had retired from her work as an employee at a 

high school not long before her son’s brain injury occurred.  His mother/caregiver had done 

everything in her power to find appropriate treatment and services for J.  She attended a monthly 

caregivers’ group support.  J and his mother had been attending a weekly group art therapy 

session since 2013. 

Research Design 

The purpose of this study was to establish the impact of a personalized art therapy 

program tailored to the client’s personal pre-injury and post-injury skills, experience and 

abilities, and how these individualized interventions could lead to an improvement in memory, 

and an increased self-esteem through the creation of artworks, recognized and acknowledged by 

the client to be his own.  The first step in the research was the verbal explanation of the research 

program to J and his mother/caregiver.  They were informed that they could withdraw from the 

study at any time and that, should they wish to do so, and it would not adversely affect their 

attendance at the art therapy group.  The caregiver was asked to complete a consent form and J 

was asked to complete an assent form.  Release for the use of photographic images of art works 

in the research study was obtained.  Permission was obtained to include photos of artworks that 

showed the first name of the research participant, as the repeated use of his first name played an 

important role in his paintings and drawings.  As it was only his first name it did not reveal his 

identity.  

The mother/caregiver completed a questionnaire, which covered all aspects of the client’s 

pre-injury and post-injury life, and was broadly based on the Lefaivre Rainbow Effect’s method 

of determining the total sum of the client’s pre-injury profile (Lefaivre, 2015).  The questions 

were aimed at determining the research participant’s pre-injury interests, skills, talents and 
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abilities, as well as any post-injury improvements and the factors that had contributed to them 

(Appendix A).  Questions that may have caused the mother any stress were intentionally omitted.  

The mother was asked to complete a weekly report during the data collection period, as J did not 

have the ability to complete a self-report (Appendix B).  Data were collected during every 

session and documented afterwards. 

This researcher began weekly art therapy family sessions with J and his mother four 

months before the research period, and an emergent framework for the art therapy research 

program, themes and data collection process were therefore put in place before the data 

collection period began.  Relationships of trust with the research participant and his caregiver 

were established before the research period began. 

The research design was an eight-week program, consisting of two two-hour family 

sessions with J and his mother every week.  The art therapy interventions in this research study 

were structured to incorporate all ETC components, but were aimed at achieving very specific 

results: improving his memory and increasing his self-esteem through remembering, recognizing 

and taking a personal pride in his own creative artwork.  Information gained about the research 

participant’s pre-and post-injury strengths, interests and abilities guided the planning of the 

program.  The research participant and his mother also attended a weekly art therapy group, 

independent of the individual sessions.   

The art therapy program included three baseline assessments: a carpentry kit, hand 

building with clay and painting, which were repeated throughout the research period.  These 

assessments were aimed at measuring memory recall, artistic and skills development, and the 

strengthening of self-identity.  The program incorporated kinesthetic scribble drawings and 
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monotypes using both hands simultaneously in some of the sessions, and concluded with a free 

drawing at the end of every session. 

The program furthermore included the creation of a collage card game by the research 

participant, with assistance from the researcher.  The card game was based on research by 

Berthier and Pulvermüller (2011), who created a card game for stroke patients aimed at 

strengthening memory, connecting words with images and improving communication through 

developing and playing the game.  J was provided with a wide range of collage images and asked 

to create cards for the collage card game.  His ability to connect words with images and create 

visual, thematic collage cards was assessed and developed by him playing the game in the art 

therapy studio and at home with his family.  As he improved, J created and added new cards to 

the pack. 

Recommendations by Alders-Pike (2014) on how to incorporate the ETC components to 

ensure optimal cognitive stimulation but at the same time prevent cognitive fatigue were taken 

into account, as well as the findings of Kline (2016) who found that consistency, repetition, 

coherence and routine were important when working with clients with ABI.  The program 

culminated in a personal art memory workbook consisting of photos, collages, drawings and 

copies of artworks.  These showed J in the process of creating, as well as his completed works.  

 As J was also a musician and drummer before his brain injury and able to remember 

songs from his pre-injury past, the research program incorporated music with and without lyrics, 

some familiar and some new to the participant, enhancing and strengthening the therapeutic 

process.  Musical rhythms were combined with repetitive art techniques such as stenciling which 

resembled drumming.  The art therapy program was developed to be flexible and cumulative, 
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building on previous interventions and previous skills, as well as new or re-discovered abilities 

of the research participant.    

Baseline Assessments 

 At the beginning of the art therapy research program, the baseline stages of the research 

participant’s pre- and post injury skills, short and long-term memory and creative self-expression 

were assessed by presenting him with three art therapy interventions functioning within the 

Cognitive, Perceptual, Sensory and Affective Components of the ETC.  The three assessments 

were completed in one-on-one sessions with the researcher in the presence of the caregiver.  

These assessments were repeated throughout the eight-week data collection period.  

Carpentry kit.  Taking his previous skills and pre-injury work as a technician and a 

carpenter into account, the first assessment presented the participant with a basic DIY 

woodworking building kit of a monster truck.  This assessment, functioning within the Cognitive 

Component of the ETC, measured his ability to work with tools and translate the visual two-

dimensional instructions into building and completing the three-dimensional carpentry kit.  It 

also measured his ability to complete steps without having to be prompted.  This art directive 

was repeated five times during the research period, concluding with the same monster truck 

assessment during the last week.  

Ceramic bowl.  This assessment measured the number of times the researcher had to 

prompt the research participant to continue building a ceramic bowl by joining and blending 

small balls of clay in a slump mold.  It assessed his focus and ability to work independently 

without interruption and remember the instructions on how to connect the balls of clay to form a 

solid surface, as well as the finishing and smoothing of the clay bowl.  This assessment was 

repeated nine times during the eight-week period. 
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Acrylic painting based on a photographic image.  The third assessment functioned 

within the Perceptual/Affective component of the ETC.  The participant was given a photograph 

and asked to create his own artwork based on the photograph, using acrylic paints on canvas 

board.  This assessment measured his ability to use a similar linear composition (circles, 

horizontal and diagonal lines), and a similar range of colors as those in the photograph.  The 

image given to him to use as a source for his painting at the beginning of the research period was 

again given to him to use as a source in the seventh week, so as to draw a comparison.  

Data Collection and Analysis  

Findings and art images were recorded immediately after all individual and group 

sessions, capturing events in the sequence they had occurred.  Data analysis and data collection 

happened concurrently, searching for common themes and links between different sessions and 

art therapy interventions.  As a systematic case study, gathering data from multiple sources such 

as questionnaires, interviews, observation and the artworks were used to construct a rich and 

comprehensive case summary, which included a narrative of the client’s history, the presenting 

problem and a detailed account of the therapy work (McLeod, 2010).  Case studies had the 

advantage of flexibility and complexity, where the process and outcome factors could be studied 

within a single case.  McNiff (1998) argued that art therapy researchers needed to improvise on 

the case study format and view case studies more as adaptations of the storytelling process: 

becoming case stories (Moon, 1990), rather than just being case studies.  Whether approached as 

a case story or a case study, the methods used to generate and analyze the data needed to be 

methodical and carry external validity (Yin, 2016).    

As repetition and coherence were essential when working with an ABI survivor (Kline, 

2016), art therapy techniques were repeated every week during the data collection period, 
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limiting the number of new interventions that were introduced.  Each individual session 

concluded with a free drawing on white paper using markers, pencil or pencil crayons.  The 

program concluded with the repetition of the same baseline assessments as a final measure.  

The data collection process and an analysis of the art therapy assessments and 

interventions created by the research participant led to finding two emergent themes: J’s pre- and 

post-injury strengths and the neurological limitations due to his brain injury.  These two 

emergent themes guided this research study.  Finding connections between the emergent themes, 

and developing strengths from limitations, led to the emergence of a new creative identity.  

When studying and analyzing visual data such as paintings and drawings as a part of a 

systematic case study, the researcher needed to have a holistic interpretative lens guided by 

intuitive enquiry and strategic questioning (Saldana, 2016).  Words were necessary to describe 

the researcher’s viewpoint and interpretation of the art works and needed to be rich and 

descriptive.  As the art therapy interventions formed a central and essential part of this study, 

these verbal reflections, descriptions and the accompaniment of language–based data were vital 

in articulating a full understanding of the visual material.    

Validity and Reliability 

Procedures for the validation of findings happened throughout the steps in the research 

process to ensure qualitative validity (Cresswell, 2014).  Triangulating the information from 

three or more types of data sources such as interviews, observation and documentation, 

contributed to building a coherent set of themes and supported the accuracy of the findings 

(Baskarado, 2013).  Presenting different perspectives and documenting as many of the steps and 

procedures as possible, added to the case study’s reliability and internal validity (Cresswell, 

2014).  External validity, the extent to which the findings can be applied to persons or settings 
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other than the subject of this study (Baskarada, 2013), can only be determined once this pilot 

study has been duplicated through further research.  

Ethical Considerations 

 Special needs of a vulnerable client such as the participant in this case study were taken 

into account.  Any potential risk to the research participant caused by the research was avoided 

by risks being assessed and discussed with his mother/caregiver in advance, as well as during the 

research process.  The weekly questionnaire (Appendix B) completed by the caregiver, 

contributed to the risk assessment.  The collection of any harmful, intimate information that may 

have been disclosed during the data collection process was avoided. 

Being sensitive to and understanding the cognitive and emotional fatigue that follow 

brain injury was part of the planning of and process during the eight-week program.  Having 

regular breaks, planning the time well and doing activities that energize between tasks that drain 

energy were important (Malley, 2017).  The individual session on Mondays, which was also the 

day of the art therapy group session, were planned so as to be less demanding, as the group 

session contributed to the research participant’s cognitive fatigue.  The caregiver’s well-being 

was taken into consideration at all times.  The family of a brain injury survivor shared the trauma 

and most of the responsibility for care giving, and needed to be part of the rehabilitation process 

(Prince, 2017).  Caregiver strain was addressed and her creative fulfillment and ability to create 

her own art and craft objects became an important part of the program. 

Denying art therapy to the research participant and his caregiver for a period of time 

before the research, so as to determine a clearer baseline for the research would have been 

unethical.  J and his caregiver depended on their weekly art therapy for their emotional well-

being, and not giving them access to art therapy for a period of time before the baseline 



BUILDING ON STRENGTHS 50 

assessments so as to start with a clean slate would not have been in their best interest.  

“Counselors act to avoid harming their clients, trainees and research participants and to minimize 

or to remedy unavoidable or unanticipated harm” (American Counseling Association, 2014, p. 

4).  After the completion of the research study, the client and his caregiver continued to have 

access to weekly art therapy.  Confidentiality was guaranteed to the participant and his caregiver 

through signed informed consent forms, which acknowledged the protection of human rights. 

Researcher Bias 

Subjective bias could interfere with the validity of the results in case study research.  The 

researcher needed to clarify any biases that she brought to the study.  Qualitative research needed 

to include how the researcher’s interpretation of findings was shaped by her background, gender, 

culture, history and socioeconomic origin (Cresswell, 2014).  Honest self-reflection and a 

truthful and open narrative including both positive and negative findings, reduced researcher 

bias.  Wanting the research to be deemed successful and therefore consciously or even 

subconsciously manipulating the data collection process could lead to researcher bias.  The 

researcher needed to be conscious of research bias by avoiding the selective analysis or choices 

of data, or by imposing personal values and motivation that could have influenced the findings. 

It was a fine balance between helping the research participant create a painting or 

complete a craft, and knowing when to allow him to struggle and make mistakes without him 

getting too frustrated, which could be counterproductive.  His art works and craft objects always 

needed to be his work only, and this was a prerequisite to the quality of the end product. The 

researcher never physically contributed to his artworks so as to improve the quality, and always 

encouraged him to make his own decisions, despite his insecurity in doing so due to memory 

loss, aphasia and constructional apraxia caused by his brain injury.     
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CHAPTER IV 

Results 

Before the data collection period the researcher had already been meeting with the 

research participant and his mother for four hours every week for four months.  This played an 

important role in identifying his pre-injury strengths and developing the content of this research 

program.  It also contributed to positive neurological changes identified during and at the end of 

the eight-week data collection period. 

Baseline Assessments 

Carpentry kit.  The research participant was always eager to build the wooden toy 

trucks and would insist on completing the whole process from cutting open the packet, laying out 

the pieces and building the wooden trucks as independently as possible.  The do-it-yourself 

(DIY) kit used was chosen above others, as instructions for this kit were large, clearly written 

and well illustrated.  Finding a well-designed carpentry kit with clear well-written instructions 

was a prerequisite for this assessment to be suitable.  J was unable to independently follow the 

included instructions, consisting of simple diagrams and a written step-by-step explanation.  

When given step-by-step verbal instructions throughout the process, he was able to complete the 

project without physical help, but needed the verbal assistance throughout the process every 

time.  He had retained his pre-injury fine motor skills and the ability to work with tools due to 

procedural memory, which had not been affected by his brain injury (Figure 1).  His dexterity 

and ability to work with basic tools such as a hammer and a screwdriver and complete these 

assessments were a great source of pride.  
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Figure 1: Building the wooden truck and completed project with instructions 

          
                               

Ceramic bowl.  This assessment measured the ability to build a ceramic bowl in a slump 

mold using small balls of either earthenware or stoneware clay and was repeated nine times.  The 

researcher rolled the clay into small balls and placed them next to the research participant as he 

hand built the bowls, as the focus was on constructing the bowl and not on rolling small balls of 

clay.  For the first three times the research participant did not remember that he had to connect 

the balls inside the slump mold so as to create a bowl and needed to be prompted.  The fourth 

bowl he was able to build independently, flattening the balls into small circles, connecting them 

to one another and smoothing them down, with the researcher not having to prompt him once, 

and with the seventh bowl he could complete the rim without prompting (Figure 2).  

 Figure 2: Building the clay bowl with balls of clay and completing the rim 
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There was a noticeable improvement in J’s ability to complete this assessment.  Because 

of his short-term memory loss he was unable to remember anything after 30 seconds.  This 

repetitive technique, as well as the weekly repetition of this assessment, contributed to him being 

able to work 20-30 minutes without interruption or having to be prompted. 

Acrylic painting based on a photographic image.  This assessment, which consisted of 

using a photographic image as a source for an acrylic painting on a canvas board was done at the 

beginning and repeated at the end of the research period.  During the research period the same art 

therapy intervention technique, but each time using different photographic images, was repeated 

four times.  The images chosen for the research participant to use as source for his baseline and 

final assessment was a landscape painting by an unknown artist, and had simplified horizontal, 

diagonal and curved lines and a limited range of colors (Figure 3).   

Figure 3: Photographic image of landscape painting used as source 

 
  

Choosing colors similar to the ones in the photo image challenged his color and word 

recognition; J was able to recognize primary colors easily, but struggled with the recognition of 

some secondary colors.  The researcher repeatedly pointed out the horizon line in the photo 

image as the research participant struggled and was unable to draw a horizontal line running 

from the one side of the canvas board to the other.  It was unclear whether the research 

participant recognized the photographic image as a painting of a landscape.  He would resort to 
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painting his name in bold letters, starting in the top right corner and repeating it elsewhere on the 

canvas.  Once he started painting he would become absorbed in the color and brushwork and 

enjoy the flow and texture of the paint.  The researcher did not interrupt him while he enjoyed 

the painting process and only brought him back to look at the photographic source and observe 

color and linear compositions when he was ready to do so.  It took the research participant close 

to two hours to complete each of these art therapy interventions.   

 Comparing the first assessment based on the photo image (Figure 4) to the one that was 

repeated seven weeks later (Figure 4), it was noticeable that in the second one the research 

participant had more success in painting a horizontal line – it almost stretched across the width of 

the canvas board.  The second painting’s composition also resembled the photographic source 

more closely. 

Figure 4: Paintings created in the first and seventh weeks, based on the photographic image 

 

        
 

 

Emergent Themes 

Six art therapy intervention techniques, repeated regularly during the eight-week 

program, helped establish a familiar routine.  The simplicity of the program, as well as repetition 

and consistency, contributed to J being able to remember some of the art techniques, despite his 
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short-term memory loss.  By focusing on his strengths, and adapting art techniques to his 

neurological limitations, J was assisted in developing his own unique artistic style.  This led to 

helping him find a future direction for his creative development and self-fulfillment, the 

emergence of a new creative identity (Figure 5).  

Figure 5: Emergent themes led to an emerging creative identity 

 

Strengths 

Procedural memory.  Before his brain injury J was always in his carpentry workshop 

after a day’s work, working on a project (personal communication, his mother, October, 2017). 

His love for woodwork and tools was apparent every time the carpentry kits were completed 
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during the program.  Of all the art therapy interventions, this one built on his pre-injury strengths 

more than any other.  The eagerness, excitement and impatience with which he opened the 

carpentry kits and laid out the pieces never lost its intensity.   

J’s ability to match what he saw in the instruction diagrams with the precut wooden 

pieces in the kit improved towards the end of the research period when he successfully managed 

to match three wooden pieces to the diagrams in the instructions.  At times, he also instinctively 

knew how some pieces fitted together, his implicit memory.  Clear, large diagrams and 

instructions and a well-designed wooden kit, such as the one used for the baseline assessment, 

contributed to this improvement.  His procedural memory enabled him to complete the projects 

without needing physical help, and he was able use a hammer and screwdriver with great care 

and expertise.  The fourth time J built a truck, he remembered and correctly used the word “axle” 

while attaching the wheels to the shaft.  Completing the wooden trucks not only reinforced his 

pre-injury ability as a carpenter but also reinforced his memory of his pre-and post injury passion 

for trucks and cars.  There was great excitement and pride every time he finished the DIY project 

and tested how well the truck’s wheels turned.  Sometimes stickers were included with the kits, 

which replaced painting. With stickers, other than with the wheels, he always needed guidance in 

placing them correctly (Figure 6). 

Figure 6: Carpentry kits                   
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Creative drive.   Even if cognitively fatigued when group art therapy was followed by an 

individual session, or after a difficult session doing painting, J always wanted to create a 

spontaneous drawing using markers, crayons or a pencil.  The ability to create his own art works 

and talk about them, even if it were only in very short sentences and often repeating the same 

words due to aphasia, gave J confidence and strengthened his innate creative drive.  His art and 

craft objects became a vehicle of communication when there was no other due to his brain injury. 

J’s pre-injury creativity not only included carpentry skills, but also playing music.  As he played 

the drums in a rock band before his injury, the music by the rock band Queen was incorporated 

into the printmaking/stenciling session.  J knew the lyrics for every song, and was able to sing 

along with great joy and enthusiasm.  He used the stencil brush to stencil to the music, and the 

stress free, kinesthetic and sensory stenciling technique resulted in a visually pleasing mandala 

print (Figure 7). 

Figure 7: Stenciling to music and the completed mandala stencil 

           

The introduction to the stenciling technique led to J using underglazes for stenciling on a bisque-

fired plate (Figure 8).  The glaze-fired plate was used at their home and was a daily reminder of 

his creativity and artistic skill. 
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Figure 8:  Bisque-fired ceramic plate stenciled with underglazes, then glaze-fired  

               

 At the close of the intensive stenciling session J chose to draw quiet, peaceful repetitive 

purple diagonal lines (Figure 9).  The satisfaction and pleasure it gave him to have created a 

successful artwork and to have remembered and be able to sing along to the music from his pre-

injury past was reflected in the drawing he created afterwards.  His inherent creativity in both 

music and art, and his pre-and post-injury strengths and abilities all contributed to the formation 

of his new creative identity and triggered memory of him being skilled and capable.  

Figure 9: Free drawing after stenciling to music 

 

Perseverance.  J was not familiar with earthenware or stoneware clay, and initially 

struggled with the texture and getting his hands dirty.  With freeform clay techniques such as 
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coiling and slab building he needed guidance and assistance throughout the research period.  The 

baseline assessment, consisting of building the bowls with small balls of clay inside a slump 

mold, was repeated weekly, and became the art technique in which he gained most independence 

during the eight weeks.  Despite of his 30-second memory, he was able to work uninterruptedly 

and without having to be prompted by the third week, building the bowls in the slump mold until 

they were complete.  

There was a marked improvement in J’s ability to complete this assessment without 

assistance.  Repetition, perseveration and the repeated drawing of circles, which had always been 

present in his drawings, were here applied to a three-dimensional clay project as he used the 

small balls of clay, flattening them into circles and joining them together.  The repetitive motion 

of flattening the balls of clay into circles and building and smoothing them down into the slump 

mold in a circular motion increased the research participant’s ability to focus, producing flow.  

He worked uninterruptedly and calmly, clearly enjoying the process and the autonomy.  

Completing the clay bowls took him 20-30 minutes.  This art therapy intervention led to a 

remarkable increase in his memory recall and the ability to work independently in this task.   

 J painted the bisque-fired bowls with underglazes, exercising great care and skill (Figure 

10).  After painting the base layer, he decorated the bowls with abstract designs consisting of 

small dots, lines or circles, using the same techniques as in his free drawings: perseveration was 

transformed into becoming a successful decorating technique (Figure 10).  After J had decorated 

the bowls using the underglaze paints, underglaze crayons and masking tape to block out 

triangular geometric designs, the bowls were brushed with a transparent glaze and glaze-fired by 

the researcher (Figure 11).   
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Figure 10: Painting the bowls and perseveration as decorative technique 

     

 Figure 11: Glaze-fired bowls                 

     
 

 Neurological Limitations 

Perseveration:  Every art therapy session with J concluded with a free drawing, which 

always resulted in him creating drawings with various forms of perseveration: repetitive circles, 

diagonal lines, random scribbles, the repeated writing of his own name or perseveration through 

his choice of color (Figure 12).  When asked which color he would like to use, J always chose 

yellow paint, or a yellow crayon, or when using pencil chose yellow paper (Figure 13).  When he 

needed to paint a carpentry project, he almost always also chose yellow (Figure 14).  
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Figure 12: Perseveration through the repetitive writing of his name 

 

Figure 13: Perseveration through choice of color in drawings 

     

Figure14: Perseveration through use of color in painting of craft objects  

           

Because of the stroke and lesions in the right side of his brain, J sometimes resisted using 

his left or non-dominant hand in art activities.  He was introduced to monotypes, a technique 
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where he first rolled water-soluble oil paints onto a sheet of Plexiglass with a rubber brayer, laid 

a sheet of rice paper over it and then created a reverse print of the painted image on the paper.  

While creating lines and textures on the blank paper using his fingertips and the back of a 

paintbrush, J listened to soothing, rhythmic and repetitive music: the concerto Bolero by Maurice 

Ravel.  He lost track of time, enjoying the sensory and kinesthetic motion, experiencing creative 

flow and was able to sustain focus and concentration for a long period of time.  J found the 

haptic experience of creating a print with his fingertips directly onto soft, smooth white rice 

paper calming.  He did not enjoy getting his hands dirty, and with this indirect technique there 

was no such distraction.  

The monotoype technique resulted in a rich and expressive print in J’s own unique, 

abstract style of drawing (Figure 15).  Creating the monotype on a large sheet of white rice paper 

using his hands to create the marks on the reverse side, J was not distracted by the texture and 

color of the paints, which added to his focus and calm.  Perseveration, a neurological limitation, 

came to be an aesthetically pleasing technique and a manifestation of his unique creative 

identity.   

Figure 15: Monotype, using fingertips of both hands on reverse side of paper 
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Constructional apraxia.   J was unable to draw or paint an object from memory or from 

life, and most often was not able to recognize faces or photographic images.  This was the result 

of him suffering from constructional apraxia caused by brain lesions after a right parietal stroke.  

J would announce that he was going to draw a car but would almost always revert to 

perseveration by drawing circles and lines, with no figuration.  Only once did he successfully 

draw a car from memory and without any assistance (Figure 16). 

Figure 16: Drawing of a car from memory 

 

Creating a painting using a photographic image as source was the most difficult art 

therapy intervention for J to complete.  He needed constant guidance and reassurance every time 

this art therapy intervention was repeated, and was visibly fatigued afterwards.  It was however 

important to persist with this intervention, as the results clearly showed an improvement in his 

ability to visually interpret what he saw in the image used as a source.   

In the first week of the data collection period, J completed an acrylic painting on canvas 

board, which was based on a photo of a painted landscape.  This baseline assessment was 

repeated, using the same image, in the seventh week.  The photographic image that was chosen 

for the assessment was an artist’s rendition of a landscape, as a painting had less detail, limited 

colors and a more simplified linear composition than a photograph of an actual landscape.  A 
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painting instead of a photograph was chosen as source, as it was found to be too emotionally and 

cognitively stressful for the research participant to try and copy a photograph of an actual 

landscape due to his brain injury and constructional apraxia.   

During the data collection period, the research participant created four more acrylic 

paintings on canvas board, each time using a different source.  The researcher pointed out colors 

and the linear composition in the photographic images and encouraged the research participant to 

create his own paintings using similar colors and linear compositions.  The researcher introduced 

J to abstract art by showing him a book with artworks by Wassily Kandinsky (1866-1944), 

(Dabrowski & Oldenburg, 2002), comparing Kandinsky’s style of painting with his own.  This 

comparison was made so as to make both J and his mother realize that being unable to paint a 

figurative landscape was not “wrong”, and that his own abstract style of painting resembled the 

work of a famous twentieth century artist.  J created a painting using the work by Kandinsky as 

source and for the first time showed excitement for this art therapy intervention (Figure 17).   

Figure 17: A painting using Wassily Kandinsky (left) as source  

 

For the next art therapy directive J used a painting of a landscape by the German 

Expressionist Gabrielle Münter (1877-1962) (Holberg & Behr, 2005), as a source (Figure 18).  In 
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his painting J showed an improvement in his ability to recognize and copy the colors and linear 

composition in the photographic image (Figure 18).    

Figure 18: Photographic image (left) and painting based on the image 

    

The last painting J did, other than the repeat of the baseline assessment, was of an 

abstract work that he had seen displayed in a doctor’s office and which he had excitedly pointed 

out to his mother (personal communication, his mother, September, 2017).  She took a photo of it 

and the researcher made a copy that J could use as a photographic source for his own work.  J 

worked freely and spontaneously on this painting, without the researcher giving guidance other 

than telling him to start the painting using a black marker to draw spirals, lines and circles.  J 

showed great pride in the end result (Figure 19).   

Figure 19: Painting done from source brought to the studio by J and his mother  
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He was not cognitively fatigued after completing this painting due to not having had to 

struggle to do the “right” thing.  J was always willing to work hard and try his best when using a 

landscape painting as source, but his inability to recognize and copy figurative images caused 

him stress.  Recognizing an image he liked and then using it as inspiration for his own painting 

was a step towards establishing his own creative identity. 

  Aphasia.  The inability to speak in full sentences, read with comprehension or fully 

communicate with others due to brain injury resulted in feelings of isolation and frustration.  

Searching for ways J could communicate socially led to an art therapy intervention in which he 

created a collage card game to be played with friends and family.  The 16 collage cards for the 

card game were all created during one session, taking more than two hours to complete.  J chose, 

cut and glued the collage images to A1 sheets of cardstock and wrote the name of the object on 

each card, as well as his own name on some.  The researcher either had to spell out the name, or 

in some cases write it down for him.  As he completed the cards, his confidence and ability to 

identify and write the names of the objects improved (Figure 20).  J’s ability to create the collage 

cards gathered momentum and, although the session was long and the intervention demanded his 

cognitive focus for longer than two hours, he did not become visibly fatigued, due to his sense of 

achievement and enthusiasm for the collage card game.   

Figure 20:  The first and last collage cards created  
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The cards were digitally reduced to jumbo playing card size and duplicated so that there 

were two of each.  Based on the Go Fish card game rules, players took turns asking another 

player for a card that matched one they held.  If they could not find a match they had to draw a 

card from the pool.  The first player to match all his/her cards won the game.  This card game 

encouraged communication through cards with images that J had chosen and created himself. 

At the beginning of each art therapy session J would shuffle and then sort the cards into 

pairs, enjoying seeing his name on the cards, reading the descriptions and identifying the 

different collage images (Figure 21).  He was made familiar with the cards before it was 

introduced as a card game played with others so as to reduce stress.  His memory recall of the 

content of some of the collage cards improved, while others, such as an image of a mountain, 

always remained difficult for him to recognize.   

Figure 21: Collage card game 

 
 

Memory loss. The data collection period culminated in J assembling his art memory 

workbook during the last session.  The aim of this workbook was to strengthen neural networks 

and encourage memory recall, and also served as a vehicle for communication.  J enjoyed 

looking though his workbook identifying the craft objects and art works he had created.  He 

displayed a sense of pride when sharing the workbook in the art therapy studio and could also do 
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so with his family at home.  On the front cover the workbook was called J’s Art Workbook, 

omitting the word memory in the title.  J’s memory loss, a disability of which he was acutely 

aware, did not have to be overemphasized or mentioned in any way.  If art therapy group 

members mentioned his memory loss in front of him during the group, J always became agitated.   

The workbook included many photographs of J working, as well as drawings and photos 

of completed artworks (Figure 22).  He enjoyed recognizing photos of himself holding up his 

artworks or craft objects.  Photos of his birthday party held during the art therapy group session 

were included as well.  After the data collection period, photos of completed artworks and art 

therapy group activities were added continually.  The art-making process was made meaningful 

for J by connecting personal life events, experiences and emotions to imagery.    

Figure 22: The art memory workbook 
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Emergence of a New Creative Identity  

During the data collection period, the eye of a category four hurricane passed directly 

over the community where J and his mother lived.  Three days after the storm during an art 

therapy open studio, the group members shared stories and created drawings based on their 

experiences of the hurricane, as a way of supporting one another and helping the others process a 

shared, traumatic experience.  J created his own powerful storm drawing.  Because he suffered 

from aphasia he was unable to articulate how living through the hurricane had affected him, but 

he could express his emotions through art, resulting in a sensory and kinesthetic drawing and 

depicting the chaos, confusion and fear he had felt (Figure 23).  The direct, expressive and 

spontaneous drawing he made while listening to the other group members sharing their drawings 

was a visual story in line and color on black paper.  He communicated through his drawing, even 

though unable to do so verbally.   

Figure 23: The storm 

 

J’s fine motor skills and procedural memory of doing carpentry, as well as his ability to 

work freely and spontaneously in an abstract expressionist manner in paint, printmaking and 

drawing media were encouraged and developed further, becoming part of his emerging creative 
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identity.  Neurological limitations such as perseveration were adapted to become creative 

strengths (Figure 24).  

Figure 24:  Perseveration, as when applying glue to the back of a collage image, became a 

decorative technique  

.   

Summary 

This art therapy research program laid the foundation for an integrated and coherent 

approach to future art therapy directives for J, building on what had been identified as his 

creative strengths.  The weekly art therapy group which he and his mother/caregiver had been 

attending for the last five years provided them and the other members with emotional support 

and social interaction in a creative environment, and contributed greatly to J’s improvement and 

well-being.   

J’s mother/caregiver’s emotional well-being and contribution to the research formed an 

integral part of the program.  She participated in all individual and group sessions and her 

dedication, commitment and sacrifice were acknowledged and honored.  As she had the time to 

create her own work during the individual sessions, she developed a personal creative style and 

became more and more skilled and excited about her own artwork.  As a result, she created “me-
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time” for herself at home so that she could work on her own ceramics (personal communication, 

mother, November, 2017).  Caring for a family member with a disability was demanding and 

emotionally draining and the caregiver’s self-care and self-fulfillment was as important as her 

son’s rehabilitation and creative development. 
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CHAPTER V 

Discussion 

Identifying and building on strengths, skills and memory from before and after the brain 

injury, and exploring components of the ETC through art and crafts within an eight-week art 

therapy research program, led to an improvement in the research participant’s neurological 

functioning, as well as an increase in his creative expression.  By selecting appropriate art 

therapy interventions and repeating them weekly during the research period, neurological 

limitations in his art making were developed to become strengths, leading to the emergence of a 

new creative identity.  

Vance and Wahlin (2008) suggested that art and craft making required both cognitive and 

creative thinking and that the art therapy studio provided a safe, relaxed, and stress-free 

environment that allowed for the expression of emotions, all of which contributed to neurological 

strengthening and an improvement in memory recall, as working memory became inhibited with 

the release of stress hormones. Eum and Yim (2015) found that post-stroke depression delayed 

the effects of therapy and slowed down the recovery process, leaving less energy and fewer 

resources for neuro-rehabilitation.  The results of both these studies validated the findings in this 

research that focusing on J’s strengths and not on his neurological disability lowered his stress, 

improving his memory recall and ability to persist with an art or craft directive.  Tangible art and 

craft objects made by him provided focus and a topic for conversation within the confines of his 

abilities, further lowering anxiety and strengthening the memory of him being capable (Vance & 

Wahlin, 2008).    

Neuro-rehabilitation with an ABI survivor such as J was incremental and not guaranteed, 

especially when, as in this case, the brain injury had occurred eight years earlier.  The brain had 
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the capacity to grow new connections between cells, known as neuroplasiticity, with most 

changes seen the first six months after injury.  Often with stroke there needed to be the difficult 

acceptance that full recovery was not possible, but that building on pre- and post-injury 

strengths, and finding the connections between the neurological limitations and these strengths 

could lead to the emergence of a new creative identity and to living life to its full capacity. 

Emergent Themes 

Strengths 

Procedural memory.  Lefaivre (2015) recommended building on strengths, interests and 

capabilities from life before brain injury.  This correlated with the findings of Eum and Yim 

(2015) and Wald (1999) in that it helped motivate brain injury survivors to be actively involved 

in the rehabilitation process contributing to their own improvement.  In multiple trials performed 

to study the retention of memory after brain injury, Fish and Brentnall (2017) found that implicit 

or non-declarative memory was rarely affected by brain injury and could be used to establish 

new routines, which would facilitate goal attainment.  Procedural memory such as working with 

tools formed part of implicit memory, and identifying and strengthening these retained skills 

would help find new meaning in life after injury and enhance memory of being skilled and 

capable.  Ellis-Hill at al. (2000) found in their study with eight stroke survivors that, following a 

stroke an individual entered a completely new world, experiencing both physical and 

psychological challenges.  Through interviews with their research participants they found that 

physical disability resulting in the loss of pre-injury vocational skills was one of the biggest 

challenges for stroke survivors.  Consistent with the studies discussed above, it was determined 

that building on J’s skills and strengths retained through procedural memory as was done in this 
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research, was the first step towards finding a way to regain lost identity and beginning a 

rehabilitation process which could lead to a life lived to its full capacity. 

Creative drive.  Zaidel (2014) found in a study of non-professional artists with brain 

injury that they commenced to practice visual art only after their brain injury had occurred.  This 

led her to believe that artistic behavior became an alternative to speaking and writing, and that 

the drive to create art after brain damage could be understood as a deeply rooted biological need 

for survival when the usual communicative channels failed.  Drawing and painting in particular 

became a new method of communication and indicative of a search for recovering identity and 

self-fulfillment (Zaidel, 2013).  This research was validated in the art therapy practice of 

Michaels (2010), who in her work at a stroke rehabilitation center, found that her clients’ 

inability to have normal conversation and social interaction with others due to aphasia and 

memory loss, led to them using art as a vehicle for communication and social inclusion. 

The findings by Zaidel (2013, 2014) and Michaels (2010) supported the results of this 

research study, where J’s inability to fully participate in verbal conversations or copy or draw 

objects became less salient as he created his own unique abstract artworks, which he shared with 

and were admired by the other art therapy group members.  In the art therapy group, J was an 

equal and had his own individual artistic style just like every other member of the group.  His 

limited ability to communicate verbally strengthened his creative drive through art. 

 Perseverance.  Perseveration was defined by repetitive and continuous behavior and 

characterized by gratuitous productions such as the tendency to add irrelevant drawing or 

writing, and was a result of frontal lobe damage (Ronchi, et al., 2009).  In her studies on 

perseveration, Zabelina (2017) associated creative compulsion, patterning and perseveration with 
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perseverance and attentional persistence, determining that this link played an important role in 

the creative act.    

Kline (2016) developed a comprehensive neuro-rehabilitation informed art therapeutic 

approach to brain injury and found that small incremental changes achieved through repetition, 

routine, coherence and maintaining a slow pace would ensure continuous progression.  She also 

found that each strategy needed to be developed in a way that would enhance independent 

functioning while remaining as simple as possible to promote the retention of information.  

Informed by the link between attentional persistence and perseverance as an essential part 

of the creative act (Zabelina, 2017), and Kline’s (2016) conclusion that repetition and routine 

were needed in a rehabilitation program, individualized art therapy techniques incorporating 

these findings were developed for the research participant.  The clay technique of linking many 

small balls of clay together involved the same kind of perseveration found in his free drawings, 

but resulted in a constructive and aesthetically pleasing end product: a functional clay bowl built 

inside a slump mold.  The routine of repeating this art directive nine times during the research 

period strengthened memory recall.   

 Repetitive motion and the haptic, kinesthetic and sensory experience of touch when 

working directly with a smooth, natural and pliable medium such as clay, contributed to a sense 

of well-being (Nan, 2015), becoming a fully absorbing experience and leading to creative flow 

(Hinz, 2009).  Csikszentmihalyi (1990) described the creative process as “flow”: when being 

creative became effortless, without deliberation, all encompassing and without inhibition.   

Consistent with the findings of Zabelina (2013, 2014), Kline (2016) and Nan (2015), the 

research participant was able to persevere with the clay hand-building process for a longer period 

of time than usual, despite his short-term memory loss.  The simple repetition of the clay 
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technique combined with his perseverance and creative drive led to him achieving creative flow 

(Hinz, 2009), all of which contributed towards him not having to be prompted to complete this 

art therapy directive.   

In their study trying to determine whether the right or the left parietal unilateral lobe 

damage caused constructional apraxia, Makuuchi et al. (2003) completed an MRI study 

involving seventeen participants and found that drawing caused bilateral activation of both 

parietal lobes.  Kline (2016) applied this finding to her art therapy neuro-rehabilitation program 

for stroke survivors, and believed this bilateral activation supported post-injury recovery and that 

drawing and art making was a way to spark brainplasticity in these areas of the brain.  

Drawing with the fingertips of both hands simultaneously when creating the monotype, 

while also listening to music, stimulated bilateral activation in both parietal lobes, consistent 

with the findings of Makuuchi et al. (2003).  This resulted in the research participant becoming 

fully engaged in the creative process, achieving creative flow (Hinz, 2009), enabling him to work 

without interruption for a long period of time, despite his short-term memory loss.  The 

monotoype technique functioned within the Kinesthetic, Sensory and Perceptual components of 

the ETC accessing feeling and triggering memory (Hinz, 2009).  White (2002) found that the 

printmaking technique helped art therapy clients gain therapeutic distance from the artwork.  

This finding by White was confirmed in the monotype printmaking process with the research 

participant as he worked on smooth, blank rice paper with the print being created on the reverse 

side.  He gained therapeutic distance from the artwork allowing him to slow down, focus on 

kinesthetic hand movements, and become fully engaged in the therapeutic process. 

Eum and Yim (2015) found in their research that post-stroke depression was a common 

and serious complication of stroke and that psychotherapeutic services for this population were 
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important.  Michaels (2010) however found that historically those with brain damage had 

difficultly accessing psychotherapy, as there was the presumption that cognitive and linguistic 

impairment limited the benefits of psychotherapy.  In her art therapeutic work with stroke 

patients Michaels determined that the creative art making process provided her clients with 

emotional relief.  This was consistent with the findings in this research where the calming, 

kinesthetic, sensory and non-verbal art therapy intervention such as working with clay or directly 

with fingertips on blank rice paper for a monotype, provided the research participant with 

psychological relief and a creative outlet for his emotions. 

Neurological Limitations  

Constructional apraxia.  Caplan (2006) found that damage to the right parietal lobe 

resulted in an inability to copy and in misjudgment of sizes, angles and proportions in drawings.  

This led to him determining that the right cerebral hemisphere was responsible for visuospatial 

functions and the recall of visual data.  Similarly in their research on stroke comprising of 

drawing tests, Trojani and Grossi (1998) concluded that their research participants with right 

posterior cerebral lesions were able to draw simple geometric shapes, and that the errors in their 

object drawings caused by constructional apraxia were essentially spatial distortions and 

incorrect spatial relationships.  Art therapist Knight (2015) found in her work with stroke 

patients that strong diagonal lines dominated their paintings or drawings.  As her clients 

progressed, the strong diagonal lines decreased and their artworks regained the correct 

perspectives; she believed this to be visual proof of neurological change.   

The findings by Caplan (2006), Trojani and Grossi (1998) and Knight (2015) all 

contributed to a better understanding of J’s neurological disability resulting in constructional 

apraxia.  As in the studies with their research participants, J was able to draw simple geometric 
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shapes such as a circle, triangle and a square on request, but was unable to recognize the spatial 

relationships between lines and areas of color in the photo images he used as sources for his 

paintings.  This led to spatial distortions, often dominated by strong diagonal lines or 

perseveration, or the repetitive writing of his name.  J was also not able to independently build or 

assemble three dimensional carpentry kits without help, or draw objects from memory or sight.  

He could not recognize some photographic images, unless the images were clearly defined 

objects such as cars and some familiar animals.   

The ETC provided structure and a framework for art therapy interventions.  Hinz (2009) 

found that fluid paint media stimulated affective art therapeutic responses, but could also lead to 

a lack of control and evoke emotions that may not always be a positive experience.  By providing 

focus, structure and form while working with a fluid and affective medium like paint, therapeutic 

regression could be prevented (Hinz, 2009).  Focusing on the formal elements in art production 

provided a therapeutic distance, as it introduced the Cognitive component of the ETC into an 

emotive, sensory and affective art therapy directive (Hinz, 2009).  Lusebrink (2004) believed 

functioning within the Sensory, Affective, Perceptual and Cognitive components of the ETC 

stimulated new neural pathways.    

In art therapy directives aimed at improving his ability to recognize and mix colors and 

copy linear compositions, the research participant painted his own artworks based on 

photographs using acrylic paints on canvas.  The photographs chosen for the directives were of 

paintings by other artists, as this provided images with some simplicity and abstraction, which 

caused the research participant less stress.  During this directive, the researcher repeatedly 

prompted J to observe, name and copy a wide range of colors, line, textures and compositional 

elements in the photographs used as sources.  Consistent with the research on the ETC by Hinz 
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(2009), the fluid medium led to J functioning within the Sensory, Affective and Perceptual ETC 

components of the ETC.  Introducing the Cognitive component of the ETC provided therapeutic 

distance, control and emotional security by providing a framework and a holding place for 

emotions.    

Based on the observation of Lusebrink (2004) and Knight (2015) this art therapy 

directive stimulated new neural networks in J, resulting in positive changes in his ability to 

represent the colors, linear composition and spatial positioning of shapes as observed in the 

photographic sources more accurately.  The strong diagonal lines which dominated his earlier 

paintings became less pronounced in his later art works.  The results of this art therapy 

intervention provided evidence that even eight years after a brain injury neural stimulation could 

still lead to changes in neural pathways.   

Aphasia.  An acquired disorder resulting from brain injury, aphasia impacted on 

language areas in the brain responsible for expression, comprehension, literacy and symbolic 

understanding (Parrish, 2014).  In Broca’s aphasia, speech was often limited to short utterances 

of less than four words (National Aphasia Association, 2014).  The frustration of suffering from 

aphasia, the loss of ability to understand or express speech due to brain damage, led to isolation, 

passiveness and depression, with secondary psychological and psychiatric symptoms (Berthier & 

Pulvermüller, 2011).   

Research by Zaidel (2013) and Michaels (2010) confirmed that the drive to create art 

after brain damage was a deeply rooted biological need for survival when the usual 

communicative channels failed.  One study, which addressed the need for communication of 

stroke survivors suffering from aphasia, was the Generative Drawing Program (Sacchett et al., 

1999), which aimed at promoting the spontaneous use of communicative drawing in 
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conversation.  Research participants in this twelve-week program were required to draw absent 

items in response to photographic and conversational cues, using it as a way to communicate 

with family members and caregivers.  Although the researchers, families and caregivers of the 

research participants in this study found that drawings rather than an attempt at verbalization 

helped them understand what the research participants wanted to communicate, a stroke survivor 

who suffered from aphasia as well as constructional apraxia would not benefit from such a 

program as it would lead to an increase in stress and frustration.  

In their study of post-stroke aphasia Berthier and Pulvermüller (2011) based their 

research on progress made in both neuroscience and neuropsychology.  They found that intensive 

speech and language therapies activated both the linguistic and corresponding motor circuits, 

leading to surprisingly rapid improvements in language performance for patients suffering from 

aphasia.  Synaptic strengthening occurred when the synchronous firing of a group of neurons 

were activated repeatedly.  As a result, Berthier and Pulvermüller developed a therapeutic 

language game that encouraged language use in a communicative context.  Following the results 

that intensive language therapy at a high frequency resulted in the formation of new neural 

networks and the activation of residual neurological capacities, the communicative card game 

was played for 30 hours over a two-week period, resulting in significant improvements in speech 

production and comprehension abilities.    

An attempt to use the Generative Drawing Program (Sacchett et al., 1999) as a vehicle for 

communication with the research participant was unsuccessful as his ability to draw familiar 

objects from memory was severely limited.  The study by Berthier and Pulvermüller (2011) 

could also not be validated due to the time limit of the research period.  The data collection 

period could only include the creation of a collage card game, which was completed in a single 
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session lasting two and a half hours.  The creation of the card game did lead to an improvement 

in the writing and naming of the collage images, due to the length and intensity of the session. 

Pulvermüller and Berthier’s finding that intense periods of cognitive stimulation led to neural 

stimulation was consistent with J’s improvement in the writing and naming of the collage cards. 

Memory loss.  Memory problems can destroy a person’s sense of identity and continuity, 

and the inability to remember left a brain injury survivor without a passage of time, denying 

them a life narrative and their progression as a person (Headway, 2017).  Every time a memory 

became activated, neural connections constructing the memory was stimulated, continuously 

strengthening the neural network (Vance and Wahlin, 2008).   

In her research with an elderly population with memory loss, Alders-Pike (2014) found 

that art making connected personal life events, experiences and emotions to imagery, allowing 

verbal episodic memory to be exercised and strengthened (Alders-Pike, 2014).  This could also 

be applied to stroke survivors with memory loss, and can form part of a holistic, integrated 

rehabilitation program for stroke survivors, such as the life narrative framework which was 

developed by Ellis-Hill et al. (2000), and focused on physical, psychological and social 

rehabilitation.  This helped stroke survivors’ transition into their new post-injury world.   

Loewenthal (2013) used photographic images as part of phototherapy, exploring clients’ 

perceptions, values and expectations, or, through self-portraits, helping them understand how 

they saw themselves.  The dialogue that occurred in phototherapy through self-portraiture was 

similar to the therapeutic process (Nunez, 2013).  Phototherapy could play a valuable role in 

identity reclamation following stroke, and be utilized as part of the life narrative framework 

developed by Ellis-Hill et al. (2000).   
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As a concrete, visual narrative of personal experiences and autobiographical events with 

creative expression as its focus, J’s art memory workbook could help overcome memory loss, 

and serve as a vehicle for communication.  This was consistent with the findings by Vance and 

Wahlin (2008) and Alders-Pike (2013) that memory activation strengthened the neural network.  

Photos in the memory workbook of him creating his art work or craft objects or holding 

completed art and craft works strengthened identity and seeing a visual record of all his work 

together enhanced his memory of being capable (Vance & Wahlin, 2008).  As the art memory 

workbook was only assembled during the last session of the eight-week research program, its 

value as part of a neuro-rehabilitation program such as the life narrative framework developed by 

Ellis-Hill et al. (2000), can only be validated through further study.    

Emergence of a New Creative Identity.   

Chatterjee (2004) found that the loss of the ability of his patients to use line and form 

descriptively because of constructional apraxia, gave rise to greater expressive openness.  One of 

his patients discovered that her inability with spatial relationships in her paintings contributed to 

a newfound freedom from inhibition.  As she could not replicate the world on her canvas, she 

was forced to explore the world of her own emotions.  The inability to use line and form 

descriptively, led to line and shapes being used expressively (Chatterjee, 2004).   

Finding and developing art therapy techniques, which focused on individual strengths and 

functional capabilities of a stroke survivor (Wald, 1999) led to the development of a new creative 

identity.  Facilitating choices through art production, in the face of the loss of control and 

powerlessness brought on by an acquired brain injury (Michaels, 2010) contributed towards 

identity reclamation and transformation (Reynolds, 2012).   
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The research and art therapy work done by Chatterjee (2004), Wald (1999), Michaels 

(2010) and Reynolds (2012) reinforced the results of this research program.  J’s creative drive, 

his pre-injury talents and skills he had retained through procedural and implicit memory, as well 

as his newly gained post-injury creative skills all contributed to the emergence of his new 

creative identity.  His enjoyment of color, the fluid painting medium and abstract form in 

painting became the focus, rather than whether he “got it right”.   

By choosing the image he wanted to use as source in his own painting towards the end of 

the research period, he confirmed, in a nonverbal way, what interested him and how he wanted to 

express himself though his art.  By doing so he exercised his independence in a life where he had 

very little.  The focus on abstraction as a strength in his art led to a realization for J and his 

mother that his inability to draw or paint figuratively due to constructional apraxia was not 

“wrong” or a shortcoming, but had become his own creative style.  Focusing on abstraction in his 

painting, printmaking and drawing, and his ability to build clay bowls in a slump mold decorated 

with the same abstract patterns, led to identifying J’s creative strengths.   

Limitations 

 The researcher met with J and his mother every week for four months before the eight-

week data collection period.  This played a role in planning the content of the art therapy 

directives and also contributed towards positive changes that were documented during the 

research period.  A limitation of this research program was only having eight weeks for data 

collection, as strengths that were identified could not be consolidated. 

  An intensive eight-week art therapy program may have had more pronounced results if it 

had been part of a rehabilitation program which was put in place soon after the brain injury had 

occurred.  With an injury that had occurred eight years before as with the research participant, 



BUILDING ON STRENGTHS 84 

there needed to be the acceptance of a new post-injury world (Ellis-Hill et al., 2000), even as 

rehabilitation continued. 

 Fins (2017), a professor of medical ethics, believed that just as it took years of education 

for a developing brain to mature, a similar commitment to a recovering brain injury needed to be 

made.  Brain injury rehabilitation needed to be reconceived as education and lifelong learning, 

and promoted in this way as a means to achieve a recovered life.  Instead, rehabilitation for those 

who were lucky enough to receive it, usually only consisted of a few hours a week for six weeks.  

Fins believed it was a civil rights issue and that this population needed legal protection and free 

access to care and lifelong rehabilitation.  Instead, brain trauma survivors were disenfranchised 

by their injury and fell outside the scope of legal protection.  A lack of healthcare benefits, 

services and, ideally, individual art therapy, prevented J from receiving early and long-term 

rehabilitation, which might have made his condition today very different.   

Lefaivre (2015) gained international recognition for the Lefaivre Rainbow Effect 

rehabilitation program for brain injury survivors.  The individualized rehabilitation program was 

based on the cognitive retraining of the brain based on pre-injury lifestyle and strengths, as well 

as the organic brain damage.  It took the full spectrum of pre-injury life into account, depicting 

the different aspects of pre-injury life as a multi-colored circle broken up into pie-segments.  The 

pie-segments represented cognitive activities, emotional qualities, work, spirituality, relaxation, 

social life, physical activities, family, community, functional tasks, leisure activities and 

sexuality.   

A limitation of the program was that Lefaivre (2015) did not include the creative and /or 

expressive arts as an equally important segment or component on the Lefaivre Rainbow Effect 

spectrum.  She also did not consider the post-injury strengths or creative interests that brain 
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injury survivors might have developed, sometimes even because of the brain injury.  Examples 

of these newly developed post-injury creative strengths could be found in the research results of 

Chatterjee (2004) whose ABI patients began creating art of greater expressive openness after the 

injury, as well as Bogousslavsky (2005), whose patients who had never previously expressed 

themselves through art before, began doing so after the brain injury.  These examples supported 

the findings of Zaidel (2013) that the drive to create art after brain damage was a deeply rooted 

biological need for survival when the usual communicative channels failed.  The Lefaivre 

Rainbow Effect failed to take this into account.   

Developing a creative neuro-rehabilitation program for a brain injury survivor utilizing 

the ETC as art therapeutic framework provided it with structure, but had limitations.  Memory 

loss and aphasia, the inability to communicate verbally other than short sentences with repetitive 

word use, made it difficult to use the ETC as a cumulative process, which built upon previous 

ETC components.  The Kinesthetic/Sensory, Perceptual/Affective and Cognitive/Symbolic 

components were bipolar and complimentary and represented increasingly complex processing, 

which culminated in the Creative level, an integration of functioning on all levels of the ETC 

(Hinz, 2009).  Short-term memory loss resulted in the Kinesthetic, Sensory, Perceptual or 

Affective components to be experienced in the present only, and it was impossible to reflect on 

the process or build on an ETC level reached in a previous session.  

Aphasia made the necessary verbal expression to communicate about feelings impossible.  

Verbal processing and describing emotional states were necessary in the ETC to help gain a 

reflective distance, after having been immersed in the creative process (Hinz, 2009).  With a 

nonverbal population or with a client that had intellectual disabilities, this process of reflection in 

the ETC could not be followed. 
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Functioning within the Creative level of the ETC referred to the synthesizing and self-

actualizing tendencies of the individual, and consisted of more than just a cognitive process 

(Kagin & Lusebrink, 1978).  Hinz (2009) further described reaching the Creative level as being a 

full exploitation of the client’s talents, capabilities and potentialities.  This description could 

describe an individual like J, who regardless of intellectual ability had reached a level of 

creativity that was within his full capacity.  Despite the limitations of the ETC when working 

with a brain injury survivor such as J who could not fully benefit from the ETC process, he was 

still able to experience creative fulfillment and achieve emotional and cognitive growth.  

An art therapy program for brain trauma survivors, as was the focus of this case study 

research, should be an important part of a lifelong recovery process, but justifying the inclusion 

of art therapy in neuro-rehabilitation through case studies was difficult.  Criticism of case study 

research included the problem of speculation and generalizability by focusing on a small sample 

of the population.  Researcher subjectivity and bias were also an issue, as well as case studies 

being ethically problematic.   

The issue of causality, the investigation of causal links between factors, were also seen as 

a difficulty in a single case study: how could it be proven, in a single case study, that it was the 

art therapy which had caused the good outcome, eliminating all other possible causes of results.  

Critics of case study methods also argued that case-based research provided a fascinating 

account of human experience, but were hard to summarize in a form that could lead to an 

accumulation of evidence (McLeod, 2010).  Randomized clinical trials were given priority over 

other forms of evidence such as case studies, as case study research was seen as not being 

evidence–based and could therefore not influence policy-making.  Many counseling and 
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psychotherapy researchers therefore arrived at the conclusion that case study research was a 

waste of time (McLeod, 2010).      

Recommendations 

A recommendation regarding research on art therapy for clients with an acquired brain 

injury would be for this art therapy research model to be duplicated with other ABI survivors so 

as to test its validity and effectiveness.  Because the approach was personalized and based on the 

individual’s pre-injury and post-injury profile, it had the flexibility to be adapted to age, culture, 

gender, abilities and socio-economic circumstances.  Identifying an ABI client’s pre-injury and 

post-injury strengths, abilities, and closely working with other therapists and service providers to 

structure a successful and integrated art therapy intervention and neuro-rehabilitation program 

for each individual client, could help lead to recovery and a life lived to full capacity.  

This approach could be adapted to ABI clients who lived in assisted living facilities, 

involving their families in gathering pre-injury information and participating in family art 

therapy.  For ABI clients who were, together with art therapy, receiving interdisciplinary 

therapeutic services such as occupational therapy, music therapy and/or speech therapy for their 

brain injury rehabilitation, a personalized art memory workbook could become part of the 

broader program.  The art memory workbook could be electronically stored and used, integrating 

it with music.  Groups for ABI survivors, where they shared their individual art memory 

workbooks, played the collage card game and completed personalized creative activities based 

on pre-injury skills, would provide social contact and emotional support.  The art therapy 

program could also be adapted to ABI survivors who were housebound.  

An individualized art therapy program developed with this research model could also be 

adapted to clients with traumatic brain injury, dementia, other neurological disorders and mental 
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disabilities.  Offering a long-term, integrated and holistic community-based rehabilitation 

program to all members of society suffering from neurological disorders and mental disabilities 

was a fundamental right, would lift the burden on caregivers, and lead to the personal 

empowerment of community members often marginalized because of their disabilities (WHO, 

2006). 

The artworks produced by the research participant also provided evidence that those 

suffering from a neurological disorder, mental disability or brain injury, could develop an artistic 

style which could become part of a new creative identity, leading to self-fulfillment, 

productiveness and quality of life, similar to the artists with neurological disabilities at the 

Creative Growth Center in Oakland, California (Ludins-Katz, & Katz, 1990).  With the right 

guidance and necessary support and infrastructure, and by focusing on strengths rather than 

neurological limitations, those with a neurological disorder or mental disability could become 

artists that were socially and artistically recognized, leading to a reduction of the stigma due to 

their disability and social inclusion rather than isolation.   

Conclusion 

 Winson et al. (2017) believed no client with brain injury was untreatable, regardless of 

the severity of the injury.  The nature and extent of the brain injury played a role, but so did 

strong motivation, good family support systems and quality of rehabilitation services available.  

Brain trauma survivors who were motivated and played an active role in their rehabilitation had a 

better chance of recovery (Michaels 2015), and a benefit of art therapy was that it encouraged 

active client participation in a positive and joyful way.  Art therapy could provide essential, 

lifelong rehabilitation services for this population but was still a young discipline, with much 

research needed to establish it as an important partner in neuro-rehabilitation.   
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This research study followed the recommendation by McNiff and became a case story of 

J and the process of identifying and building on his pre- and post-brain injury strengths, interests 

and memories.  The art and crafts he created during the research period provided concrete, visual 

evidence of his strengths, neurological limitations and continuous improvement, contributing to 

the value of the study.   

The functions of the human brain defined who we were, how we related to one another, 

our talents, our intellect, our creativity, our ability to communicate and our ability to understand 

and share in the emotions of others (Hillis & Tippett, 2014).  A brain injury can interfere with all 

these functions.  Art therapy can play an important role in neuro-rehabilitation, identifying 

creative strengths, providing emotional relief, instilling hope and improving the quality of life of 

persons with brain trauma, and that of their families.   
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APPENDIX A 

Questionnaire for mother/caregiver prior to the research study 

This six-week research study is aimed at developing an art therapy program for your son 

JJ, based on his pre-and post-injury strengths, skills and abilities.  This questionnaire is aimed at 

finding out what those strengths skills and abilities are, and learning from you what you think 

would most benefit your son.   If there are any questions you do not wish to answer, you are 

under no obligation to do so and can leave those unanswered. 

1.  When did the accident happen?   ………… 

2.  What was the diagnosis?............................................................................................................... 

……………………………………………………………………………………………………… 

……………………………………………………………………………………………………… 

……………………………………………………………………………………………………… 

3.  In any of the following categories, what did JJ enjoy doing before the brain injury? Please 

give a brief description.  

a.  Play a musical instrument?…………………………………………………………......... 

b. Listen to music? …………………………………………………………………………… 

c.  Cook or bake?……………………………………………………………………………… 

d. Do arts or crafts?……………………………………………………………………………. 

………………………………………………………………………………………………… 

………………………………………………………………………………………………… 

e. Did JJ have any hobbies?....................................................................................................... 

…………………………………………………………………………………………………. 

f. Play a sport or other outdoor activities?……………………………………………………. 
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………………………………………………………………………………………………. 

g. Anything else?…………………………………………………………………………….. 

……………………………………………………………………………………………… 

……………………………………………………………………………………………… 

4.  What work did JJ do before the brain injury? …………………………………………… 

………………………………………………………………………………………………… 

……………………………………………………………………………………………….. 

5. What activities has JJ enjoyed doing since he had the injury?.............................................. 

 ................................................................................................................................................. 

……………………………………………………………………………………………….. 

5.  How has JJ improved since the injury, and what do you think contributed to the 

improvement? ……………………………………………………………………………… 

………………………………………………………………………………………………. 

………………………………………………………………………………………………. 

………………………………………………………………………………………………. 

……………………………………………………………………………………………….. 

……………………………………………………………………………………………… 

6.  How do you think coming to group and one-on-one art therapy has benefited JJ? 

..................................................................................................................................................... 

………………………………………………………………………………………………… 

Has it benefited you? If yes, how?.............................................................................................. 

………………………………………………………………………………………………… 

………………………………………………………………………………………………… 
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APPENDIX B 

Weekly Questionnaire for Caregiver during the Six-week Data Collection Period 

1. This week, JJ completed a ………………………………………………………………… 

in the one-on-one art therapy session.   What did you notice during the session? 

…………………………………………………………………………………………….. 

……………………………………………………………………………………………. 

…………………………………………………………………………………………….. 

…………………………………………………………………………………………….. 

2. Did you notice anything new or different this week while at home with JJ? 

…………………………………………………………………………………………… 

……………………………………………………………………………………………. 

……………………………………………………………………………………………. 

……………………………………………………………………………………………. 

3. This week you and JJ completed …………………………………………………………. 

……………………………………………………………………………………………… 

with the art therapy group.  How did JJ benefit from the art therapy group this week?   

……………………………………………………………………………………………… 

……………………………………………………………………………………………… 

……………………………………………………………………………………………… 

How did you benefit from the art therapy group this week? 

…………………………………………………………………………………………….. 

……………………………………………………………………………………………..  

……………………………………………………………………………………………… 


