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ABSTRACT 

There is a growing body of research pertaining to the elderly diagnosed with dementia and 

the benefits of expressive sensory experiences. This systematic literature review is intended 

to support sensory art therapy as a viable treatment option with dementia sufferers in geriatric 

care facilities. Research conducted explores dementia-related effects on the individual, 

summarizes different types of sensory art materials and directives, and promotes creative 

opportunities for specialized art therapy programming. Ultimately, this professional 

contribution encourages the implementation of sensory art therapy studios to be housed 

within geriatric care facilities. These studios would provide residents with easily accessible 

art therapy directives and art materials that will emphasize sensory exploration. 
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CHAPTER 1 

INTRODUCTION 

Very few experiences are more profound and rewarding than facilitating therapeutic 

art activities with an elderly client nearing the end of his or her life. Advanced age increases 

the likelihood that many of these patients will suffer from some form of dementia (Parkinson, 

2008). Creative expression provides particularly poignant benefits in the treatment of 

dementia because it engages the brain and improves cognition, slowing the progression of the 

disease (Madori, 2012; Stern, 2006; Stewart, 2004). 

Statement of Problem 
  

Dementia is a condition that causes substantial memory loss and physical decline 

(DSM-5 American Psychiatric Association [APA], 2013; Riley, 2001). Alzheimer’s disease 

(AD) is the most common type of dementia with an estimated 5.2 million sufferers aged 65 

and older in the United States (Kandel & Adamec, 2009; Alzheimer’s Association, 2013). 

The Alzheimer’s Association also estimates that sufferers include “approximately 200,000 

individuals under age 65 who have younger-onset Alzheimer’s” (p. 17). AD is a 

degenerative brain disease characterized by a gradual onset, continual cognitive deterioration, 

and impaired day-to-day functioning (DSM-1V-TR American Psychiatric Association [APA], 

2000). “About one-third of people age 85 and older (32 percent) have Alzheimer’s disease” 

(Alzheimer’s Association, p. 17). 

Explanation 

Supportive services and treatment facilities are increasingly implementing art 

programs due to the tremendous positive effects associated with creative expression (Rubin, 

2010). Elderly clients involved in art-making have better overall health and morale (Madori, 

2007, 2009b, 2012) and their participation in creative activities promotes interaction,  
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meaningful discussion and humorous exchanges with others (Rubin, 2010). It is particularly 

beneficial for dementia sufferers to work in groups because social interaction decreases 

feelings of isolation and loneliness, and leaves clients feeling supported and enlivened (Hinz, 

2009; Madori, 2012). Art therapy benefits this population by diminishing feelings of 

depression and anxiety (Madori, 2012) which often accompany physically and emotionally 

painful experiences related to aging (Rubin, 2010). 

Basic Assumptions   

An emphasis is placed on the Kinesthetic/Sensory level of the Expressive Therapies 

Continuum (ETC) (Kagin & Lusebrink, 1978) for elderly clients because the movement and 

tactile stimulation involved in the creative process literally stimulates the brain (Hinz, 2009; 

Madori, 2012). Sensory activities like working with rich fabrics, potpourri or flavorful foods 

can improve long-term memory and cognitive functioning (Hinz, 2009, Madori, 2012). 

These sensory activities support the re-growth of brain cells “activated by visual, auditory, or 

sensory stimulation” (Madori, 2012, p. 2). Elderly clients can release tension and stress 

(Hinz, 2009) and literally slow the progression of their dementia (Madori, 2012; Stewart, 

2004) by participating in group sensory experiences (Hinz, 2009). 

Dementia is especially significant in my life because my grandmother was diagnosed 

with AD approximately two years before her death. Throughout my entire life, I maintained 

a very close relationship with her, and I, personally, observed her physical and cognitive 

changes as the disease progressed. Seeing the benefits of art-making with my grandmother 

inspired me to complete my art therapy internship in a nursing home where the majority of 

residents also suffer from a form of dementia. I am passionate about helping dementia 

sufferers because I share with my clients the same sensitivity and empathy I had for my 

grandmother. I recognize that no two people suffer from dementia exactly the same way so  



nothing should be assumed about an individual’s physical or cognitive ability, but it seems 

that the creative process is a powerful and positive experience for nearly every participant in 

this population. 

Purpose and Objectives   

The purpose of this systematic literature review is to increase knowledge about 

dementia and the benefits of sensory art-making. The primary objective is to encourage 

assisted living and nursing care facilities to better recognize the significance of using art 

therapy techniques and tools in a designated creative space. 

Hypotheses 

This work focuses on three hypotheses. The researcher’s first hypothesis is that 

creative expression is a necessary treatment modality for dementia sufferers. The second 

hypothesis is that the literature reviewed will support the notion that sensory art therapy is 

uniquely beneficial with this population, and should be implemented on a regular basis in 

order to improve day-to-day functioning and memory retention. Finally, this researcher 

hypothesizes that a needs-based assessment evaluation of geriatric care facilities will 

demonstrate the value of creating a sensory art therapy studio. 

Definitions 

Alzheimer’s disease (AD) is considered a neurocognitive disorder (APA, 2013) that can be 

classified as major or mild depending on the diagnostic evidence. A diagnosis of major 

neurocognitive disorder due to AD is appropriate when there is “evidence of a causative 

Alzheimer’s disease genetic mutation from family history or genetic testing” (APA, 2013, p. 

305) and clear impairment in memory and cognition (APA, 2013).  



Clay work involves the kinesthetic and tactile sensations of working with the malleable 

earthy substance (Hinz, 2009) that can be formed into different shapes for different purposes. 

Other terms for “clay” include pottery, ceramics, earthenware, and stoneware. Clay pieces 

can be hand-built through pinch, coil, or slab construction (Doric-Henry, 2004), or created 

using clay tools such as “bamboo knives, steel kals, various shapes of wooden ribs, natural 

sea sponges, wire...” (Doric-Henry, 2004, p. 18). 

Cognitive-Behavioral Therapy (CBT) is often associated with dementia treatment because it 

encourages higher cognitive functioning through problem solving, task completion, and 

orientation to reality (Dziegliellewski, 2002). 

Dementia is “a group of symptoms that is characterized by confusion, memory loss, language 

difficulties, and, in many cases, eventually psychosis” (Kandel & Adamec, 2009, p. 82). 

Significant behavioral disturbances associated with the disease, such as mood swings, 

aggression and combativeness, agitation, difficulty performing tasks, loss of personal 

hygiene, and a willingness to wander due to confusion or paranoia, worsen as the individual 

grows older (Kandel & Adamec, 2009). Regression to a previous stage of development is 

often evident as the person loses control over cognitive and physical functioning (Weiss, 

1984). 

Developmental Transformations (DVT) involves the use of drama therapy to safely act out 

issues and emotions through imaginative dramatic scenes, improvisation, and role play 

(Parkinson, 2008). 

Eastern throwing method (Beittel, 1989) requires the art therapist to pre-center and pre-form 

several pieces of clay on the potter’s wheel, making it easier for the elderly potter to begin 

throwing the clay into a desired form (Doric-Henry, 2004).  



Expressive Therapies Continuum (ETC) is a theoretical concept designed by Kagin and 

Lusebrink (1978) that: 

represents a means to classify interactions with art media or other 

experiential activities in order to process information and form images... 

Image formation and information processing are categorized in a 

hierarchical fashion from simple kinesthetic experiences at one end to 

complex symbolic images at the other (Hinz, 2009, pp. 4-5). 

The ETC helps art therapists assess a client’s developmental processing and functioning with 

different types of art media (Hinz, 2009). 

Neurocognitive disorders affect several cognitive domains including: complex attention, 

executive functioning, learning and memory, language, perceptual-motor abilities, and social 

cognition (APA, 2013). Major and mild neurocognitive disorders must be attributed to a 

medical condition such as vascular disease, traumatic brain injury, substance/medication use, 

or dementia-related diagnoses like Alzheimer’s or Parkinson’s diseases (APA, 2013). 

Cognitive disturbances associated with major and minor neurocognitive disorders may be 

accompanied by behavioral disturbances (APA, 2013) and can “interfere with independence 

in everyday activities” (APA, 2013, p. 299). 

Major neurocognitive disorder must have “evidence of significant cognitive decline from a 

previous level” of functioning, and “substantial impairment in cognitive performance, 

preferably documented by standardized neuropsychological testing or, in its absence, another 

qualified clinical assessment” (APA, 2013, p. 299). 

Minor neurocognitive disorders are not as severe, causing only “modest cognitive decline” 

(APA, 2013, p. 300) and impairment.  



Music-therapeutic caregiving (MTC) 1s an active and engaging process in which caregivers 

and patients listen to music, make music, and sing together with a special focus on patient- 

receptiveness (Brown et al., 2001). 

Sensory art therapy refers to the “internal and external sensations that are experienced 

through interaction with various media” (Hinz, 2009, p. 59). A sensory art experience 

represents “the simplest form of information processing,” and therefore “does not require 

words; it is rhythmic, tactile, and sensual” (Hinz, 2009, p. 6). 

Sensory art therapy studios are designated spaces in health care facilities, specifically 

utilized for creative expression through sensory art experiences, reflection, and therapeutic 

processing (Hinz, 2009; Moon, 2001). 

Therapeutic Thematic Arts Programming (TTAP Method®©) is “an approach which provides 

stimulation to three distinct brain systems, naturally stimulating person centered 

programming, encouraging brain wellness and neural regeneration,” and “providing a viable 

means for enhancing cognitive functioning” (Madori, 2009a, p. 25). 

Touch Drawing is described by its founder as: 

...a simple yet profound process. Paper is placed over wet paint. The 

pressure of fingertips on the page forms images on the underside. The 

hands are extensions of the soul, moving in response to the sensations of 

the moment. Channels of expression open, enabling feelings to flow. A 

series of drawings is created, each a stepping stone deeper into the self 

(Koff-Chapin, 2013, para. 1).  



CHAPTER II 

METHODOLOGY 

Systematic literature reviews benefit the field of art therapy by “summarizing 

confusing and often contradictory primary research in a transparent and reproducible 

manner” (Gilbody & Petticrew, 1999, p. 99). Existing information and current research on a 

particular subject are synthesized into a manageable evaluation of resources (Mulrow, 1994). 

“Well conducted systematic reviews are increasingly seen as providing the best evidence to 

guide choice of quality improvement strategies in health care” (Grimshaw et al., 2003, p. 

298). In an effort to improve the quality of Alzheimer’s Disease (AD) treatment methods, an 

initial review of literature emphasized an increase in sensory art therapy programming in 

elderly residential care facilities (Madori, 2012). 

Search 

Relevant literature and resource databases have been reviewed on a weekly basis in 

order to provide a current and extensive examination of sensory art-making with the geriatric 

population. Table 1 details the number of articles, books, and other resources reviewed and 

their years of publication. A complete list of search terms and phrases are replicated in Table 

2. 

 



Table 1 

Publication Dates of Resources 

  

Publication Date Number Percentage 

  

2010-2014 

2000 —- 2009 

1990 —- 1999 

1980 — 1989 

Pre — 1980 

Undated 

Total 

46 

66 

22 

30.1 

43.1 

14.4 

10.5 

1.9 

0 

  

Search terms focused on derivatives of the population description, their status and/or 

diagnosis, and various types of sensory and expressive arts therapies. Many searches focused 

specifically on the idea of a sensory art therapy studio. Several scholarly articles and books 

were researched through Plattsburgh State University’s Feinberg Library. Student 

membership in the American Art Therapy Association provided access to articles in their Art 

Therapy journal archives. The Mary and Andy Rooney Library at Saint Mary-of-the-Woods 

College provided the greatest number of resources on the subject. Specific journals such as 

Psychology and Aging and The Arts in Psychotherapy were utilized through online databases 

including PsychoINFO and ScienceDirect. All referenced databases are documented in 

Table 3.  



Table 2 

Search Terms and Phrases 

  

Elderly Group Art Therapy Sensory 

  

Geriatric 

Older Adult 

Older Adults 

Senior 

Seniors 

Senior citizen 

Nursing residents 

Nursing patients 

Assisted living 

Aging 

Mature 

Retired 

Group 

Individual 

Collective 

Dementia patients 

Alzheimer’s disease 

sufferers 

Parkinson’s disease 

sufferers 

Arthritis sufferers 

Nursing home 

residents 

Memory care 

patients 

Art therapy 

studio 

Sensory art- 

making 

Sensory art 

studio 

Sensory art 

therapy studio 

Nursing home 

art studio 

Sensory 

artwork 

Art therapy 

programming 

Art-making 

Tactile 

Sensation 

Clay 

Pottery 

Pottery wheel 

Wheelchair accessible 

potter’s wheel 

Ceramics 

Ceramic ware 

Earthenware 

Stoneware 

Bisque firing 

Glazing 

Glaze firing 

Sculpting 

Molding 

   



Table 3 

Databases from Which References were Retrieved 

  

Alphabetical Listing of Databases Utilized 

  

Academic Search Complete PsychARTICLES 

EBSCO PsychINFO 

Education Resources Information Center (ERIC) PubMed 

International Journal of Art Therapy ScienceDirect 

MEDLINE Taylor & Francis Group 

  

Screening 

Resources were assessed for relevance and applicability based on current information 

regarding dementia and art therapy. References pertaining to ceramics were narrowed down 

to older adult populations and dementia suffers. Table 4 outlines each type of publication 

referenced. 

Table 4 

Types of Resources 

  

Category Percentage 

  

Articles / Journals 51.7 

Books / Chapters 

Internet websites 

News service / paper article 

Government document 

Unpublished works 

Total 

   



Data Analysis 

References have been concisely organized to support the benefits of sensory art- 

making with the elderly. A sensory art therapy studio concept became the focus of all data 

acquired. 

 



CHAPTER III 

REVIEW OF LITERATURE 

It is the intent of this researcher to add to the body of professional literature regarding 

the benefits of sensory art-making. By providing a comprehensive systematic literature 

review of research on the benefits of sensory art-making with dementia patients, assisted 

living and nursing care facilities will provide greater accessibility to art materials and 

equipment in a designated studio space. The exploration of qualitative and quantitative 

evidence will “support the efficacy of what we do as art therapists” (Anderson, 2001, p. 136) 

and promote grant funding for art therapy programming in elderly care facilities. 

Understanding Dementia   

Alzheimer’s disease is a degenerative brain disease characterized by a gradual onset, 

continual cognitive deterioration, and impaired day-to-day functioning (APA, 2013). In 

order to determine an accurate diagnosis, clinicians must establish a genetic connection to the 

disease and the presence of specific indicators: 

(a) Clear evidence of decline in memory and learning and at least one 

other cognitive domain (based on detailed history or serial 

neuropsychological testing); (b) Steadily progressive, gradual decline in 

cognition, without extended plateaus; (c) No evidence of mixed etiology 

(1.e., absence of other neurodegenerative or cerebrovascular disease, or 

another neurological, mental of systemic disease or condition likely 

contributing to cognitive decline. (APA, 2013, p. 305) 

The brain slowly atrophies, “shrinking in both size and weight; neurons are lost; fibers 

become twisted in the neuron cell bodies (neurofibrillary tangles) and abnormal masses 

(senile plaques) develop” (Hillier & Barrow, 2011, p. 142). The symptoms may appear  
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subtly in the early stages of the disease, making it difficult to diagnose until it has progressed 

to a moderate or more prominent stage (Kandel & Adamec, 2009). The disease can cause 

several cognitive deficits, often including apraxia (impaired motor functioning), aphasia 

(language disturbance), agnosia (failure to recognize or identify people and objects) 

(Galbraith, Subrin & Ross, 2008), and a “disturbance in executive functioning (i.e., planning 

organizing, sequencing, abstracting)” (DSM-1V-TR [APA], 2000, p. 88). 

“The only known cause of Alzheimer’s is genetic mutation — an abnormal change in 

the sequence of chemical pairs inside genes” (Alzheimer’s Association, 2013). An individual 

will definitively develop the disease if he or she has any genetic mutations involving specific 

amyloid precursor and presenilin proteins (Alzheimer’s Association, 2013; Galbraith et al., 

2008). Some people have a genetic predisposition to dementia that can be inherited 

(Dziegliellewski, 2002) but that does not necessarily mean the individual will develop the 

disease (Kandel & Adamec, 2009). 

Having the apolipoprotein E-e4 (APOE) gene (Dziegliellewski, 2002) and/or 

mutations on chromosomes 1, 14, and 21 (Kandel & Adamec, 2009) can increase the risk of 

AD, though many other factors can be attributed to a heightened risk. A lack of physical 

activity and cognitive stimulation, as well as malnutrition, dehydration, vitamin deficiencies, 

cardiovascular disease, prior brain injuries, and brain cell inflammation can all contribute to 

the condition (Alzheimer’s Association, 2013; Alzheimer’s Disease Education & Referral 

Center [ADEAR], 2011; Dziegliellewski, 2002). 

In 2011, the Alzheimer’s Disease Education & Referral Center (ADEAR) indicated 

that warning signs of the disease include asking the same question over and over again; 

repeating the same story; forgetting every-day activities; losing the ability to pay bills; 

getting lost in familiar surroundings; neglecting to bathe and insisting clothes are clean; and  



14 

relying on someone else to make decisions or answer questions. When the disease has been 

identified, the awareness of its continual declining effects and the fact that it cannot be 

prevented (Galbraith et al., 2008; Kandel & Adamec, 2009) can be devastating for the 

individual and family members (Kandel & Adamec, 2009). 

Significant behavioral disturbances associated with the disease, such as mood swings, 

aggression and combativeness, agitation, difficulty performing tasks, loss of personal 

hygiene, and a willingness to wander due to confusion or paranoia, worsen as the individual 

grows older (Kandel & Adamec, 2009). Regression to a previous stage of development is 

often evident as the person loses control over cognitive and physical functioning (Weiss, 

1984). This loss of control can lead to frustration, despair, loneliness, and feelings of 

isolation as the environment becomes unfamiliar and sometimes overwhelming (Weiss, 

1984). 

The diagnostic assessment of Alzheimer’s disease involves medical examinations, 

neuropsychological tests, and memory screenings that “document impairment of specific 

areas of cognitive abilities and test and measure visuo-spatial abilities, attention, choice, and 

reaction time” (Dziegliellewski, 2002, p. 382). Art-based assessments, such as the Clock- 

Drawing Task (CLOX) and the Silver Drawing Test (SDT), measure cognitive assets and 

deficits in spatial reasoning and sequential ordering (Dziegliellewski, 2002; Hinz, 2011). 

Self-figure drawings during the assessment of AD tend to display regression in Lowenfeld’s 

Stages of Graphic Development (Lev-Weisel & Hirshenzon-Segev, 2003). 

The biggest limitation associated with these assessment tests is that they require a 

capacity for visual processing that may be dysfunctional due to normal aging rather than 

dementia (Toner et al., 2012). An elderly person may have difficulty drawing a seemingly 

easy and familiar image of a clock face (CLOX) but the impairment may be related to a  
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decrease in visual perception and may not be due to a cognitive deficit (Toner et al., 2012). 

It is still important to utilize visual art assessments with older adults but “it is necessary to 

take into account the sensory capability of individuals in order to validly evaluate their 

cognitive ability” (Toner et al., 2012, p. 789). 

Depressive symptoms are commonly present when individuals have trouble coping 

with having an irreversible disease in this final transitional phase of life (Galbraith et al., 

2008). Erikson’s psychosocial stages of development suggest that individuals nearing the 

end of their lives will struggle with generativity vs. stagnation and ego integrity vs. despair 

(as cited in Kail & Cavanaugh, 2010). It is a time for the elderly person to reflect on past 

experiences and decisions and to evaluate how his or her life has impacted younger 

generations (as cited in Kail & Cavanaugh, 2010). If the individual has unresolved issues or 

a decreased sense of self-worth related to missed opportunities, few accomplishments, or 

significant losses, then he or she may be angry, resentful, and potentially harmful to his or 

her self (APA, 2013; Hinz, 2011). 

Diagnostic assessment of the individual should include determining any risk of 

suicide. There is a rise in the incidence of suicide for seniors in their mid to late seventies 

(Dziegliellewski, 2002; Hinz, 2011). It is likely that many of these occurrences are due to 

feelings of hopelessness, fearfulness, and frustration associated with their physical and 

cognitive deterioration (Dziegliellewski, 2002; Hinz, 2011). Any threat of suicide needs to 

be taken very seriously and addressed immediately in a therapeutic manner. 

Many AD sufferers have concomitant mood and anxiety disorders (Dziegliellewski, 

2002), presumably because it is so difficult to adjust to the debilitating changes that come 

with having the disease (Rubin, 2010). With advanced age comes the likelihood that clients 

will experience the loss of a spouse, a sibling, or a friend (Dziegliellewski, 2002; Hinz,  
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2011). The bereaved individual may have feelings of survivor guilt, thoughts of death, and a 

“morbid preoccupation with worthlessness,” (APA, 2000, p. 311) the effects of which can 

negatively increase the symptoms of cognitive impairment found with AD (APA, 2000; 

Galbraith et al., 2008). 

Elder Care 

Elderly clients with dementia need as much support from family members and 

caregivers as possible. Providing the routine and structure needed to improve cognition and 

assist physical abilities appear to be daunting tasks that many find stressful and demanding 

(Alzheimer’s Association, 2013; Landgarten, 1981). Family members of elderly clients can 

become easily frustrated and overwhelmed with their loved ones’ deteriorating physical and 

cognitive functioning (Alzheimer’s Association, 2013; Galbraith et al., 2008; Landgarten, 

1981). It is important to incorporate family therapy, caregivers, and other available 

supportive resources in the client’s treatment plan. Suggestions for family members and 

caregivers include minimizing distractions, choosing simple words and sentences, calling the 

person by name and giving him or her plenty of time to answer, avoiding arguments, and 

reframing instructions and questions in a positive manner to avoid agitation of both parties 

(Kandel & Adamec, 2009). 

Clinicians working with the elderly population must be flexible and open to the 

environment that is most comfortable for the individual (Sezaki & Bloomgarden, 2000). It 

may be necessary to practice in-home care for elderly clients who are immobile or without 

adequate transportation (Sezaki & Bloomgarden, 2000). Home-based therapies allow clients 

to feel relaxed and secure in the comfort of their own homes, making it easier for them to 

communicate feelings and emotions (Sezaki & Bloomgarden, 2000). An emphasis on client- 

centered therapy means focusing on tailoring a therapeutic approach that appropriately and  



17 

effectively treats the needs of the individual (Zarit & Knight, 1996). AD sufferers with other 

health factors to consider including stroke, cancer, and heart disease, or those receiving 

palliative care, require a therapist fully prepared, knowledgeable, accessible, and capable of 

great sensitivity and empathy (Hartley & Payne, 2008). Most importantly, therapists must be 

able to reconcile their own fears of aging, disability, and death in order to appropriately help 

older adult clients struggling with those same fears (Agronin, 2010). Self-care must be an 

essential component for all clinicians working with this population (Alzheimer’s Association, 

2013; Hartley & Payne, 2008). 

Hospital visits and long-term care become necessary for AD sufferers as the disease 

progresses. Family members often find it necessary to admit their loved ones in nursing 

facilities to ensure they receive the level of care needed on a daily basis as symptoms 

intensify (Alzheimer’s Association, 2013). “Of all nursing home residents, 68 percent have 

some degree of cognitive impairment” (Alzheimer’s Association, 2013, p. 48). Many of 

these individuals rely on Medicare and Medicaid benefits but these programs only cover 

“about 70 percent of the costs of care,” (Alzheimer’s Association, 2013, p. 43) which can 

average up to $90,000 per year (Alzheimer’s Association, 2013). An individual’s awareness 

of these financial and emotional burdens can negatively affect his or her overall health and 

well-being. 

Treatment 

Five medications have been approved by the U.S. Food and Drug Administration that 

“temporarily improve symptoms of Alzheimer’s disease by increasing the amount of 

chemicals called neurotransmitters in the brain” (Alzheimer’s Association, 2013, p. 13) and 

slowing brain cell death and malfunction (Alzheimer’s Association, 2013). These drugs 

regulate brain chemicals such as acetylcholine and glutamate but they can only slow the  



progression of the disease rather than “cure” it (4/] about dementia treatment, 2013; 

Alzheimer’s Association, 2013; Galbraith et al., 2008). 

Reductions in sensory abilities, fine motor skills, and coordination make treatment 

options a challenge with the elderly. Cognitive-Behavioral Therapy (CBT) is a useful 

intervention for restructuring and retraining the brain to improve memory and slow the 

progression of dementia (Dziegliellewski, 2002; Stewart, 2004). It is important to recognize 

that the most successful treatment method does not rely solely on one therapeutic modality 

(Zarit & Knight, 1996) but instead combines elements of CBT with psychosocial, family, and 

expressive therapies (Madori, 2007; Zarit & Knight, 1996). 

Art Therapy 

For some seniors, the process of making art is in itself healing, relaxing, and 

stimulating (Safar & Press, 2011). Other individuals may find it more enjoyable to complete 

an art product and reflect on its personal meaning (Safar & Press, 2011). No matter the 

focus, whether the process of creating art or on the product created, art has an essential place 

in the treatment of AD. “Patients with dementia have shown more interest, sustained 

attention, pleasure, and self-esteem while attending an art program compared to other 

activities” (Safar & Press, 2011, p. 97). 

Typically, art therapy using the Expressive Therapies Continuum begins with simple 

Kinesthetic/Sensory experiences, before moving to information processing and image 

formation on the Perceptual/Affective level, and complex and meaningful thought processes 

on the Cognitive/Symbolic level (Hinz, 2009; Kagin & Lusebrink, 1978). Individuals with 

AD, however, “show a reverse developmental hierarchy through the levels,” (Hinz, 2009, p. 

13) as their produced artwork declines in a parallel fashion to their physical and cognitive 

decline (Safar & Press, 2011). Early in the diagnosis of dementia:  



Patients with significant brain involvement start out with abilities expressed 

on the Cognitive/Symbolic level of functioning. They are capable of 

thinking symbolically through sophisticated projects and using learned skills 

in order to render symbolically rich and complex art products. As the 

disease progresses, patient abilities regress to the Perceptual/Affective level 

with what seems to be alternating struggles to emphasize form with the 

expression of attendant affect. Finally, the last stages of the disease seem to 

be characterized by Kinesthetic/Sensory activity with notable fragmentation 

of images, and no true achievement of formal representation. (Hinz, 2009, p. 

13) 

While it is necessary to promote complex operational thought and step-by-step 

processes, the treatment of AD as it advances requires an increasing emphasis on simplistic 

directives using movement and sensation (Ahmed & Miller, 2003; Grady, 2006; Hayes & 

Povey, 2011; Hinz, 2009; Killick, 1997; Lusebrink, 1990; Stewart, 2006; Wald, 1984; Zaidel, 

2005). Hinz indicated that a focus on sensory stimulation can “increase the quality of life 

and active engagement of persons living in assisted care facilities with little opportunity for 

varied experiences” (p. 76). 

Madori (2007, 2009b) has found great success using Therapeutic Thematic Arts 

Programming (TTAP Method©) with older adults suffering mild to severe impairment from 

dementing disorders. Madori’s “multimodal approach enhances emotional interactions, 

stimulates socialization, and increases cognitive functioning by providing a systematic 

approach for stimulating all areas of the brain” (2009b, p. 12). The program utilizes many 

different types of expressive activities such as meditation, painting, music and phototherapy 

(Madori, 2007, 2009b).  
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Madori (2007) suggested beginning the program by discussing and deciding upon a 

theme that can be explored throughout several creative activities. Music is a familiar, non- 

threatening expressive form that provides an excellent gateway to art-making and improved 

personal health (Brown, Gotell, & Ekman, 2001). Rather than simply employing background 

music, music-therapeutic caregiving (MTC) engages the individual in positive and powerful 

ways (Brown et al., 2001). Songwriting and sing-a-long activities have been particularly 

meaningful with Alzheimer’s patients because a melody is usually soothing and comforting, 

and writing lyrics enhances emotional expression, linguistic abilities, and a sense of pride 

after completing a song (Hong & Choi, 2011). Music is also a powerful tool in guided 

imagery and meditative exercises (Madori, 2007) that are essential to the TTAP© method. 

Movement is an essential component of a sensory experience, even for individuals 

with limited mobility (Doric-Henry, 2004; Madori, 2007). Dance/movement activities range 

from exercise and dance classes, sand tray therapy (Homeyer & Sweeney, 2010), and “chair 

yoga,” a program designed to incorporate typical yoga exercises and positions with deep 

breathing techniques for clients confined to the use of a wheelchair or walker (Madori, 2007). 

Parkinson (2008) has employed another expressive technique using drama therapy, 

called Developmental Transformations (DVT). Elderly clients work within “the playspace,” 

a place to discuss “emerging images, memories, feelings, thoughts, and ideas” (Parkinson, 

2008, p. 211). Emphasis is placed on the present moment and using imagination, role play, 

improvisation, sound and movement, and acting out “structured and unstructured dramatic 

scenes” (Parkinson, 2008, p. 211). In the beginning, the concept can be somewhat 

overwhelming but elderly clients with dementia often warm up to this technique because it 

allows the desired freedom and safety to physically and emotionally express aspects of the 

self which would otherwise be denied or repressed (Parkinson, 2008).  



Another beneficial sensory experience for AD sufferers revolves around food 

(Madori, 2007). The act of cooking food, smelling its aroma, and sampling new dishes 

engages the brain (Stewart, 2004) and increases the appetite, which is often diminished in old 

age. Some elderly clients may find comfort in eating food with a special significance in their 

life, such as a spouse’s favorite meal or a special dessert enjoyed as a child (Madori, 2007). 

This is also an opportunity to promote cultural immersion as elderly clients of diverse 

backgrounds may want to share certain ethnic foods with fellow group members (Madori, 

2007). Actually cooking meals may be out of the realm of possibility for seniors due to 

safety concerns, and of course food allergies must be considered before beginning this type 

of project, but the benefits are worth the efforts of coordinating a special group meal. 

The meaningful interactions and creative experiences promoted by Madori’s program 

can increase synaptic connections and neural networks in the brain (Avila et al., 2004; 

Galbraith et al., 2008; Goldberg, 2005; Madori, 2009b, 2012), slowing the progression of AD 

(Kamar, 1997; Scarmeas, Levy, Tang, Manly, & Stern, 2001; Stern, 2006). “Enriched 

environments create opportunities for physical activity, learning, and social interaction, 

producing structural and functional brain changes along with new neuron production and 

survival” (Galbraith et al., 2008, p. 264). Utilizing a variety of creative interventions will 

improve an individual’s sense of well-being and quality of life (Galbraith et al., 2008; 

Madori, 2007, 2009b, 2012; Wadeson, 1987). Particularly, sensory stimulation and social- 

emotional connections have the greatest impact on these improvements (Galbraith et al., 

2008; Hinz, 2009; Madori, 2012). 

Clay work provides: the opportunity for enhanced sensorimotor functioning and 

spatial perception with an emphasis on independence and individuality (Yaretsky, Levinson, 

& Kimchi, 1996). Pottery groups empower clients by giving them the control to manipulate,  
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smooth and pound the malleable substance in many ways (Yaretsky et al., 1996). Clay is 

relatively inexpensive and can be worked on for several stages over time if it is properly 

preserved. Low fire white clay is ideal but self-hardening clay or oven-baked clay can also 

be used for hand-built pottery (Doric-Henry, 2004). The step-by-step process of forming 

pieces, firing them and glazing or painting encourages higher cognition and a relaxed yet 

methodical approach to coping with diminished capabilities in old age (Doric-Henry, 2004; 

Yaretsky et al., 1996). 

The typical ceramics process on the wheel involves “wedging, throwing, drying, 

trimming, bisque firing, glazing, and glaze firing” (Doric-Henry, 2004, p. 18). Doric-Henry 

(2004) described the process of throwing clay on the wheel using the Eastern throwing 

method with an elderly individual: 

The centered clay is then built into a tower shape. A small door-knob 

shape is formed at the top of the mound. The client is then instructed to 

insert their thumb into the center of the knob as far as it is comfortable. If 

they find this motion difficult, the index and middle finger can be used 

together to open the top. The thumb, which is now centered inside the 

knob, is then pushed outward, and raised up from inside of the pot, putting 

pressure on the inside while the other hand supports the structure from the 

outside. To bring up walls, pressure is applied on the inside and outside of 

the piece. The clay must be kept constantly wet while working. A sponge 

or wet hands are used to order to build up a layer of slip on the outside of 

the piece while working on it; however, water cannot be allowed to 

accumulate in the bottom of the piece or it will become too soft, so a 

sponge is used to gently remove excess water from the bottom. Both  



hands are necessary to shape the clay while squeezing it firmly and 

evenly. (p. 14) 

Participants in Doric-Henry’s (2004) nursing home pottery group were initially 

reluctant to work with clay due to its mess and “gooey” texture, but they soon adjusted to the 

feeling as it became more familiar. The art therapist provided a “second hand” to help each 

group member with diminished capabilities throughout the process (Doric-Henry, 2004). 

The pottery intervention significantly reduced depression and anxiety while boosting self- 

confidence and independence (Doric-Henry, 2004). When the eight-week group concluded, 

the residents reflected on feeling accomplished and proud of their resulting clay pieces, 

positively affecting their self-esteem and overall well-being (Doric-Henry, 2004). 

 



CHAPTER IV 

RESULTS 

Elderly residential care facilities often lack the resources and/or personnel to support 

continuous art therapy programming (Doric-Henry, 2004). Arts and crafts activities are brief 

and infrequent, and “the majority of crafts suggested for use with older adults are simplistic, 

sometimes to the point of insulting the intelligence of the clients” (Doric-Henry, 2004, p. 6). 

Understandably, facility staff members are often overwhelmed caring for residents and 

performing necessary daily tasks (Alzheimer’s Association, 2013), but therapeutic art 

activities that promote creative expression, cognitive engagement, and social interaction 

should be essential elements of everyday care (Kinney & Rentz, 2005; Mead, 1991; Safar & 

Press, 2011). 

Proposed Needs-Based Assessment Survey 
  

In an effort to defend the notion that a designated creative space will maximize the 

benefits of art therapy with dementia sufferers, elderly care facilities will need to be 

presented with quantitative and qualitative supporting data. A survey of art therapists that 

have worked with the older adult population can serve as the first step toward obtaining the 

necessary data. Following the same format as a similar online survey developed by 

Mihailidis et al. (2010), the needs-based assessment survey suggested by this researcher will 

likely be comprised of “closed and open-ended questions” and will use “single-choice, 

multiple-choice, Likert scales, and text boxes” (Mihailidis et al., 2010, p. 294) to collect data. 

Survey results will provide a better understanding of the needs of dementia sufferers in 

residential care facilities in order to appropriately address these specific needs in the 

subsequent acquisition of grant funding.  



Table 5 

Topics and Relevant Data in the Online Survey (Mihailidis et al., 2010) 

  

Questionnaire topic 

Demographics 

Creative expression with older adults and 

dementia sufferers 

Facilitating creative expression 

Engagement of clients 

Location of art therapy interventions 

Explanation of primary data collected 

Years of experience, credentials, client 

populations, primary specialty areas 

Number of years worked with this specific 

population — difficulties and barriers 

encountered 

Location of therapy, commonly used forums, 

frequency of sessions, group vs. individuals 

Techniques used to engage clients and assess 

level of focus and enjoyment 

Determining importance of having a 

designated space 

  

Proposed Sensory Art Therapy Studio 

In order to provide a greater focus on art therapy, this researcher suggests designating 

a space within the care facility that can be transformed into an art therapy studio (Henley, 

1995). Moon (2001) noted that “studio art therapy” can take place anywhere, including “the 

day room of a nursing home” or “the bedside of a medically ill person” (p. 68) but those 

situations are far from ideal. Dementia sufferers in a residential care facility deserve a 

comfortable, well-lit space devoted to art-making that will allow them to feel “both 

physically and psychologically safe” (Moon, 2001, p. 72).  



The type of sensory art therapy studio proposed within this paper is based on a 

pottery therapy group run by Healy, a registered and board certified art therapist at a 

retirement community in the Southeast. As a ceramics artist/instructor and art therapist, 

Healy has found that sensory art experiences are particularly meaningful for seniors at all 

stages of functioning (personal communication, August 8, 2011). Healy’s pottery studio 

within the recreation area of the assisted living center provides a comfortable designated 

space for creative expression and learning. The group is comprised of all women, ranging in 

age from 87 to 93 years old (Healy, personal communication, August 8, 2011). Weekly 

group meetings began mainly as instructional sessions but the group quickly evolved into a 

close-knit, supportive environment that emphasizes socialization, creativity, and reflective 

processing (Healy, personal communication, October 4, 2013). Based on the tremendous 

benefits Healy has observed while facilitating therapeutic clay work, she wishes to encourage 

other residential care facilities to implement increased art therapy programming (personal 

communication, October 4, 2013). 

Studio Structure 

The devoted studio space is intended to engage residents in an ongoing 

comprehensive art therapy program. Daily individual sessions and weekly group sessions 

will operate from a person-centered approach (Queen-Daugherty, 2002) by tailoring the 

studio space and the art activities to fit the needs of each participant (Moon, 2001). Groups 

would need to remain relatively small in order to allow the art therapist to provide individual 

attention when needed (Corey, Corey, & Corey, 2010). 

Both individual and group sessions will emphasize using tasks that require planning, 

organization, step-by-step progression, and complex thought processes (Hinz, 2009). A few 

proposed directives include: collage creation using simple precut images for visuo-spatial  
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reasoning (Galbraith et al., 2008; Hinz, 2009); Touch Drawing (Koff-Chapin, 2013) to music 

that incorporates kinesthetic movement with auditory stimulation (Hinz, 2009; Madori, 2007, 

2009b); and different types of pottery such as pinch pots, hand-built pieces, slab-built pieces, 

and wheel-thrown pieces that explore tactile sensations (Doric-Henry, 2004). 

Supplies and Equipment   

Ideally, a large variety of drawing, painting, and collage media and materials would 

be made available to residents, but the intended focus of the studio space would be on 

sensory art-making. Specifically, the studio must be able to accommodate wheelchair 

accessible equipment including a potter’s wheel, slab roller, a large sink, and drying racks 

that can be securely attached to the wall for storing clay pieces (Doric-Henry, 2004; Healy, 

personal communication, October 4, 2013). Healy suggested including a digital kiln with an 

automatic shut-off that does not require outside ventilation (personal communication, 

October 4, 2013). The kiln would also need kiln furniture, pot lifts, and heat resistant gloves 

(Healy, personal communication, October 4, 2013). 

Low fire white clay, clay tool kits, aprons/smocks, sponges, canvas wedging boards, 

and extra plaster bats and splash pans for the potter’s wheel would all be essential 

components of the studio (Doric-Henry, 2004; Healy, personal communication, October 4, 

2013). For glazing purposes, wax and a wax heater would be made available, as well as non- 

toxic glazes and glazing brushes (Healy, personal communication, October 4, 2013). 

Before beginning the group session, the potter’s wheel must be fully operational and 

several plaster bats must be ready for use (Doric-Henry, 2004). The eastern throwing method 

involves initially centering and preserving 4 ' 1b. pieces of clay on at least six plaster bats in 

order to be prepared when clients finish a piece and want to continue working with clay  
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(Doric-Henry, 2004). Alternatives to clay work must also be readily available depending on 

the resident’s preference and willingness to participate. 

Space and Safety Requirements 
  

The studio space would need to be large enough to accommodate wheelchair mobility 

and easy sink access. At least two round canvas-covered tables would need to be available 

for clay work, as well as one larger round uncovered table for other art activities. The room 

would need to have plenty of storage capacity for all types of artwork. Storage cabinets 

should have locking doors to keep both residents and fragile pottery safe from injury. 

The studio would need to remain locked when not in use to protect all individuals in 

the facility. Security measures and safety procedures would need to be in full accordance 

with state law, fire safety protocol, and facility standards. When working with dementia 

sufferers, studio personnel must be aware of emergency protocol procedures at all times. 

Residents with dementia can become easily confused and could harm themselves or others 

(Queen-Daugherty, 2002). Medical precautions would need to be assessed on an individual 

basis before participants begin any sensory art activity. In the studio setting, personnel must 

be aware of potentially dangerous equipment and supplies including the kiln, the wax heater, 

and clay and glazes that can be ingested (Doric-Henry, 2004). Residents should never be left 

alone or unsupervised in the studio. 

Personnel 

Both individual and group sessions within the studio should be facilitated by a 

registered art therapist with experience working with dementia sufferers. The art therapist 

and any assistants must be knowledgeable about this population (Safar & Press, 2011) and 

have proper training with all art materials, including clay tools and equipment. All personnel 

involved in the studio must adhere to facility rules, regulations, and emergency reporting  
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procedures in compliance with state standards, and The Health Insurance Portability and 

Accountability Act of 1996 (HIPAA) guidelines regarding health care privacy (U.S. 

Department of Health & Human Services, 2013). The art therapist should also collaborate 

with other mental health professionals on staff in order to maximize the benefits of the art 

therapy program. 

Ideally, this researcher would like to play a role in facilitating sensory art therapy 

interventions in the proposed studio but that may not be feasible or necessary. The research 

presented in this literature review serves as a starting point for various creative arts therapists 

to implement and maintain sensory art therapy studios in multiple locations throughout the 

United States. 

 



CHAPTER V 

DISCUSSION, CONCLUSIONS, RECOMMENDATIONS 

Discussion 

This researcher hopes to encourage art therapy programming with a sensory focus in 

many different types of elderly care facilities. Internship experiences in an assisted living 

facility and a nursing home have demonstrated to the researcher that it is important to have a 

designated space for art-making. It is possible that retirement communities and assisted 

living facilities may be more responsive to the studio concept than nursing homes. In this 

instance, it is important to emphasize that sensory art therapy techniques can be adapted to 

any situation when necessary. Facilitating creative experiences in a resident’s room or in a 

busy lounge area may be necessary and appropriate at times (Moon, 2001), but these 

environments can be too distracting. Clients deserve a devoted space that will encourage 

relaxation and increased focus. 

There are several factors to consider when working with a declining population. 

First, having physical limitations or disabilities does not mean an individual is incapable of 

creating art or working with clay. The only requirement for Doric-Henry’s nursing home 

pottery group “was that the older adult potters had enough strength and mobility in their 

hands to execute forming the clay” (Doric-Henry, 2004, pp. 18-19). It did not matter if a 

resident had been disabled from a stroke, arthritis, blindness or shaking hands because there 

was always a way to accommodate the directive for each individual (Doric-Henry, 2004). 

Even those residents lacking the strength for clay work can benefit from other forms of 

sensory artwork during individual sessions within the studio. 

A primary concern for clients with AD is the reduction of anxiety that accompanies 

memory loss and the overwhelming experience of moving into a residential care facility.  



Doric-Henry (2004) was at first worried that introducing clay work might increase anxiety 

and possibly cause sensory overload but her experience working with the group demonstrated 

a significant reduction in anxiety. “The majority of potters... reported that after making 

pottery they felt good about themselves and that they felt happy. Making pottery, perhaps 

because it is not age-defined, presented an opportunity for the... potters to be something 

other than ‘old’” (Doric-Henry, 2004, p. 28). 

Though there are no actual participants in this systematic literature review, all 

research has been conducted in accordance with the American Art Therapy Association’s 

(AATA) Ethical Principles for Art Therapists (2011) and the Code of Professional Practice 

(2011) outlined by the Art Therapy Credentials Board, Inc. (ATCB). 

Limitations 

A limitation to this systematic literature review includes a limited number of available 

studies involving sensory art therapy with dementia sufferers. This may be due to resistance 

to art therapy with this population (Queen-Daugherty, 2002) and difficulty continuing art 

projects over a significant period of time (Queen-Daugherty, 2002). 

Another limitation is that few resources have examined the significance of cultural 

heritage in relation to sensory art therapy with the elderly. Madori (2007, 2009b) suggested 

incorporating different types of cultural art activities in to an art therapy program with this 

population but there is little evidence suggesting that individual cultural heritage positively or 

negatively impacts the benefits of sensory art-making. 

It is always important for researchers to note a study’s limitations due to personal 

experiences with the subject matter (Lokon, Kinney, & Kunkel, 2012). This researcher has 

been personally affected by the physical and cognitive decline associated with AD. It is 

expected that family encounters with dementia and internship/volunteer experiences in  
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elderly residential care facilities have influenced the information presented in the literature 

review. 

Perhaps the biggest potential limitation to the implementation of a sensory art therapy 

studio will be a lack of financial support. Many elderly residential care facilities are not-for- 

profit, state-funded or privately-owned organizations (Alzheimer’s Association, 2013; 

Hutchison, personal communication, October 14, 2012). These types of facilities rarely have 

a significant budget for art therapy programming (Hutchison, personal communication, 

October 14, 2012) and may not have the space available to devote to an art therapy studio. 

Moon (2001) stated that many program administrators erroneously assume “that a 

studio model of art therapy would be impossible due to the limitations of the setting or the 

lack of resources to transform the setting (pp. 68-69). Doric-Henry (2004) was able to adapt 

the pottery studio setting to other locations when a specific room was not available but the 

transition was not easy. Residents with dementia receive greater benefits from having a 

comfortable, familiar setting in which creative expression can happen without distractions 

(Hutchison, personal communication, October 22, 2013). 

Conclusions 

At present there is no cure for AD. Once it has been diagnosed, clinicians can only 

attempt to slow its progression and lessen the detrimental effects. Currently, an estimated one 

in nine people age 65 and older has AD (Alzheimer’s Association, 2013). “By 2050, the 

number of people age 65 and older with Alzheimer’s disease may nearly triple, from 5 

million to a projected 13.8 million...” (Alzheimer’s Association, 2013, p. 22). Residential 

care facilities need to be prepared for this future by improving the quality of care options and 

increasing the number of available treatment options in the present.  
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Sensory art therapy plays a valuable role in this endeavor because it engages elderly 

clients and stimulates the brain in significant ways that other modalities cannot (Doric- 

Henry, 2004; Madori, 2012; Yaretsky et al., 1996). The implementation of a sensory art 

therapy program within the studio setting will empower AD sufferers, improve memory and 

cognition, and ease feelings of hopelessness and frustration through necessary creative self- 

expression (Doric-Henry, 2004; Dziegliellewski, 2002; Hinz, 2011; Madori, 2012; Yaretsky 

et al., 1996). 

Recommendations 

This literature review serves to inspire the development of research studies that will 

further demonstrate the benefits of sensory art experiences with seniors. Information has 

been presented in a manner that can be easily transformed into a grant proposal in an effort to 

acquire funding for sensory art therapy studios. The researcher recommends beginning this 

endeavor by inviting various creative arts therapists from different locations and backgrounds 

to participate in the online needs-based assessment survey (Mihailidis et al., 2010) previously 

suggested. Grant funding will likely be dependent on evidence that the proposed program 

will maximize the benefits of art therapy for individual residents and accommodate the needs 

of the facility. 

Fundraising events are recommended to potentially cover some of the costs involved 

in implementing the proposed studio program. Care facilities with established art programs 

could organize community-wide art exhibits and auctions with the permission of residents, 

family members, and facility staff. Exhibiting resident artwork will promote the field of art 

therapy and raise public awareness (Barnes, 2012) about dementia. Displaying personal 

artwork can enhance the therapeutic experience (Barnes, 2012) of the dementia sufferer by  



encouraging social engagement, improving self-esteem, and instilling a sense of 

accomplishment (Camic, Tischler, & Helen, 2014). 

When a functioning sensory art therapy studio is in place, quantitative research 

studies within the facility will help to validate the use of art therapy with elderly dementia 

sufferers. Recommendations for further research include: exploring the effects of creative 

expression in a sensory art therapy studio with elderly residents that have not been diagnosed 

with dementia; comparison studies of studio art programs and more traditional art therapy 

programs in elderly residential care; examining the benefits and challenges of art-making 

with family members and caregivers within the studio setting; and observing the significance 

of other intergenerational interactions (Lokon, Kinney, & Kunkel, 2012) such as cooperative 

art-making between young children and high functioning dementia sufferers in the sensory 

art therapy studio. 
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