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“Although creative arts therapies may capture the imagination of
he therapist, it is important to keep in mind that, as with many other
herapies discussed in this volume, empirical evidence for their efficacy
ith PTSD and other, related symptoms is not available.” So conclude
dna Foa, Terence Keane, Matthew Friedman and Judith Cohen in
he recently published second edition of Effective Treatments for
TSD (Guilford, 2009, p. 630).

We are a field perpetually at the margin; not only are we
laced there by the dominant forces holding sway at the center,
ut we place ourselves there, between art and health, in the limi-
al, transcendent, and transitional, spaces between body and mind,
bservation and action, containment and expression. In 1987, when
he first Special Issue on the Creative Arts Therapies and Trauma
as published, the center was held by psychoanalysis, dreamers

pellbound by the unconscious, fantasy, and the unseen (Johnson,
987). Many of us attempted to accommodate to this dominant
orce and defined our creative arts therapies work in terms of psy-
hodynamic formulations, both out of sincere appreciation for the
inks between our work and psychoanalysis, as well as our interest
n gaining favor with the reigning center. One sees the continued
old of this paradigm in this Special Issue in the articles by Buk and
aen and Weber, as well as traces of it in the articles by Harris and
utton and De Backer.

In 2009, however, we awake to find that a new paradigm has

isen and taken over the center, sending the dreamers into enclaves
ithin a few urban centers. The cognitive-behavioral paradigm is
ow the dominant paradigm in the mental health field, and with its
artner, evidence-based treatment, it has pushed many approaches

∗ Tel.: +1 203 624 2146.
E-mail address: artspsychotherapy@sbcglobal.net.

197-4556/$ – see front matter © 2009 Published by Elsevier Inc.
oi:10.1016/j.aip.2009.01.011
further into the periphery. (For example, recently the New York City
Commission on 9/11 has eliminated creative arts therapies from
the approved list of providers because there is not sufficient evi-
dence for their efficacy.) Unlike the previous era, when creative
arts therapists enthusiastically modeled their work on psychody-
namic principles, creative arts therapists have been slow to adopt or
integrate the principles of cognitive-behavioral treatment. This is
demonstrated, for example, in that none of the articles in this issue
relies on a cognitive-behavioral approach and only Harris makes
mention of it.

The question arises whether we should accommodate or not.
Though leaders in the creative arts therapies have called for empir-
ical research and cognitive-behavioral formats, frankly few if any
have come. Does this mean that there is something antithetical
between the CATs and CBT? Will we sacrifice our true nature out
of our need for survival? Or do we hide in our offices until “the
pendulum swings again?”

In this article, I plan to address these questions, but first I would
like to examine briefly the five articles in this issue and identify the
underlying paradigms upon which the authors rely. Each of these
fine articles demonstrates how the creative arts therapies can be
helpful in the treatment of trauma-related conditions. Perhaps such
an analysis will reveal trends that may help us answer the broader
questions raised above.

Review of the current special issue
Buk presents a treatment approach to art therapy based on new
psychoanalytic models that integrate the traditional appreciation
of the unconscious, transference, and ego defenses (e.g., identi-
fication with the aggressor), with neuroscience research on left
and right hemispheric lateralization and the mirror neuron system.

http://www.sciencedirect.com/science/journal/01974556
mailto:artspsychotherapy@sbcglobal.net
dx.doi.org/10.1016/j.aip.2009.01.011
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he draws on the notion that empathic therapeutic processes are
ediated by specific brain mechanisms in discussing a case of a

6-year-old black female seen in an outpatient psychiatric clinic.
Haen and Weber also write from a psychodynamic frame on

rama therapy, referring to defenses such as splitting and identifi-
ation with the aggressor, as well as presenting the new psychoan-
lytic concept of mentalization and its relationship to attachment.
hey, too, refer to neuroscience research, primarily left-right hemi-
pheric lateralization, in grounding these concepts within the brain.
hroughout the article, they also refer to the balance between con-
ainment and expression within the drama therapy process, as they
emonstrate several case examples of children or adolescents deal-

ng with the aftermath of interpersonal violence.
Harris presents work in dance/movement therapy largely from

social and cultural ritual perspective, though he makes reference
o psychodynamic concepts (e.g., cultural defense mechanism), as
ell as aesthetic concepts such as liminality and expressiveness.
lthough he also refers to the neuroscience of hemispheric later-
lity, linking the right brain with the need to work nonverbally in
ome cultures, in general his work lies within a social paradigm that
einvigorates cultural rituals as a means of helping survivors regain
ociality. He demonstrates this in a case example of work with boy
ombatants in Sierra Leone.

Sutton and De Backer present work much more deeply embed-
ed within an aesthetic paradigm. Though referring to the
sychoanalytic concept of symbolization, they define their work
s a “form giving exchange,” and analyze music therapy impro-
isation as a process of sensorial play, presences and silences. Of
he latter concept, they define many different types of silence in
wo case examples with a 30-year-old woman and a 9-year-old
oy. Terms such as “embodied flow,” “post-resonance,” “anxiety of
ilences,” “pace,” “anticipating inner sound,” and “linking tension”
re examples of aesthetically based ideas evident throughout their
nteresting article.

Stepakoff’s article on poetry and bibliotherapy in healing grief
mong suicide survivors embraces an expressive paradigm within
he creative arts therapies, which views the arts modalities as a

eans by which people can express themselves or, from a trauma
erspective, “break the silence.” Through multiple examples of vari-
us techniques, Stepakoff clearly demonstrates how these activities
elp clients articulate their feelings and unburden themselves. Her
rgument is largely independent of other paradigmatic theoreti-
al frames such as psychoanalysis, social ritual, or neuroscience.
n some ways, this foundational creative-expressive paradigm is
resent in all the other articles as well, only often assumed or placed

n the background.
Each of these articles not only contributes the specific viewpoint

nd experience of its authors, but can be viewed as an example of
ifferent paradigms as they are applied to traumatized clients. Let
e shift focus, then, onto the paradigms themselves.

reative/expressive paradigm

Perhaps the most basic paradigm underlying the creative
rts therapies is what might be termed the creative/expressive
aradigm. Simply stated, it proposes that the expression of deeply
eld thoughts and feelings within a trusting therapeutic relation-
hip can alleviate mental suffering caused by fear, shame, and
nxiety. Like the “talking cure,” speaking or drawing or moving
s a form of communicating to another person how one is feeling
elps to unburden the self from negative or stressful experience.

evertheless, this paradigm’s elegant simplicity has made some
reative arts therapists seek out more complex and sophisticated
aradigms, such as psychoanalysis, neuroscience, or even shaman-

sm, as a theoretical base, as four of the five authors in this issue
ave done.
herapy 36 (2009) 114–120 115

In recent years, this paradigm has been challenged. For example,
in the trauma field there is significant ambivalence about having
clients speak “too much” or “too soon” about their traumatic expe-
riences. In fact, the trend among professionals appears to be toward
more caution about expression and greater embrace of containment,
despite the research that shows that exposure therapies are the
most effective treatments for PTSD. What is ironic is that CBT is
often cited as supporting containment when in fact exposure ther-
apy is one of its main components. This perspective leads many
clinicians to worry that the creative arts therapies are too “stimulat-
ing,” “unstructured,” or “re-traumatizing.” Foa’s Prolonged Exposure
method, perhaps the prime example of CBT used today, requires
the client to repeat out loud their trauma story over and over for an
hour and then go home and listen to the tape of it every day, for nine
sessions (Foa, Hembree, & Rothbaum, 2007). In order for desensiti-
zation to be effective, the client’s anxiety (i.e., fear schema) has to
be evoked. Compare the intensity of this process to having a client
draw a picture or write a poem or move to music. It is therefore
important to remind our critics of the role of exposure in evidence-
based trauma treatment in response to their concerns about the
creative arts therapies over-stimulating clients.

Psychoanalytic paradigm

The psychoanalytic paradigm links with the creative/expressive
through two concepts: the first being the unconscious, which
is what the creative arts therapies help people express. Uncon-
scious feelings must be accessed and processed in order for
health to be restored. The second linking concept, more ascendant
recently, is that of attachment, derived from interest in trans-
ference/countertransference, in which the creative arts therapies
serve as an interpersonal, relational environment through which
the therapist and client can evoke and then correct distorted
attachment patterns. Mentalization is a form of imaginative mental
activity, which allows us to perceive and interpret human behavior
in terms of intentional mental states (e.g., needs, desires, feel-
ings, beliefs, goals, purposes, and reasons). It is related to similar
concepts such as theory of mind, mindfulness, and intersubjectiv-
ity (Allen, Fonagy, & Bateman, 2008). The action of psychoanalysis
involves the revelation of deep-seated feelings within a correc-
tive emotional relationship with the therapist. The psychoanalytic
paradigm has been criticized within the trauma field because its
emphasis on internal processes (i.e., fantasies) rather than actual
traumatic events may lead to over-personalization by the client of
an event that is the responsibility of the perpetrator. For exam-
ple, the client may be directed to work through their own “intense
homophobic rage” rather than viewing this as a response to being
sodomized (Herman, 1992). The psychoanalytic paradigm has also
lost its ascendancy because its emphasis on richness and detail, on
taking time, and achieving insight is no longer supported by the
values of the larger culture.

Sociocultural paradigm

The sociocultural paradigm links with the basic creative/
expressive paradigm through the concept of ritual. Creative arts
therapists have utilized this paradigm in discussing group therapy,
community and cultural rituals, shamanism, and the related
concepts of liminality, transcendence, spirituality, and the sacred.
Whereas in the 1960s, this paradigm matched the tenor of the
times, it has since become increasingly relegated to the “multi-

cultural” corner of our field, meaning that it is often emphasized
in international work with traumatized cultures, particularly in
Africa and Asia. The sociocultural paradigm has also been criticized
within the trauma field because ritual is often used for purposes
of social control, rather than personal freedom. Extreme examples



1 sychot

o
o
i
p
p
t
(
h
i
a
w
c
i

T

p
m
r
p
c
a
i
l
c
a
w
K
t
w
o
o

o
t
b
U
w
m
c
M
S

t
s
a
a
b
r
n
o
c
b
l
N
e
b
c

t
p
A
w

16 D.R. Johnson / The Arts in P

f harmful uses of social ritual include early civilizations’ rituals
f human sacrifice, Hitler’s use of rituals in influencing national
dentity, and modern cults and satanic rituals. The sociocultural
aradigm has also lost support from the wider culture. America in
articular, with its heightened privileging of the individual over
he collective, has always maintained a suspicious view of groups
Johnson, 1999). Now in this electronic, Internet age, shamanism
as much less grip among youth, whose pervasive engagement

n the disembodied but immediate arena of YouTube, MySpace,
nd iPhones trumps the canvas, stage, or dance floor. Connecting
ith others through circle dancing, putting on plays, or singing

ontinues to diminish and a similar erosion of community rituals
s apparent in many “third world” countries.

he rise of the neuroscience paradigm

With the creative/expressive, psychoanalytic, and sociocultural
aradigms in recession, a new paradigm has emerged among
ental health professionals and creative arts therapists: the neu-

oscience paradigm. This paradigm, which basically states that
rocesses fundamental to the creative arts therapies have specific
orrelates in our brains, is now mentioned in almost all creative
rts therapy publications, including three out of the five articles
n this issue. Though viewed only a few years ago in a critical
ight by many psychotherapists, due to its privileging physical pro-
esses over transcendent ones such as mind, feeling, relationship,
rt, and the spiritual, the neuroscience paradigm has now been
idely embraced. Bessel van der Kolk’s seminal article The Body

eeps the Score (1994) brought this paradigm to the fore in the
rauma field. Given the marginalized position of our field, linking
ith neuroscience is clearly a means by which we might maintain

ur integration with the broader mental health field and sustain
ur sense of legitimacy.

I hesitate to list the problems with this paradigm exactly because
f this enthusiasm that has swept across creative arts therapists. But
here are problems. And I mention them not as a complete outsider,
ecause for many years I was the Unit Chief of the Specialized PTSD
nit at the Neurosciences Division of the National Center for PTSD
here some of the first neuroscience discoveries in trauma were
ade; indeed, they were made on my patients and I was even a

o-author on a number of these publications (Bremner et al., 1993;
ason et al., 1994; Southwick, Krystal, Johnson, & Charney, 1992;

outhwick et al., 1993; Wang et al., 1995).1

The first issue is that the neural basis of the creative arts
herapies is being attributed to several completely different brain
ystems, based on simplified presentations of highly complex
nd preliminary research. One system, discovered over 40 years
go, is hemispheric lateralization, more commonly known as left
rain/right brain. This knowledge is based on the fact that among
ight-handed people, the left hemisphere of their cortex is domi-
ant, meaning that it processes speech, while the right hemisphere
f the cortex processes nonverbal information (Shore, 1994). The
reative arts therapies, therefore, presumably utilize more right
rain processes. Now, this relationship is mostly reversed among

eft-handed people and is unknown among ambidextrous people.

euroscience researchers often criticize popular psychology for its
nthusiastic explanations of broad concepts using this information,
ecause the qualities such as creativity, empathy, and mental pro-
essing are in fact distributed across both hemispheres (Kandel,

1 I remember with fondness the night that Dennis Charney, MD, the director of
he neuroscience division, made his debut as an actor in one of the therapeutic
lays our Vietnam veterans performed (playing the President of the United States).
fterwards, flush with the thrill of the final applause, Dr. Charney turned to me and
ith all sincerity, said, “That has to affect the serotonin levels!”
herapy 36 (2009) 114–120

Schwartz, & Jessel, 2000; Sala, 1999). The data for lateralization
are quite general and differences in the two hemispheres are more
trends than clear distinctions (Hines, 1987). Both sides of the brain
are active in every human endeavor.

A second system, the limbic structures of the mid-brain, con-
sisting of the amygdala, hippocampus, hypothalamus, and locus
coerulus, appears to be involved in processing fear, which of course
is a critical factor in trauma. Some initial studies have shown actual
shrinkage of these structures in clients with PTSD (though now this
has been found with most other psychiatric disorders as well) and
others show more activation of these structures during traumatic
recall (Bremner, 2002). However, more recent studies indicate that
the reduction in size predates the trauma (Gilbertson et al., 2007;
Jackowski et al., 2008). The research in this area is very preliminary.

A third system is the HPA (hypothalamus, pituitary, adrenal) axis,
which processes neurohormones and regulates stress reactions,
largely through the hormone cortisol. Levels of these neurohor-
mones have been shown to be altered after trauma, though the data
are quite inconsistent (Mason et al., 1994).

Finally, mirror neurons in the prefrontal cortex were discovered
that are activated by environmental cues in ways that simulate
that behavior (Gallese, 2003). These cells activate similar pathways
as if the person was experiencing the same phenomenon. Mirror
neurons have therefore been postulated as being the basis for our
capacity for empathy and attachment, and impairments in empathy
such as might be found in PTSD clients could presumably be caused
by damage to these neurons. Again, however, the science is only in
its beginning stages and most of the ideas related to empathy or
trauma are highly conjectural.

It is important then to note that each of these four systems have
an entirely different mechanism of action, though they are some-
times lumped together as a neuroscientific basis for a particular
field. Though all appear to be involved in the development of PTSD
symptoms, how they interact with each other is entirely unknown.
The argument appears to be that if processes central to the creative
arts therapies can be located in the brain (regardless of location),
then their legitimacy is established.

The second issue with the neuroscience paradigm is that these
brain processes are not specific to the creative arts therapies.
Indeed, the same arguments being used by creative arts therapists
are being used by psychoanalysts (who have now created a new
subfield called neuropsychoanalysis), massage and body therapists,
recreation therapists, sports psychologists, and, indeed, cognitive-
behavioral therapists. There is even a new field of neurofinance,
which locates our “interest in investing” in specific locations of the
brain, suggesting that it is the makeup of the brain that explains
market behavior (Kuhnen & Knutson, 2005)! This will come as no
surprise to neuroscientists, who have always believed that every-
thing is the result of brain processes. Indeed, the brain is involved in
every human activity, including mundane activities and unhealthy
activities. The fact that the brain is involved is not evidence that the
creative arts therapies are effective. It is not a basis for claiming that
the creative arts therapies are a branch of brain science, any more
than, for example, the fact that the eye and visual cortex are involved
in the process of painting a picture makes art therapy a branch of
ophthalmology. Too heavy a reliance on the neuroscience paradigm
can lead to inaccurate conclusions, such as that PTSD symptoms or
relational impairments are caused by damage to the brain, rather
than these brain processes reflect the experience of traumatization.
One can imagine this response by neuroscientists: “Yes, we agree
that PTSD symptoms, unconscious processes, symbolization, empa-

thy, attachment, and healing are based on brain processes. That is
why there needs to be more study, more research and more fund-
ing for neuroscience. Psychotherapy, arts therapy, mind, spirituality,
and creativity are secondary and derivative to the purely physical
processes in the brain, which determine everything.”
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So powerful is the new neuroscience paradigm, that long-
stablished notions are being rapidly diminished or even
bandoned. For example, until recently what creative arts ther-
pists meant by “body,” as in “traumatic memories held in the
ody,” was the musculature and gastro-intestinal tract, based on the-
ries derived from Wilhelm Reich’s work on character armor. This
iscourse has been almost completely supplanted by the neuro-
cience paradigm’s meaning of body as brain. For example, in Pat
gden’s recent work, Trauma and the Body (2006), Reich is men-

ioned only once in a reference, and he is entirely missing from
abette Rothschild’s The Body Remembers (2000). Locating memo-
ies in the musculature tends to support interventions that include
hysical movement and touch, whereas body-as-brain notions are
ore likely to support interventions that impact the brain directly,

uch as information processing, medications, or deep brain elec-
rical stimulation. Viewing attachment in terms of mirror neurons
ather than physical holding, for example, may have undesired ram-
fications in terms of clinical methodology later on, when it will be
he neurons, not attachment, that are privileged.

The interest in the brain among creative arts therapists and prac-
itioners from other marginalized fields appears to serve a need for
egitimacy in a culture that has significantly downgraded expres-
ion, the liminal, the relational, and the internal. We have been
hrough this before, for example, in the 1980s when mental health
rofessionals sought to attach themselves to quantum mechanics
nd applied various concepts from this physics to the therapeutic
ncounter; or in the 1990s, when the same was done with chaos
heory. Psychotherapy is neither quantum mechanics nor chaos

athematics. Psychotherapists use these concepts as metaphors for
heir work, and as metaphors they illuminate some very interesting
deas. I believe it is the same with brain science today: psychother-
pists are using the concepts of left–right brain, limbic system, and
irror neurons as metaphors for the processes we hold dear and

re attempting to legitimize. It is unlikely that the creative arts
herapies can grow more mirror neurons, repair a damaged hip-
ocampus, or improve intelligence.

With this said, I turn now to consider CBT, a psychological
pproach that purports to be an evidence-based, scientific approach
o trauma treatment. Since its methodology has largely been devel-
ped by researchers, rather than clinicians, CBT’s association with
cience has been conflated. Let me first address separately the ques-
ion of science.

egitimate criticisms of creative arts therapies by the
cientific method

The scientific method, for all its shortcomings, does have legiti-
ate criticisms of the creative arts therapies. The scientific method

s really in its essence a procedure of consensual observation; that
s, knowledge is based on actual observations of phenomena, not
ur beliefs about phenomena and observations that are seen by
ore than one observer. It is a humbling insight to recognize to
hat degree what we fervently believe to be true, is not true. We

ee the world through our own eyes, shaped deeply by our own
nterests and needs. Anyone who has developed a scoring system
nd trained other raters to observe a videotape, for example, has
een shocked at how divergent each rater’s observations are.

Thus, though there have been hundreds of case studies that
ppear to portray successful creative arts therapy interventions,
hese are inevitably written by the therapists themselves, with little
ollow-up after the treatment is terminated. The clients are almost

lways receiving numerous other treatments simultaneously. The
herapist does not report all the other clients who had one ses-
ion with them and did not return, or who chose another form
f treatment instead of the arts therapy. These case studies (of
hich I have written many) often proceed through stages of ini-
herapy 36 (2009) 114–120 117

tial resistance, dramatic breakthrough, and poignant departure, a
narrative supported by notions of the therapist as the good-enough
mother and the therapeutic encounter as a corrective emotional expe-
rience.

Another (more technical) criticism is the effect of the regression
to the mean. Clients with chronic conditions go through ups and
downs in their symptoms as part of their ongoing illness. They nat-
urally tend to seek out treatment when their symptoms are worse,
so over time one expects them to drift back toward the middle (or
mean) even without any intervention. Thus, on average, one expects
clients to improve over time even if the treatment they were receiv-
ing had no specific effect. Case studies are particularly susceptible
to these regression effects because treatment is usually initiated
when clients are at their worst.

I know from personal experience, as a principal investigator on
a number of quantitative treatment outcome studies in PTSD, how
prior assumptions about the value of a treatment can be wrong.
Our studies of an intensive, comprehensive inpatient PTSD pro-
gram (using many approaches including CBT and CATs) showed
no symptomatic improvement in the combat veterans, even after
6 years’ follow-up, despite high levels of satisfaction in the treat-
ment by the veterans (Johnson et al., 1996; Johnson, Fontana, Lubin,
Corn, & Rosenheck, 2004). In contrast, a 16-week CBT-based outpa-
tient group therapy for traumatized women significantly lowered
PTSD symptoms through 3 months’ follow-up (Lubin, Loris, Burt,
& Johnson, 1998). More surprisingly, a comparison of three brief
exposure-based treatments (EMDR, prolonged exposure and the
counting method) among outpatient women with PTSD showed
very strong reductions in symptoms (Johnson & Lubin, 2006). Thus,
five 1-h sessions of exposure treatment proved superior to a 24-h
per day, 4-month inpatient program. Actual effectiveness of the
treatment had no relationship with what the clients or therapists
believed it to be.

The numerous masters theses being written by our students
each year based on qualitative examination of case studies are, from
the scientific method point of view, valuable but preliminary steps
in a long process that begins with careful observation by a few and
ends with consensual observations by many. The scientific method
at its best is about diversity and its fundamental point is that each
person must realize that they view the world from only one per-
spective. In this regard, our field does need to move beyond personal
testimony and reliance on the case study.

Accommodating to the CBT hegemony

Cognitive behavioral therapy is a powerful set of ideas based on
learning theory. Unlike the neuroscience paradigm, which is fun-
damentally pessimistic due to its view that disorders are caused
by damage to the brain, CBT is fundamentally optimistic because
it views disorder as a function of distorted learning which can be
corrected through teaching and desensitization. CBT insists that
the client accommodate to an external set of “healthy cognitions,”
their own “distorted cognitions” being viewed as products of trau-
matic schemas that need to be confronted and dislodged. The client
may be pressured to review the traumatic event in detail over
an extended period of time. This “forced accommodation” may
seem similar to the forced accommodation that occurred during the
trauma, but differs in that it is done not to harm but to aid the client,
in a benign and caring manner. Without such accommodation, the
client is left to endlessly repeat his or her own schemas, the journey
being morbidly circular. In contrast, the creative arts therapies, like

psychoanalysis, tend to allow the client to freely explore their inner
feelings and thoughts, based on the process of assimilation where
the client is encouraged to play out their internal schemas through
the arts process. The therapist is more likely to follow than to lead.
The difference in atmosphere is therefore not unlike that between
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he classroom and recess: the CBT therapist/teacher puts the client
o work and the CAT therapist gives them room to play. Both, of
ourse, are necessary.

But let us take the opposite view: that it is possible to identify
he similarities between the creative arts therapies and cognitive
ehavioral treatment. In a chapter on the creative therapies recently
ublished in Foa et al.’s (2008) Effective Treatments for PTSD, writ-
en by myself, Mooli Lahad (a drama therapist), and Amber Gray (a
ance/movement therapist), we attempt to point out the similari-
ies between the creative arts therapies and CBT (Johnson, Lahad, &
ray, 2009). In fact, we point out that a number of components of
BT were actually derived from creative/expressive sources.

Imaginal exposure is perhaps the most important therapeutic
lement in the cognitive-behavioral treatment of trauma. When-
ver the trauma scene is represented in the artwork, dramatic role
lay, movement, poetry, or music, the client is receiving imag-

nal exposure. Halfway between in vivo and in vitro exposure,
he client not only imagines the trauma scene, but represents it
n physical or constructional behavior. The concretization of the
raumatic imagery may be especially helpful in overcoming the
lient’s avoidant tendencies. Cohen and Deblinger, developers of the
rauma-Focused CBT model, incorporate several art and play ther-
py techniques in the approach (Cohen, Mannarino, & Deblinger,
006). In addition, the sensory stimulation provided by the arts
edia may also enhance the vividness of traumatic imagery. J.L.
oreno’s psychodrama demonstrated the power of such imaginal

xposure in the 1940s and 1950s and stimulated renewed inter-
st among psychologists in studying imagery (Singer, 2005; Weis,
mucker, & Dresser, 2003). Guided imagery became an important
lement in early flooding procedures for PTSD (Keane, Fairbank,
addell, & Zimmering, 1989) and continues to be used in a variety
f methods in cognitive-behavioral therapy (Krakow et al., 2001)
s well as the creative arts therapies (Blake & Bishop, 1994; Orth,
oorschodt, Verburgt, & Drozdek, 2004).

Cognitive restructuring is another very important therapeutic
actor in cognitive-behavioral trauma treatment. Psychologists in
he 1950s demonstrated the effectiveness of role playing in atti-
ude change (Hovland, Janis, & Kelley, 1953), so much so that role
laying has been integrated into most forms of education and many
ypes of psychological intervention (McMullin, 1986). Role play-
ng and its relative, covert modeling, have not surprisingly become
tandard elements in many forms of trauma treatment (e.g., Foa &
othbaum, 1998). Playing out scenes, switching roles, and replay-

ng more health-promoting options can be very effective means of
hanging or challenging a person’s view of a situation. By placing
he client in action, new behaviors are elicited that expand their
epertoire of responses to challenging situations. “Role playing is a
ay to learn new behaviors and words for old ways of doing things

. .. the repeated practice of a behavior reduces anxiety and makes
t more likely that a new behavior will be used.” (Foa & Rothbaum,
998, p. 217).

Cognitive interventions, including identification of distorted
ognitions, cognitive reprocessing, and reframing may also be
ssential components of the creative arts therapies. The aim is to
mpact the client’s narrative of their traumatic experience, often
ermed restorying. The use of journaling, writing, and storytelling
re common narrative techniques used in the creative arts ther-
pies, especially following nonverbal interventions such as art,
ovement, or music (Lahad, 1992; Rose, 1999). Producing the

rauma narrative is a component of many cognitive-behavioral
orms of intervention (Cohen et al., 2006; Rynearson, 2001). An

ncreasing number of clinical studies utilizing storytelling and nar-
ative with trauma survivors have been published (Fry & Barker,
002; Meyer-Weitz & Sliep, 2005).

Stress/anxiety management skills are also important elements of
ffective trauma treatment, especially relaxation techniques. These
herapy 36 (2009) 114–120

techniques were integrated into behavioral treatment for anxiety
disorders in the 1960s and have been utilized in trauma treat-
ments, particularly as Stress Inoculation Training (Meichenbaum,
1974). Techniques such as progressive muscle relaxation (Bernstein
& Borkovec, 1973) and deep breathing are standard elements in
most forms of creative arts therapy for trauma (Dayton, 1997; Levy,
1995). Attention to basic physiological functions such as breathing,
muscular tonality, and heart rate may improve their regulation.

Resilience enhancement techniques are more recently receiv-
ing greater attention by cognitive-behavioral therapists (Bonanno,
2005). Most studies of resilience emphasize the importance of cre-
ativity, humor, spontaneity, flexibility, and activity, all of which are
incorporated into creative arts therapy methods (Johnson, 1987;
Lahad, 1999), as well as in community-based resilience programs
(Gray, 2002; Reisner, 2002). Cognitive-behavioral treatment also
embraces psychoeducational interventions such as testimony, pub-
lic education, and de-stigmatization, which can be enhanced through
creative forms. For example, theatre and dance performances by
trauma victims, exhibitions of victims’ artworks, and public read-
ings of victims’ poetry serve to educate the public about trauma,
de-stigmatize the condition of PTSD, and offer an avenue for re-
integration into society for the victims themselves (Jones, 1997;
Losi, Reisner, & Salvatici, 2002).

In summary, it can be reasonably argued that the creative arts
therapies utilize the empirically supported therapeutic factors of
imaginal exposure, cognitive/narrative restructuring, stress man-
agement skills, resilience enhancement, and psychoeducational
methods. Similarly, CBT approaches have incorporated aspects of
nonverbal interventions such as relaxation, artwork, role playing,
and narrative construction. If specific approaches can be developed
that incorporate these principles directly, then it is possible that
CBT forms of the creative arts therapies could be implemented and
studied. These approaches will, of course, in the end have to be sub-
ject to empirical testing and the demands of the scientific method
(i.e., quantitative research).

Limitations of the evidence-based treatments: CBT and
medications

It is important to understand the context within which advo-
cates of evidence-based paradigms are operating. They are trying
to establish their credibility and legitimacy among the “higher” sci-
entists who often question the rigor of psychiatric research, based
as it is on “soft” methods such as questionnaires and self-report
measures. Thus, in a 2008 Institute of Medicine study of trauma
treatment, only exposure therapy was deemed to have garnered
enough evidence to suggest efficacy for PTSD (Institute of Medicine,
2007). Cognitive therapy, EMDR, group therapy, and medications
were all viewed as not having enough evidence. The scientists at
the Institute pointed out the many limitations and biases of these
studies: that dropouts were not counted, that the methods were
studied by their proponents, that medication studies were funded
by the drug companies, or that adequate follow-up was not done.

The painful irony of this is that those CBT and psychiatric prac-
titioners who have questioned the CATs have now had their own
methods similarly criticized by a higher authority. Yet this has not
led to the recommendation against using medications or cognitive
therapy in trauma treatment. Vested interests prevail. In fact, these
results will only fuel efforts to suppress less scientific methods such
as ours, and may even result in the control over who has access to
clients.
The aesthetic paradigm

Let me take the other side of this argument: perhaps there is
little hope in achieving acceptance by the scientific community
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nd our efforts to find a place at the table are merely distracting
s from exploring in more depth our own field in its own terms.
ertainly a number of leaders have made this call (McNiff, 1992;
obbins, 1985). It is on this note that I found the article by Sut-
on and De Backer to be especially interesting. As noted above,
hese authors take what could be called an Aesthetic paradigm,
n which they attempt to develop concepts that arise directly out
f the musical experience. As Eskimos have ten words for snow,
utton and De Backer have many words for silence: “traumatic
ilence,” “deadly silence,” “intense silence,” “dissociated internal
ilence,” “unbearable silence,” “open silence,” “compact silence,”
prolonged silence,” “therapeutic silence,” “anxiety of silences,”
stretched silence,” “inaudible inner sound,” “preparation silence,”
un-felt silence,” “post-resonant silence,” and “musically resonant
ilent presence.” I count 16 types of silence.

What is this silence? It is not psychoanalytic, not sociocultural,
ot neuroscientific, not cognitive-behavioral. . .it seems to be an
ssential component of musical expression, of human expression.
y engaging in the particulars of their media, Sutton and De Backer
ove into territory that no others have more authority over. As a

rauma therapist, I can understand this completely. As they describe
hese silences, I was brought immediately back to sessions with my
raumatized clients when we fell into the “black hole” following
ome word uttered moments before, the horror of their abuse still
esonating in the space between us; I know that silent sound. As art
herapists might discuss the nuances of the smudged color, or dance
nd drama therapists that of the twisted gesture, or poetry ther-
pists the lingering word, Sutton and De Backer’s analysis seems
ooted in the solid ground of understanding the aesthetic process.
o we dare make our stand there? Do we have the courage to
schew the powers of the central domain and delve more deeply
nto our territory, be it on the margin or not?

It is clear that creative arts therapists are exploring new theo-
etical paradigms to explain the therapeutic action of our work. It is
ot clear that our methods are substantially different than before.
ew “trauma-specific” approaches to the creative arts therapies
ave been developed (see Adams, 1997; Cohen, Barnes, & Rankin,
995; Hudgins, 2002; Winn, 1994). CBT techniques have not been
ncorporated into our methods. Little quantitative research is being
onducted. Thus it appears that on the whole we are not making
trong efforts to adapt to the changing times, preferring to hold
o our long-held beliefs in the power of the arts and the value of
reative expression.

In examining the underlying paradigms of trauma treatment in
he creative arts therapies, several conflicting trends seem to be
t work. The best path for our field is not yet clear. Therefore, I
ecommend that collectively as a field we pursue all three main
irections: (1) we should attempt to accommodate to the reign-

ng paradigm and develop CBT-based approaches and formats for
he CATs in trauma treatment; (2) we should continue to explore
ybridized methods consisting of varied paradigms (e.g., neuropsy-
hoanalytic) through case studies and theoretical articles; (3) and
e should investigate with greater depth the nuances of our own

esthetic media to seek out the imprint of trauma on sound and
ilence, gesture and stillness, color and the blank canvas. In pursu-
ng all three paths, we may have the greatest chance for survival
nd growth.
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