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ABSTRACT 

To date, few art therapy research studies have reflected how treatment can support wellness 

identity development for an individual independent from his or her mental illness.  The 

purpose of this study was to gain deeper insight into how art therapy can assist in identity 

formation and positive ego development for individuals specifically diagnosed with 

schizophrenia.  A phenomenological study was used to collect data through an open 

discussion focus group.  Research volunteers had previously participated in art therapy 

groups while receiving care at an acute inpatient psychiatric unit.  The data collected during 

the focus group was categorized into themes and then synthesized into a graphic novel.  The 

visual narrative was created to not only humanize the experience of schizophrenia but also to 

amplify nine volunteers’ lived experiences and perceptions related to wellness principles and 

their importance to treatment and recovery.  Alongside the publication of this written thesis, 

the graphic novel was meant to serve as a source of education to the wider public regarding 

the stigma of psychiatric illness and the importance of community engagement in treatment.  
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CHAPTER 1  

Introduction 

Significance and Prevalence of Schizophrenia 

 Records identifying schizophrenia-like symptoms date back to Pharaonic Egypt and 

have been recognized as a sickness for thousands of years (“The History of Schizophrenia,” 

2010; Preston, O’Neal & Talaga, 2004).  The disease was first associated with dementia and 

termed dementia praetox by Dr. Emile Kraepelin 120 years ago.  Eugen Blueler termed the 

same illness schizophrenia in 1911 from the Greek roots of ‘schizo’ and ‘phrene’ or ‘split 

mind.’  Contemporary mental health communities have worked to educate the public on what 

schizophrenia is because the associated behaviors and symptoms are often still misunderstood 

as manifestations of multiple or split off personalities.  Kraepelin and Blueler were both 

instrumental in developing systematic ways of describing and understanding symptoms 

associated with schizophrenia (“The History of Schizophrenia,” 2010; McCarley, Shenton, 

O’Donnell & Nestor, 1993).  The DSM-V has eliminated the subtypes of schizophrenia 

because they did not contribute significantly to treatment and/or provide significant 

information beneficial for recovery. Current practitioners conceptualize schizophrenia as a 

spectrum of symptoms that impact levels of functionality for the persons affected. 

 Medical models of care characterize schizophrenia as a chronic brain and behavioral 

disorder.  This medical disorder and/or mental health syndrome is marked by psychotic 

features that debilitate and affect an individual’s intellectual and social functioning to incur 

isolation to self, feelings of inadequacy, and poorly developed social skills in differing 

degrees (Jongsma & Peterson, 2006; National Alliance on Mental Illness, 2011; Patzer, 2014; 

Snyder, 2014).  Schizophrenia affects over two million American women and men as 

reported by the National Alliance on Mental Illness (NAMI).  One percent of the population 

meets the criteria for schizophrenia with individuals’ first displaying symptoms typically in 
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their late teens to mid twenties.  The lack of public awareness and understanding of common 

symptoms and behaviors associated with schizophrenia leaves those untreated struggling with 

homelessness, isolation, and poverty long-term.  The rate of suicide among those diagnosed is 

16 times greater than the general public (Limosin, Philippe, Casadebaig, & Rouillon, 2007; 

NAMI, 2011). 

Significant personal suffering and substantial functional impairment are associated 

with psychotic disorders (Preston et al., 2004).  Schizophrenia, as a specific category of 

psychotic disorder, is characterized by distortions and disturbances in thoughts, feelings, and 

behaviors often caused by unseen perceptual abnormalities experienced in idiosyncratic ways 

by the individual.  Approximately one in 100 persons will meet criteria for schizophrenia 

during his or her lifetime or one percent of all adults may be diagnosed (Patterson, Crawford, 

Ainsworth & Waller, 2011; Patzer, 2014; Snyder, 2014).  The presence of pervasive positive 

and negative symptoms can make schizophrenia a chronic, severe, and disabling brain 

disorder.  Positive symptoms include thought disturbances and repeated rhythmic gestures 

often caused by delusional preoccupations and paranoia as well as hallucinations that are 

alterations in or difficulty discerning sensory input from the outside world.  Negative 

symptoms may be described as an inability to understand or seek pleasure, decreased 

motivation and energy for daily life activities, and cognitive disruptions in organization and 

concentration (Patzer, 2014; Snyder, 2014). 

 The emotional effects of psychotic disorders can be detrimental to the individual and 

his or her family and there are additional financial impacts within estimated health care costs.  

For example, Wright, Turkington, Kelly, Davies, Jacobs, Hopton, and Beck (2014) discussed 

health care costs as another devastating effect of psychotic disorders because acute and 

outpatient care can exceed both diabetes and cardiovascular disease treatment expenditures. 

The dual emotional and financial costs strain the individual and his or her systems, which can 
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affect the quality of life and overall wellness of both.  Focusing support goals around 

improving quality of life, meaningful relationship engagement, maintaining active lifestyles, 

and encouraging healthy self-esteem and outlooks are suggested by this author as possible 

ways to provide more effective long term treatment for persons diagnosed with 

schizophrenia.  

 If diagnosed early, managing symptoms and recovery are more likely.  However, 

schizophrenia can often show a slow onset and often mimic other brain disorders and medical 

conditions, which prolong treatment access for those who do meet specific criteria.  Lack of 

resources and education on schizophrenia often leave the individuals who have been 

diagnosed unjustly arrested or jailed rather than sent to facilities that can offer informed 

treatment and care.  Mental health professionals should ideally monitor individuals’ 

development of symptoms over an extended period of six months and this often proves 

challenging due to the inconsistencies of coordinated care and difficulties in ruling out other 

disorders (NAMI, 2011).   

 The previously mentioned complexities of being diagnosed and living with 

schizophrenia do not predict that these individuals may not be helped or have access to their 

desired quality of life.  How support can best be delivered and lend to a desired quality of life 

for those affected remain large questions in the health care systems of today.  It is true that 

positive and negative symptoms can be regulated through antipsychotic medication and these 

‘psychotropics’ remain as critical components in the successful treatment of schizophrenia 

(Preston et al., 2004).  Preston et al. found that 70 percent of individuals not receiving 

pharmaceutical intervention relapsed within a year, whereas individuals receiving 

antipsychotic medication relapsed at a much lower rate of 30 to 40 percent.  Moreover, 

reducing the symptoms associated with schizophrenia with medication may improve 

functioning and provide access in other participatory forms of therapy.  Rates of recidivism in 
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hospitalization rise when mental health professionals and the individual do not effectively 

manage treatment and recovery. 

Owen (2012) discussed how fictional and uninformed media drive stereotypes by 

characterizing individuals diagnosed with mental illness as dangerous and violent.  She was 

critical of this stereotype because persons diagnosed with schizophrenia have more often 

been the victims of violent crimes, rather than the perpetrators, and they are 10-16 times more 

likely to commit suicide than persons without a mental health diagnosis.  Furthermore, 

movies and entertainment media continue to instill in the general public a sense of fear and 

need for detachment from individuals diagnosed with schizophrenia because of propagated 

images of the ‘homicidal maniac’, ‘possessed’, or ‘schizophrenic’ patient.   

Public and self-stigma can be detrimental because these factors often inhibit 

individuals from seeking treatment and formal care when needed (Pattyn, Verhaeghe, Sercu 

& Bracke, 2014).  In 1999, the Surgeon General’s report on mental health addressed the 

stigma of mental illness as a “primary barrier” to treatment and recovery (Pescosolido, 

Martin, Long, Medina, Phelan, & Link, 2010).  Self-esteem and self-efficacy were found to 

be negatively impacted by public stigma and often discourage people from requesting help.  

Another detrimental impact was the prevalence of early 20
th

 century research that focused on 

dysfunctional family dynamics and correlated the etiology of the schizophrenia to deficient 

parenting.  Overall, individuals may experience feelings of guilt and shame due to misguided 

and long-held public assumptions that their mental illnesses developed as a result of their 

own or their families’ behaviors or actions (Pattyn, Verhaeghe, Sercu & Bracke, 2014).  

 Despite the debilitating symptoms and internalized public stigmas creating barriers to 

treatment and recovery and fueling feelings of guilt and shame, individuals can live fulfilled 

and satisfying lives with proper treatment and support (Patzer, 2014).  Appropriate 

medication management has long been determined as the foundation of treatment for 
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individuals with schizophrenia.  Pharmaceutical interventions cannot cure the illness but they 

often assist the individual’s level of functioning by a dramatic reduction of symptoms.  

Unfortunately, the medication-mediated decrease in symptoms may be at a cost to the 

individual’s quality of bio-physiological life.  Snyder (2004) found individuals with 

schizophrenia experienced lethargy, exhaustion, loss of personality, and isolation to self when 

taking prescribed medications.  Also these antipsychotics can cause involuntary motor 

movements that garner unwanted public attention and promote further stereotypes.  

Basic Assumptions 

 Crespo (2003) outlined how effective art therapy intervention can synthesize the 

recovery process for an individual diagnosed with schizophrenia and with the use of self-

reflection through image making.  Art therapy has been documented to engage the individual 

in ways verbal therapies cannot.  Using the art product as a container and catalyst of self-

reflection might allow objectification or a safe distance for processing the illness.  Moreover, 

art making may grant enhanced opportunities to address and organize thoughts and behavior 

through the use of metaphor and aesthetic form. 

 Crespo (2003) and Lusebrink (2004) have both discussed how art making may 

activate different parts of the brain and has the potential to generate new thoughts, 

connections, and ideas for clients.  These authors described how art therapy is believed to 

activate ‘right-brained’ processes and draw more from the individual’s spatial and intuitive 

processing rather than verbal and reasoning functions.  It follows that art therapy could assist 

persons diagnosed with schizophrenia in treatment more effectively than talk therapies alone 

due to how these individuals may organize their idiosyncratic thoughts and sensory input 

better through nonverbal interventions.  Lusebrink (2004) found that the kinesthetic action of 

art therapy engagement could provoke motor memories.  When this ‘speech, movement, and 

posture’ part of the brain is activated, the processing of the sensory associations and 
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information may be accessed and mirrored though the kinesthetic engagement of art therapy.  

In summary, the visual, auditory, and kinesthetic stimulations of art therapy materials and 

processes may provide alternate paths of understanding and assisting clients with brain 

functioning.  Art therapy may also build self-esteem for clients through the engagement and 

success of completing tasks.  Art creation requires many moments of risk-taking and inspires 

organization around tasks.  These possible ‘discovery events’ with media may allow art 

therapy participants a vital emotional distance to address goals or difficult memories and 

experiences through their use.   

Purpose of Study 

At present, little research exists regarding identity development through utilization of 

art therapy interventions for individuals diagnosed with schizophrenia.  If art making and art 

creation support spatial thought processing, could they provide a vital therapeutic platform 

for communicating difficult to access thoughts, feelings, and goals for people who experience 

thought disorders?  As noted before, Lusebrink (2004) described how expression through art 

media activated different emotional, visual, somatosensory, motor, and cognitive components 

of information processing.  This researcher wanted to investigate if providing art directed 

interventions, that highlight and access strengths as well as individualized narratives and 

choices from clients, could compliment therapeutic interventions to raise self-efficacy.  

Moreover, by focusing on the strengths and qualities unique to the person, the individual is 

not defined by his or her mental illness.           

The purpose of this study was to elicit information regarding how art therapy 

interventions may be beneficial in wellness identity development for individuals separate 

from his or her mental illness of schizophrenia.  How research volunteers conceptualized 

their own ‘wellness’ definitions were one major outcome of the study.  Information regarding 

the strengths and weaknesses of art therapy within a specific acute and outpatient psychiatric 
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hospital care system was an additional outcome of this study.  To determine this, the 

researcher explored how art therapy interventions had been effective in acute hospital care 

treatment for nine research volunteers who had experienced them directly.  The researcher 

had hoped that such vital feedback might improve inpatient care for her site but also develop 

relevant art therapy support strategies for the long term care of persons diagnosed with 

schizophrenia.  

 Allen (1995) noted, “Art is a way of knowing what we actually believe” (p. 3) and 

she believed that soul and spirit are discovered through images.  The data collected from this 

study was represented in a graphic narrative so readers and all research participants could 

experience the focus group narrative ‘brought to life’ through images created by the art 

therapist researcher.  This art therapist researcher arranged the five themes and seven 

subthemes discussed amongst the volunteers into chapters to distill a cohesive story.  The 

graphic novel was made available via web address at http://www.iamnotmyillness.us and it 

will be an ongoing project after the conclusion of this written thesis. 

 A secondary purpose of synthesizing the focus group data into a graphic novel was to 

highlight the benefits of arts-based research for art therapy.  Imagery alongside written ideas 

encourages the reader/viewer to receive multiple meanings and witness a vital dialogue.  

Much like moments and experiences in dreams, imagery is spatial and all encompassing.  

According to Knowles and Cole (2008), the use of images can improve empathy and bring 

the reader and/or viewer into a lived experience more dynamically.  Ideas can be expressed 

spatially to cross both cultural and language barriers.  Images can offer more authentic and 

sincere methods of conveying personal experience.  Community and social action may be 

more influential through use of images because their tangible products transcend mere spoken 

word by recording the human condition in visual language.  

http://www.iamnotmyillness.us/
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Definition of Terms 

Swarbrick (2006) defined wellness as the focusing of one’s intentional awareness and 

conscious choices that are for the better.  Wellness incorporates a balanced approach to 

physical, emotional, intellectual, environmental, spiritual, and social needs and 

circumstances.  Many models of wellness incorporate an additional dimension of 

occupational wellness.  These are holistic approaches to recovery and treatment, which 

encourage the active development of the dimensions of wellness throughout one’s life.  

The Oxford English Dictionary (2014) defined self-identity as an individual skill to 

recognize potential in one’s self, specifically in a societal framework.  Individuals diagnosed 

with schizophrenia often struggle with identity disintegration as a consequence of the 

collapse of ego boundaries (Patterson, Crawford, Ainsworth & Waller, 2011).  The 

progression of the illness and residual social, personal and family complications may be a 

cause of a lost sense of self.  Without a sense of identity, the individual cannot differentiate 

between self and other, affecting self-image and drastically reducing self-worth.  

Self-efficacy is defined as the belief in an individual’s ability to succeed in specific 

situations (Bandura, 1977; Ormrod, 2006; Schunk, 1991).  This belief in one’s self affects 

how we navigate challenges and goals and plays a major role in desirable outcomes.  

Expressive therapies such as art therapy and creative activity were found to contribute to 

improvements in self-worth, self-esteem, and self-efficacy according to Caddy, Crawford, 

and Page (2011).  

Franklin (2013) explored the various etiological definitions of self-esteem in his 

article that explored the topic and its relation to art therapy.  The author stated, “self-esteem 

refers to self evaluation and is often understood as strong appreciation of oneself” (p. 79).   

According to this author, vital parts of self-appreciation and reflection include the ability to 

trust and develop one’s self. 



I AM NOT MY ILLNESS: WELLNESS IDENTITY DEVELOPMENT 15 

Pescosolido et al. (2010) defined stigma, in relation to mental illness, as prejudicial 

beliefs that shame and devalue an individual.  Persons with mental illness often face stigma 

that affects their potential for social relationships, employment, medical care, and housing.  

These feelings of externalized discrimination and prejudice can develop into internalized 

feelings of worthlessness often referred to as self-stigma. 

 A focus group is defined as a particular type of group interview that profits from the 

interactions and exchanges between contributors (Kitzinger, 1995).  There is a consensus of 

data that is distilled from this research method and from the interactions and discourse 

between participants.  The focus group process was originally used in assessing effects of 

film and television on audiences.  It has become a dynamic research method of expanding 

knowledge of health and wellbeing because it evaluates mainstream to more esoteric 

knowledge derived from a group processing of individuals. 

 A graphic novel uses traditional comic book design as an experimental aesthetic.  The 

graphic novel employs use of narrative story telling with images in a sequential format.  As a 

literary and art medium, it is often widely lauded as an effective tool in portraying the human 

experience.  In Persepolis: A Story of a Childhood, Satrapi (2003) shares her experience as a 

young child growing up in Iran during the revolution.  The memoir gives an intimate 

narrative of her life experienced during the war, after the revolution, and the post war effects 

on Iran.  Cunningham’s (2010) Psychiatric Tales is an illustrated story of his experience 

working as a psychiatric nurse in the United Kingdom that gives the reader a deeper 

understanding of the complexities of mental illness.  Spiegelman’s  (1973) Maus also tells a 

vividly affecting story of a father and son’s relationship through a biographical retelling of 

the author’s family experiences in Nazi Germany.  Graphic novels have the potential to 

capture and tell multifaceted accounts of lived experience through written and graphic 

narrative media and art form.  The use of the graphic novel for this research study proposes to 
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utilize the strengths of an art-based narrative to disseminate research results to wider 

audiences and foster community engagement of mental health issues. 

Justification of the Study 

 Crespo (2003) emphasized the severity and prevalence of schizophrenia within adult 

populations and discussed disturbances in ego development, self-identity, and self-esteem for 

these individuals.  Severely regressed individuals diagnosed with schizophrenia struggle with 

the concept of separating internal and external experiences.  This fragmentation of realities 

causes the individual additional anxieties, fears, and inability to make sense of his or her 

world.  The disorganization and ego regression triggers confusion of the self.  The author 

postulated that this disturbance results in the fusion of self and non-self.  The individual’s 

self-esteem drastically diminishes and depersonalization becomes the instigator of detached 

thoughts and actions.  When the individual can identify there is something ‘wrong’, changing 

self-experience can begin (Windell, Norman, & Malla, 2012).  Identifying personal strengths 

and gaining the capability to be an active member in the recovery process can allow the 

person to regain a sense of self. 

  Circulating false information and consistently dramatizing media characters for 

effects on audiences both isolate and marginalize persons with mental illness and have 

contributed to the long-term stigmatization and vilification of a grossly neglected population.  

Conversely, Owens (2012) found visual media to be exceptionally effective for increasing 

empathy towards individuals diagnosed with schizophrenia.  Moreover, Dickerson and 

Lehman (2012) mentioned one of the setbacks of psychotherapy research in schizophrenia 

included a lack of patient generated definitions of recovery.  

  This study aimed to explore the perceptions of art therapy intervention as a tool for 

wellness identity development for individuals diagnosed with schizophrenia and raise 

awareness of the ‘illness’ and possible alternative identities of ‘wellness’ through a graphic 
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novel.  Art therapy interventions designed to elicit ego building and identity-developing tools 

have proven to be effective in recovery of individuals diagnosed with schizophrenia (Crespo, 

2003).  This study provided further information to assist in reducing future hospitalizations 

for individuals diagnosed with schizophrenia and in their own words.  Research themes 

revealed the need for client tools of self-monitoring, health and wellness strategies, and 

ongoing, consistent medication and therapy support.   

Ethical Implications 

 Because of the policies and procedures at this particular facility where the research 

took place, patients and/or the research volunteers were not permitted to sign documents or 

permissions to the art therapist student researcher.  However, patients were allowed to accept 

or decline participation without repercussions through verbal consent process and as 

informed to them by this student researcher and witnessed by a staff member of the facility.  

An explanation regarding the limits of confidentiality due to any safety concern disclosures 

that might have manifested in the group discussion was reviewed before beginning the 

research.  All nine volunteers verbally assented to their rights to individual privacy and 

possible limits of confidentiality for the focus group discussion.  The art therapy supervisor 

selected potential volunteers from a random sample of participants diagnosed with 

schizophrenia and who further qualified due to their recent inpatient admission to the 

hospital, active participation in art therapy groups during treatment, and current stability and 

progress in outpatient therapy.   

 This researcher incorporated a variety of methods to enhance researcher self-

reflection and integrity to decrease researcher bias.  While electronic recording devices were 

not permitted for the focus group discussion, written notes or observations, visual logging, 

and art based reflections were used to elicit the data and allow for researcher saturation 

before distilling themes.  The researcher was careful not to communicate involuntarily any 
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expected outcomes to participants and direct methods of reflecting on personal responses and 

potential countertransference were explored through use of art making and multiple art 

therapy supervision discussions.  Methods to help ensure dependability and honesty of 

participants included building group rapport through non-directive facilitation and ensuring 

volunteers that there were no “right” answers or outcomes expected from their focus group 

discussion.  
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CHAPTER II 

Review of Literature 

  Persons with mental illness commonly experience physical changes to their bodies, 

challenges to maintaining self-care and hygiene, and sleep disturbances.  They also frequently 

report suicidal ideations, chemical and process addictions such as self-harm, and cognitive, 

emotional, and behavioral disturbances (NAMI, 2011).  Because of the effects on motivation 

and interest, intellectual functioning is weakened and often coupled with fixation on a 

specific thought or disturbance.  One’s spirituality and sense of hope can also suffer from 

internalized stigma, guilt, fear, shame, and confusion.  The effects of schizophrenia influence 

all domains of wellness and living.  

 The following literature review focused on published research in several areas that 

included recidivism and hospitalization for those diagnosed with schizophrenia; life outside 

the hospital for the individual; ego-development, self-awareness and its effects on recovery 

and treatment for persons with schizophrenia; the benefits of art therapy as a treatment 

modality; and wellness and recovery models.  The research investigated many areas of focus 

for both treatment and recovery and further reiterated the importance of client elicited 

narratives, the use of focus groups in research, the benefits of art therapy for persons with 

mental illness, and the critical importance of changing public stigma in regard to this illness. 

Risk Factors, Hospitalization, and New Approaches  

Risk factors are often difficult to articulate because, 

There are many things that cannot be adequately said about schizophrenia, things to 

which language greatly pales…The worst thing imaginable is to be terrified of one’s 

own mind, the very matter that controls all that we are and all that we do and feel 

(Ruocchio, 1991, p. 357).  
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Seligman and Reichenberg (2012) described schizophrenia as a subcategory of psychotic 

disorders in the DSM-IV-TR along with other psychotic disorders such as: schizophreniform 

disorders, delusional disorder, schizoaffective disorder, and shared psychotic disorder.  

Permanent cognitive dysfunction has been linked to the dependency on length and number of 

psychotic episodes.  Authors described schizophrenia as pervasive and may include limited 

insight, confused sense of self, disorganized speech and behavior, hallucinations, bizarre 

behaviors and delusions, and psychomotor disturbances.  Schizophrenia was additionally 

broken into three phases, which included initial (prodromal), active, and residual phases.  

Each phase defined a specific level of symptom activation and when signs are most apparent.  

 Researchers have only recently begun to focus on patient reports of discrimination 

and prejudice.  Patients and their families have been reported to experience hopelessness, 

fear, guilt, and shame with first psychotic episodes in particular (Lasalvia et al., 2014).  

Lasalvia et al. (2014) found that immediate and long-term management of a clinical diagnosis 

of schizophrenia and the stigma surrounding the disorder could lead to an overwhelming 

sense of despair.  These authors conducted a cross-sectional survey interviewing 97 first-

episode patients treated in public psychiatric services in the Veneto Region of Italy.  The 

interviews focused on discrimination frequent among family members, developing 

friendships, acquiring and maintaining a job, having relationships with neighbors, and 

forming intimate relationships.  The authors described how a higher level of experienced 

discrimination connected with greater number of functioning needs.  First-episode patients 

reported suffering discrimination in multiple life domains and anticipated discrimination that 

restricted ability to lead fulfilling life experiences.  The authors also concluded that 

understanding potential discrimination and the social costs of exhibited symptoms led 

patients to more readily expect discrimination.    
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 Boaz et al. (2013) explored risk factors for early readmission to acute care for persons 

with schizophrenia currently taking antipsychotics.  The authors collected data on 3,563 

participants and focused variables on demographic identification, frequency of service use 

prior to admission, post-discharge psychopharmacological treatment, and occurrence of 

admissions in behavioral health facilities.  Findings matched prior research and concluded 

that individuals with schizophrenia are influenced by multiple factors in readmissions and 

hospitalization, even when receiving antipsychotic medications.  Readmissions to the hospital 

are problematic not only for those affected with the disorder, but for those who are 

undiagnosed with the illness as well due to the strain on the healthcare system (Seligman & 

Reichenberg, 2012).  Because of lack of resources in adequately and effectively treating 

individuals with schizophrenia, patients are often discharged early, which also contributes to 

higher rates of recidivism.  Persons diagnosed with comorbid medical conditions and 

histories of substance abuse are also at a higher risk of readmissions.  Boaz et al. (2013) 

suggested adopting more integrated care models to address the complexity of treating 

schizophrenia.  

 Addington et al. (2012) identified a core set of functioning measures for evaluating 

treatment services for individuals diagnosed with schizophrenia.  The authors split the study 

into two sections: a systematic review of the literature was done to focus on a list of concrete 

measures and the Delphi process was used from six sponsors representing patients, family 

members, mental health administrators, mental wellness clinicians, and schizophrenia 

specialists.  The authors evaluated eight domains for service evaluation.  Acceptability, 

appropriateness, competence, accessibility, effectiveness, safety, efficiency, and continuity 

were the focus.  According to the Canadian Institute of Health Information, these eight 

domains are essential in rating effectiveness in treatment, according to the authors.   
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 Personal growth, goal fulfillment, and sense of purpose were attainable for the 

individuals with schizophrenia surveyed.  Though medication was an essential component of 

treatment, it did not address their cognitive difficulties and tendencies towards isolation 

(Snyder, 2014).  Dickerson and Lehman (2012) discussed three main focuses in 

psychotherapy to include alternative healthy coping skill development, emotional support in 

processing disabling effects of the illness, and pathophysiological adjustments.  Therapeutic 

intervention was found to additionally assist in goal identification outside of reducing 

symptoms associated with schizophrenia.  Cognitive behavioral therapy (CBT) was shown to 

have the strongest evidence base in treatment management of schizophrenia in a study 

conducted in 2012 by Dickerson and Lehman.  This study was a revision of a 2006 article in 

efforts to include several new approaches to psychotherapy.  CBT was compared with 

personal therapy, compliance therapy, acceptance and commitment therapy, supportive 

therapy, metacognitive therapy, narrative therapy, and mindfulness therapy.  Future studies 

might explore focusing on providing emotional support to improve the recovery process and 

causal illness models.  

 Moran (2014) reported on the success of Recovery-oriented cognitive therapy (CT-R) 

used with individuals diagnosed with schizophrenia, which focuses on the patient’s unique 

ability to self-define goals.  Because of the focus on patient autonomy and engagement, CT-R 

has shown to have a higher success rate in overcoming major obstacles in treatment and 

recovery.  Patients could choose what he or she values as a goal and develop concrete steps as 

well as list potential obstacles with the support of a mental health clinician.  The initial 

research showed a drastic decline in length of stay during hospitalization as well as reduction 

in extreme uses of restraint methods and seclusion, as reported by Aaron Beck who is widely 

considered the founder of cognitive therapy (Moran, 2014).  
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Life Outside the Hospital 

 Individuals diagnosed with serious mental illness were found to be at a higher risk of 

poor physical heath.  Scott, Hons, and Happle (2011) studied the health and lifestyles of 

individuals diagnosed with severe mental illness and specifically measured the pervasiveness 

of poor physical health within this population.  Rates of chronic diseases such as diabetes, 

obesity, and metabolic syndrome are two times higher in persons with schizophrenia than 

those not diagnosed with the schizophrenia.  The authors also indicated the health gap 

between individuals diagnosed with schizophrenia and those undiagnosed were possibly 

broadening.  Scott et al. discussed the lifestyles often attributed to individuals diagnosed with 

schizophrenia, suffering higher rates of Hepatitis C, chemical dependency, nicotine addiction, 

and poor nutrition.  

 Gold (2011) conducted research on the connections between anhedonia, or the ability 

to experience pleasure, and the abilities to sustain goal directed behavior and recollect 

feelings to guide in formatting actions and decision-making for individuals diagnosed with 

schizophrenia.  The research participants showed struggles to retain several ideas at the same 

time, to organize thoughts, and perform memory tasks.  Gold concluded patient diagnosed 

with schizophrenia have more problems recalling feelings to use for planning actions and 

making decisions.  

 Bromley et al. (2013) discussed the importance of community engagement and 

integration in persons diagnosed with schizophrenia as a key element in treatment.  These 

researchers interviewed individuals diagnosed as having a serious mental illness and 

discussed the meaning and perceived importance of community.  Their study examined the 

perspectives of individuals diagnosed as having serious mental illness and gathered their 

opinions on their needs and desires as related to community.  Researchers interviewed 30 

individuals with serious mental illness in a semi-structured format asking individuals’ 
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perceived definitions and value of community.  The researchers found high importance to 

community integration as a key component of treatment for schizophrenia.  Avoiding stigma, 

receiving help, minimizing risks and giving back are four main components essential to 

treatment and as identified by the participants in this study.  Participants concluded that 

community integration could assist in identity formation.  The researchers found that mental 

health communities can help individuals manage illness and support community involvement.  

Participants in the open discussion group reported successfully building a sense of identity 

when individuals could be connected with others diagnosed with mental illness.   

 Lieberman et al. (2008) researched the domains of recovery for individuals diagnosed 

with schizophrenia.  Historically, researchers perpetuated the idea individuals would likely 

never recover or live a quality life.  New research has emerged that supports how individuals 

with the disorder could lead a meaningful life with better recovery support systems.  The 

authors found that biological brain functioning can improve for individuals diagnosed with 

schizophrenia when specific health needs are supported and sustained.  For this study, 

recovery is defined in terms of specific domain improvement rather than an across the board 

expectation of improvement.  

Ego Development and Self-Awareness 

 As mentioned in the introduction to this thesis, there are many myths often associated 

with schizophrenia and include stereotypes of violent and aggressive behavior and/or 

“multiple and split” personalities.  It is also often misunderstood that the illness resulted from 

faults of personal weakness or bad parenting (NAMI, 2011).  Ironically, the foundations of 

family therapy evolved from psychologists and mental health professionals intensely studying 

schizophrenia within family constructs in the early to mid 20
th

 century (Hoshino, 2008).  

While environmental and familial factors that these early family theorists were studying did 
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seem to contribute to progression of the illness, it is now better understood how brain 

chemistry and neurobiological factors are the primary etiology of the illness. 

 Crespo (2003) highlighted the severity and prevalence of schizophrenia within adult 

populations and discussed disturbances in ego development, self-identity, and self-esteem for 

these individuals.  Severely regressed individuals diagnosed with schizophrenia struggle with 

the concept of separating internal and external experiences.  He noted how this fragmentation 

of realities caused the individual additional anxieties, fears, and inability to make sense of his 

or her world.  This disorganization and ego regression triggered confusions within the self.  

The author further suggested these disturbances often result in fusions of self and non-self.  

He described how the individual’s self-esteem drastically diminished and depersonalization 

became the instigator of detached thoughts and actions.   

 Freedman (2012) noted that certain malfunctioning neurons are still present in the 

neurology of persons with schizophrenia but described how they do not make sufficient 

connections with the expected targets in the brain.  Among the many features of 

schizophrenia, social cognitive and interpersonal deficits are considered the most influential 

in regulating functional outcome according to Fisher, McCoy, Poole, and Vinogradov (2008). 

The authors examined self-referential source memory and social cognition for 91 outpatient 

research participants diagnosed with schizophrenia and as compared to 30 non-diagnosed 

subjects.  Individuals with schizophrenia showed much higher impairment in memory for 

self-generated items.  Though schizophrenia diagnosed participants showed intact external 

source memory and recognition memory, identifying self-referential source material proved 

much more difficult.  The cognitive operations used in processing information about the 

“self” seemed separate from those used for external information.  The authors connected the 

importance of recognizing “self as source” in social cognition stating this is a huge 

component in emotion identification, facial and vocal recognition.   
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Stigmatization 

 Pescosolido et al. (2010) studied public perceptions of mental illness and measured 

changes in public reactions to schizophrenia, depression, and alcohol dependence.  The 

researchers used vignette modules of the 1996 and 2006 General Social Survey showing 

individuals who met the criteria for schizophrenia, depression and alcohol dependence.  This 

study wanted to examine public understanding of causes of the disorders, to quantify the 

incidences of seeking out treatment from medical providers, and to measure community 

reception of individuals with these disorders.  The authors found higher rates of public 

understanding of neurobiological roots to the disorders, which supported the public’s 

perceptions of treatment seeking for individuals with schizophrenia, depression, and alcohol 

dependence.  Though clearer understanding of the causes of neurobiological factors appeared 

higher, stigma had not decreased.  In addition, the majority of the public did not want to live 

near someone with schizophrenia, work with someone with schizophrenia, or have someone 

with the illness marry into the family.   

  Drapalski et al. (2013) studied the prevalence of internalized stigma and its effects on 

individuals with mental illness.  These researchers interviewed 100 individuals receiving 

outpatient mental health services examining the correlation between internalized-stigma, 

psychiatric symptoms, self-esteem, self-efficacy and recovery.  The authors found higher 

rates of internalized stigma associated with decreased self-esteem, self-efficacy, and recovery 

orientation in addition to more severe symptoms related to the psychiatric disorder.  

Drapalski et al. concluded that internalized stigma among individuals with mental illness is 

prevalent and concerning.  The authors suggested that addressing the various ways 

discrimination and internalized stigma could result in reduced self-efficacy, self-esteem and 

assist with recovery orientation.  
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 Individuals diagnosed with mental illness have been subjected to unjust and 

discriminatory treatment for centuries (Gonzalez-Torres, Oraa, Aristegui, Fernandez-Rivas & 

Guimon, 2006).  Gonzalez-Torrez et al. (2006) researched stigma and discrimination towards 

people with schizophrenia and their family members and found public fear and negative 

stereotypes still represented in media and public imagery.  These researchers identified that 

persons with schizophrenia are most likely to suffer from stigma.  The influence of 

discrimination on those with schizophrenia contributes to the deterioration in social roles and 

interpersonal relationships.  Gonzalez-Torrez et al. elicited perspectives through a focus 

group format from those suffering from the illness as well as his or her family members and 

categorized perceived stigma.  Individuals with schizophrenia were reported being treated as 

“dangerous, unpredictable, or psychopaths.”  Furthermore, such individuals were accused of 

being lazy or overdramatic.  These researchers also identified specific categories of stigma 

reported by patients that included avoidance and social isolation, daily social discrimination, 

over-protection or infantilization, and dehumanized treatment by others.  What is more 

surprising, patients identified the discrimination circumstances they experienced in health 

care settings and included health care professional directing disbelief toward them and 

ignoring the seriousness of symptoms while evidencing a general lack of engagement in the 

clients’ treatment and recovery.  Patients reported being overlooked and talked over during 

discussions of wellness and treatment.   

 Mak and Wu (2006) supported the practice of discussing adverse effects of self-

stigma on individuals diagnosed with schizophrenia.  A quantitative study took place in Hong 

Kong with 162 mental health consumers diagnosed on the schizophrenia spectrum.  The 

authors studied whether cognitive insight affected an individual’s understanding of stigma.  

Mak and Wu used a self-stigma scale with a 15-item measurement.  The individuals were 

measured on internalized public stigma and how it is internalized.  The authors suggested 
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cognitive restructuring is necessary to assist with reducing self-stigma for persons with 

schizophrenia.  The researchers found there may be benefits and drawbacks to patient insight 

because patients with more self-awareness reported higher rates of self-stigma in their mental 

health care.  

 Pattyn, Verhaeghe, Sercu, and Bracke (2014) researched public stigma and self-

stigma and both of their effects on help seeking.  Pattyn et al. conducted in person interviews 

and assessed how participants rate level of importance in treatment methods and support 

systems.  Stigmatization of mental illness was a significant concern as it had dire effects on 

in-need individuals’ hesitancy in seeking help.  The authors differentiated between the two 

forms of stigma on individuals with mental illness and more clearly defined how public and 

self-stigma affect persons in need of psychiatric services.  

 Owen (2012) researched entertainment media’s portrayal of schizophrenia in 

contemporary movies and found depictions to be broad, misinformed, hurtful in numerous 

interpretations, and often dehumanizing and destructive.  The author reviewed English 

language films from 1990 through 2010 that had one central character diagnosed with 

schizophrenia.  A checklist was used to measure demographic characteristics by two 

researchers.  Though the National Alliance for Mental Illness (http://www.nami.org) reported 

more Latinos and African-Americans are diagnosed with the disorder, the researchers found 

movie and films casted only Caucasian males.  The researchers were able to measure 42 

different characters and collected information on their demographics, treatment interventions, 

presenting symptoms, and stereotyped characteristics.  She found the majority of individuals 

in the films researched participated in violent behavior, while one-third were homicidal in the 

films.  One-fourth of the characters were suicidal.  While rates of suicide among individuals 

diagnosed with schizophrenia are 10 to 16 times higher than those without the disease, it is 

not accompanied with violent features or symptoms.  Negative symptoms were much more 

http://www.nami.org/
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common, though positive symptoms are portrayed more frequently in the films researched.  

The attempt to dramatize and sensationalize a disorder widely misunderstood and still 

struggling to find a cure seems punishing.  Owen concluded that any efforts to better treat 

individuals with mental illness, specifically schizophrenia, require accurate information about 

mental illness and reality of recovery must be integrated into public awareness.    

 The effects of internalizing public stigma also have had a significant impact on 

identity formation for individuals diagnosed with schizophrenia.  Yanos, Roe, Markus, and 

Lysaker (2008) conducted a study of 102 individuals diagnosed with schizophrenia and 

measured connections to internalized stigma, which include avoidant coping, depressive 

symptoms, and active social avoidance.  The authors have found internalized experiences 

were a facilitator and inhibitor to recovery for individuals.  This was because internalizing 

stigma contributed to the participants’ feelings of hopelessness and low self-esteem, which 

negatively affected their treatment and recovery.  

 The impact of stigma on young people at risk of psychosis was researched using self-

reports that gathered perceptions of public stigma, self-labeling, self-shame, and the presence 

of stigma stress.  Rüsch et al. (2014) found a relationship between stigma stress, reduced 

well-being among young people at risk, perceived public stigma, self-labeling, and shame.  

They concluded that stigma stress has had an impact on young people at risk of psychosis.  

The authors suggested intervention and education programs that adopted stress-coping 

models to assist with the harmful outcomes of stigma.   

Benefits of Art Therapy  

 Many methods of therapy have been studied in treatment of schizophrenia.  Attention 

to the art created by individuals diagnosed with schizophrenia and thought disorders has 

prompted study since the late nineteenth century (Morrow, 1985).  Young (1975) 

differentiated between two distinct schools of thought introduced by Margaret Naumburg and 
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Edith Kramer.  Naumburg was a proponent of insight-based art psychotherapy whereas 

Kramer more supported the importance of ego strengthening within the therapeutic 

relationships and process.  Several studies have proven the efficacy of an ego strengthening 

approach to art therapy intervention with individuals diagnosed with schizophrenia as being 

more successful in reducing rates of recidivism and managing treatment (Young, 1975). 

 Windell et al. (2012) concluded that once the individual can identify there is 

something wrong changing self-experience can begin.  This supported treatment approaches 

associated with insight based oriented therapy.  Studying the benefits of art therapy in 

developing identity combined with a supportive therapeutic environment could prove 

effective in treating and managing schizophrenia.  

 Franklin (1992) explored art therapies’ impact on self-esteem and discussed art 

therapists’ innate understanding of how art therapy can impact the self-efficacy and worth of 

the patient, but few have explored this relationship in depth.  The author discussed the 

metaphoric relationship between the creative process and stages of transitions.  The patient 

could gain a sense of empowerment often void for individuals suffering from the stigma of 

mental illness.  Franklin also observed growth development through the art therapy process 

not only from his clients, but as a practitioner as well.   

 Crespo (2003) identified potential indicators of thought disturbances present within 

individuals, and outlined how effective art therapy intervention can integrate the recovery 

process for an individual diagnosed with schizophrenia.  Because art therapy has the 

opportunity to engage the individual in ways verbal therapies cannot, the author noted how 

the opportunity for socialization in the group process could offer individuals with 

schizophrenia aids in ego development.  Using the art product as a container and catalyst 

allowed safe distance for individuals and the opportunities to address concerns and organize 

thoughts, feelings, and goals through the use of metaphor and aesthetic form.  
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 Lev-Wiesel and Shvero (2002) researched the differences in self-figure drawings of 

individuals with schizophrenia.  A sample of 30 individuals diagnosed with schizophrenia 

and hospitalized in a psychiatric hospital in Israel and a sample group of 30 individuals 

without diagnoses were used for the study.  All participants were asked to draw a picture of 

themselves with the supplies provided. The Wilcoxon-Mann-Whitney Test was used to 

compare group drawings.  Results indicated self-figure drawings differ drastically between 

those diagnosed with schizophrenia and individuals without the illness.  The researchers 

contemplated the relationship between depictions of ears made by individuals diagnosed with 

schizophrenia and the presence of auditory hallucinations and delusions of persecution.   

 Bauma (1981) discussed the benefits of art creation and the potential of self-

actualization and identity formation with individuals diagnosed with thought disorders.  She 

identified some of the facilitation goals regarding the use of Gestalt art therapy as a tool for 

self-actualization for those diagnosed with mental illness and also for individuals without 

specific diagnoses.  The author suggested because individuals diagnosed with schizophrenia 

process information through a more spatial orientation as opposed to linear or verbal 

processes, art creation could potentially synthesize identity and individuality with more 

success than traditional talk therapies that rely on linear thought processes.  Integrating the 

various sides of one’s personality, as proposed by Jung, allowed the process of continual 

growth.  

Wellness and Recovery  

 Wellness can embody small steps that add up to big changes.  This complex and 

straightforward principle could be applied to our current practices in treatment and care for 

individuals with psychiatric illnesses according to the researchers.  Incorporating health 

education, follow-up support, environmental changes, and expansion of health care access 

can drastically improve recovery and rehabilitation.  A holistic approach to recovery was 
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encouraged by the Center for Psychiatric Rehabilitation at Boston University so individuals 

may live fulfilling and meaningful lives. 

 Individuals with mental illness have been determined to experience shorter life spans, 

suffer from higher rates of obesity, diabetes, and nicotine addiction along with suffering the 

effects poverty, homelessness, stigma and isolation (NAMI, 2011).  The Center for 

Psychiatric Rehabilitation at Boston University (2008) published an article that focused on 

wellness and recovery for individuals with mental illness.  Authors reported that people 

diagnosed with psychiatric disabilities experience amplified susceptibility to general public 

health challenges.  Researchers highlighted barriers to wellness including access to health 

care, side effects of medications, as well as prejudice within healthcare systems.  They 

reported that incorporating wellness models into treatment management would include 

improving awareness, behavior modification, and environmental awareness, which may help 

in supporting healthy lifestyles.   

  Lysaker, Roe, and Buck (2010) conducted a longitudinal study researching the 

potential for meaningful recovery for individuals with mental illness.  They reported findings 

that the recovery process is unique to the individual.  The authors used the Substance Abuse 

and Mental Health Services Administration’s definition of recovery, which includes at least 

ten elements: Self-direction, Hope, Responsibility, Peer Support, Respect, Holistic, 

Nonlinear, Strengths-based, Individualized, and Empowerment.  Lysaker et al. (2010) found 

active engagement in all domains of wellness was more beneficial than focusing too 

narrowly.  

 Lysaker and Leonhardt (2012) also discussed the nature of agency and what this 

means in recovery from severe mental illness.  Lysaker et al.’s (2010) prior research 

suggested individuals could meaningfully recover over time.  The authors included two 

definitions of agency, as a theme within the domains of wellness, and as the active idea, 
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which motivates and engages the individual in the process of recovery.  Agency was 

connected to self-efficacy and the individual’s belief in setting and achieving goals in 

wellness. With this came a reclaiming of autonomy in one’s thoughts, beliefs and actions.  

Developing an awareness of agency was a key identified component to recovery and 

rehabilitation by these authors. 

 Cook et al. (2011) conducted a randomized control trial assessing self-management in 

mental illness using Wellness Recovery Action Planning (WRAP).  These researchers found 

an overall reduction in psychiatric symptoms compared to individuals strictly receiving 

primary care.  Individuals in stable recovery facilitate the WRAP program that utilizes 

wellness maintenance strategies, identification and management of symptoms and triggers, 

and healthy coping skills support.  Autonomy supportive environments are defined as 

facilities in which health care providers listen to patient perspectives and promote and 

encourage self-initiation and engagement in one’s own recovery.  

 Goldberg et al. (2013) studied the rates of comorbid chronic general medical 

conditions for individuals with mental illness to assess whether illness self-management 

systems might be more efficacious in treatment and recovery.  Criteria for eligibility included 

a diagnosis on the schizophrenia spectrum or bipolar disorder with psychotic features as well 

as one documented medical condition.  The researchers used Living Well, a modification of 

the Chronic Disease Self-Management Program, with 63 volunteers.  Participants were 

enrolled in 13-sessions teaching Living Well interventions.  Post-intervention results found 

increases in self-efficacy, illness self-management technical and physical and emotional 

wellbeing and general health functioning.  Additionally, there was noted a reduction in 

emergency care.  The authors found Living Well, which utilizes the benefits of lifestyle 

intervention and overall wellness, assisted mental health consumers in managing multiple 

diagnoses of general and mental health. 
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Themes to Recovery from the Research 

 Identifying risk factors associated with readmissions for individuals with 

schizophrenia contributed to the promotion of overall wellness as well as reduced healthcare 

costs for the general public.  Patients with shorter hospital stays and comorbid diagnose were 

at a higher risk for rapid recidivism as well as poor environmental conditions outside the 

hospital. Physical and behavioral health practitioners must reflect further on current treatment 

practices to ensure quality care can be granted and accessed for those receiving treatment.  

Without the habit of testing and evaluating treatment services, providers were at risk of 

propagating ineffective treatment methods that might harm patients rather than help.  

 Individuals with schizophrenia are capable of finding a sense of purpose, personal 

growth, and goal fulfillment when given the correct tools.  While medication was an essential 

intervention tool, auxiliary therapies have proven effective through the introduction of self-

esteem building experiences while providing opportunity for socialization and community 

engagement.  Therapeutic intervention can also assist in goal setting and developing adaptive 

coping skills.   

  Changing both the internal and external stigma associated with mental illness, 

specifically schizophrenia was critical in the wellness recovery research.  Media and movies 

have had an effect on public stigma because they often characterized individuals with 

schizophrenia as dangerous.  Individuals with mental illness are more often the victims of 

violent crimes than the offenders, consumed with the struggle of just making it through the 

day.  Wellness approaches balanced self-acceptance and autonomy for individuals who chose 

to engage in these practices and programs.  Wellness required the individual to be an active 

member in the process and to consult and collaborate with individuals for his or her own 

treatment planning was an empowering opportunity.  The wellness approach differed from 
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other medical models in that it does not focus solely on the reduction of the disorder’s 

symptoms and the individual’s rapid stabilization.  Wellness additionally focused on goal 

identification, development of interests and strengths for the individual, and the 

encouragement and support of social engagement, meaningful relationships and finding one’s 

own definition of meaning and purpose.  
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CHAPTER III 

Methodology 

Research Design 

 This art based, phenomenological study enrolled nine volunteers from an acute and 

outpatient psychiatric hospital to participate in an open discussion focus group on December 

6, 2014.  This focus group centered on their sense of wellness, community, stigma, and their 

personal experiences with art therapy.  The one-session focus group was held at a private 

location on the hospital premises, was facilitated in such a way that it protected the 

confidentiality of all volunteers, and was free from interruptions.  Prior to beginning the focus 

group, the art therapy researcher received approval from the Institutional Review board of 

Saint Mary-of-the-Woods College and from the participating facility.  

Kitzinger (1995) noted that one of the benefits of conducting focus groups, as 

opposed to one to one interviews, is the more developed perspective of the population can be 

articulated when participants fine tune as a group.  Moreover, the benefits to using arts based 

methods were to elicit a deeper empathic response and provide an additional method of 

conveying ideas and impacting audiences.  Images can offer more authentic and sincere 

methods of conveying personal experience.  Because of this, community and social action 

may be more influential through use of images.  This particular focus group design utilized 

verbal and non-verbal methods in the interviewing and data gathering process to allow for 

researcher immersion and art responses to the data.  Both qualitative and art based data 

collection included researcher field notes, group observational notes, the volunteer roster and 

demographics, and artist researcher responses that included animal personifications co-

created for purposes of the graphic novel.  The research volunteers chose their animal 

‘personifications’ that were drawn and depicted in the graphic novel during the beginning of 

the group as an “ice-breaker.”  The multi-layered data that resulted from this group 
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experience was used by this researcher to reflect upon acute and long term interventions with 

individuals diagnosed with schizophrenia and to distill how art therapy may better foster 

identity exploration and development for these clients.  

Participant Selection and Informed Consent 

 The criteria for the focus group volunteers included adults over the age of 18 who 

have a previous diagnosis of schizophrenia.  The art therapist supervisor and treatment 

therapies supervisor also based their selection of the nine possible volunteers on their ability 

to participate in a focus group for approximately 60 minutes.  Lastly, volunteers had to have 

had participated in art therapy while receiving treatment and services within the last two 

weeks prior to the focus group.   

After volunteers were selected, the art therapist researcher verbally explained to each 

the purpose of the study, their rights to confidentiality, and their ongoing, informed choice to 

participate.  Because of research limitations and policies at the facility, the volunteers signed 

no written consent to research and the full transcript of the verbal assent agreement 

(Appendix A) was included in this thesis and used as an alternative.  Participants were fully 

informed that the focus group was not mandatory and they could decline participation at 

anytime without repercussion.  Volunteers were also informed of confidentiality measures in 

the research design and the limitations of confidentiality (i.e. if the volunteer had indicated 

hurting themselves or others that information would need to be shared with their support 

team).  Additionally, those volunteers who participated received an explanation of what 

would happen with the research data after the focus group was completed and how the 

graphic novel would be formed.  This researcher explained how the focus group would form 

themes to be depicted in text and fictional animal characters made from the fusion or 

consensus of their individual input and group discussion. 
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Data Collection 

All data collected was coded with numbers to ensure confidentiality of volunteers.  

Information collected during the focus group was kept in a secure, locked filing cabinet only 

accessible to the researcher and art therapy supervision.  The focus group remained 

unstructured to allow the research volunteers to feel comfortable discussing topics of health, 

wellness, stigma, identity, and responses to art therapy however he or she felt necessary.  The 

art therapist researcher proposed topic questions and volunteers were given the space to take 

ownership of the discussion.  This format allowed volunteers to have the opportunity to focus 

more on one specific topic or to digress into a domain previously not considered by the art 

therapist researcher.  A semi-structured group discussion took place that promoted an open 

dialogue among volunteers and encouraged socialization and group engagement.  Several 

open-ended questions were used as conversation generators within the focus group.  The 

focus group lasted approximately 60 minutes in length and included nine volunteers varying 

in age, ethnicity, and gender identification.  The on-site art therapist supervisor and group 

therapy supervisor selected individuals to ensure volunteers’ treatment and recovery were not 

affected by participation in this focus group study.  The hospital patient advocate was 

informed of group expectations and goals as well to ensure patient rights are not violated.  

Data Analysis 

The researcher collated the focus group volunteers’ literal words and ideas regarding 

self-identity and wellness.  Members of this focus group also provided specific examples on 

how art therapy interventions assisted or complimented their own identity development.  

Observational notes and the researcher’s art responses to the focus group were used in the 

data analysis in addition to self-reflective art making created after the completion of the focus 

group and during the process of synthesizing themes processing with the art therapist 
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supervisor.  Transference and counter-transference issues were discussed and explored in 

supervision by this researcher using reflective images. 

The information collected during this focus group was reviewed and characterized 

into themes based on topics related to wellness, identity development, perceptions of illness, 

self-efficacy, treatment, and recovery.  After bracketing themes, the data was depicted 

through a graphic novel narrative.  The integration of responses from the focus group was 

reflected through a first person narrative voice based upon specific themes discussed.  The 

focus group design was chosen because its goal is to form consensus amongst participant 

feedback and this measure protected the identities and confidentiality of all the participants.  

Arts based approaches and methods were also chosen because of the benefits of visual 

representation and written narrative to elicit deeper researcher saturation with the research 

data and material but also to create a reflective quality product to share with a wider 

audience.  Incorporating arts based research allowed the researcher to explore the data and 

processes in nonverbal, non-linear ways but also create a graphic novel to communicate 

research findings to both mental health community members and non-members.  Such topic-

rich, research creations may promote dialogue, heightened awareness, de-stigmatization, and 

advocacy for persons with schizophrenia.  
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CHAPTER IV 

Results 

 Five males and four females volunteered their time and thoughts to this focus group.  

The individuals ranged in ages from 23-61, five individuals identified as Caucasian, one 

individual identified as Asian, and three individuals identified as African-American.   No 

volunteers were turned away from a selection of 19 individuals on this specific date and time.  

Ten of the selected individuals chose not to participate in the focus group and exited the 

room.  This focus group was guided by the following questions:  

1. Do you feel comfortable talking about your wellness and health? Why, or why not? 

2. What did wellness mean before you came to the hospital? Has it changed since you 

have been admitted to the hospital? 

3. Do you feel supported by your community? 

4. How does your community view your diagnosis? 

5. What do you need from your community? 

6. How could your community better support you in your wellness? 

7. How would you describe art therapy? 

8. How is art therapy different from other classes you’ve attended here? 

9. What did you like most about art therapy, and what did you like least? 

10. What are your interests and hobbies, and how can participation in art therapy and art 

making assist in developing these interests and skills? 

11. What does it mean to feel well and what do you need to feel well? 

12. How can art therapy and art making encourage a healthy lifestyle separate from your 

diagnosis? 

Five major themes and seven sub themes arose from the distillation of the data 

collected from the focus group and they are outlined on the next page in Table 1. 
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Table 1. Emergent Themes and Subthemes from Focus Group  

_______________________________________________________________________ 

Theme       Subtheme 

_______________________________________________________________________  

Stigma Versus Support    Community needs outside of family 

           

Developing Wellness and Coping Skills  Connection to nature 

       Physical activities 

       Spirituality 

       Skills and interests 

Treatment and Medication Adherence 

Engagement in Art Therapy     Benefits of therapeutic art engagement at 

       the hospital     

       Art therapy as alternative communication 

Essentials for Outpatient Support 

 

To allow volunteers to feel comfortable and activated in the group discussion, there 

was no structure to the division of time with topics or particular questions from the 

researcher.  Information was gathered related to how much time volunteers spent on specific 

topics, including stigma, interests, wellness, and art therapy.  The subject of stigma and its 

effects was most discussed and lasted approximately 20 minutes with all volunteers 

participating.  Volunteers discussed topics related to identity and interests for approximately 

15-18 minutes.  Wellness and art therapy were equally of focus for approximately ten 

minutes each.  The time dedicated to particular themes was illustrated on the next page in a 

bar graph or Figure 1. 
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Figure 1. Time Dedicated to Themes. 

 

Stigma versus Support   

 In addressing the theme of stigma, the art therapist researcher did not need to 

specifically ask questions about the topic.  This occurred naturally over the course of the 

discussion and was repeated several times within the 60 minutes.  Volunteers were prompted 

to dialogue how one defines community and how they were currently experiencing support 

from his or her community.  

 The first individual to speak was a male in his early 60’s and stated,  

Community is an illusion.  The idea of community is lost now.  It used to mean 

something, people used to care about each other it seems like.  Even in small towns 

now, it seems like we’re just a burden, pressured to look in or check up just out of 

obligation.  I don’t want to be nobody’s obligation.  I don’t want to be like this.  All I 

want is the ability to make it on my own and find independence. 

 Volunteers used words like “embarrassment”, “leveling”, and “condescending” in 

regards to how others treated them.  A male volunteer used the comparison of student/teacher 

to describe how he experiences communicating with other adults about his diagnosis.  The 
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volunteer in his early 60’s stated, “This includes doctors, nurses, and people who are 

supposed to be the ones that understand where you’re coming from.”  Volunteers stated 

feeling “looked down upon” by his or her community.  The other volunteers appeared to 

agree with this sentiment.  “I look forward to going to doctor’s appointments because it’s my 

one opportunity to get out of the house during the month.” 

Two volunteers responded to this idea of looking forward to appointments,   

Yeah! I know exactly how you feel.  It’s like, everyone else has the chance to be 

annoyed and complain about appointments, but because I’m stuck at home all the 

time, it’s now turned into something I’m excited about, just like running to the 

grocery store with my dad at the first of the month.  Everybody else gets to hate going 

to the grocery store, but I find myself getting excited because it will be the first time 

I’ve been out of my house in the last 26 straight days. 

 Another young volunteer identified as 28 years of age stated, “Because of the stigma 

associated with mental illness, I find myself acting in a state of desperation- just trying to 

form any sort of relationship with any person, attempting to connect with anyone that will 

have me.”  The individual discussed fighting depression, low self-esteem, and issues with 

forming healthy boundaries and relationships due to attempting to find any way to make 

connections with others.  

 While most all agreed there are public stigma and externalized shame associated with 

the symptoms of schizophrenia, one volunteer, a 53 year old female from a small rural town 

stated,  

 I actually feel pretty supported by my community.  My folks passed away when I was 

young, growing up in a small town, they just took on the initiative to start taking care 

of my brothers, sisters, and me.  They didn’t have to do that.  They still stop by just to 

check in on my kids and me.  I’m lucky. 
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 Community needs outside of family.  To shift the discussion towards advocacy and 

change, the art therapist researcher asked volunteers what is needed to feel better supported 

by his or her community.  Volunteers responded in various ways.  “It’s interesting how much 

shame even my family feels about my diagnosis.  It’s an illness no different than a physical 

condition, yet I’m made to feel guilty, embarrassed, like I did something wrong.”  The 

individual went on to discuss feeling unwanted at family gatherings, feeling detached from 

extended family because of his diagnosis.  Another volunteer responded,  

Yeah!  Mine’s the same way!  It’s like, do you think I want to be this way?  Do you 

think this is enjoyable for me?  I just wish people understood or even tried to 

understand. That’s what I want from my community.   

 Needs emerged from discussion focusing on education, initiative, understanding, 

acceptance, and patience in connection with the larger public.  Volunteers discussed how they 

wished their communities made an effort to want to know more and learn how to help, 

“considering mental illness isn’t a small problem anymore.  So many people suffer from 

some sort of mental issue.  You’d hope people would want to learn more.”  Two volunteers 

stated this was the first time they considered their needs from the community and questioned 

whether they could ask for more support and assistance from others.   

Developing Wellness and Coping Skills  

Personal definitions of health and wellness varied, as did the descriptions of coping 

skills.  Some individuals focused more on the necessity of taking prescribed medications.  

“Being healthy is taking my medications, while being unhealthy is not taking my medication, 

which is why I’m here.”  Others focused on a more holistic and abstract definition of 

wellness.  Volunteers responded with concepts including, “Serenity”, “Centered”, “A sense 

of balance”, “Peace of mind”.  Volunteers were asked to define what “healthy” means 

through his or her lived experiences and own words.  Additionally, volunteers were asked 
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whether or not their definition of health or wellness had changed over the course of stay at 

the hospital.   

Connection to nature.  One specific theme that emerged from the group’s definitions 

of wellness was the connection to nature and the environment.  Volunteers spoke of an 

inherent correlation between feeling well and connecting with nature.  “When you can step 

outside, realize, and appreciate that nature is there waiting for you.”  Several spoke of 

enjoying being in the outdoors, hiking, taking care of his or her farm and animals, breathing 

in the wildlife, and taking a moment to appreciate Mother Nature.   

Physical activities.  The art therapist researcher asked volunteers to expound on what 

serenity, balance, peace of mind, a sense of balance and centeredness looked like, which were 

discussed earlier in the focus group.  These descriptors were used to define personal 

definitions of wellness.  Volunteers described how to find wellness and the necessary steps 

one takes in achieving this.  Also, how one prepares for potential obstacles get in the way of 

maintaining wellness.  While two volunteers stated their definitions of health and wellness 

had not changed since they had been admitted, the remaining seven stated definitions of 

wellness have evolved from the introduction of new coping skills, learning about mindfulness 

and behavioral activation techniques such as deep breathing or going for a walk, getting out 

into nature when feeling overwhelmed or stressed.  

 I’ve been an athlete all my life.  I was on the track team and soccer team in high 

school.  I just love running. It helps me incredibly with burning off extra energy and 

anxiety. Family and work can really just make me so tense and anxious I can’t seem 

to get a hold of myself.  I’ve got obligations and with all these people depending on 

me, I need to have something for me or this just isn’t going to work. 

Spirituality.  Volunteers stated obstacles in maintaining health and wellness included 

experiencing difficulty in objectively taking a step back and looking at all areas of wellness 



I AM NOT MY ILLNESS: WELLNESS IDENTITY DEVELOPMENT 46 

when experiencing symptoms of schizophrenia during psychotic breaks.  One volunteer had 

remained quiet for the majority of the first portion of the focus group and then stated,  

It’s so easy to say, ‘go to your safe place, or your safe person’ when I’m at the 

hospital, but when I’m out of it and not in reality, I feel like everything is okay and 

I’m fine.  I’m not the crazy one.  You are, and everyone else is.  People don’t 

understand, I don’t want to be winding up here every six months.  It breaks down your 

soul. 

Another volunteer stated, “Wellness is evaluating my overall life in different aspects.” 

With this, volunteers discussed various ways wellness has shifted meaning over time, not just 

during admission to the hospital.  Volunteers agreed wellness and health was once associated 

solely with the physical, now it embodies elements of emotional, social, financial, 

occupational, and spiritual.  “I never thought about how one area of wellness could be 

connected or related to other parts. We’re never given that time or taught to sit back and look 

at what we’re doing and how this affects our health.”  

 Skills and interests.  Volunteers were asked how he or she invests in identity 

development outside of the hospital, this included interests and hobbies that assist in personal 

growth and fulfillment.  Volunteers were quick to offer specific interests including reading, 

gardening, cooking, painting, running, bike riding, backpacking, and hiking.  A volunteer in 

his mid-thirties offered, “I really enjoy reading, I read comic books pretty regularly.  I know I 

should read something more age appropriate, but I just love them, I can’t help it.”  

 “I like your typical Kung Fu films, Bruce Lee.  You know, he had a lot of really 

forward thinking ideas that also have a lot of similarities between mindfulness, which is what 

we learned some about here.”  

 An older volunteer spoke to his love of keeping family tradition going;  
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I love gardening.  I come from a long line of farmers so it’s in my blood to want to 

plant something, nourish it, and watch it grow.  It’s also something that doesn’t take a 

lot of money, just a few dollars for seeds to get you started, and really, you don’t even 

need that. You can get them from the previous year’s harvest, just pick them out and 

let them dry out for planting season. It keeps me in the present, even maybe keeps me 

accountable.  

Treatment and Medication Adherence  

 To begin, an attempt was made to ease into the discussion by opening with the topic 

of health and general responses to what this word means.  Volunteers were asked if they were 

comfortable discussing the topic of health and wellness.  All agreed they felt comfortable 

discussing health since staying at the hospital.  The art therapist researcher then asked if 

volunteers felt comfortable discussing his or her health outside of the hospital in their 

respective communities.  

  “I feel fine talking about my health here, but nobody wants to listen to that when I go 

back home.  It’s hard finding a support group outside of the hospital.”  Another participant 

followed up stating he also struggles feeling as if it’s permissible to discuss his personal 

health outside of the hospital.  “It seems like we are always on the go.  We have a society of 

moving and action, not sitting and thinking back.”  Other members nodded in agreement with 

this statement.  An older participant in her early 60’s felt comfortable stating she’s always 

discussed her health and wellbeing because, “I have to.  I don’t have a choice.  If I’m going to 

make it and live another day, I’ve got to be able to communicate what I need to those helping 

me.”  After sitting silently and listening to others, the youngest participant stated,  

It depends on who I’m talking to.  If I’m talking to the ‘right people’ I feel 

comfortable, but lots of time, there’s so much pressure, you know?  So much pressure 

from people to be something or hide these parts of myself.  It’s like the people you’re 
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supposed to trust most are the most ashamed of you.  Health means something 

different for me than I think it means for most people.  My community doesn’t know 

too much about my diagnosis or health issues; I think they just look at me as weird or 

crazy.  I mean, I’m trying to figure it out too. It’s just as scary for me too. 

Engagement in Art Therapy 

 Volunteers were asked to share their experiences with art therapy since admission to 

the hospital.  They were asked what they enjoyed the most and found most helpful, as well as 

what they enjoyed the least about art therapy.  Additionally, patients were asked to discuss 

how art therapy differs from other modalities they have received as treatment.  Words used to 

describe art therapy included “relaxing, fun, calming, serene, more engaging,” and, “makes 

the material more fun to learn.”  

 Art as alternative communication.  “I had never done anything like this before and 

I’m definitely not what you’d call an artist, but there’s something about just being quiet and 

communicating with pictures.  It was relaxing and a chance to step away from the daily 

routine here at the hospital.”  The individual spoke to feelings of isolation and fear 

surrounding being in a hospital, the stressful environmental factors experienced in the 

moment.   

 “Well, I love art, ever since I was little.  I’ve forgotten just how much I get in touch 

with my inner light when I paint or draw.  My soul breathes.” The volunteer stated she 

planned to purchase materials to create artwork outside of the hospital soon after discharge, 

stating she felt “reconnected”.  

 Another younger male volunteer stated,  

I wish we had more art materials and music playing on our units.  It’s what life is 

about.  Life is supposed to be fun sometimes.  I have forgotten that.  I’ve forgotten 

what fun is and what fun means.  Art therapy is engaging and like the other lady 
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mentioned before, it makes the information easier to understand.  I just wish we had 

more art materials and music on our units and in our rooms when we’re not going to 

our groups.  It’s work, but you only get out what you put in. 

 Volunteers offered no negative feedback regarding their experiences with art therapy 

at the hospital.  Every participant viewed art therapy as a reprieve in his or her own way. 

Patients were asked what was least helpful in the art therapy groups where they participated, 

and again, no volunteer offered any suggestions on ways to improve other than suggesting 

more opportunities to engage in and attend art therapy.  

Necessities for Outpatient Support 

 Volunteers were asked to share how art therapy and art making can encourage a 

healthy lifestyle and identity separate from his or her diagnosis.  Volunteers stated how 

participating in art therapy groups and topics focusing on the various dimensions helped to 

better understand the complexities of maintaining wellness.  Additionally, using images to 

interpret personal definitions and meaning helped solidify thoughts and ideas.  Patients stated 

how after discharge, they wanted to engage in activities of interest.  The oldest volunteer 

stated,  

Before admission, I never would have thought my working in the garden or reading 

was important enough to my health.  These classes helped me with learning how to 

appreciate these things in a way I hadn’t before.  I always felt guilty for doing things I 

want to do like reading my books, like I always should be doing something else.  It 

was selfish to take care of yourself first before taking care of others.  I know now I 

can’t love anyone else if I can’t love myself.  If I can’t accept myself for being lazy 

sometimes, how can I accept myself for being productive? 

 Volunteers appeared to have difficulty understanding the question of how art therapy 

can assist in identity formation separate from illness.  The art therapist researcher reframed 
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the question to ask volunteers how he or she will use what was learned in art therapy to 

continue to develop interests and hobbies and overall personal wellness specific to them.  

“It’s not like I’m going to start doing watercolors, but I’d like to find some group that enjoy 

running and exercising as much as I do.  My wife doesn’t share the same interest for the 

outdoors as me.”  

 Another volunteer who sat quiet for the majority of the group stated,  

Do you know of any groups like this after discharge?  I just need to get out and meet 

people.  I guess a place to start is to figure out what I am interested in or what I like to 

talk about.  I don’t even know what I would like to do in my free time.  I understand 

now why it’s important, but I just can’t seem to figure it out for me. 

Another volunteer added, “I just need my family to understand this is an illness, just like any 

other physical illness.  It’s not my fault, but I’m made to feel guilty and ashamed.” 

Volunteers identified needing patience and support from family and friends.  The impact 

shame and guilt has on individuals drastically affects many areas of life.  While individuals 

diagnosed with schizophrenia may benefit from the support, education, and tools provided 

through art therapy, work may be done regarding the public’s perception of those with mental 

illness, specifically schizophrenia.  In conclusion, a volunteer shared a personal insight of 

self-value, 

 We need to learn how to separate what others think about us from what we know 

about ourselves. I know who I am in my heart. I have to remember that and carry that 

with me when everyone else wants to throw me away. I’m not the best, but I’m not 

the worst. 

 Discussion of Focus Group Outcomes and Themes 

 These focus group findings provided exceptional preliminary data regarding 

perspectives on wellness development, identity formation, experiences with public and 
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internal stigma, necessities around support, and the effects of art therapy intervention for nine 

persons diagnosed with schizophrenia.  The research volunteers were able to express 

individual and group perceptions and were given a safe group space to respond to questions 

about their identity and welfare aside from their diagnoses.  Group data information provided 

the art therapist researcher with qualitative statements and discussions regarding what these 

particular volunteers would want to focus on in future art therapy groups.  Focus group 

findings additionally supported prior research in the effects of internalized stigma, isolation, 

and critical needs for community engagement and peer support.   

 The 60-minute focus group repeated several themes throughout the hour, which 

included finding inner calm, peace, serenity, and tranquility against externalized and 

internalized stigma.  Volunteers kept cycling back to the concept of finding “inner peace” 

through mindfulness, participation in art therapy, or seeking this through involvement in 

special interests.  This was also echoed as a definition for wellness and health.  A sense of 

“quieting the mind” seemed prevalent amongst all volunteers, though suggested paths to 

achieve this varied.   

 The impact of externalized stigma on an individual’s sense of self-efficacy and self 

worth was evident and drove much of the dialogue.  Only two volunteers felt supported by 

family members, while the remaining seven volunteers either were estranged, had limited 

contact, or family members were deceased.  A pervasive sense of isolation and loneliness was 

discussed as well as attempting to answer where one can connect with peers outside of the 

hospital.  The focus group findings corroborated with Snyder’s (2004) research regarding 

individuals with isolation.  This and other study’s findings indicated how deeply stigma 

affects those diagnoses with mental illness and specifically those diagnosed with 

schizophrenia.  Art therapist professionals could thoughtfully design and modify groups for 

acute inpatient facilities better with more information from clientele on what they need.  
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Research seemed to agree that connections should made between the therapeutic benefits of 

art making for purposes of stress reduction while staying in the hospital and how art therapy 

could be used long term as an educational tool in learning coping skills and self-awareness.  

 Findings from this study also supported previous research supporting the 

discriminatory treatment, stigma, and its influence on persons with schizophrenia.  Gonzalez-

Torres et al. (2006) discussed how intolerant treatment and stigma can contribute to social 

and interpersonal corrosion.  These study volunteers discussed their experiences within his or 

her communities in regards to stigma and they articulated lived experiences of feeling looked 

down upon, infantilized, or ‘outcasted’ from their families and communities.  This research 

finding directly correlated to prior research on the impact of externalized stigma.  Volunteers 

also discussed feelings of discrimination from health care workers as they often felt as if 

professionals were not hearing their voices or collaborating in their care.  These themes 

corroborated with prior research findings and outcomes and at some level are the most 

concerning stigmas identified.   

 While volunteers did not directly speak to hesitancy in seeking help, they did discuss 

thoughts surrounding feeling comfortable reaching out to others or having support from his or 

her community.  Most all volunteers discussed the social isolation associated with mental 

illness and the need to find healthy support systems described as the “right” people. 

Volunteers discussed perceived feelings of being a burden or an embarrassment upon family 

and community members.  Moreover ‘the blame’ seemed deeply internalized for these 

volunteers and as opposed to feeling as if one is not receiving the right treatment, care, or 

attention.   

 Several volunteers shared thoughts on feelings of persecution and isolation 

surrounding mental illness and specifically their own diagnoses of schizophrenia.  The 

discussion gained traction and energy during this part of the focus group.  At the closing of 
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the focus group, three members expressed gratitude for having the opportunity to share 

thoughts, ideas, and concerns regarding mental health, their first person experiences, and 

ways to improve treatment and recovery.  Volunteers echoed the theme of feeling isolated 

and alone physically as well as emotionally.    

 The focus group additionally provided information on what specific topics volunteers 

found engaging during art therapy groups.  Several volunteers mentioned the impact of 

mindfulness and the use of mandalas in directives.  The parallels between words to describe 

wellness and those used in defining experiences in art therapy were noted.  The words 

“calm”, “tranquility”, and “serene” were used with both as well as the counter effects art 

therapy and wellness have on anxiety.  

 A combination of Cognitive Behavioral techniques with mindfulness-based 

approaches appears to have resonated with the volunteers who participated in the focus 

group.  This information aids in developing groups that may be most efficacious at the 

hospital, as well as validate the preceding research.  Dickerson and Lehman (2012) 

introduced focusing on emotional support in processing disabling effects of the illness, 

pathophysiological development, and the adoption of healthy coping skills.  According to the 

authors, Cognitive Behavioral Therapy (CBT) has shown to have the strongest evidence base 

in treatment management of schizophrenia.  

 All but two volunteers stated they felt as if they did not have strong support systems 

outside of the hospital and appreciated the opportunity to discuss topics of health and 

wellness in an environment free from judgment and shame.  While the focus group had an 

identified main purpose to garner information regarding patient perspectives in wellness, 

identity, and art therapy, the group itself appeared to be therapeutic and cathartic for some 

members of the group.  This might support the importance of having healthy emotional 
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support, or mental health professional and systems building conscious communities to meet 

the needs of social wellness. 

 There were varying perspectives on definitions of “healthy.”  Seven volunteers 

reported they had changed perspectives on their personal definitions of healthy.  The majority 

of volunteers used expressive words to describe a state of being, “centered”, “serenity”, 

“peace of mind,” a multi-dimensional view of wellness.  There appeared similarities between 

descriptors used for “health”, “wellness”, and experiences with “art therapy” since staying at 

the hospital. Though described comparatively amongst other modalities, art therapy groups 

were largely described as “peaceful”, “relaxing”, and “calming”.  Additionally, the volunteers 

found it more engaging in learning new information and coping skills than other forms of 

therapy at the hospital as well.  

 Many of the experiences of the volunteers conveyed the ongoing attempt to balance 

distress against the idea of “living freely” or with “peace of mind”.  The art experience 

engages spatial processes as a way to express and arrange order.  Art therapy can engage the 

patient or client in ways that other forms of therapy cannot.  Crespo (2003) described how art 

therapy can help the client organize and address needs and narratives through use of 

metaphor, function as a container, and be a catalyst of change built on self-reflection.  In 

working with patients in an acute psychiatric facility that is often limited on time and 

individual attention, this particular volunteer feedback supported the efficacy of some 

specific art therapy approaches.  

Translation of Findings into a Graphic Novel 

 Storytelling and visualization have been used for thousands of years in efforts to 

promote attachment, define morality and ethics, express the human condition, and document 

moments in history.  Knowles and Cole (2008) found many researchers are beginning to use 

visual arts and creative expression as a means to convey data and findings.  The authors 
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offered several ways arts-related visual images in research can improve data findings in 

research.  What may be hard to verbalize may be expressed through imagery.  The use of 

imagery was necessary to this study to convey the ineffable in a way linear communication 

may have not.  By offering an additional format to explore, depict, and ultimately 

‘understand’ a subject, the graphic novel process opened up the potential for deeper meaning 

making not readily available otherwise.  The graphic novel pages may contain images more 

unforgettable than written text alone would have achieved.  The imagery allowed this 

researcher, and potentially future viewers, to receive multiple meanings at the same time and 

generate an imaginable dialogue and empathetic response to subjects of concern.   

 The graphic illustrations served as quality products to depict critical experiences of 

schizophrenia through illustrating of the effects of stigma, offer information on volunteer 

responses to art therapy in an acute psychiatric facility, and amplify volunteer perspectives on 

wellness identity development (Figure 2 & Figure 3).  These two example pages from the 

graphic novel follow on the next page. 
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Figure 2. Graphic Illustration Example A 

   

 

Figure 3. Graphic Illustration Example B 

 



I AM NOT MY ILLNESS: WELLNESS IDENTITY DEVELOPMENT 57 

  The benefits of visual communication and expression were utilized to draw attention 

to the importance of understanding ways to improve schizophrenia research, treatment and 

recovery.  The arts based book was separated into four chapters.  These chapters included a 

section introducing the reader to schizophrenia and defining the illness to discredit any 

potential myths or misconceptions.  The second chapter centered on experiences of 

individuals lived outside of the hospital.  This included interests, hobbies, and views on how 

one’s community relates to wellness opportunities for an individual diagnosed with 

schizophrenia.  This chapter also discussed the external perceptions and internalized 

experiences with stigma.  The third chapter discussed the benefits of art therapy intervention 

for persons diagnosed with schizophrenia.  This chapter included previous research 

supporting the benefits of art therapy for an individual diagnosed with thought disorders as 

well as volunteer perspectives discussing experiences with art therapy as a tool in treatment 

and recovery.  The final chapter examined broader definitions of wellness, perceptions of 

how to live a healthy lifestyle, maintain wellness, and improve overall wellbeing.  The 

graphic novel was made accessible online at http://www.iamnotmyillness.us 

 Volunteer feedback was represented in the graphic illustration through capturing 

thoughts, feelings, and anecdotes regarding living with schizophrenia.  The art therapist 

researcher created reflective images and sketches after the initial focus group and continued 

to create images reflective of the discussion, themes, and volunteers represented.  These 

images were slowly developed alongside refining the written portion of the thesis.  Themes 

were pulled from the focus group that concentrated on stigma and support as well as identity.  

The art therapist researcher purposefully used both graphic illustration and website 

dissemination as tools to advocate and educate to reduce stigma, provide resources for 

support, and encourage wellness identity development and art therapy used for individuals 

with schizophrenia.   

http://www.iamnotmyillness.us/
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 The media chosen for the illustrations were restricted to those used at the hospital and 

included pencil, paper, watercolor, colored pencils, watercolor pencils, oil pastels, chalk 

pastels, various collage material, glue, and paper.  The cover image of the graphic novel is 

representative of the focus group experience with the volunteers and the information 

gathered.  The art therapist researcher chose to use an image of an orchid as a still life 

because this technique is often used in the hospital for practicing mindfulness, being present, 

using the five senses, and observing one’s surroundings.  Additionally, the figure serves as a 

metaphor of growth, development, and hope, exceeding the confines of the frame and rising 

above expectations.     

Limitations  

  This focus group only occurred once due to limited resources in this research project. 

Because of the limitations in occurrence, defining a “representative” experience of an 

individual with schizophrenia is more challenging.  Having the opportunity for multiple 

groups would have allowed the researcher to gain more information regarding patient 

perspectives.  Multiple focus groups could have gathered a wider range of perspectives from 

varying cultures, backgrounds, and demographics.   

 Due to hospital regulations regarding confidentiality, the focus group was not 

recorded.  The art therapist researcher relied on notes taken during the focus group, thus 

allowing data to be subject to researcher bias.  Additionally, some of the volunteers had art 

therapy groups with the art therapist researcher while other volunteers experienced art 

therapy groups with the other art therapists on staff.  This may have had an effect on specific 

feedback given to questions proposed by the art therapist researcher, based on whether a 

previous working therapeutic relationship had formed.  

  Data found may prove essential in developing expressive therapy departments in 

community mental health facilities.  Research findings have potential to affect individuals 
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diagnosed with schizophrenia by providing persons with the tools to begin to explore self-

identity outside of his or her mental illness.  Using a focus group to gather first-person 

narratives on lived experience with mental illness and how participating in art therapy 

affected treatment may potentially encourage peer support and socialization, further 

empowering individuals and providing additional tools to become successful in wellness 

management.  Identifying personal strengths and gaining the capability to be an active 

member in the recovery process may allow for some to regain a sense of self from the 

recovery process.   

Recommendations 

 This study was limited to a one-time focus group, with potential volunteers 

determined by the treatment mall manager and art therapist researcher based on prior 

participation in art therapy groups and acuity.  Further research could study the effects of art 

therapy intervention over an extended period of time, gaining deeper awareness of how art 

therapy intervention can specifically address self-identity development and ego functioning 

long-term.  Additional research could include a control group of individuals who have not 

participated in art therapy at the hospital.  This might provide additional information on how 

art therapy groups might have changed specifically changed volunteers’ perspectives or 

insight since admission.  

 Further research studies could incorporate subjects of varying diagnoses and how art 

therapy may play a role in identity and ego development separate from mental illness.  Sibitz, 

Amering, Gossler, Unger, and Katschnig (2007) included suggestions for improvement of 

research, which includes encouraging family participation in treatment and recovery.  This 

study could be integrated into future research on identity and ego development for persons 

with schizophrenia and how this affects family members as well. 
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 The significance of documenting the about of time volunteers wanted to spend on 

specific topics gave information on pressing concerns, specifically stigma and support.  The 

information is vital considering the detrimental effects stigma has on individuals diagnosed 

with schizophrenia not seeking help.  Further research could focus specifically on 

perspectives and themes concerning reducing stigma and garnering support in one’s local 

community.  

Conclusions 

The purpose of this study was to elicit information regarding how art therapy 

interventions may be beneficial as a tool for identity development in individuals diagnosed 

with schizophrenia separate from mental illness models.  Though the focus group was limited 

to approximately 60-minutes, the art therapist researcher was able to gather information that 

focused on refining interventions for individuals with schizophrenia in a way that could aid in 

positive ego development with a sense of separation from a potentially debilitating diagnosis.  

These refined interventions might be focusing more on mindfulness, cognitive behavioral 

therapy, acceptance, anxiety reduction, and attentive to psycho-educational and avocation 

tools.  The information provided regarding research volunteer perspectives on the benefits of 

art therapy in an acute psychiatric hospital setting, both experienced as therapy and as a 

psycho-educational tool, add to the validity and significance of broadening art therapy 

accessibility for those diagnosed with mental illness and specifically schizophrenia.   

 After reviewing literature focused on client self-identity, ego development and current 

practices for schizophrenia treatment, patient advocacy, and how art therapy may impact the 

general wellness of individuals diagnosed with schizophrenia, it appears evident that a lack of 

research exists in how persons with schizophrenia can live separate from his or her illness.  

Additionally, there is little research on how art therapy and psycho-education can incorporate 

elements of ego development, self-identity and wellness for persons with schizophrenia.  This 
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focus group provided a window into how art therapy can help improve identity development, 

specifically for those individuals diagnosed with schizophrenia  

 Identifying risk factors associated with readmissions for individuals with 

schizophrenia contributes to the promotion of overall wellness as well as reduces healthcare 

costs for the general public.  Patients with shorter stays and comorbid diagnoses are at a 

higher risk.  Physical and behavioral health practitioners must reflect on current treatment 

practices to ensure quality care is being given for those receiving treatment.  Without the 

habit of testing and evaluating treatment services, providers are at risk of propagating 

ineffective treatment methods that might harm patients rather than help.  

 Individuals with schizophrenia are fully capable of finding a sense of purpose, 

personal growth, and goal fulfillment when given the correct tools.  Medication is a necessary 

component of treatment as is system-supported recovery for individuals with schizophrenia. 

However, conscious and research-based therapeutic interventions could also assist in goal 

setting and developing adaptive coping skills.  Changing internal and external stigma 

associated with mental illness, specifically schizophrenia, is critical in this populations’ 

wellness recovery.   

 Improving the overall wellbeing of those diagnosed with mental illness has an impact 

on the community as a whole.  Because of improved treatment, recovery management, and 

self-awareness, a decline in repeated hospitalizations, admissions into emergency rooms and 

clinics may follow.  Rates of recidivism in hospitalization and stabilization rise when mental 

health professionals and the individual do not effectively manage treatment and recovery.  

Sibitz et al. (2007) found using focus groups to elicit specific data with individuals diagnosed 

with schizophrenia provided volunteers the sense of empowerment in their own care as well 

as self-confidence in their future.   
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 Human beings have formed relationships with images and art for thousands of years, 

before language and syntax developed.  Art therapy has the opportunity to engage the 

individual in ways verbal therapies cannot.  For example, the graphic novel product of this 

research used animal personification to employ the innate fascination humans have had with 

other beings in storytelling and folklore.  Knowles and Cole (2008) offered ten reasons to use 

arts-related visual images in research because images can: communicate hard to verbalize 

ideas, feelings, and thoughts; allow the individual to look at something from a different 

perspective; unlock different ideas and thoughts on an area of interest; be less likely to slip 

from memory than those stored through auditory processing; not restrict meanings to linear 

experience; allow one to experience the whole picture, rather than sequentially; form a larger 

and more cohesive picture; and offer another reference point reflective of the subject of 

interest.   

  Using the art product as a container and catalyst allowed safe distance for the 

individual and the opportunity to address and organize through the use of metaphor and 

aesthetic form.  Using the benefits of art media and art process, the information gathered 

during this focus group was reviewed and characterized by this researcher into important 

recovery themes and through a graphic novel narrative.  The integration of responses during 

the focus group reflected a first person narrative based upon a group consensus of themes 

discussed.  These arts based approaches were chosen because of the benefits of visual 

representation and use of narrative to elicit deeper connection with the material.  

Additionally, the purpose of incorporating arts based research cultivated an environment of 

the personal truths of nine individuals’ lived experiences in addressing stigmatization and 

their ideas of wellness and needs for recovery support.   

 Individuals suffering from mental illness have been discriminated against for 

centuries within various cultures and religions (Gonzalez-Torres et al., 2007).  Stereotypes 
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and public ignorance have made access to treatment and social integration challenging.  With 

the prevalence of schizophrenia diagnoses and devastating outcomes for the individual and 

loved ones, as well as the constant struggle to reduce repeated hospital admissions, it is the 

responsibility of mental health professionals as well as the community as a whole to support 

treatment and recovery for those affected.  While medical professionals work hard to find 

more lasting, efficacious, and promising treatment and recovery tools for individuals with 

schizophrenia, providing support groups that facilitate free communication is something 

health care workers can begin today.   

 One of the resounding needs from the discussion between volunteers was the desire 

and necessity for peer support groups and social engagement.  Whether individuals isolate 

due to choice or lack of resources and tools, the volunteers made their voices heard.  It is 

essential the request does not go ignored.  This researcher believes that responsibility falls 

upon the public and mental health communities to address issues of discrimination and 

stigma.  Based upon the feedback given from the volunteers in the focus group, self and 

public stigma continue to exert huge impacts on an individual’s self-worth and motivation to 

seek out treatment.  Providing a space for individuals with schizophrenia to discuss common 

concerns, life experiences, reactions to art therapy intervention, self-identity development and 

maintaining overall wellbeing gives a voice to those who are consistently marginalized.  

Everyone deserves the right to live a fulfilling, satisfying and meaningful life.  Individuals 

with schizophrenia often suffer drastic deterioration as a result of the illness when left 

untreated.  Though we might not have the tools to cure or fully understand the 

neurobiological factors associated with the illness, we can address reducing stereotypes 

through education and discourse as a wider community.  
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Appendix A 

A transcript of the verbal consent and confidentiality is as follows: 

  Good morning.  My name is Rachel and I am an art therapist intern at 

Parthenon, which means I am finishing my last requirements for my school to become 

an art therapist.  All of you have participated in art therapy before and are familiar 

with what art therapy is and what art therapy isn’t. In studying how art therapy can be 

more beneficial and helpful to patients in hospital settings, I noticed there was very 

few information coming from individuals who have actually experienced art therapy 

in a hospital setting and are currently living with a diagnosis like schizophrenia.  Most 

of the information I found came from doctors, students, nurses, people who haven’t 

really experienced what it’s like to live with schizophrenia.  My goal today is to give 

you the opportunity to express your thoughts, ideas, and use your voice to talk about 

what health, wellness, stigma, and how your experiences with art therapy have 

impacted you.  

 My last requirement for school is to write what is called a thesis, which is a 

paper that researches an area that contributes to the field of art therapy. All personal 

identifiers and information will be omitted from the final thesis and graphic novel. 

The information you provide today, only if you chose to participate and give your 

verbal consent, will be written into a paper that highlights specific themes addressed. 

This will then be turned into what is called a graphic novel, so hopefully we can use 

this information to better educate the public on what schizophrenia is, and what it 

isn’t.  This is a completely voluntary group.  If at any time you feel the need to leave 

the group and decline participation that is absolutely okay.  This is just a discussion 

you can volunteer to participate in by choice.  Everyone’s names and identities will be 

completely confidential, which means I will not share your personal information 
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about participation with anyone, nor will I share any identifying information.  I will 

just focus on perspectives and your viewpoint to record.  Only the information and 

topics discussed will be included in the research. (R. Murphy, personal 

communication, December 6
th

, 2014).  

 


