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ABSTRACT 

Caring for children who have been sexually abused often stirs up issues of untreated trauma 

related to the caregiver’s background. Additionally, it can impact their parenting style, both 

before and after the outcry of sexual abuse is made. This professional contribution proposes 

a research study to explore the significance of the female caregiver-female child relationship 

in cases of abuse. It is anticipated that a structured art therapy group, with exercises designed 

to address specific issues that affect sexually abused females, will increase levels of self- 

esteem and empowerment within both mothers and their daughters. Parenting and nurturing 

skills are also anticipated to improve for the mothers. Results will be measured with the use 

of a drawing assessment tool that will be administrated during the first and the final group 

sessions. 
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CHAPTER 1 

INTRODUCTION 

This professional contribution proposes a pilot research study to consider the 

importance of the female caregiver/daughter relationship in cases of sexual abuse. At this 

time, the researcher is submitting a professional contribution rather than a completed study 

due to limitations imposed by the availability of group participants and time constraints at the 

proposed research site. It is recommended that this proposed study be carried out in the 

future. 

Statement of the Problem 

Work with child victims and their mothers/female caregivers in healing from sexual 

abuse often brings up many issues related to the caregivers’ own background/abuse issues, as 

well as the impact on their parenting style before and after the outcry of sexual abuse is 

made. It is anticipated that an art therapy group to address specific issues related to this will 

help both mothers and daughters increase self-worth and facilitate healing from trauma. 

Explanation of the Study 

The pilot study was to have taken place at a children’s advocacy center (CAC) over a 

period of six weeks. The CAC exclusively serves children who have made a confirmed 

outcry of abuse in a forensic interview. After a confirmed outcry, all children who have been 

referred for individual counseling sessions are assessed for symptoms of Posttraumatic Stress 

Disorder (PTSD) at intake via the Trauma Symptom Checklist for Young Children 

(TSCYC), and typically exhibit symptoms of PTSD (Strand, Pasquale, & Sarmiento, 2006). 

Daughters who are victims of sexual abuse and are currently receiving (or have previously 

completed) counseling for trauma resolution would have participated in a weekly structured 

group art therapy session (for six weeks) with their mother or female caregiver.  



Basic Assumptions 
  

It is assumed that nearly any form of therapeutic engagement with an abused child 

will be beneficial. Art-making is a naturally effective and safe form of expression for a child 

who cannot verbally express his emotions (Malchiodi, 2001). It is assumed that art activities 

will be therapeutic for a child to express feelings that she cannot otherwise verbalize, and 

will help the reduction of PTSD symptoms. The dissociation common with sexual abuse 

survivors may result in reduction of “the victim’s ability to attach words to feelings, to 

symbolize, or fantasize” (Johnson, 1987, as cited in Murphy, 2001, p. 3). Sexual abuse may 

also cause poor self-esteem, detachment from emotions, and poor self-image (Murphy, 

2001). This group will be about empowering both the caregiver and child to reclaim their 

talents and abilities through the power of self-expression in an atmosphere of trust and 

acceptance. 

Hypotheses 

After six weeks of group art therapy, both mothers/female caregivers and daughters 

who participated will experience an increased level of self-esteem and increased self-worth, 

as measured by self-report during group sessions and researchers’ observations. Mothers 

will also experience an increase in their confidence in parenting and nurturing skills, as 

measured by researchers’ observations and self-report during group sessions. 

Operational Definitions 

Child sexual abuse is defined as any form of sexual contact with a child, including 

exploitation or coercion, for the sexual gratification of another person (Harborview Center 

for Sexual Assault and Traumatic Stress, n.d.). Types of sexual abuse include sodomy, 

penetration, fondling, and exploitation through pornography. The newest edition of the  



Diagnostic and Statistical Manual of Mental Disorders (5th ed., text rev.; DSM-V; American 

Psychiatric Association, 2013) defines child sexual abuse: 

Child sexual abuse encompasses any act involving a child that is intended to provide 

sexual gratification to parent, caregiver, or other individual who has responsibility for 

the child. Sexual abuse includes activities such as fondling a child’s genitals, 

penetration, incest, rape, sodomy, and indecent exposure. Sexual abuse also includes 

noncontact exploitation of a child by a parent or caregiver-for example, forcing, 

tricking, enticing, threatening, or pressuring a child to participate in acts for the 

sexual gratification of others, without direct physical contact between child and 

abuser. (p. 718) 

Posttraumatic Stress Disorder (PTSD), as defined by the Diagnostic and Statistical 

Manual of Mental Disorders (4th ed., text rev.; DSM-IV-TR; American Psychiatric 

Association, 2000), is an anxiety disorder that may occur after a person has witnessed or 

experienced a traumatic event (such as assault, domestic violence, or war) that involved the 

threat of injury or death. It is characterized by recurrent symptoms of hyper-arousal, 

avoidance of associated stimuli, and re-experiencing of the event in reaction to the trauma. 

In cases of PTSD, the symptoms are severe enough to interfere with one’s daily life. 

A Children’s Advocacy Center (CAC) is a non-profit, multidisciplinary organization 

designed to facilitate the prevention, investigation, and treatment of victims of child abuse. 

The team on-site includes law enforcement, Children’s Protective Services (CPS), Sexual 

Assault Nursing Examiners (SANE), forensic interviewers, mental health professionals, and 

district attorneys. The CAC facility typically consists of a child-centered, coordinated team 

of agencies located in one place to ease the families of abused children through the process of 

investigation and healing (Children’s Safe Harbor, 2012).  



A forensic interview (FI) is a videotaped interview of a child who has made a 

disclosure of abuse. It is conducted by professionals for the purpose of gathering facts from 

the child in a non-coercive manner (Children’s Safe Harbor, 2012). 

The Expressive Therapies Continuum (ETC) is a theoretical concept that provides a 

framework for appropriate media, methods, and interventions and their healing components 

for art therapy applications (Hinz, 2009). 

Cognitive Behavioral Therapy (CBT) is a treatment modality that addresses a client’s 

distorted thoughts, feelings, and behaviors and focuses on identifying and modifying those 

thoughts, feelings, and behaviors through a structured approach (Christner, Stewart, & 

Freeman, 2007). 

An outcry is the accepted term for the child’s disclosure of abuse within the state of 

Texas. It “is defined as the first disclosure that a child makes to an adult about being 

molested” (Hall, 2009, p. 3). 

Limitations 

Limitations of the pilot study include challenges associated with caregivers and the 

imposed time constraints. With this population, the caregivers present a number of issues 

that are beyond the researcher’s realm of control, such as failure to comply with treatment, 

transportation difficulties, and the possibility of continuing to expose the child to risks. 

Participation may also be limited due to ability for multiple pairs of mothers and daughters to 

meet at same time each week for six weeks. It is important to note that the child clients (and 

some caregivers) will likely be receiving individual counseling at the CAC weekly during the 

course of this group.  



Purpose and Objectives 

The purpose of this study is to promote feelings of self-esteem and self-worth in both 

daughters who have been abused and in their female caregivers, and to strengthen their 

relationships with one another. The objectives are to empower female clients: the daughters 

who have been abused, and their caregivers. For a parent, having an abused child can raise a 

variety of issues, and may even bring up one’s own background of unresolved trauma or 

abuse. Participation in this group is anticipated to create a positive change in both mother 

and daughter, and will strengthen their relationship. 

The terms “mother” and “female caregiver” may be used interchangeably throughout 

this text. The use of the term “mother” is not intended to exclude these other forms of 

caregivers. Many of the clients who are receiving counseling live with and are brought to 

counseling by their biological mother. For other clients, circumstances differ and the client 

may be dependent on a different female caregiver, such as an aunt, grandmother, stepmother, 

foster mother, or godmother. As defined by Hamkins and Schultz (2007), “a mother is any 

woman who is given or takes on the responsibility of raising a child” (p. xix). This group is 

designed to treat young females who have experienced abuse and their respective mothers, 

whoever that may be. There is a significant connection between effective parenting and a 

child’s capacity to recover from a trauma (Gerwitz, Thomas, & Stover, 2012). 

Why should there be such a strong focus on mothers? This researcher has noted that 

in some instances, the fathers are the alleged perpetrators of abuse and due to the nature of 

this proposed research pilot study, it would not be appropriate to include them. However, for 

women who parent, the expectations are high and have been growing: “Although most of us 

are working harder than ever to be good mothers, not to mention partners and providers, 

when our daughters have difficulties, we are often the ones most likely to be blamed, and the  



ones most greatly affected” (Hamkins & Schultz, 2007, p. 9). Hamkins and Schultz (2007) 

added that “compassionate understanding from her mother is one of the most powerful 

healing forces in a girl’s recovery from trauma (p. 26).” It is often the case that the mother of 

the abused child has also been the victim of abuse (Murphy, 2001). At this research site, 

individual counseling for the caregivers of clients has been emphasized due to the high 

number of caregivers who are untreated survivors. Rowan observed that sexually abused 

“women have problems with parenting; it is difficult for them to balance discipline and 

affection” (2006, p. 39). 

It has also been noted that even if the mother was not abused, she may experience 

guilt and shame regarding not being able to protect her daughter from the abuser (Murphy, 

2001). Van Deest (2013) noted that it is a mother’s life experiences that can greatly 

influence her approach to parenting. “These women had no rights as children and feel that 

they have no rights as adults. They blame themselves for being victimized and do not 

believe that they deserve better” (Rowan, 2006, p. 39). A healthy, aware, self-confident 

parent who practices self-compassion can help to break the cycle of low self-esteem and 

establish a stronger relationship. It is hoped that the female caregivers realize “that, as 

children, they might have felt powerless, but, as adults, they have control. Individuals 

discover that they are in charge of their self-esteem. They have the power to increase or 

decrease it, and live happier, more fulfilling lives” (Buchalter, 2011, p. 98). Gerwitz et al. 

(2012) noted the importance of providing parenting services: “since a range of factors can 

contribute to poor parenting and poor child outcomes, it is the quality of the parent-child 

relationship that mediates the effects of most other risk factors on child development” (p. 4).  



Justification of the Study 

Child abuse is a widespread problem with no end in sight. It is believed that “by the 

age of eighteen one of every four girls and one of every six boys has been sexually assaulted” 

(Harborview Center for Sexual Assault and Traumatic Stress, n.d.). Any efforts to reduce the 

trauma experienced by the victims are beneficial. The goal of treatment for this pilot study is 

to empower the female clients who have been abused, as well as their female caregivers, and 

strengthen their relationships through the use of art therapy. 

 



CHAPTER II 

REVIEW OF THE LITERATURE 

Child Sexual Abuse 

Sexual abuse can occur at any age and affects individuals of all races, ethnicities, and 

socioeconomic statuses (National Child Traumatic Stress Network, 2009). According to 

Rowan (2006), approximately “10 to 15 percent of American women were exposed to at least 

one unwanted sexual experience as children. There appears to be no difference in incidence 

based on ethnic background” (p. 19). It can also affect both males and females, and be 

perpetrated by males and females. Levenkron and Levenkron (2007) noted that although 

there are female perpetrators who have abused children, “the precise ratio of male 

perpetrators to female perpetrators [is unknown], but it is generally accepted that the large 

majority are males” (p. 11). 

The abuse often results in symptoms of PTSD (Murphy, 2001). According to 

Heitritter and Vought (2006), indicators of child sexual abuse may include physical 

symptoms (such as encopresis), sexualized behavior, noticeable changes in behavior or 

school performance, dissociation, eating disorders, distrust, and confusion about sexuality, 

among many other potential indicators. These symptoms may parallel the symptoms of 

PTSD. 

One particular effect of sexual abuse is the impact on one’s boundaries. According to 

Heitritter and Vought (2006): 

Some survivors touch, hug, or kiss others without regard to the boundaries of others; 

some allow others to touch, hug, or kiss them when they don’t want to. Some have 

boundaries that are rigid and isolating, out of any fear of touch or closeness. (p. 227).  



Other aftereffects of child abuse may include anger, blame, identity problems, 

depression, and denial (Stolinsky, 2002). In response to abuse, children may “take on 

sexualized roles. ..attributed to both behavioral and emotional responses to the sexual abuse” 

(Klorer, 2000, pp. 54-55). 

Posttraumatic Stress Disorder 
  

Almost all of the clients referred to counseling for sexual abuse at this site exhibit 

symptoms of PTSD as evidenced by caregiver-report on the Trauma Symptom for Young 

Children (TSCYC) and intake assessment of symptoms. The TSCYC is a standardized 

measure of trauma symptomology that has been normed for children aged three to twelve 

(Briere et al., 2001). For this pilot research study, all child group participants will likely have 

already received a provisional diagnosis of PTSD. PTSD may affect individuals in vastly 

different ways: some are void of affect, while others are overly emotional (Hinz, 2009). 

Symptoms of PTSD that have been specifically found in children who have been 

sexually abused include flashbacks, nightmares, difficulty sleeping, angry outbursts, and 

anxiety (National Child Traumatic Stress Network, 2009). Some of the common reactions 

that have been found in children who have experienced sexual abuse also include 

dissociation, minimizing, depression, difficulty expressing and recognizing different 

emotions, panic attacks, feelings of powerlessness and inadequacy, strained relationships, 

difficult trusting others, poor self-image, sexually acting out, and continual alertness (Bass & 

Davis, 2008). In addition to emotional pain, somatic symptoms such as headaches and 

stomachaches may also be experienced (Brooke, 1997). Maxmen, Ward, and Kilgus (2009) 

estimated that 20% of those who have been exposed to a traumatizing event, such as sexual 

abuse, develop PTSD. Terr (1991) explained that “childhood trauma often results in 

dissociative experiences, self-injurious behavior, difficulties with impulse control, traumatic  



reenactments, ‘repetition compulsions,” social isolation, and profound restriction in 

emotional responsiveness” (as cited in Maxmen et al., 2009, p. 408). 

The most recent version of the Diagnostic and Statistical Manual of Mental 

Disorders (Sth ed.; DSM-V; American Psychiatric Association, 2013) includes a new 

diagnostic category, Trauma- and Stressor-Related Disorders, that presents diagnostic criteria 

that has been reviewed extensively and whose measures are well-established. The diagnostic 

criteria for PTSD has been altered, yet still retains most of the symptoms presented as 

diagnostic criteria in DSM-IV-TR (American Psychiatric Association, 2000). At this 

particular site, the diagnostic criteria of the DSM-IV-TR, is still implemented to assess 

clients’ symptoms of PTSD. The newly released Diagnostic and Statistical Manual of 

Mental Disorders (5th ed.; DSM-V; American Psychiatric Association, 2013) has not yet 

been formally incorporated for diagnostic purposes, as it is not mandated for use until 

October 2014 (Whitbourne, 2013). 

Treatment 

According to the US Department of Veterans Affairs (2011), “the best evidence 

supports cognitive behavioral therapy (CBT) for PTSD” (PTSD Treatments That Work 

section, para. 2). Some of these techniques include examining the cognitive distortions 

experienced by survivors, seeking more balanced ways to comprehend the trauma, and safely 

exploring the trauma to empower the survivor and reduce associated stress. CBT may also 

include developing coping skills, such as relaxation and deep breathing strategies, to combat 

and manage the symptoms of PTSD. CBT also includes gradual exposure to the trauma in 

order to reduce the triggers associated with the trauma, as well as restructuring an 

individual's cognitive distortions (Maxmen et al., 2009).  



Cognitive restructuring consists of modifying one’s maladaptive thought processes 

and perceptions of events in order to decrease problematic behavior (Goldenberg, 

Goldenberg, & Goldenberg Pelavin, 2011). Feelings identification and differentiation, 

psychoeduction, relaxation, exposure therapy, and emotion regulation are examples of 

individual session themes. A retelling of the trauma narrative may also occur. Due to the 

sensitive nature of sexual abuse, the therapist must also build rapport with a client and 

establish trust before attempting to delve into the traumatic event (Egan, 2010). 

The goal of trauma-focused therapy is to reduce the symptoms associated with the 

trauma so that the individual is able to function without reminders of the trauma interfering 

with life. There is always the possibility for symptoms to resurface throughout the life of the 

PTSD-diagnosed client, particularly after major life events, and a client may require 

additional counseling at these times (Maxmen et al., 2009). The use of CBT helps the client 

manage his or her PTSD symptoms. 

The prevailing treatment method at this CAC is Trauma-Focused Cognitive 

Behavioral Therapy. All daughters who will be participating in the proposed study will 

currently be receiving individual counseling services at this CAC, or will be former clients 

who have successfully completed treatment at this CAC. This will likely be beneficial, as “a 

person cannot engage in psychotherapy if the level of distress is high and the symptoms 

overwhelming” (Rowan, 2006, p. 45). 

Additionally, caregivers meet individually with their child’s counselor periodically to 

learn about treatment methods and how to support their child’s progress. Occasionally, 

caregivers are also seen individually for counseling sessions as adult clients. This proposed 

art therapy group will not focus solely on the methods of CBT, but the participants’  



experiences with this treatment model will likely have an influence on their therapeutic 

progress. 

CBT has been used to effectively treat symptoms of trauma in children and present 

measurable change (Murphy, 2001). The combination of CBT and art therapy will help to 

further reduce the trauma. Art therapy research authority Kapitan (2006) has noted the 

significance of art therapy research that impacts other fields and the need for more art 

therapy research for the specific treatment of trauma. Art therapist Pifalo (2002; 2006; 2007: 

2009) has authored multiple articles about the positive outcomes of art therapy and CBT 

combined to treat symptoms of trauma in children. 

Art Therapy Approaches 

“How does a child know she is being abused? She is aware that she has been 

violated, although she lacks the vocabulary to express this” (Levenkron & Levenkron, 2007, 

p. 19). For survivors of trauma, art allows clients a way to communicate through images 

what may be difficult to express in words (Malchiodi, 2013). Malchiodi (2007) reported that 

“children who express crises or emotional[ly] laden events through drawings are able to 

verbally recollect and relate more details about their experiences than talking alone” 0-13). 

Even pediatricians agree that a “child’s artwork is a great resource for working through fears. 

Get her drawing pictures, finger-painting, making models, designing games around her fears- 

where the fears are met and overcome” (Hanley, 1999, p. 112). Klorer (2000) described that 

“the process of creating, in and of itself and without interpretation. ..can help the child 

achieve mastery of and resolution for emotional issues. The child takes ownership of a 

feeling, even if it is not verbalized, when it is expressed through creative means” (p. 6). 

According to a presentation by Malchiodi (2013), emerging brain research has 

revealed that creative arts therapies are “essential to trauma recovery... for people of all ages”  



because it accesses multiple parts of the brain. Perry, a neuropsychiatrist who has worked 

extensively with traumatized children, has cited art as one of the primary ways to heal 

trauma. Sensory-stimulating art directives are often beneficial because they help the child 

tap in to his or her emotions and bring to consciousness any thoughts or memories they may 

have been avoiding or blocking out (as cited in Malchiodi, 2003). 

Art is regarded as a less threatening way to express trauma. According to Rosenthal 

(2008), “art therapy is often preferable to traditional counseling and therapy because cultural 

differences have less impact on these types of interventions” (p. 76). Hinz (2009) also 

indicated that art therapy provides abused children who may not have the vocabulary to 

verbalize their feelings with a way to express their emotions. “Not only does art therapy 

provide victims with the necessary tools, it also allows them to become immersed in the 

creative process-a powerful antidote for the devastating and poisonous effects of this 

particular type of trauma” (Pifalo, 2002, p. 12). 

According to Hinz (2009), PTSD affects all levels of the Expressive Therapies 

Continuum (ETC) and advocates the synthesis of both left-brain and right-brain art 

experiences to aid in trauma recovery and help clients gain control over their emotions and 

behaviors. Art therapy interventions that range from the kinesthetic (such as working with 

clay) to the perceptual (such as mandalas) can provide a positive method for managing and 

regulating emotions. Klorer (2000) found that “the purging of energy that a child can feel 

after sublimating aggressive or sexual energies into art can be powerful enough to prevent the 

need for further acting out” (p. 6). Schroder (2005) described tracing a client’s body and 

asking the client to color in areas where he or she carries emotional or physical pain, which 

she has found to be a cathartic experience for victims of trauma. The experience of 

witnessing one’s self life-size can be intimidating, painful, and ultimately healing. A series  



of body tracings over time has also been used to chronicle a client’s progression through 

therapy. However, it should be noted that, in order to be carried out safely and effectively, 

this intervention “requires a well-established therapeutic relationship” (Shroder, 2005, p. 76). 

A combination of life review, guided imagery, and mandalas suggested by Rogers 

(1993) was found to present a non-threatening, meditative approach to recall a traumatic 

event and gradually reduce its associated distress. Progressive exposure to traumatic 

memories can also be implemented through the use of tactile items in the creation of 

sculptural representations of life events, as described by Fausek-Steinbach (2002). Pifalo 

(2009) implemented the use of visual mapping and road drawings to treat caregivers of 

sexually abused children. Other ideas for art therapy approaches that incorporate CBT 

principles include drawing out a thermometer to measure feelings, depicting a safe place, and 

even illustrating and identifying different emotions (Hendricks, Cohen, Mannarino, & 

Deblinger, n.d.). 

Group Therapy Approaches 

Brooke (1997) noted “art therapy with sexual abuse survivors appears to improve 

self-esteem, provide an outlet for threatening emotions, and foster problem-solving 

skills...combining the group format with art provides members with a sense of universality 

with other sexual abuse survivors” (p. 101). There is support for both structured and 

unstructured therapy groups for sexual abuse survivors. According to Wadeson, “loosely 

structured groups were not likely to foster cohesion yet can still be therapeutic for clients. 

Highly-structured groups offer more cohesion, trust, and discussion” (as cited in Brooke, 

1997. p. 93). 

Murphy (2001) also indicated that group therapy for survivors of abuse may be 

particularly effective for multiple reasons. Many abused children are also part of abusive or  



dysfunctional families; the safety of the group therapy setting provides a structure and a 

pseudo-family (Steward et al. 1986, deYoung & Corbin, 1994, as cited in Murphy, 2001). 

Individual therapy also runs the risk of reinforcing the power struggle that forms an abusive 

relationship; this threat is mitigated through group therapy (deYoung & Corbin, 1994, as 

cited in Murphy, 2001). 

Significance of Mother/Daughter Therapy 

Family support and acknowledgement of a girl’s sexual abuse helps the healing 

process, as the survivor begins to recognize that what happened was not her fault (Feurensen 

& Pincus, 2009). Heitritter and Vought (2006) explained the possibility of a strained 

mother/daughter relationship may arise due to the victim’s “hidden bitterness and feelings of 

betrayal toward females in general due to the experiences of adult survivors who felt 

betrayed by mothers who did not protect them from male offenders” (p. 57). The importance 

of having a supportive relationship with one’s mother or caregiver can be an important 

component in the stages of healing. For instance, one young female sexual abuse survivor 

stated that she did a lot of self-healing, but it was the love and support of her mother that 

enabled her to heal the most (Feurensen & Pincus, 2009). Additionally, according to the 

National Child Traumatic Stress Network (2013): 

Children can be resilient and move forward from stressful events in their lives. One 

way they heal is by having the adults who care about them provide the guidance, 

attention, and support they need to explore and build upon their strengths. (p. 2) 

Therapeutic support is also necessary for the caregiver of the sexual abuse survivor. 

In one instance reported by Feurensen and Pincus (2009), a mother stated that she “lives in a 

kind of jail...the jail of guilt for having been so blind” to the sexual abuse of her 15-year-old 

daughter (p. 251). Another mother of an abused girl remarked, “I sank into a deep  



depression and felt I was the worst mother in the world... We were so blessed to have her, 

and then I did not protect her” (Feurensen & Pincus, 2009, p. 248). 

Klorer (2000) added that “younger children’s lack of cognitive understanding may 

protect them from the trauma... therefore, much of the work needs to involve the parent” (p. 

54). Children who have been sexually abused may be left with a muddle understanding 

about what is considered a “normal” relationship (Heitritter & Vought, 2006). Also, 

according to Davis (1990), “many [sexual abuse] survivors are severely isolated” (p. 35). 

For this reason, it is important to establish a support system. Building a strong and healthy 

relationship between mother and daughter can be an empowering part of that support system. 

Hamkins and Schultz (2006) stated “the psychological wounds of a survivor can take years to 

heal...girls who feel they can share the story of trauma with their mothers and receive their 

loving support have a much fuller and more rapid recovery” (p. 26). 

 



CHAPTER III 

METHODS/PROCEDURES 

Research Design 

This proposed research study is a comparative pretest/posttest design format. It is 

proposed that this pilot experimental research study will evaluate the self-esteem of mothers 

and daughters who have been victims of abuse before and after art therapy interventions in a 

structured group format. The research would have been conducted within the group therapy 

room at a Children’s Advocacy Center (CAC) located in the Southwestern United States. 

Permissions to conduct the research would have been obtained from the Human Studies 

Internal Review Board (IRB) of Saint Mary-of-the-Woods College, the proposed research 

site, and all participants and their caregivers. 

For a total of six weeks, both mothers and daughters would have attended structured 

group art therapy sessions for approximately one hour each week. The protocol for the art 

therapy sessions was to be as follows: The researcher and her supervisor will present a new 

directive each session. In the first session, mothers and daughters will each complete a 

drawing to be used as an assessment tool. The group sessions will consist of a variety of art 

therapy interventions that are specifically targeted to empower clients and build self-esteem. 

Each session will focus on a main theme, such as identifying and expressing feelings, 

boundaries, and strengths, and implement the use of a variety of art media. The amount of 

sessions for each client may vary depending on the consistency of the child’s transportation 

to and from the CAC, which sometimes presents a problem for clients and results in missed 

appointments. This may have a problematic effect on the results of the study. 

During each session, all participants are required to sign in on an attendance sheet 

(Appendix G), which is then signed by the researcher and her supervisor, who will be  



facilitating the group. Following each session, the researcher will write progress notes 

(Appendix E) for each group member, which will be reviewed and signed by the research 

supervisor. The session notes will serve as documentation of each client’s anticipated gains 

throughout the study. The documentation of group sessions is also a requirement of the 

research site. At the conclusion of the study, a summary of services for each client will be 

reported based on the notes. 

During the first group session, all members will be oriented to the group, its goals, 

guidelines, and its role within a pilot research study. Parent/Caregiver Consent Forms to 

Participate in Research (Appendix A), Child Assent Forms to Participate in Research 

(Appendix B), and Adult Consent Forms to Participate in Research (Appendix C) will be 

distributed to group members. The consent and assent forms will be explained and signed. 

Each caregiver will also be given an Art Therapy Consent Form (Appendix D) to sign, which 

will be explained as the CAC’s required document permitting the child’s participation in art 

therapy. Copies of each of these forms will be made available to each participant. 

Participants will also be made aware of the limits of confidentiality within the group. 

Each participant will sign a Group Member Confidentiality Pledge (Appendix F) that 

reiterates what these limits are and assures the participant’s agreement to abide by these 

limits. Copies of this form will also be made available to participants. Additionally, 

caregivers’ responsibilities to attend and commit to personal growth and healing for their 

daughters and themselves will be emphasized. 

The researcher and her supervisor will also answer any questions and provide 

reassurance. Many participants will likely already be familiar with the process of counseling, 

but this profound passage by Feurensen and Pincus (2009) will be shared with the group:  
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Healing does not necessarily come from reporting or confronting your abuser, and it 

certainly does not come from forgiving him. Don’t let anyone pressure you into 

doing any of these things. Healing comes from speaking about your own experience, 

letting out your secrets. It is a process, a process of forgiving yourself. Healing 

comes when you realize that your abuser is to blame, when you are able to slough off 

feelings and guilt. This is a very different process for every girl and every young 

woman. This is your life, and you deserve to walk your own path in healing. (p. 244) 

It is also during this initial session that the figure drawings will be completed that will 

serve as the research tool. Each participant will be given a page with two pre-drawn black 

outlines of human figures. The paper used for the body outlines will be 8 1/2" x 11” plain 

white copy paper. One paper (Appendix H) will be handed to caregivers only, and will 

depict a large outline of the caregiver (“YOU”) and a small outline of the daughter (“YOUR 

DAUGHTER”). Daughters will each be handed a similar sheet of paper (Appendix I), but 

the words below the outlines will be edited to depict “YOU” as the smaller outline and 

“YOUR CAREGIVER?” as the larger outlined figure. Participants will all be asked to: “Draw 

how you see yourself, and how your daughter or caregiver sees you.” Following this 

exercise, group members have the opportunity to share their drawings. Riley (2001) offered 

that, “no [participant] should be forced to talk about anything they choose not to discuss. By 

simply holding up their drawing, each member has shared (p. 66). 

Clients will each be provided with a Ticonderoga no. 2 pencil and a basic set of eight 

Crayola Classic crayons. The use of familiar media is anticipated to reduce the client’s 

possible anxiety regarding art-making and group therapy. The use of a plain white sheet of 8 

72“ x 11” copy paper with the outline of the human figures already drawn is likely to reduce  
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clients’ anxiety. Stencils and outlines have been implemented as a way to offer structure and 

containment for clients experiencing intense anxiety (Case & Dalley, 2013). 

For example, in one case study cited by Case and Dalley (2013), a nine-year-old 

female with a strained relationship with her mother presented for counseling. The client 

created an image of a figure with a solid, black outline. Despite this presence of a boundary, 

the outline became lost amongst the client’s storm of colors. This perceived lack of 

boundaries, combined with the client’s chaotic use of colors and manic behavior during the 

art-making process indicated the client’s own internal and external chaos. The use of art in 

therapy, as opposed to the use of words, which can be frightening, has been cited as 

beneficial in the treatment of sexually abused children (Case & Dalley, 2013). Through the 

artwork, the client was provided with an outlet to convey these emotions. Case and Dalley 

(2013) also noted that “working with outline forces the knowledge that only an imposed 

outline separates the world of fact from the world of imagination” (Marion Milner section, 

para. 4). 

The figure outlines are similar to the shape of a gingerbread cookie. The significance 

of the gingerbread-style figure used for a template is that this form is a non-sexual outline. If 

a nonsexual drawing is not implemented, “there can be embarrassment and stress in the 

group” (Riley, 2001, p. 66). The figures also allow for a blank canvas, upon which the 

participants are free to project their emotions. In an example of a previous case study using 

the gingerbread-style outlines, Bitar and Drew (2012) observed that “the mother expressed 

feelings of frustration and sadness as she discussed her gingerbread figure. The daughter 

expressed feelings of sadness, anger, and depression” (p. 83). Such openness may not have 

been possible with a more realistic human rendering.  
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The figures also differ in size: the caregiver is also depicted as a larger figure than the 

child. This is not intended to demean the child or portray her as a victim. Rather, the 

imposed size difference is an attempt to reinforce that the client and caregiver are not equals; 

the caregiver is tasked with the role of parenting the child. The child does not have to 

assume the responsibilities expected of an adult. According to Heitritter and Vought (2006), 

“adult survivors of abuse have often experienced many violations of personal boundaries in 

their lives. ..and are unaware of what appropriate personal boundaries might mean to them” 

(p. 226). This extends into the boundaries of personal relationships, as well. Common 

parental issues in terms of caring for traumatized children include overprotectiveness, over- 

permissiveness, inappropriate self-blame, and inappropriate blaming of the child (Gerwitz et 

al, 2012). 

For the second session, the themes of personal strengths and self-esteem will be 

explored. Each participant will begin by tracing her hands on a piece of 11” x 17” white 

drawing paper using a Ticonderoga no. 2 pencil. Mothers and caregivers will use Crayola 

washable markers to write words or draw symbols on each hand tracing to represent what 

they are willing to provide (on one hand outline) and what they have provided for their 

daughters (on the second hand outline). Daughters will use the markers to write words or 

draw symbols on each hand tracing to depict qualities they admire in others (on one hand 

outline) and positive qualities they can identify in themselves (on the second hand outline). 

According to Buchalter (2011): 

Self-esteem affects all areas of life. It has a huge impact on confidence, motivation, 

attitude, personality, and overall happiness. Self-esteem determines our goals, self- 

worth, behavior, and satisfaction with friends and family. Negative self-esteem can  
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cause physical and psychological illness, apathy, narrow-mindedness, and a negative 

attitude. It can keep a client powerless and in a victim role. (p. 98) 

During this session, it is possible that participants will struggle to identify many of 

their own strengths. It can be hard to recognize one’s own strengths after surviving the 

negative effects of sexual abuse (Davis, 1990). For this reason, the daughters will also be 

identifying the strengths they aspire to possess, and the mothers will be identifying what they 

aspire to provide for their daughters. Following the art activity, the different artworks 

produced will be discussed and clients will be reassured of their own personal strengths. 

Session three will focus on identifying and expressing feelings using masks. 

Creativity Street plain papier maché masks will be provided. Each mask is a full-face mask 

with openings for the eyes. The masks measure 8" tall x 5%" wide. A set of Liquitex Basics 

acrylic paints in a variety of colors and paintbrushes will be provided to decorate the masks. 

All participants will each be given four masks and asked to depict sadness, anger, 

fear, and happiness using paint. For this session, discussion will reiterate that everyone has 

feelings, as well as examine what those feelings entail and how to safely express them. This 

will also provide an opportunity to demonstrate ways that caregivers can support their 

daughters by expressing their own feelings. 

Session four will focus on secrets, safety, and boundaries. Each participant will be 

asked to draw or decorate a container that would house a good secret, and one that would 

house a bad secret. Depending on availability of materials, it is likely that found objects will 

be used, such as empty tissue boxes, and collage materials. 

Discussion will focus on trust and the differences between the two kinds of secrets. 

This activity also reinforces the concept of boundaries and safety. For example, a container  



has defined boundaries. Through the process of creating the container, the artist exerts 

control over her own boundaries (Davis, 1990). 

If time allows, clients will also be asked to draw two abstract pictures: one to depict 

how it feels to have a good secret, and one to depict how it feels to have a bad one. The 

concept of abstraction will be explained to all group members. Reeves oil pastels on white 

drawing paper will be used. 

Session five will focus on feelings associated with rage and power. Anger is a 

common emotional response in survivors of sexual abuse (Davis, 1990). Anger towards the 

abuser is a normal reaction. However, that abuser is still exerting dominance by inciting 

such rage. Discussing these emotions and the dynamics of power is intended to assure 

participants that their reactions are a natural result of sexual abuse. It is anticipated that this 

discussion will allow participants to recognize that other survivors share these same 

emotions, and will decrease feelings of shame and isolation related to housing these emotions 

(Davis, 1990). 

For the art directive, the participants will be instructed to individually tear up 

construction paper in a contained “temper tantrum.” All of the mothers and female 

caregivers will work together as one group, while all of the daughters will work together as 

another group. The two groups will then come together to create a butterfly or other group 

symbol with their torn-up parts. The group members will have to work together to decide 

what the symbol will be. The purpose is to provide an outlet for fun and creativity that will 

foster group cohesion and acceptance of strong emotions. The resulting image will be a 

transformative symbol. 

The sixth and final session will entail a discussion about the strengths gained during 

the past several weeks. Clients will again complete the figure outline drawings that serve as  



the research tool to represent themselves and their daughters/caregivers, using the same 

materials and directive. Comparison to original figure outlines will also be discussed. 

The concept of mandalas as a calming, centering, and healing modality will then be 

introduced. Participants will use Reeves oil pastels on black construction paper that already 

contains the outline of a circle. Within the empty circle, each participant will be challenged 

to define the positive space from the negative space. During this exercise, clients will be 

introduced to the concepts of positive strengths developed in spite of negative circumstances. 

The focus of the group and discussion will be on closure and any positive gains made during 

the group. Through this discussion, the researcher and supervisor will be able to further 

evaluate and assess clients’ progress in the areas of self-esteem, parenting, and strengthened 

relationships. 

Sample Selection 

The sample will consist of girls between the age of eight to twelve who have made an 

outcry of sexual abuse during a forensic interview (FI) and will be or currently are receiving 

counseling at this center. Female clients ages eight to twelve who have made an outcry of 

sexual abuse during an FI and have completed individual counseling at this center may also 

be considered for inclusion. Additionally, the mothers or female caregivers of each of these 

girls will be participating. Participants will be selected according to the discretion of the 

supervisor and clinical director. The group sample size will be limited to a total of ten 

participants (five mother/daughter pairs). The ethnicity of participants will vary according to 

the current number of eligible clients who wish to participate at the time of the study. All of 

the clients who receive counseling at the research site receive counseling free of charge, and 

tend to be of lower socioeconomic status. If an adult participant opts to decline consent on  
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her own behalf and/or on the behalf of her child, they will both be disqualified from inclusion 

in the study. 

Research Tool 

An informal drawing assessment will serve as the research tool. All of the subjects 

will be surveyed in a pretest/posttest format. During the first session, each client will be 

provided with two pre-drawn body outlines and instructed to fill in one with “How you see 

yourself” and one with “How you see your mother/caregiver.” At the end of six weeks, the 

drawing exercise will be repeated and the results compared. It is anticipated that this tool can 

be used as a way to assess progress. It was developed by this researcher’s supervisor and has 

not been tested for research validity. For this study, the researcher and her supervisor assure 

validity of data and authenticity (Kapitan, 2010). 

Data Storage 

All data will be secured in files within a locked file cabinet. Any computer data will 

be saved exclusively on a portable flash drive that will also be stored within the locked file 

cabinet. Artwork that is too large to store in the file cabinet will be stored in portfolios (one 

per client) that will be stored inside a locked office. The cabinet is located within a locked 

office that is part of a secure wing of the CAC. To access this area, one must enter a code 

into the main door. Additionally, to enter the main lobby of the CAC, one must have a badge 

to enter or must be allowed in by a staff member. Each person who enters the lobby is 

required to sign in, and the lobby area is staffed and monitored by at least one employee and 

often several volunteers. Upon completion of the six weeks, all clients will be encouraged 

and permitted to take home their artwork. 

The researcher and her supervisor, who is licensed as an ATR-BC, LPC-S, will be the 

only ones recording the data. The clinical staff has a weekly treatment team meeting for  
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supervision and consultation. Data from the pilot research study may be shared as deemed 

relevant with the clinical team based on the needs of the clients. 

Data Analysis 

The raw data will consist of the figure outline drawings. The results of the pretest 

and posttest drawings will be compared and discussed within the group. Documented 

observations by the researcher and her supervisor, as well as comments that participants 

make during sessions will also be considered to assess progress. The body outline drawings 

will be analyzed for thematic content within each individual's pre-test and post-test figure 

outlines. 

Each participant’s figure drawings will be evaluated and assessed for graphic 

indicators of self-esteem in accordance with the literature regarding evaluation of drawings 

within art therapy. Graphic indicators of self-esteem have previously been assessed in such 

normed and validated art therapy assessments as the Draw a Story test (DAS), the Kinetic 

Family Drawing (KFD), and the Draw a Person test (DAP) (Brooke, 2004). For instance, it 

has been “argued that the KFD significantly distinguished between low self-esteem and high 

self-esteem (Brooke, 2004, p. 34). 

Factors for consideration include quality of pressure, line quality, length of line 

strokes, directional preferences, implied energy, developmental level, and excessive erasure 

(Burns, 1987; Hinz, 2011). Features and characteristics of the individual figures will also be 

examined. For example, omitted body parts may indicate high anxiety in children, while a 

tearful eye may suggest guilt or shame related to abuse (Briggs and Lehmann, 1989: Spring, 

1988, as cited in Brooke, 1997). It should be noted that graphic “indicators should not be 

used as [a] sole and definitive diagnostic” assessment, but may offer the therapist insight into 

the client’s self-perception (Horovitz, 2009, p. 20).  
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Color usage will also be examined. Brooke (1997) has specifically documented the 

significance of colors and drawing characteristics within the artwork of sexual abuse 

survivors. Clients will each have a package of Crayola crayons with eight colors (black, 

brown, red, orange, yellow, green, blue, violet). Hammer has compiled a list of colors and 

their emotional significance as suggested by clinical evidence (as cited in Hinz, 2011). For 

example, the use of the color blue may suggest feelings of self-control (Hinz, 2011). Brooke 

(1997) documented the significance of color in relation to the artist’s state of mind, and noted 

the prevalence of dark colors in the art of sexual abuse survivors. In an example of a 

previous case study using the gingerbread outlines to assess family dynamics, Bitar and Drew 

(2012) observed a “drawing that had red scribbled from the gingerbread figure’s legs to the 

figure’s neck... [and] the figure’s head was not completely colored in but had facial features 

drawn,” including a frown (p. 83). According to the client, the red indicated anger, while the 

frown indicated sadness. 

According to Eisner, “analytic actions that further understanding of the researcher’s 

creative vision from the data gathering phase of the study are used to reframe, encounter, and 

critique the insights obtained” (as cited in Kapitan, 2010, p. 170). An example of these 

practices of understanding as defined by Eisner is conceptualization, wherein knowledge 

from the art-making is translated into personal, cognitive, and cultural systems and results in 

new awareness and insight. For instance, according to research by Buchalter (2011), 

participants 

may try to make the [figures] look more realistic by adding features and clothes or 

design them as abstractions using colors and shapes. For instance, a jolly [individual] 

may be orange and a solemn individual may be filled in with black, brown, or other 

dark colors (pp. 95-96).  



In addition to universal symbols in art and recurring themes within art therapy, Malchiodi 

(2007) noted the importance of considering the client’s own interpretation of her artwork. 

Participants will be given the opportunity to discuss their images and their intentions in 

making them. During the administration of the drawing assessment during the first and final 

session, client behavior will also be evaluated. Factors to consider include each participant’s 

verbal and nonverbal behavior during the drawing, attitude about the finished product, and 

compliance to task (Hinz, 2011). 

Both the supervisor and the researcher will summarize the findings for each 

participant’s drawings independently. Each participant will also have a summary of services 

compiled from the progress notes for each week. The researcher and her supervisor will both 

compile their data to determine patterns of growth within each participant based on their two 

drawings and their summary of services. After each participant is documented individually, 

the researcher and her supervisor will note any connections and themes between each 

daughter and her caregiver that indicate signs of mutual growth. All findings will be 

communicated in narrative form in the Results section, including the full text of each client’s 

summary of services, summary of drawings from the researcher, and summary of drawings 

from the supervisor. 

Ethical Implications 
  

The ethical implications of this study include the emotional risks associated with all 

trauma work. The treatment of sexually abused children includes directly addressing the 

trauma through the power of art therapy in order to decrease the client’s anxiety regarding 

the trauma. In doing this, the client is able to gain power over his or her trauma and abuser. 

This type of exposure therapy would not be implemented within this group study, but there is 

the risk of the emotional toll on the subject. There is the added component that a number of  



the female caregivers may themselves have been victims of abuse and have unresolved 

trauma. It is important to note that the child clients (and some caregivers) will likely be 

receiving individual counseling at the CAC weekly during the course of this group. 

Counselors are available for immediate individual counseling should any group member feel 

the need for this service. 

The gender of the therapist conducting this study should be taken into consideration. 

Levenkron and Levenkron (2007) found that “when the therapist is of a different gender than 

the perpetrator, this lessens the likelihood the patient will transfer suspicion of an assault to 

the therapist” (p. 191). There is also a risk of secondary PTSD symptoms, transference, and 

countertransference issues in the researcher and supervisor as a result of counseling victims 

of child abuse. Schroder (2005) has noted the impact of vicarious traumatization that is a 

specific risk for art therapists. Art therapists working in the field of trauma are encouraged to 

practice self-care and wellness to cope with the verbal and visual representations of traumatic 

experiences, which can be disturbing and even traumatizing for the therapist. As noted by 

Rowan (2006), “any therapist who works with survivors will be stressed by their histories 

and their pain and will need to deal with that stress response” (p. 47). The researcher and 

supervisor will explore and discuss these issues during weekly hour-long supervision 

sessions and through the use of art-making for self-care. 

Informed consent will be acquired from all minor subjects via assent forms, in 

addition to the parental consent forms. If a client opts to decline consent at any time, they 

will be disqualified from inclusion in the study with no penalty. Informed consent will be 

acquired from all adult subjects, as well as the approval of the IRB, CAC executive director, 

and any other entities that require permission to conduct this research study. The study will 

comply with ethical regulations outlined by the American Art Therapy Association (AATA),  



the Art Therapy Credentials Board (ATCB), and the Health Insurance Portability and 

Accountability Act (HIPAA). 

 



CHAPTER IV 

ANTICIPATED RESULTS 

Analysis of the Data 

The raw data of the research study will consist of the participants’ figure drawings 

created at the beginning and ending of the six weeks. This will also include the group 

progress notes that will document and measure positive change in clients over the course of 

the six weeks. The results of drawings at the beginning of the group art therapy sessions will 

be compared with the drawings after the conclusion of the six weeks of group art therapy 

sessions. The drawings will be processed within the group, as well as privately by the 

researcher and her supervisor. It is anticipated that the group art therapy treatment for 

mothers and daughters who are survivors of abuse will be effective in improving self-esteem 

in clients. Descriptions of the artwork may be documented in the final work, but 

photographs will not be taken of the artwork. 

 



CHAPTER V 

ESTIMATED CONCLUSIONS, DISCUSSIONS, RECOMMENDATIONS 

Estimated Conclusions 
  

It is anticipated that the mother/daughter art therapy group will increase feelings of 

self-esteem and empowerment within clients and strengthen mother-daughter relationships. 

Discussions 

Participation may be limited due to ability for multiple pairs of mothers and daughters 

to meet at same time each week for six weeks. It is important to note that the child clients 

(and some caregivers) will likely be receiving individual counseling at the CAC weekly 

during the course of this group. Limitations of this study include the imposed time 

constraints and group attendance. Another potential limitation is the fact that the leaders of 

the group will also be the evaluators. 

Group therapy sessions will last for six weeks, which is the maximum amount of time 

allowed for this study and to compile data. It would likely prove to be more beneficial for 

clients to receive treatment for longer than six weeks. Additionally, there are a number of 

limitations associated with the group members. It is expected that each group member will 

not attend all six sessions, so future studies are recommended to confirm any results of this 

study. Additionally, the age range, ethnicity, and number of group participants will not be 

known until closer to the study based on clients who are currently receiving individual 

counseling and are willing and able to attend the group sessions. With this population, the 

caregivers also present a number of issues that are out of the researcher’s control: failure to 

comply with treatment, transportation difficulties, continuing to expose child to risks, among 

other issues.  



Recommendations 

Future mother/daughter groups at this site, as well as replicating this study in other 

facilities, is recommended in order to collect normative data. Future studies utilizing the 

research tool devised for this study are also recommended in order to establish research 

validity. For new, untested assessments, Brooke (2004) recommends formalizing the 

“guidelines for interpretation...so people other than experienced art therapists will be able to 

use the assessment” (p. 164). The addition of a standardized measure of self-esteem, such as 

the Culture-Free Self-Esteem Inventory, may further assist with providing information 

regarding the client’s self-image (Brooke, 2004). 

Art Response 

While preparing for this research study, several complications outside of the 

researcher’s realm of control presented themselves. As an alternative to a completed 

research study, the researcher prepared a professional contribution. In response to the change 

of events, the researcher created a painting using watercolor on glossy Yupo paper. 

Initially, the researcher was very motivated to explore the importance of the female 

caregiver/client relationship. As the anticipated start date grew closer and closer, the pool of 

eligible attendees for the group remained nonexistent. The challenges of finding an hour 

each week, for a total of six weeks, that was conducive to the schedule of more than one 

mother/daughter pair, proved impossible. During this same timeframe, four other weekly 

counseling groups were also slated to begin. After the first week, all but one group was 

terminated due to lack of interest and attendance. 

Despite the enthusiasm of the researcher and her supervisor and their promotion of 

the group, the outlook for participation appeared grim. The bleak reality of the situation 

contrasted with the dire necessity for such a group. The proposed research site specializes in  



treating abused children. The counseling staff has voiced the need for caregiver support 

counseling, specifically due to the high rate of untreated trauma among client caregivers. 

Although this would be a much-needed art therapy group, it unfortunately had to be 

abandoned. In response, the researcher created this painting, Pear! (Figure 1). 

  

Figure 1: Pearl. 

The pearl is a metaphor for the beauty that is formed out of self-protection from pain. 

The daughters who have been sexually abused have already survived the trauma of abuse. 

They have formed the hardened exterior to cover their pain. Without building upon the 

relationship with her female caregiver, the young client will continue to present her hardened 

outer shell to the world. The researcher’s individual work with sexually abused females 

inspired her to create this painting as a tribute to the strength of the survivors, with the hope 

that these young women will not keep themselves forever closed off from the world.  
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APPENDIX A 

Saint Mary-of-the-Woods College 

Parent/Caregiver Consent for Child to Participate in Research 

The purpose of this study is to investigate the effectiveness of art therapy in increasing self- 

worth in girls who have been sexually abused and in their female caregivers. Your child is 

invited to be in this research study as a possible participant because your child is in the age 

range being studied (8-12) and has been identified as being sexually abused. Please read this 

form and ask any questions you may have before agreeing to have your child in this study. 

The importance of this research is to determine effective methods of increasing self-worth 

and nurturing skills in abused females. 

This study is a partial requirement of the class, AR 590: Research, for Megan Torres, a 

graduate student in the Master of Arts in Art Therapy at Saint Mary-of-the-Woods College. 

If you agree to let your child participate in this study, your child will be part of an art therapy 

group that will meet weekly for one hour for the duration of six weeks. The benefit of 

participation will be a proposed strengthened relationship between caregiver and child, as 

well as improved self-esteem. 

The records of this study will be kept confidential. Participants will not be identified by 

name. Only the researcher and her supervisor will have access to client artwork and any 

related documentation. There will be no photographic documentation of this study. Consent 

forms will be kept securely along with results in a locked cabinet for seven years after the 

completion of the study. Information gathered from this study can be made available to you 

upon request. 

Your decision whether or not to have your child participate will not affect your current or 

future relations with this agency. If you decide to allow your child to participate, you are 

free to withdraw your child at any time. Furthermore, your child may also discontinue 

participation at any time by notifying the researcher. 

Counselors are available for immediate individual counseling during the allotted group time, 

should any group member feel the need for this service.  



This study was approved by the Saint Mary-of-the-Woods College Human Subjects 

Institutional Review Board on 
  

[f you have questions or concerns about this study, please contact the researcher, the 

researcher’s supervisor, or the chair of the Human Subjects Institutional Review Board. 

Investigator/ Co-Researcher 

Megan Torres, BFA, 

MAAT Student Intern 

Children’s Safe Harbor 

1519 Oddfellow Street 

Conroe, TX 77301 

mtorres@smwec.edu 

936-756-4644, Ext. 276 

Chair, IRB 

Lamprini Pantazi, PhD 

Chair, Human Subjects 

Institutional Review Board 

Saint Mary-of-the-Woods College 

Saint Mary of the Woods, IN 47876 

Ipantazi@smwc.edu 

812-535-5232 

Art Therapy Intern Supervisor 

Valerie Bryan, ATR-BC, LPC-S 

Children’s Safe Harbor 

1519 Oddfellow Street 

Conroe, TX 77301 

Valerie.bryan@childrenssafeharbor.org 

936-756-4644, Ext. 229 

Principle Investigator/Researcher 

Jill McNutt, ATR-BC, MS, ATRL, LPC 

Assistant Director of MAAT Program 

Saint Mary-of-the-Woods College 

Saint Mary of the Woods, IN 47876 

jmenutt@smwe.edu 

812-535-5160 

My signature below indicates that I am 18 years of age or older, I have been informed about 

this study, I consent to having my child participate in this study, and [ have received a copy 

of this consent form. 

  

Signature of Parent/Caregiver 

  

Signature of Investigator 

  

   



APPENDIX B 

Saint Mary-of-the-Woods College 

Child Assent Form to Participate in Research 

We are doing a study to learn more about how art helps children who have experienced scary 

events, such as being sexually abused, as well as their moms. We are asking you to help 

because we want to come up with the best ways to help children who were hurt. 

If you agree to be in this study, you will be part of an art therapy group with your mom or 

female caregiver for one hour each week for six weeks. There is no right or wrong way to 

make art. 

Signing this paper means that you have read it or had it read to you and that you want to be in 

the study. If you don’t want to be in the study, don’t sign the paper. Remember, being in the 

study is up to you and no one will be mad if you don’t sign this paper or if you change your 

mind later. 

  
  

Signature of Participant 

  
  

Signature of Investigator  



APPENDIX C 

Saint Mary-of-the-Woods College 

Adult Consent to Participate in Research 

The purpose of this study is to investigate the effectiveness of art therapy in increasing self- 

worth in girls who have been sexually abused and in their female caregivers. You have been 

invited to be in this research study as a possible participant because your child is in the age 

range being studied (8-12) and has been identified as being sexually abused. Please read this 

form and ask any questions you may have before agreeing to participate in this study. The 

importance of this research is to determine effective methods of increasing self-worth and 

nurturing skills in abused females. 

This study is a partial requirement of the class, AR 590: Research, for Megan Torres, a 

graduate student in the Master of Arts in Art Therapy at Saint Mary-of-the-Woods College. 

If you agree to participate in this study, you will be part of an art therapy group that will meet 

weekly for one hour for the duration of six weeks. The benefit of participation will be a 

proposed strengthened relationship between caregiver and child, as well as improved self- 

esteem. 

The records of this study will be kept confidential. Participants will not be identified by 

name. Only the researcher and her supervisor will have access to client artwork and any 

related documentation. There will be no photographic documentation of this study. Consent 

forms will be kept securely along with results in a locked cabinet for seven years after the 

completion of the study. Information gathered from this study can be made available to you 

upon request. 

Your decision whether or not to participate will not affect your current or future relations 

with this agency. If you decide to participate, you are free to withdraw from the study at any 

time. 

Counselors are available for immediate individual counseling during the allotted group time, 

should any group member feel the need for this service.  



This study was approved by the Saint Mary-of-the-Woods College Human Subjects 

Institutional Review Board on 
  

If you have questions or concerns about this study, please contact the researcher, the 

researcher’s supervisor, or the chair of the Human Subjects Institutional Review Board. 

Investigator/ Co-Researcher 

Megan Torres, BFA, 

MAAT Student Intern 

Children’s Safe Harbor 

1519 Oddfellow Street 

Conroe, TX 77301 

mtorres@smwec.edu 

936-756-4644, Ext. 276 

Chair, IRB 

Lamprini Pantazi, PhD 

Chair, Human Subjects 

Institutional Review Board 

Saint Mary-of-the-Woods College 

Saint Mary of the Woods, IN 47876 

Ipantazi@smwec.edu 

812-535-5232 

Art Therapy Intern Supervisor 

Valerie Bryan, ATR-BC, LPC-S 

Children’s Safe Harbor 

1519 Oddfellow Street 

Conroe, TX 77301 

Valerie .bryan@childrenssafeharbor.org 

936-756-4644, Ext. 229 

Principle Investigator/Researcher 

Jill McNutt, ATR-BC, MS, ATRL, LPC 

Assistant Director of MAAT Program 

Saint Mary-of-the-Woods College 

Saint Mary of the Woods, IN 47876 

jmenutt@smwe.edu 

812-535-5160 

My signature below indicates that I am 18 years of age or older, I have been informed about 

this study, I consent to participating in this study, and I have received a copy of this consent 

form. 

  

Signature of Parent/Caregiver 

  

Signature of Investigator 

  

   



APPENDIX D 

ART THERAPY CONSENT FORM 

By signing this form, I grant permission for my child, 

, to participate in art therapy 
  

at Children’s Safe Harbor. This includes the use of art materials 

during sessions, as well as all art assessment tools such as the 

“Draw -A- Person” projective drawing. [I understand that these 

Projective drawings will only be administered by a Board-Certified 

Art Therapist and/or a student intern in art therapy who is being 

supervised by a Board-Certified Art Therapist. 

I further grant permission for case material with related drawings produced by my child 
named above, to be used for scientific and educational purposes. 

[understand that confidentiality of my child’s name and identifying information will be 
preserved at all times unless otherwise agreed to. 

Client’s Name Age DOB 
  

Parent/Guardian Name 
  

Parent/Guardian Signature 
  

Witness Signature 
  

Parent Guardian Address 
  

Parent Guardian Phone 
   



APPENDIX E 

Group Art Therapy Progress Note 

PROGRESS NOTE — ART THERAPY 
  

CLIENT NAME: DATE: 
  

Objective: 

[Crisis Intervention 

[_IPsychoeducation 

[Relaxation Skills 

[CJEmotion 

Expression/Sublimation 

[Insight-Oriented 

[Relationship Building 

[Self-Esteem Boosting 

[ISelf-Awareness 

[_JEmpowerment 
[_IMusic Used 
[]Other expressive outlets used   

Media Selection 

[1 Clay 

[1 Marker/paper 

[1 Pastel(s)/paper 

[1 Paint/paper 

[] Collage 

Type: 

[1 Group 

[1 individual 

  

Time: 

Session 

Attendance: 

[Kept 

[ICancel 

[CJLate Cancel 

[CINo-Show 

Location: 

[JConroe CSH 

[Joff-site at 

  

Mood/Affect: 

Interaction with Materials: 

Interaction with Others in Group: 

PROGRESS NOTE OR COMMUNICATION 

Therapist Comments/Observation r/t Art work produced: 

Plans/Recommendations 

  

  

Megan Torres 
MAAT Student Intern 

Valerie Bryan, LPC-S, ATR-BC 

CSH Clinical Team Counselor        



APPENDIX F 

Group Members’ Confidentiality Pledge 

Counseling Department 

Group Members” Confidentiality Pledge 

L understand and pledge by signing below 

that mformation shared m group is NOT to be shared with anyone at anytime. I also 

understand and pledge by signing below that I will not discuss another person's 

attendance mn group with that person or any other person at any time I pledge to 

remember that feelings are hurt when discussing other group members information so it 

Is very important to respect each group member's night to confidentiality in and outside 

of group. 

  

  

 



APPENDIX G 

Attendance Sheet 

Counseling Department 
Mother/Daughter Art Therapy Group, Fall 2013 

DATE: 
  

Welcome to group. We are glad to have you with us. All the mothers and 
daughters in this group are here because sexual abuse has impacted your lives. 
/e are here to leam about abuse and to reclaim our personal power as human 

bemgs. We are here to celebrate the special bond between mothers and daughters 
and to grow together toward healthier relationships with ourselves and others. 

Please sign in your name below: 

  

  

  

  

  

  

  

Therapist/s facilitating: 

1. 
  

2. 
  

Therapist note: Please turn in attendance sheets to Clinical Director at the time of group closure.  
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