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Abstract 

Embedding arts therapies (i.e. music, drama, dance movement and art therapy) within 

the educational system may contribute to address children’s emerging needs and 

result in a positive impact on their wellbeing, bridging the gap between health and 

education. However, research in this area remains limited in scope and size, with 

evidence of effectiveness not yet firmly established. Furthermore, children’s 

perspectives are not taken to heart, relying heavily on either the views of therapists, 

teachers, or parents.  

This study attempted to fill this gap through a two-staged design. The first stage 

consisted of a systematic review that aimed to identify, appraise and synthesise the 

evidence relating to child-reported outcomes of arts therapies. This review included 

seven studies and 358 participants. The findings informed the development of the 

second stage; a pilot cross-over randomised controlled study investigating the process 

and outcomes of an arts therapies intervention delivered to 62 children with mild 

emotional and behavioural difficulties. The most important outcomes identified were: 

emotional regulation; self-confidence; positive appraisal of health and perceived 

quality of life; positive relationships; and reduced stress. Links were made with 

positive psychology as well as self-determination and self-actualisation theories. 

Furthermore, the pilot study shed light into the practicalities of conducting a 

randomized controlled study in educational settings, as well as the power size needed 

to reach statistical significance. Although results did not reach the accepted level of 

statistical significance for all outcome measures, there were improvements in children’s 

quality of life and wellbeing which sustained at 3, 6 and 12 months follow-up. There 

were also significant changes in duration of sleep as determined through acti-watchers, 

and in emotional and behavioural difficulties as reported by teachers. 

This project highlights areas for improvement in future research and practice based on 

evidence that is grounded on children’s perspectives. It is expected that the 

implementation of these suggestions will benefit children’s health and wellbeing, and 

the wider inclusion of arts therapies in national and international health-related 

guidelines. 
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1.  Introduction 

Good health is not only about the absence of illness, disease or infirmity; it is 

also about the presence of physical, mental and social wellbeing (World Health 

Organization, 2014). Although the importance of the presence of wellbeing is being 

increasingly recognized, current research and practice are mostly focused on how to 

cope with an illness or difficulty as opposed to prevention and resilience. An 

individual’s capacity to understand, accept, and safely express feelings and thoughts 

pose major challenges to maintaining and reinforcing one’s state of wellbeing (House 

and Loewenthal, 2009). Especially for children, this challenge can be exacerbated by 

their limited vocabulary and communication skills under stressful and painful 

circumstances (Hughes, 2010; House and Loewenthal, 2009). In addition, mental 

difficulties are often overlooked by adults, potentially because they pay less attention 

in listening and observing what children try to ‘say’ non-verbally (Kutscher, Attwood 

and Wolff, 2014). Some of the approaches that have been developed and used as non-

verbal interventions to facilitate psychological support are arts therapies. 

Arts therapies is an umbrella term which refers to psychotherapeutic approaches 

that aim to facilitate psychological change and personal growth through arts media; 

particularly, art, music, drama and dance movement therapy (Karkou and Sanderson, 

2006). In the UK, ‘art therapy’/‘art psychotherapy’, ‘music therapy’, and 

‘dramatherapy’ are protected titles with associated professions being regulated by the 

Health and Care Professions Council (HCPC), while dance movement psychotherapy 

is regulated by the UK Council for Psychotherapy (UKCP). Besides, all different arts 

therapists are organized through their own separate professional associations, namely 

the British Association of Art Therapists (BAAT), British Association for Music 

Therapy (BAMT), Association for Dance Movement Psychotherapy UK (ADMP UK), 

and British Association of Dramatherapists (BADth). In the interest of clarity, the terms 

‘art therapy’, ‘music therapy’, ‘drama therapy’, and ‘dance movement therapy’, will be 

used throughout the current thesis. 

Although arts therapies are four separate disciplines with different theoretical 

and therapeutic principles, they all share a common goal: to encourage psychological 

change and growth through the arts. Karkou and Sanderson (2006) have defined arts 

therapies as “the creative use of artistic media as a vehicle for non-verbal and/or 
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symbolic communication, within a holding environment, encouraged by a well-defined 

client-therapist relationship, in order to achieve personal and/or social therapeutic goals 

appropriate for the individual” (p. 47). As this definition suggests, within all arts 

therapies therapeutic change through the arts is intentional and it is often associated 

with the quality of the client-therapist relationship. 

In the UK, approximately 60% of registered arts therapists are working with 

children according to a survey of practitioners (Karkou, 2010). More specifically, 

reports from the respective professional associations suggest that approximately 25% 

of music therapists work in educational settings (Association of Professional Music 

Therapists, 2007; cited in Carr and Wigram, 2009), while more than half of music 

therapists work with children in different settings (Tomlinson, Derrington and Oldfield, 

2011). High trends have also been reported from other professional associations: in 

2020, the British Association of Dramatherapists informed the author that 

approximately half of dramatherapists in the UK were working with children. 

Nevertheless, the need to integrate arts therapies into regular mental health provision in 

schools has only recently been acknowledged. It has been argued that underpinning arts 

therapies practice with solid research will support such an integration (Uttley, Scope, 

Stevenson et al., 2015). So far, a large amount of research is overdependent on small 

case studies, while there is limited literature regarding the effectiveness and the role of 

arts therapies within school policies and studies that present well-informed therapeutic 

interventions (Karkou, 2010; Moula, 2020). The latest overview of systematic reviews 

(Kamioka, Tsutani, Yamada et al., 2014) suggested that existing systematic reviews 

with children are limited to one of the arts therapies disciplines – the music therapy –  

whereas the integration of all arts therapies as one discipline could provide research and 

practice with deeper insights, and increased possibilities to influence current policies. 

In addition, a large amount of the existing research and practice in arts 

therapies is based on children who have been diagnosed with a specific disorder or 

disability (Carr and Wigram, 2009; Malchiodi, 2012), often looking at arts therapies 

as a last resort when other treatment options have failed. However, early detection and 

prevention of arising difficulties should be treated as an equally important need of 

children’s wellbeing (Goldie, Elliott, Regan, Bernal and Makurah, 2016; WHO, 

2004). The Children’s Commissioner (2017) suggests that when opportunities for 

prevention are missed, children can reach the stage of “crisis”, where some children 
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self-harm, become suicidal, violent, aggressive, or drop out of school. Particularly 

schools in the UK report approximately 7,000 exclusions annually, equivalent to 35 

children per day; while 1,300 of these exclusions come from primary schools alone 

(Children’s Commissioner, 2017). Even though a quarter of a million children in 

primary schools are provided with support from mental health services (McDonald 

and Drey, 2018), 28% of referrals are turned away immediately and the waiting lists 

can take more than 200 days (Children’s Commissioner, 2017). According to the 

Children’s Society (2018), more than 70% of children have not had appropriate 

interventions and supportive services at a sufficiently early age. It is possible that if 

they did, many of these exclusions could have been avoided. Despite the growth of 

arts therapies provision in schools, delays in addressing children’s mental health 

needs can have long lasting and potentially irreversible negative effects. Considering 

this context, a study in arts therapies as psychological interventions that focus on 

prevention and resilience could help to identify useful processes and outcomes 

directly linked to the participating children (what is referred to in this study as ‘child-

reported evaluation’). It could also inform the evidence-base regarding when changes 

and refinements need to take place and investigate potential mediators of change that 

should be considered for future larger school-based studies. 

Furthermore, it is noteworthy that while in the past most outcome studies 

included measures that were completed primarily by adults, there is now substantial 

body of knowledge demonstrating that children are aware of their own needs (Rees, 

Andresen and Bradshaw, 2016), and that their perceptions can be both accurate and 

reliable (Andresen, Fegter, Hurrelmann and Schneekloth, 2017; Sofer and Ben-Arieh, 

2014). This growing acknowledgment and interest in children’s perceptions of their 

own health and wellbeing comes alongside an increased worldwide recognition of the 

importance of participant-reported outcome measures (known as PROMs) (Devlin 

and Appleby, 2010; Andresen, Ben-Arieh and Kosher, 2019). The Office of Health 

Economics (2010) argues that, if the purpose of healthcare interventions is to improve 

how participants feel about their own health, it is the participant themselves who can 

provide the best source of information as to what improvements or changes might be 

attributable to the treatment. Most recently, participant-reported instruments have 

been developed to measure health in terms of the effect of any given state of health on 

the ability to function and enjoy life, what is often referred to as measures of health-
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related quality of life. Given that this study involved children with a wide range of 

needs, this was considered the main outcome of interest. 

The current study included a systematic review as a first stage towards building 

a solid prevention and resilience model that was grounded in the literature and focused 

on the experiences of participating in arts therapies of children themselves. In addition, 

this systematic review embraced all disciplines of arts therapies (i.e. music, art, drama, 

and dance movement therapy) as one field, a novel approach for this client population. 

The overarching aim of this review was to identify, appraise and synthesise the 

available evidence relating to child-reported outcomes and outcome assessments of arts 

therapies delivered to children 5-12 years old in primary mainstream school settings. 

Therefore, the research questions were: 

1. What are the outcomes of school-based arts therapies from children’s 

perspectives? 

2. How have the child-reported outcomes been collected and assessed in 

qualitative and quantitative studies? 

This systematic review was also expected to address the following gaps in the 

literature: a) identify primary and secondary outcomes reported by children; b) examine 

whether the quantitative outcome assessments have been validated, are reliable and 

sensitive from children’s perspectives; c) examine whether qualitative outcome 

assessments are credible and dependable; d) explore the evidence of long-term 

outcomes and sustained benefits; e) evaluate the impact of dosage (i.e. frequency, 

duration, intensity) on the targeted outcomes. 

Based on the evidence-base from the systematic review, a pilot randomised 

controlled study was developed as the second stage. This sequence is foregrounded on 

the Medical Research Council guidelines for good research practice (2012), which  

highlights the importance to always begin from a synthesis of the evidence-base, prior 

to moving towards feasibility and pilot studies, which in turn can determine whether 

investing in a large-scale randomised controlled study is appropriate. In the current 

pilot study, the overarching aims were: 

a) to investigate whether all components of the study (i.e. recruitment, randomisation, 

follow-up) can work together and run smoothly in a larger trial; and  

b) gain insight into children’s evaluations of arts therapies’ process and outcomes. 
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More specifically, this study aimed to address the following research questions:  

1. To what extent the implementation of the arts therapies intervention 

a) adheres to the therapeutic model? 

b) encourages children’s engagement in the therapeutic process? 

2. What are the outcomes of arts therapies as evaluated through: 

a) verbal and non-verbal expressions relating to children’s feelings and 

thoughts on their wellbeing before and after the arts therapies;  

b) self-reported standardised outcome measures relating to quality of life and 

wellbeing across sessions and follow up; 

c) biomarkers relating to children’s quality of sleep and activity level before 

and after the arts therapies? 

Secondary aims were to: 

a) gain indications about long-term and sustained outcomes of arts therapies up to 

one-year post-intervention; and  

b) inform the current knowledge on sample size power calculation for future large-

scale clinical trials. 

The following chapter consists of background information that explains the 

need of this PhD project considering the importance of school-based arts therapies for 

the promotion of children’s health and wellbeing. The third chapter presents the 

systematic review as a whole (Stage 1), including the need for this review, the 

methodology, results and discussion of the findings. The fourth chapter describes the 

methodology of the pilot study (Stage 2) as well as the employed methods of data 

collection and analysis. The fifth chapter presents the results of the pilot study and is 

divided into five sub-sections, particularly: a) the pilot study in practice; b) process 

evaluation; c) interviews; d) arts work; and e) questionnaires and biomarkers. The 

sixth chapter presents the discussion of the findings, while the eighth chapter is the 

conclusion of this thesis. 
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2. Background  

2.1. Children’s mental health and wellbeing 

Worldwide, approximately 10-20% of children experience mental health 

disorders (WHO, 2019), while in the UK approximately 13% (or one in eight) suffer 

from at least one mental disorder; such as emotional and behavioural disorders, 

hyperactivity or other less common disorders (Children’s Commissioner, 2017). A 

major challenge in maintaining and reinforcing children’s state of wellbeing is 

understanding where their uncomfortable feelings and thoughts are stemming from, a 

challenge which can be exacerbated by their limited vocabulary and communication 

skills (Hughes, 2010; House and Loewenthal, 2009). The need to safely express these 

feelings becomes fundamental for a child’s mental health, especially under stressful 

and painful circumstances (Pellegrini, 2011). Mental disorders are often overlooked by 

adults, potentially because they pay less attention in listening and observing what 

children try to ‘say’ non-verbally (Kutscher, Attwood and Wolff, 2014). When children 

fail to express their feelings, needs, or desires, a number of emotional and behavioural 

difficulties arise as a consequence; with anxieties and depression being the two most 

common difficulties among children (DiTomasso and Gosch, 2006, McDowell, 2006).  

The term ‘emotional and behavioural difficulties’ is broad and may vary 

significantly from one child to another (Garner, Kauffman and Elliott, 2014). For 

example, they might range from social difficulties to severe emotional stresses. Some 

of the difficulties are persistent, while some others are permanent, and they often 

become apparent through withdrawn, passive, aggressive or self-injurious behaviour 

(Garner Kauffman and Elliott, 2014). Emotional and behavioural difficulties are 

especially impactful in children’s school life, since they interfere both with a child’s 

own learning and the learning of their peers. They can also lead to difficulties in forming 

and maintaining ‘healthy’ relationships. 

According to the Code of Practice for the identification and assessment of 

special educational needs (DfES, 2001), some of the most commonly identifiable 

behaviours are the following: 

• Off-task behaviour: for example, when children constantly avoid or resist 

to engage in the work set by the teacher; 
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• Disruptive behaviour: such as calling out in class, interfering with others’ 

possessions, or disturbing their classmates 

• Aggressive behaviour: arguing, fighting, or name-calling 

• Socially inadequate behaviour: which includes inappropriate attempts to 

engage with other children, isolation and refusal to engage with peers or 

adults at all 

Respectively, some of the most commonly identifiable emotions are: 

• Anxiety: such as when a child is prone to frequent panic attacks. Anxiety 

in particular, is often followed by physical difficulties, such as headaches 

or stomach aches, and emotional responses, such as outbursts of laughter 

or crying 

• Depression and frequent mood change: for example, when a child 

experiences intense sadness, hopelessness or discouragement 

• Fear: either fear of failure, of being rejected by peers and family members, 

as well as the fear of judgement and criticism. Most importantly for this 

study, the fear of going to school, otherwise called as school phobia  

• Shame: feeling guilty about certain behaviours and feelings, resulting so in 

low self-confidence, and further social or motivational withdrawal 

• Other signs of emotional turbulence: for example, unusual tearfulness and 

withdrawal from social situations, or anger 

Nevertheless, these types of behaviours and emotions may be inadequate to 

identify children’s emotional and behavioural difficulties. Many of these emotions 

and behaviours can be seen confusingly as issues that need to be disciplined, while 

they can be caused by a vast range of other reasons. For example, disengagement with 

school work and unwillingness to participate might be caused by the teacher’s 

difficulty in engaging children in school activities, rather than by any emotional or 

behavioural difficulties that children face.  Apart from these particular types of 

emotions and behaviours, it is also unclear when the type and severity of a difficulty 

is associated with an underlying mental health problem that needs medical, 

psychological or psychiatric support (DfES, 2001). 

The lack of clarification as to what constitutes emotional and behavioural 

difficulties is of great importance for several reasons. A report by Ofsted on Pupil 
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Referral Units (PRUs) for excluded students found that a significant proportion had 

statements of special educational needs on account of their emotional and behavioural 

difficulties (Ofsted cited in Evans, Harden, Thomas and Benefield, 2003). In addition, 

according to the Government of Education Exclusion statistics (DfE, 2017), disruptive 

behaviour is the most common and persistent reason of exclusions in primary schools. 

Since there is no standardised list of behaviours for children’s exclusions, this 

decision lies with the head teacher. The latest statistics in the school year 2015-2016 

reported 6,685 permanent exclusions, equivalent to 35 children being expelled every 

school day. Among them, 1,185 were primary school students; it is possible that their 

exclusion can have an irreversible impact on their future life chances. As the scope of 

the curriculum is getting narrower and the focus on exams increases, students might 

inevitably become more disengaged with school and their difficulties might increase 

as a result. 

Since this term is so broad, the current research does not aim to clarify or 

determine what emotional and behavioural difficulties is. Instead, the intention is to 

focus on all children whose unmet needs within the school or classroom require 

special support by professionals, such as school psychologists, counsellors, or arts 

therapists. Early arts therapies interventions may alleviate and prevent arising mental 

health and behavioural difficulties: from children who slightly struggle in their daily 

life, to children who seriously and intensively experience unpleasant emotions and 

behaviours (McArdle, Young, Quibell et al., 2011). As mentioned above, the focus of 

the current study is based on the concepts of prevention and resilience, which explains 

why the children who were recruited experienced moderate daily struggles, rather 

than severe difficulties. 

 

2.2. Arts therapies 

Arts therapies is an umbrella term referring to psychotherapeutic approaches 

that aim to facilitate psychological change and personal growth through the use of arts 

media; particularly, art, music, drama and dance movement therapy (Karkou and 

Sanderson, 2006). In the UK, art, music, and dramatherapy are recognised professional 

bodies regulated by the Health and Care Professions Council (HCPC), while dance 

movement psychotherapy is regulated by the UK Council for Psychotherapy (UKCP). 
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All disciplines are also organized through their own professional associations, 

particularly the British Association of Art Therapists (BAAT), British Association for 

Music Therapy (BAMT), Association for Dance Movement Psychotherapy UK 

(ADMP UK), and British Association of Dramatherapists (BADth). Although arts 

therapies are four separate disciplines with different theoretical and therapeutic 

principles, they all share a common goal; to encourage psychological change and 

growth through the use of arts media. In this intervention, groups were treated with a 

single arts therapy discipline (i.e art therapy or music therapy) – what is known as 

creative arts therapies – rather than a combination of the different disciplines – what is 

known as expressive arts therapies. 

As yet, there is not a single, overarching, and universally recognised definition 

of arts therapies. There have been arguments that a single definition not only does not 

exist, but also is not needed. According to Jones (2005), this is because there have to 

be different definitions in response to different needs. As an example, an arts therapist 

in India, and an arts therapist in the UK, might have fundamentally different needs to 

meet, or goals to set in order to make a change in their own societies. This is not to 

say that the profession lacks clarity, but to recognise that national or international 

accreditation boards, clients, and arts therapists across the countries require different 

types of definitions that respond to the context they emerged from.  

 However, this becomes rather complicated when it comes to international 

collaborations. It has been argued that a global definition could facilitate the 

establishment of higher standards in terms of professional training and practice, both 

national and internationally (Jones, 2005). Karkou and Sanderson (2006) have 

provided one of the broadest definitions, according to which arts therapies are: 

“the creative use of artistic media for non-verbal and/or symbolic communication, 

within a holding environment, encouraged by a well-defined client-therapist 

relationship, in order to achieve personal and social therapeutic goals appropriate 

for the individual” ( p.47). 

According to this definition, all arts therapies have some key elements in common; 

specifically, the need to: a) have a clearly articulated psychotherapeutic intent; b) be 

delivered in a safe and holding environment; c) have a well-defined psychotherapeutic 
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relationship between the arts therapist and the client(s); and d) use the arts media 

creatively to encourage non-verbal and symbolic communication. 

 Although arts therapies can be broadly described by the same definition, arts 

therapists might follow different theoretical and therapeutic principles. A survey that 

was conducted with arts therapists in the UK suggested that humanistic principles are 

the most commonly integrated into arts therapies (Zubala, MacIntyre, Gleeson and 

Karkou, 2013) since they aim to motivate personal growth and are grounded in the 

perspective that the potential for change lies within each person and supported 

through ‘real’ relationships. In contrast to the humanistic approach, psychoanalytic or 

psychodynamic principles give more emphasis in the unconscious  and past events 

and relationships with significant others as they impact on one’s current way of being; 

therefore, transferential therapeutic relationship is the key factor to promote change. 

On the other side, developmental principles are divided into psychotherapeutic 

approaches with an emphasis on the emotional maturation and reparative 

relationships, and the cognitive processes of change. Arts therapies also rely heavily 

upon artistic and creative principles, which aim at strengthening the individual’s 

artistic, or creative self (Karkou and Sanderson, 2006). In addition, the active and 

directive principles can be used by some arts therapists who support that the 

psychological growth will come as a result of an individual’s actions. When all the 

previous principles and approaches are combined, then the eclectic and integrative 

principles are being applied by the arts therapists. These theoretical and therapeutic 

principles are not meant to divide the arts therapies, but to account for the diversity of 

the needs and the circumstances of each person, while acknowledge that a different 

approach might be more suitable for different cases. 

Arts therapies have become widely employed with adults and children with 

physical, mental or behavioural difficulties (e.g. schizophrenia, addiction, abuse, 

autism) in a variety of settings (e.g. medical and psychiatric hospitals and clinics, 

outpatient treatment facilities, shelters). Especially since 1980s, arts therapies have 

been increasingly used to support children with behavioural and/or emotional 

difficulties. The main goal is to identify and alleviate these difficulties, as well as to 

address subsequent learning difficulties (Karkou, 2010). More recently, arts therapies 

have been used to support children with no ‘obvious’ difficulties in educational 

settings as a method to prepare them for significant changes (i.e. school transition, 
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hospitalisation), and prevent potential arising worries or anxieties (Pellegrini, 2011); 

which was the main focus of the present study. 

 

2.2.1. Art therapy 

 The British Association of Art Therapists has defined art therapy as ‘a form of 

psychotherapy that uses art media as its primary mode of expression and 

communication’ (2018, p.1) with a primary aim ‘to facilitate psychological change 

and personal growth in a safe environment’ (2014, p.2). 

Art therapy was first established in the UK in 1964 (Waller, 1991). The British 

artists Andrian Hill and Edward Adamson are considered the ‘fathers’ of art therapy 

in Britain (Hogan, 2001). Following the WW2, they both worked in the British long-

stay mental hospitals, enabling and encouraging patients to express themselves 

through art. Adamson later became the first artist to be employed in the NHS, as well 

as the first Chair and founder of the British Association of Art Therapists in 1964.  

 Art therapists work with all age groups; children, young people, adults and the 

elderly, who may face a wide range of difficulties, disabilities or diagnoses. These 

include emotional, behavioural or mental health problems, learning or physical 

disabilities, life-limiting conditions, neurological conditions and physical illnesses 

(BAAT, 2018). In the UK, art therapy draws extensively upon 

psychoanalytic/psychodynamic theoretical models, next to influences from 

attachment-based and person-centred approaches, psycho-educational, mindfulness 

and mentalisation-based treatments (Karkou and Sanderson, 2006).  

The use of visual arts within a safe therapeutic environment has been found to 

enable clients gain insight and work through past traumatic experiences, improve 

cognitive and neurosensory abilities as well as interpersonal relationships, cope with 

stress, and achieve greater self-fulfillment (BAAT, 2018). In addition, art-making has 

been found to significantly increase the amount of information that people reveal 

about their past experiences, especially those related to traumatic, confusing, or 

frightening events (Looman, 2006). Alongside memory retrieval, art-making enables 

people to tell their stories in a more understandable way, allowing them to organise 

better these part narratives (Case and Dalley, 1992). Furthermore, this process may 
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enable people to view their problems or difficulties through a distance, while making 

them tangible and visible through the art product. This, in turn, allows to gradually 

gain control over past painful experiences (Hilbuch, Snir, Regev and Orkibi, 2016). 

 

2.2.2. Music therapy 

The British Association of Music Therapy has defined music therapy as ‘an 

established psychological clinical intervention, which is delivered by HCPC 

registered music therapists to help people whose lives have been affected by injury, 

illness or disability through supporting their psychological, emotional, cognitive, 

physical, communicative and social needs’ (2017, p.1). 

 In Britain, live music was used as treatment in hospitals after both World 

Wars, particularly for the recovery of soldiers (Alvin, 1975). However, clinical music 

therapy as it is understood today was pioneered in the 1960s and 1970s by cellist 

Juliette Alvin, whose influence inspired the first lectures of music therapy in Britain. 

Later, one of Juliette Alvin's students, Mary Priestley, created the analytical music 

therapy; one of the main approaches of music therapy. Another main approach, the 

Nordoff-Robbins approach, was created by Paul Nordoff and Clive Robbins in the 

1950/60s. The Society for Music Therapy and Remedial Music was first founded in 

1958 by Juliette Alvin. Its name later changed to British Society for Music Therapy, 

and then to the British Association of Music Therapy as it is known today. 

In the UK, most music therapists work in schools, followed by hospitals, child 

developmental centres, psychiatric units, and children’s wards (Tomlinson, 

Derrington and Oldfield, 2011). Music therapists are also often employed in 

outpatient clinics, day care treatment centres, agencies for developmentally disabled 

people, community mental health centres, drug and alcohol programs, and nursing 

homes (Brooke, 2006). The most common models of work in the UK have been 

associated with creative, humanistic, and psychoanalytic/psychodynamic frameworks 

(Karkou and Sanderson, 2006).  

As with art therapy, music therapy has been found to facilitate memory 

retrieval due to improved neuroplasticity that occurs during music-making, and to 

decrease the stress hormone cortisol (Mrázová and Celec, 2010). When traumatic 
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experiences dysregulate the human’s system for dealing with stress and relaxation, 

music therapy may help regulate these systems both with loud or “angry” instruments 

and sounds (such as djembes, bongos, and cowbells) as well as with gentle sounds 

(such as metal chimes, shakers, and crotales) (Osborne, 2012). The music therapy 

techniques can also range from those that encourage the clients to be actively engaged 

in music-making (active techniques), such as playing with instruments, to those that 

have a rather passive character, such as listening to music (receptive techniques) 

(Bruscia, 1998).  

 

2.2.3. Dance movement therapy 

 The Professional Association for Dance Movement Psychotherapy in the UK 

(ADMP UK, 2013) has defined dance movement therapy as ‘a relational process in 

which client/s and therapist engage creatively using body movement and dance to 

assist integration of emotional, cognitive, physical, social and spiritual aspects of 

self’. 

In the UK, dance movement therapy started to develop in the 1960s-1970s 

(Payne, 1984). Rudolph von Laban (1959), a dance theorist and choreographer, was 

one of the pioneers who was writing about the use of movement as therapy and 

developed the diagnostic analysis of dance and movement. Professionals coming from 

a wide variety of disciplines, such as dancers, dance educators, occupational 

therapists, and physical education teachers, trained with Laban and extended their 

work to hospitals and special schools (Payne, 1984). In 1982, the Association for 

Dance Movement Therapy was founded (now known as the Professional Association 

for Dance Movement Psychotherapy UK (ADMP UK)).  Helen Payne, one of the 

pioneers of this discipline in the UK, became its first chair.  

Dance movement therapists work extensively with clients who experience 

dementia, depression, anxiety, eating disorders, addictions, autism, as well as with 

victims of sexual abuse or family violence, war veterans, and clients with unexplained 

physical symptoms (ADMT UK, 2013). Dance movement therapists mainly adopt 

humanistic approaches, following by movement-based and interactive approaches 

(Zubala and Karkou, 2015).  
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Dance movement therapy has been found to a) activate and motivate the use of 

movement as a means of experiencing new ways of interacting with others, b) explore 

the imagery emerging from or through the movement, and c) extend the expressive 

range of movement, and ways of expressing emotions and feelings. As an example, 

emotions that are being revealed while moving enables their recognition, even when 

the mover did not try to consciously express any emotion (Shafir et al., 2020). It is 

also important to highlight that the aim of dance movement therapy is not to move 

with technical skill, but to experiment with naturally occurring movement  in order to 

explore new ways of gaining access to feelings that are difficult to verbalise (Brooke, 

2006). 

 

2.2.4. Dramatherapy 

The British Association of Dramatherapists (BADth, 2011, p.1) has defined 

dramatherapy as ‘a form of psychological therapy, that focuses on the healing aspects 

of drama and theatre, using all elements of the performance arts. Dramatherapy uses 

drama as its main mode of communication to create distance from possible issues the 

individual may have difficulty addressing”. 

Drama was used in mental health hospitals since the 18th century, yet the 

therapeutic use of drama and theater became better defined in the 20th century 

(Langley, 2006). The development of theater as therapy continued after the WW2, 

with Jerzy Growtowski being among the pioneers who argued that the body is just as 

important as the script as a means of communication, highlighting so the importance 

of non-verbal communication. According to Maynard (2018), the first use of the term 

‘Dramatherapy’ in the UK was made by the actor Peter Slade, in a paper related to 

children’s play that was submitted to the British Medical Association in the 1930s. 

Following this, Slade devoted his career to the development of dramatherapy both for 

children and adults. Dramatherapy was established as a profession in the UK in 1977 

through the formation of the British Association of Dramatherapists (BADth, 2011). 

Dramatherapists work in a wide variety of settings, such as schools, mental 

health and social care settings, prisons, voluntary sector. Thus, the clients may have 

different needs, such as dementia, autism, self-harm, sexual and/or physical abuse, or 
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other mental health difficulties. Most dramatherapists are heavily influenced by 

humanistic, creative, and eclectic or integrative approaches (Karkou and Sanderson 

2006).  

The healing aspects of drama and theater play a central position in the 

therapeutic relationship, the most important of which are the play, creativity, 

movement, voice, storytelling, dramatization and performance (Leigh, Gersch, Dix 

and Heythorne, 2012). When stories are acted out by clients, their bodies adopt the 

movements, postures and gestures of certain characters. Through dramatic distancing 

and symbolic identification, dramatherapy allows for subconscious understanding of 

different roles under various circumstances (Brooke, 2006). The use of “as if” allows 

for the dramatic distance that is required to prevent clients from feeling overwhelmed 

or re-traumatised. Psychodrama is another significant aspect of dramatherapy, where 

clients have the opportunity to use spontaneous dramatization, role playing, and 

dramatic self-presentation to investigate and gain insight into their lives. Psychodrama 

focuses specifically on the particularities of the clients as the intersection of relational 

roles (e.g., being a child, or a partner), and roles related to difficulties, such as fears or 

doubts. The main techniques used are role reversal, soliloquy, or mirroring, and they 

aim to help the protagonist in the dramatization of the conflict that needs to be 

resolved (Cruz, Sales, Alves and Moita, 2018).  

 

2.3. Arts therapies as one discipline  

The interdependency of arts therapies as well as the relationship between the 

modalities has been acknowledged and recognised for decades. One of the current 

debates in the field refers to whether the arts therapies should be divided into different 

professions with distinct methods of working, or whether the professions should be 

united into one discipline, making use of all arts media depending on clients’ specific 

needs or preferences (Jones, 2005). There are arguments for and against integrating 

arts therapies.  

 Some of the arguments in favour of this integration is that clients may benefit 

from getting involved into all types of arts, whereas the division might set limits to 

their expressive language (Jones, 2005). For example, at a moment where someone 
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would benefit more from moving his/her body around the space, might be restricted to 

drawing, painting, or other visual art-making. Through the amalgamation of arts 

therapies, clients would be free to get involved in the kind of art that they prefer 

and/or is mostly suited to the therapeutic process. In addition, all arts therapies make 

use of other arts media (Brooke, 2006). A dance movement therapist may use music 

in almost every session in order to facilitate movement through the rhythm as well as 

in order to encourage dance improvisation. It is very common for dramatherapists to 

make use of visual arts and create masks which they wear during dramatic play. 

Furthermore, arts therapies often have common therapeutic goals, divided by 

Liebmann (1981, cited in Karkou and Sanderson, 2006) into personal and social. For 

example, on a personal level, all arts therapies have the potential to help clients 

develop creativity, self-expression, self-confidence, self-awareness, autonomy, and 

relaxation. On a social level, they all aim for communication, co-operation, social 

support, trust, and sharing (Karkou and Sanderson, 2006). 

 On the other side of the argument, the link of arts therapies to the arts 

therapists’ artistic abilities has been discussed (Karkou and Sanderson 2006; Jones, 

2005). It is possible that an art therapist may not feel confident in incorporating music 

into the sessions, or a music therapist might not feel comfortable with the use of 

drama. Asking arts therapists to incorporate artistic media from other disciplines in 

their practice can be frustrating (Jones 2005) and bears the danger of inappropriate or 

shallow use of this other art form (Karkou and Sanderson 2006). Moreover, since arts 

therapists in the UK are trained so far in a specific type of arts therapy, using other 

arts media as primary methods for their therapy becomes limited. The limitation of 

this is that some resources that could be useful to all arts therapies are only used for a 

certain discipline. For instance, even if a music therapy assessment tool has been 

found to be appropriate to reveal important outcomes, it would still not be used by art, 

drama, or dance movement therapists (Gilroy, Tipple and Brown, 2012). 

 One possible solution could be the design and development of courses that 

embrace all arts therapies methods, techniques, and resources. In this way, arts 

therapies who are eager to incorporate all arts media in their practice can familiarise 

themselves with these and examine the potential of arts therapies as one discipline 

(Davis, 2010). The movement towards integrating arts therapies would then involve a 

combination of imagery, symbol, storytelling, ritual, music, dance, drama, movement 
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or visual arts. In turn, the integration of all arts therapies as one discipline could 

provide research and practice with deeper insights, and increased possibilities to 

influence current policies; what is hoped to be achieved through the current study. 

 

2.4. Arts therapies in education 

Over the last decades there has been a change in the way schooling is 

perceived recognizing that children’s learning is closely linked to children’s health. 

Although historically the function of schools was solely to educate children, 

nowadays schools are being expected to help them deal with any issues that prevent 

them from learning and feeling ‘well’ (Malchiodi, 2012). As a result, at least in 

schools in the UK, there are several multi-agency collaborations to work with 

complex factors affecting children’s lives. As children spend a great deal of their day 

at school, it is often the place where problems can be identified and interventions can 

be offered in an appropriate and timely fashion. A prevention or resilience model 

suggests that early interventions are important as a way of supporting children cope 

with daily challenges before more serious mental health problems arise.  Such 

approaches may also prepare children to deal with problems they may face in the 

future. For this reason, it is argued that embedding arts therapies into the educational 

system may help to address children’s emerging needs and have a positive impact on 

their wellbeing. 

Arts therapies have been used widely for more than half a decade for children 

and young people with a wide range of needs: from mild emotional or behavioural 

difficulties to experiences of trauma, abuse, bereavement, migration or diagnosed 

difficulties, such as ADHD and ASD. More recently, arts therapists have seen a 

substantial growth of their employment in educational settings. They may work as part 

of Children and Adolescent Mental Health Services (CAMHS) or be employed directly 

by schools to support students prior to any referral to mental health services (Oldfield 

and Carr, 2018). Arts therapies are getting increasingly used within schools to not only 

alleviate, but also prevent transition related difficulties, such as prepare children for 

hospitalization, transition from primary to secondary schools, transition from special to 

mainstream education; and transition resulting from a change in family circumstance, 

such as, the death of a parent, and parental separation or divorce (Pellegrini, 2011). It 
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is therefore, possible that trained and qualified arts therapists can facilitate children’s 

personal change and growth, bridging the gap between health and education. 

Interestingly, historical accounts of the development of arts therapies in 

different countries see them having a strong root in child-centred ideas in education.  

In the UK for example, Jennings (1997), Waller (1991) and Payne (1992) testify of 

the child-centred early developments of their respective type of arts therapies in 

education. Some of the pioneers in arts therapies, such as the music therapist Alvin 

(1975) specialized in working with children. However, for many years, working in 

schools meant that practitioners also required a teaching qualification, and were often 

employed as teachers, allowing them to act as therapists alongside their other 

educational duties (Karkou and Sanderson 2006; Karkou 2010).    

Focusing specifically on the needs of primary school aged children, Freud 

referred to this developmental phase as the ‘latency stage’ - a period of sublimation or 

bodily suppression where children start to develop a sense of identity, self-awareness, 

and self-image (Berger, 2011). Erikson (cited in Hughes, 2010) also argued this is the 

stage of competency where children learn to do things ‘well’, imitate adults, set goals 

and compare themselves with others. For this reason, peer interactions become 

increasingly important while children are looking for approval and acceptance 

(Blatchford, Pellegrini and Baines, 2015). In addition, children ‘crystallise’ 

behaviours that are often maintained until young adulthood and beyond (Malchiodi, 

2012), making the primary school years ‘a benchmark’ in one’s lifetime. Another 

important aspect to consider is that children with unmet emotional needs due to lack 

of parental acceptance or low self-awareness may seek attention from others (Essex, 

Frostig and Hertz, 1996). They often achieve that through disrupting their classmates, 

teachers, and/or the school staff. Therefore, enabling a child to gain control over 

disturbing and negative emotions could benefit the entire class and school.  

On these grounds, it is possible that arts therapies can provide an alternative 

approach to psychological therapies in primary schools (Tomlinson, Derrington and 

Oldfield, 2011). For example, they can be especially useful for children with extreme 

difficulties in communicating their needs verbally, and whose needs cannot be met in 

the classroom (Rubin, 2010). Providing support is even more needed for vulnerable 

children whose problems are “hidden”, or not addressed because of discrimination 

reasons or lack of awareness (i.e. children who come from black or other ethnic 
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minorities, refugees, asylum seekers, or homeless) (CAMHS, 2012). These children 

not only have to deal with increased daily stressors, but also lack the ability to do so 

in their mother tongue (Lee, 2015). Therefore, offering arts therapies as early 

detection and support would be fundamental to improve children’s resilience and their 

ability to flourish in life (Essex, Frostig and Hertz, 1996). The following section is 

focused on the therapeutic elements that can help children to achieve that. 

 

2.5. Therapeutic elements 

Therapeutic use of arts 

The therapeutic use of arts is common in all modalities of arts therapies. For 

example, in music therapy this might be the repetitive banging on a drum, the chaotic 

use of loud musical instruments, the clear duration in the pulse or the rhythm, as well 

as defined dynamics or structure. In art therapy, this might be scribbling, sculpturing, 

or painting with softer or harder brushes. In dance movement therapy, it could be a 

gesture or a posture, a coordinated or uncoordinated movement, while in 

dramatherapy, undertaking a range of roles within a clear use of space could be 

therapeutic as well. Despite these variations, every arts modality aims to involve each 

person as a whole; including the sensori-motor, perceptual, cognitive, emotional, 

social and spiritual aspects of one’s self (Karkou and Sanderson, 2006).  

An important principle for all arts therapies is that the body and the mind are 

interconnected and therefore, changes in the one has an impact on the other (Case and 

Dalley, 1992; Karkou and Sanderson, 2006). Through the process of arts-making, 

children’s tension can be reduced, and their stresses can be relieved. Also, they may 

be able to redirect energies that were previously used either in negative behaviours, or 

turned inwards (Rubin, 2010). This can happen because unfolding experiences 

through the arts can link to healthier connections between the mind and the body. In 

that sense, Jones (2005) argues that growth within the arts can be a sign of growth 

within one’s self. 

In addition, arts therapists use the artistic process to encourage children to 

discuss any personal difficulties that might interfere with their learning, performance, 

and general day-to-day functioning (Karkou and Sanderson, 2006). For instance, 

when children talk while drawing, they reveal significantly more information than in 
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solely talking therapies, as this process increases memory retrieval in a safe and 

secure environment (Pellegrini, 2011). Thus, arts have been shown to alter emotional 

states through emotional expression, or through mastery and acceptance of emotions 

(Sutherland, Waldman and Collins, 2010). As a result, both arts participation and arts 

making can lead to improvements of skills and strategies transferrable to other areas 

of their life (WHO, 2014).  

 

Therapeutic relationship 

 Therapeutic relationship is the relationship that is being developed between 

the arts therapist and the client(s), and it aims to meet the client’s needs and goals 

(Gelso and Hayes, 1998). For this to happen, the therapeutic alliance – an essential 

starting point of the therapeutic relationship – needs to be in place so that there is a 

mutual understanding of the specific character of this relationship (Gelso, 2014). This 

is a verbal or written agreement to make sure that the arts therapist and the client 

share a common ground, common goals, and they fully understand issues of 

confidentiality and therapeutic boundaries (Clarkson, 1994). For a relationship to be 

therapeutic, arts therapists have been trained to remain fully present, showing 

empathy, warmth, positive regard and genuiness towards their clients (Gelso and 

Carter, 1994). Arts therapists are also trained to allow all feelings – including anger, 

frustration or sadness – to be expressed and respected (Sutherland, Waldman and 

Collins, 2010); which are key ingredients of the therapeutic relationship. 

Through approaches such as mirroring and attunement, the therapeutic 

relationship can become the main agent of change (Sutherland, Waldman and Collins, 

2010). Hawkins, Catalano and Miller (1992) argued that there is no one model of arts 

therapies more successful than another, and that the best predictor of therapeutic 

success lies within the therapeutic relationship. This is because when a strong 

therapeutic relationship is achieved, it can make the biggest difference in the client’s 

life and wellbeing (Sutherland, Waldman and Collins, 2010).  

Therapeutic improvisation is another important component of the therapeutic 

relationship. This is the stage when the arts therapist supports the client to let go of 

labels such as “I am not a good artist”, “I’m tone deaf”, “Only young children play”, 

“I am too shy to show you” (Jones, 2005). This might be especially challenging in 

group arts therapies, where some clients appear to be comfortable expressing 
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themselves through the arts, but some others might not be. The presence of the arts 

therapist is important to reiterate that it is the artistic process that matters, rather than 

the artistic product (Case and Dalley, 2014). 

 

Therapeutic space  

The environment where arts therapies take place is perceived both as a 

‘container and containment’ (Bion, 1967 cited in Danieli, Snir, Regev and Adoni-

Kroyanker, 2019) and it has a significant impact on the therapeutic relationship 

(Wood, 2000). In that sense, space is the physical container while the therapist offers 

the mental container (Case and Dalley, 2014). Since the clients are invited to express 

personal experiences and feelings, it is crucial that the therapeutic environment 

remains private, safe and secure. An optimal room is also a place where ‘mess’ can be 

tolerated and the clients are encouraged to take aesthetic risks (Wood, 2000). For 

example, the decision of whether or not to create something aesthetically beautiful, or 

to take the risk of “ruining” an artistic piece by restructuring it can be therapeutic 

(Skaife, 2000). The same author has argued that these phenomenally insignificant 

decisions often link to tendencies to avoid certain feelings or desires, or to withdraw 

because of the fear of creating something that is not ‘good enough’. Having the 

opportunity to deal with these aesthetic risks can only occur in a safe therapeutic 

space; and it is a skill that can be transferable to other parts of day-to-day life (Jones, 

2005). As Karkou (2010) argues, it is in a safe and non-judgmental environment that 

creativity can flourish. 

 

Therapeutic use of imagery, symbolism and metaphors 

The process of art making is seen to relate to the unconscious in ways that are 

fundamental to the recovery of health, the maintenance and improvement of wellbeing 

(Karkou, 2010). Through the use of imagery, symbolism and metaphors, arts therapies 

can support clients to access, communicate, process, and engage with the unconscious 

feelings in ways that may lead to change or healing (Jones, 2005). They can also offer 

an additional aspect of contact through the relationship between physical, sensual, 

acts, and the therapeutic encounter with unconscious material. Hence, the arts in 

therapy are perceived as a process of spontaneous imagery released from the 
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unconscious (Case and Dalley, 2014). The unconscious world that contains repressed 

material, becomes connected with the artistic materials and products through these 

symbolic manners. 

Creativity can also enable ‘flow’; a state of mind that occurs when the 

satisfaction from the engagement in a particular activity is so great that nothing else 

matters more (Csıkszentmihalyi, 2002). In the state of flow, clients can live in two 

different worlds: the real and the imaginary world (Lee, 2015). Even if in the real-

world clients experience frustration and a lack of control over things, the imaginary 

world allows them to experience a sense of safety, pleasure, and empowerment. In 

that way, creativity serves the role of a defense mechanism that protects the “self” 

against overwhelming feelings. The degree of control that can be retained allows 

space to access difficult unconscious materials (Case and Dalley, 2014). This is seen 

as expression of emotional health and maturity, which further allows for the discovery 

of new connections, relationships, and meanings (Karkou and Sanderson, 2006). 

 To present a few examples, sculpturing can offer the power to ‘speak’ through 

touch, movement, and the three-dimensional aspects of clay (Sholt and Gavron, 

2011). The same authors claim that this process encourages sensual engagement that 

helps to reveal unconscious materials and symbols, and the expression of different 

qualities and forms of feelings. Through puppetry or sand play, clients can choose 

from a range of characters, animals, and objects; each of which has a special symbolic 

meaning and might represent someone or something from the past. This process 

allows them to recreate previous repressed experiences, gain control over them and 

potentially resolve conflicting emotions (Novy, Brand, Dix et al., 2016). Similarly, 

music playing and music making can be related to day-to-day rises and falls, tensions, 

intensities, even harmonies and resolutions (Wheeler, 2016). Each beating, rhythm, 

change in the tempo can be a symbol and a metaphor of past experiences, 

relationships, or events of significance. Furthermore, when clients communicate with 

and through their bodies, each movement, posture, or gesture is a metaphor carrying 

(often unconscious) symbols (Samaritter, 2009). These movements are not only a 

medium for experiencing and communicating, but also an action that creates new 

meanings through physical expressive and symbolic realms (Ellis, 2001). This is 

particularly important for jumbled thoughts, or emotions that might be too frightening 

or painful to be acknowledged (Ellis, 2001). Therefore, the movement metaphors can 
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support clients to explore their unconsciousness and give a new form or direction to 

their perception and interpretation of their experiences (Samaritter, 2009). 

 

Non-verbal communication 

Non-verbal communication is considered any meaningful interaction without 

the use of verbal or written words, which provides information about people’s 

psychological state (Karkou and Sanderson, 2006). It could be facial expressions, eye 

contact, voices, sounds, movements, gestures, postures as well as visual media, such 

as drawings or sculptures (Karkou, 2010). Hence, arts therapies embrace different 

forms of expressions, using the artistic and aesthetic language as the primary source 

of communication. In that way, arts therapies offer to clients the capacity to work in 

ways that go beyond the verbal language and help them to communicate ideas that are 

not easily connected to words (Jones, 2005). This can be useful not only for clients 

who have limited verbal skills, but also for clients who are highly verbal and might try 

to ‘hide’ certain emotions or feelings behind their words (Karkou, 2010). 

Non-verbal communication has also a therapeutic potential because it allows 

for (often unconscious) self-expression and self-awareness to occur. For example, our 

bodies often hold memories or experiences which are not easily understood through 

cognitive processes (Jones, 2005). Difficulties in speaking about a feeling or an 

experience may be an important defence mechanism against a painful memory, or 

simply something that may not easily be explained in words. However, they can be 

accessed and explored through non-verbal communication, allowing the internal 

world to find external expression through the arts. Furthermore, this process has an 

additional function, the potential for a cathartic experience. According to Jones (2005) 

catharsis occurs through the artistic non-verbal communication when suppressed or 

internally held-in feelings are vented. 

 

Therapeutic elements of group arts therapies 

Group arts therapies aim to offer a sense of belonging, being sensitive towards 

the individuals’ needs as well as the needs of the group as a whole (Dreikurs, 1986 

cited in Sutherland, Waldman and Collins, 2010). This type of arts therapies invites 

clients to set their goals from the beginning and work collaboratively as a team 
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towards their achievement. Every person in the group has the opportunity to 

communicate and share personal things with the rest of the group. When the members 

realise how they relate with one another within the group, they can gain awareness 

into their roles and interactions with their family, friends, and people around them. 

This might help them step away from previous egocentric and uncooperative attitudes 

or behaviours (Case and Dalley, 2006). At the same time, each member has the 

opportunity to stand up and do things in front of others, which can improve self-

confidence and self-efficacy in the long term (Crooke and McFerran, 2014).  

Most importantly, the members of a therapeutic group become more conscious 

of the natural and logical consequences of their behaviour on others, without 

necessarily being forced to change (Sutherland, Waldman and Collins, 2010). Any 

change may come from their own willingness to change after realising the impact on 

others. This is especially important for children who have not had good overall 

experiences in their family or their class environment (Skaife and Huet, 2017) 

However, groups arts therapies might not be appropriate for everyone. 

According to Case and Dalley (2006), they might be more suitable for clients who 

experience day-to-day challenges, interpersonal or relationship difficulties, 

developmental, neurotic, or personality problems, anxieties, social difficulties in 

intimacy, isolation, or lack of confidence. However, group arts therapies might not be 

ideal for severe and complex problems, hyperactivity, severe learning difficulties, 

problems with intimacy, difficulty in sharing the therapist’s attention, personality 

disorders, low self-esteem, and severe trauma. This guidance was taken carefully into 

consideration when defining the participants’ eligibility criteria so as to mitigate the 

risk of harm. 

 The following chapter, the systematic review, will be focused on the research 

evidence from arts therapies interventions that have been delivered in primary 

mainstream schools. As described in the introduction, the systematic review will then 

inform the design of the pilot randomised controlled study, which will be presented 

further in the subsequent chapters. 
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3. Systematic review (Stage 1) 

The overarching aim of the systematic review was to identify, appraise and 

synthesise available evidence relating to the outcomes of arts therapies that were 

generated directly from children aged 5-12 in primary mainstream school settings. We 

were interested in outcomes that were generated directly from children in either 

qualitative (e.g. interviews) or quantitative (e.g. self-rated standardised questionnaires) 

means.  They will be referred to from now as child-reported outcomes.  Therefore, the 

research questions were: 

3. What are the outcomes of school-based arts therapies from children’s 

perspectives? 

4. How have child-reported outcomes been collected and assessed in qualitative 

and quantitative studies? 

This systematic review was also expected to: a) identify primary and secondary 

outcomes reported by children; b) appraise the quality of the studies; c) explore the 

evidence of long-term outcomes and sustained benefits; and d) evaluate the impact of 

dosage (i.e. frequency, duration, intensity) on the targeted outcomes. 

The systematic review was conducted in accordance with the Cochrane 

Handbook for Systematic Reviews (Higgins and Green, 2011). Methods were pre-

specified and documented in advance in a protocol that was published on 

PROSPERO, an international database for protocols which allows for enhanced 

transparency and reduces research waste in systematic reviews (Moula et al., 2018). 

Based on the results and findings, ‘concept maps’ were created (Cooper, 2016) to 

organise and display visually the child-reported outcomes of arts therapies. 

While RCTs were considered the most reliable evidence to evaluate treatment 

effectiveness – comparing the outcomes in the presence and absence of the 

intervention – it was preferable to consider a range of study designs, as their findings 

could be complementary (Hammersley, 2013). Given that conducting RCTs in school 

settings may be highly challenging for methodological and ethical reasons, such as 

getting consent from children, head teachers, parents, and gatekeepers, quasi-

experimental designs were considered. Qualitative and arts-based studies were also 

included as they would allow for a deeper exploration of what is valuable from 

children’s views – information that might be missed in merely quantitative studies. 
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3.1. Methods 

3.1.1. Search strategy and selection criteria 

Studies were restricted to those published in English from 01/01/1980, owing 

to the fact that arts therapies were first introduced into school settings in the early 

1980s. The searches were completed on 31/03/2018. 

 

Electronic searches 

Twelve electronic databases were systematically searched: 

• PsycINFO 

• MEDLINE 

• CINAHL 

• ERIC 

• Education Research Complete  

• Campbell Collaboration Library 

• Cochrane library databases, including CDSR, CENTRAL and HTA 

•  DARE 

 

Other searching 

All clinical trial registries were searched to identify any on-going trials (e.g. WHO 

ICTRP). Hand searches were conducted in relevant arts therapies–specific journals, 

specifically: 

• Journal of Child Psychotherapy 

• International Journal of Art Therapy 

• American Journal of Art Therapy 

• Journal of Music Therapy 

• British Journal of Music Therapy 

• Dramatherapy 

• American Dance Therapy Journal 

• Body, Movement and Dance in Psychotherapy 

• Arts in Psychotherapy 
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• Journal of Paediatrics and Child Health 

• Educational and Child Psychology 

 

The following web links from professional associations and organisations were 

searched for relevant published and unpublished work: 

• British Association of Art Therapy: www.baat.org/.  

• British Association of Dance Movement Therapy: http://admp.org.uk/  

• British Association of Dramatherapists: http://badth.org.uk/   

• British Association of Music Therapy: http://www.bamt.org/   

• International Art Therapy Organisation: www.internationalarttherapy.org/. 

• National Coalition of Arts Therapies Associations: www.nccata.org/. 

 

The following sources were also searched for published and unpublished work: 

• Google Scholar: https://scholar.google.co.uk/  

• ProQuest dissertations & Theses Database http://www.proquest.com/. 

• ClinicalTrials.gov https://clinicaltrials.gov/  

• World Health Organization (WHO) http://www.who.int/en/  

• International Clinical Trials Registry Platform (ICTRP) 

https://sites.google.com/a/york.ac.uk/yhectrialsregisters/home/clinicaltrials/ictr

p  

Finally, the reference lists of potentially included studies were searched and 

experts in the field were contacted, such as academics and published authors. An 

example of the communication with experts for the identification of relevant studies is 

presented in the Appendix 1. 

 

Search terms 

A mind-map (Table 1) was developed to help identify relevant keywords, 

search terms, acronyms, synonyms, abbreviations, older terms or terms that might be 

used in different countries. The comprehensive search strategy was built around 

identifying key terms for: arts therapies, children and school settings. 

 

http://www.baat.org/
http://admp.org.uk/
http://badth.org.uk/
http://www.bamt.org/
http://www.internationalarttherapy.org/
http://www.nccata.org/
https://scholar.google.co.uk/
http://www.proquest.com/
https://clinicaltrials.gov/
http://www.who.int/en/
https://sites.google.com/a/york.ac.uk/yhectrialsregisters/home/clinicaltrials/ictrp
https://sites.google.com/a/york.ac.uk/yhectrialsregisters/home/clinicaltrials/ictrp
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Table 1: Search terms mind-map 

Intervention: 

Arts therapies 

Population: 

Children 

Setting: 

Schools 

art therapy 

art psychotherapy 

music therapy 

dance therapy 

dance movement therapy 

dance movement psychotherapy 

drama therapy 

dramatherapy 

drama psychotherapy 

child centred therapy 

analytical art therapy 

group analytical arts therapy 

client centred arts therapy 

arts based therapy 

creative arts therapy 

expressive arts therapy 

structured arts therapy 

group arts therapy 

child 

kid 

boy  

girl 

young people 

5-12 years old 

(each year 

separately) 

student 

pupil 

 

primary school 

primary education 

elementary school 

mainstream school 

mainstream education 

 

A ‘pearl-growing’ strategy was employed to identify other additional 

keywords and alternative terminologies (Thomas 2003, p.8). These included searching 

a thesaurus, mining information from other relevant reviews and related studies in the 

field, as well as examining key words used in other PROSPERO protocols in arts 

therapies in order to ensure the search was robust and rigorous.  

Truncation and wildcards were also applied in the search strategy. For 

example, the endings of the keyword ‘child’ was truncated (i.e. ‘child*/$’) to retrieve 

studies related to ‘children’ and ‘childhood’, and the wildcard ‘client cent?ed’ to 

retrieve words with different spellings in American and British English. The searches 

for the population as ‘5 year* old’ or ‘age*5 year*’were searched separately for each 
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age up to ‘12 year* old’ or ‘age* 12 year*’ in order to retrieve more studies than 

searching for ‘child*’ or ‘kid*’ only. 

Every keyword from each category was searched using the ‘OR’ Boolean 

operators and then the results of all searches for each category were combined with 

the ‘AND’ Boolean operators. The final search had the following structure:  

‘child’ OR ‘kid’  

AND  

‘music therapy’ OR ‘art therapy’ OR ‘dance therapy’ OR ‘dance movement therapy’  

AND  

‘primary school’ OR ‘elementary school’ OR ‘mainstream school’ OR ‘mainstream 

education’.  

The OR operators retrieved a large proportion of studies, increasing 

‘sensitivity’, while the AND operator retrieved a large proportion of relevant studies, 

increasing ‘specificity’ (Petticrew and Roberts, 2006, p.83).  

The NOT operator was used to exclude studies related to antiretroviral therapy 

(ART abbreviation) and subject headings (MeSH terms) were used for ‘art therapy’, 

‘music therapy’, ‘dance movement therapy’ ‘drama therapy’, ‘student’, ‘child’ and 

‘school’. An example search string is presented in Table 2. 

 

Table 2: Example search string 

 MEDLINE (OVID) 

1 Art Therapy/ 

2 SENSORY ART THERAPIES/ 

3 art.ti,ab. 

4 draw.ti,ab. 

5 (artist or artistic).ti,ab. 

6 artwork.ti,ab. 

7 (drawing* or sketching or sketches or 

paint*).ti,ab. 

8 (etch* or doodle* or "still life" or tracing).ti,ab. 

9 or/1-8 
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Specific terms for the outcomes or the study design were not included in the 

searches since they are often less well indexed (Gough, Oliver and Thomas, 2017). In 

addition, they may be subject to outcome reporting bias as study titles or abstracts 

might not report all outcomes or might only include the most significant outcome.  

The keywords were searched in the full paper to avoid exclusions of 

potentially relevant studies. Free text terms were also combined with thesaurus terms 

since searches based on thesaurus terms only might not always be comprehensive, are 

prone to human error and interpretation, and might result in significant loss of 

relevant studies (Aveyard, 2014). The guidelines from each database were followed 

separately, given that different databases make use of thesaurus terms in different 

ways. For instance, for MEDLINE the Medical Subject Headings (or MeSH terms) 

were used, for EMBASE the Thesaurus option, and for ERIC the Descriptions. 

 

Reviewers 

According to Higgins and Green (2011), systematic reviews require the 

involvement of a minimum of two reviewers who conduct different stages of the 

review independently in order to ensure the study was undertaken systematically.  In 

this review, the PhD candidate [ZM] was supported by: 

• Another PhD student [SA] with experience and training in arts therapies, as well 

as experience in conducting systematic reviews; she undertook a parallel and 

independent screening, data extraction and study appraisal. 

• The director of studies [VK], a professor in arts and wellbeing and qualified arts 

therapist with previous experience of conducting systematic and Cochrane 

reviews; she acted as a referee in any disagreements or discrepancies. 

The presence of more than one reviewer also led to a better understanding of 

the included interventions from different perspectives, the underpinning theories of 

each intervention, and the quality appraisal of the methods used. 
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Eligibility criteria 

The eligibility criteria were determined based on the PICOS framework (Bowling 

and Ebrahim, 2005) that is commonly used in systematic reviews, where the acronym 

stands for: 

• Population characteristics 

• Intervention 

• Comparison groups 

• Outcomes of interest 

• Study design 

Two review authors independently assessed the retrieved studies against the 

eligibility criteria by checking the title and abstract. When the abstract was unclear, 

the full article was requested. Only the studies that meet the following inclusion 

criteria were included. The inclusion and exclusion criteria are presented in Table 3. 

 

 

Table 3: Eligibility criteria 

 Inclusion criteria Exclusion criteria 

Population Studies in which the majority 

(more than 75%) of the 

participants were younger than 

12 and older than 5 years old.  

 

Studies conducted in 

mainstream primary schools. 

Studies in which the majority 

(more than 75%) of participants 

were older than 12 or younger 

than 5 years old. 

 

Studies conducted in special 

schools, healthcare, clinical or 

other therapeutic settings. 

 

Intervention Studies of music, art, dance 

movement and drama therapy. 

 

The arts therapies should be 

delivered by trained, qualified 

and registered arts therapists 

with the local associations of 

the country where each study is 

based. However, studies based 

in countries where professional 

associations are not currently 

established were considered for 

inclusion. 

 

Interventions which combined 

arts therapies with other 

psychological therapies; unless 

sub-group analysis was 

available. 

 

Studies with inadequate 

evidence regarding how arts 

therapies were delivered, or the 

presence of an arts therapist. 

 

Studies without a clearly 

articulated psychotherapeutic 

intent and well-defined 
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The arts therapies should have 

a clearly articulated 

psychotherapeutic intent with a 

well-defined psychotherapeutic 

relationship between the arts 

therapists and the client(s). 

 

psychotherapeutic relationship 

between the arts therapists and 

the client(s), or insufficient 

information to distinguish arts 

therapies from arts classes, 

therapeutic arts, or arts 

education. 

 

Comparison  No treatment, wait-list, or other 

treatment 

 

 

Outcomes All outcomes reported by 

children at the end of the 

intervention 

 

Outcomes at the end of the 

intervention (immediate), up to 

one-year post-intervention (≤ 

12 months), and more than 

one-year post-intervention 

(>12 months) 

 

Outcomes reported by adults 

(i.e. teacher-, or parent-reported 

assessments). 

 

Studies that did not provide 

information regarding the 

outcomes of art therapies, but 

focused only on the evaluation 

of the therapeutic process. 

 

Study design Quantitative studies: 

Randomised controlled trials 

(RCTs), pilot-, cluster-, or 

quasi-RCTs, quasi-

experimental, controlled before 

and after studies. 

 

Qualitative studies: Interviews, 

focus groups, surveys. 

 

Arts-based studies: Children’s 

artifacts that reveal data 

regarding their own 

perspectives of the arts 

therapies outcomes. 

 

Studies that focus on the 

outcomes with a clear 

methodology and research 

question(s). 

 

Case studies, reviews, editorials, 

policy reviews and statements, 

commentaries, studies not 

published in English.  

 

Studies that focus on the process 

rather than the outcomes. 

 

Studies without clear 

methodology and research 

question(s). 
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Screening process 

The search strategy was followed with all major databases by the PhD 

candidate [ZM].  Any duplicate titles were removed using the RefWorks software. 

The second reviewer [SA] independently assessed the retrieved studies against the 

eligibility criteria by checking the title and abstract. In cases where the abstract was 

unclear, the full article was requested. Any disagreements and discrepancies over 

eligibility were resolved through discussion and involving the third reviewer [VK] 

when needed. 

The screening process was recorded in accordance with the PRISMA 

guidelines (Liberati, Altman, Tetzlaff et al., 2009) to ensure that it was undertaken 

systematically and transparently at all stages. The PRISMA flow diagram (Figure 1) 

maps out a summary of the total number of records identified in the search, the 

included or excluded studies at each stage of the screening process, and the reasons 

for exclusion when the full text was assessed. 

 

3.1.2. Data collection and extraction  

All results were recorded based on the source or database from where the 

study was identified, and the reasons for inclusion or exclusion in the review. A pilot 

data extraction spreadsheet was created and the final version was designed using excel 

software. The data extraction form contained information about: (1) the study and 

participants’ characteristics, (2) aims of the study and (3) study design and 

methodology. The data were extracted by the PhD candidate [ZM] and cross-checked 

by the second reviewer [SA]. In cases of missing data, authors were contacted 

individually when their contact details were available. Discrepancies and 

disagreements at all stages were resolved through discussion and involving the third 

reviewer [VK]. 

Given that the research question focused on the outcomes and outcome 

assessments, the data extraction also included:  

• Methods used to collect child-reported outcomes 

• Definitions for each outcome, diagnostic criteria or thresholds for definitions 

• Timing or time points of measurement for each assessment of outcome 
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• Any modifications made in the outcome assessments in order to be suitable for 

the particular population 

• The validity and reliability of the outcome assessment 

• The difference that is required in each measurement in order for the difference 

to be detectable and meaningful to children, for example, in a scale from 1-10 

• Records of the exact number of participants in each group who were measured 

for each outcome at each time point so as to assess potential risk of bias 

Details related to the intervention were based on the TiDieR template for 

intervention description and replication checklist (Hoffmann, Glasziou, Boutron et al., 

2014). Using the TiDieR tool, it was expected to be easier for the readers to 

understand the implementation of the intervention. This was especially important for 

arts therapies because of the complexity of these interventions, the variations in the 

literature, and the diversity of components and approaches. This checklist contained 

information about: 

(1) the intervention rationale, 

(2) the materials used to deliver the intervention, 

(3) the procedures employed to deliver the intervention, 

(4) the interventionist (i.e.) the arts therapists and other relevant details about their 

expertise, qualifications (and any specific training), 

(5) the delivery mode (i.e. whether the intervention delivered in a group setting or 

individual basis), 

(6) the dose (i.e. how many sessions was the intervention delivered in and how long 

were each session), 

(7) whether or not the intervention was modified,  

(8) details about adherence and other related aspects of fidelity.  

The data extraction was an essential stage to reveal practical factors that might 

affect the interventions. For example, any information considering modifications and 

the extent that the delivered intervention varied from the intended could help to 

minimise errors in the interpretation of the findings, prevent repetition of errors in 

potential replications and reveal gaps to be filled in further research (Hoffmann et al., 

2014). 
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3.1.3. Data analysis and synthesis 

All potentially relevant studies were presented through a ‘descriptive 

mapping’ to facilitate a broader understanding of the scope of research and uncover 

gaps for future research directions (Thomas, 2003). A coding strategy was developed 

regarding essential information, such as population focus, study design and primary 

outcomes. The included studies were synthesised within evidence tables and key 

findings were brought together within a narrative synthesis. For the quantitative 

synthesis, randomised controlled trials (RCTs) including cluster RCTs, quasi-RCTs 

and controlled before and after studies (CBAs) were considered. For the qualitative 

synthesis, data from interviews and focus groups with children as well as children’s 

artifacts were considered. 

 

3.1.4. Appraisal of study quality 

The quality of the included studies was assessed independently by the PhD 

candidate (ZM) and the second reviewer (SA) using the Cochrane Collaboration's 

recommended tool for assessing risk of bias (Higgins and Green, 2011). The use of a 

critical appraisal tool helped us to ensure that all studies were reviewed with equal 

rigour (Aveyard, 2014). The results were then compared and discussed. Where 

needed, the third reviewer was involved in the discussions. 

For the analysis of the quantitative synthesis, the assessment criteria according 

to the ROBIS tool (Higgins and Green, 2011) were based on the sequence generation, 

allocation concealment, blinding of participants, personnel and outcome assessors, 

incomplete outcome data, selective reporting bias and other potential sources and 

risks of bias. For the quality analysis of the qualitative synthesis, the following criteria 

were assessed: (i) credibility: the degree of representation of the data from 

participants’ viewpoints, such as through participant/member cross-checking or peer 

debriefing; (ii) transferability: whether the findings of the particular study could be 

transferrable to other studies or settings, such as through adequate report of 

demographic characteristics and contextual background information; (iii) 

dependability: whether the study methodology was sensible, traceable and adequately 

documented, through peer-review, triangulation, inter-rater agreements; (iv) 

confirmability: the extent that the findings were qualitatively confirmable through an 
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analysis that is grounded in the data and through careful examination of the audit trail 

(Higgins and Green, 2011). For the analysis of studies that employed a mixed 

methods design, the above criteria were applied to the qualitative and quantitative 

methods respectively. 

 

3.1. Results  

Through the systematic searches, 13,941 potential results were identified from 

databases (Table 4), and additional 28 results from other sources, such as hand-

searching grey literature and contacting experts in the field. After the removal of 

duplicates, 11,362 potential results remained, which were reduced to 9,214 after title 

screening because they were not relevant to the study and were regarded as ‘noise’. 

Following abstract screening, 8,977 were excluded as it was clear that they did not 

meet the inclusion criteria as shown on the PRISMA flow diagram (Liberati et al., 

2009) (Figure 1).  

 

Table 4: Number of results across the electronic databases 

Abbreviations: PsycINFO: Psychological Information Database; MEDLINE: Medical 

Literature Analysis and Retrieval System Online; CINAHL: Cumulative Index to 

Nursing and Allied Health Literature; ERIC: Education Resources Information 

Center; ERC: Education Research Complete; Cochrane library databases: a) CDSR: 

Cochrane Database of Systematic Reviews; b) CENTRAL: Cochrane Central Register 

of Controlled Trials; c) HTA: Health Technology Assessment Database; DARE: 

Database of Abstracts of Reviews and Effects. 

 

Electronic database Number of results 

PsycINFO 7,162 

MEDLINE 4,350 

CINAHL 918 
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ERIC 851 

ERC 600 

Campbell Collaboration 29 

CDSR / CENTRAL / HTA 23 

DARE 8 

Total: 13,941 
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Figure 1: PRISMA Flow Diagram 

 

 

Following full-text screening of the remaining 237 papers, 143 papers were 

immediately excluded, while 94 papers went through detailed assessment at full 

article level with the second reviewer. The reasons for exclusion included irrelevant 

study design (i.e. case studies) (n=62), not a relevant population (i.e. hospital-based or 

clinical-based populations, or different age group than the selection criteria) (n=23) or 

the intervention was not judged to be arts therapies (i.e. combination interventions in 

which arts therapies was adjunct) (n=9). 
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Seven full text papers (Alotaibi, 2014; Choi, Lee and Lee, 2008; Deboys, Holttum and Wright, 2017; Hilliard, 2001; Kim, 2017; 

Koshland, Wilson and Wittaker, 2004; Rousseau, Drapeau, Lacroix, Bagilishya and Heusch, 2005) (358 participants) were eligible for inclusion 

within this review. The characteristics for each of the included studies are summarised in the Table 5. Although only the child-reported outcomes 

were considered in the analysis of this study, the adult-reported outcomes are also included in this table for the readers’ interest. 

 

Table 5: Description of included studies 

QNT: Quantitative results / QL: Qualitative results 

Author (Year) 

Journal / 

Funding 

Aim Study 

design 

Participants Intervention Control 

group 

Setting / 

country 

Primary 

outcomes 

Key results 

Abdulazeem 

(2014) 

 

PhD Thesis 

Queen Margaret 

University 

 

Government of 

Saudi Arabia 

To investigate the 

impact of movement 

therapy on the 

perceptual-motor 

abilities and 

emotional well-

being of children 

with mild learning 

difficulties 

Pilot-RCT 60 children 

aged 6-9 years 

with mild 

learning 

difficulties 

 

Only boys 

Movement 

therapy 

Physical 

education 

classes 

2 primary 

schools / 

Saudi Arabia 

Physical and 

emotional 

well-being 

 

Pre-test, post-

test, 3 months 

after 

QNT: Statistically 

significant differences in 

physical and emotional 

well-being reported by 

parents and teachers 

 

QL: Lighter colours 

used in children’s 

drawings post-

intervention, improved 

coordinative and 

collaborative skills 

 

Choi, Soo Lee, 

Lee (2008) 

 

Journal of 

To investigate the 

effects of group 

music therapy on 

aggression and self-

esteem in children 

Pilot-RCT 48 children 

aged 10-12 

years with 

highly 

Music therapy Care as 

usual 

1 primary 

school and 1 

after-school in 

South Korea 

Self-esteem 

 

Aggression 

 

QNT: Statistically 

significant reduction of 

aggression and 

improvement of self-
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Evidence-based 

Complementary 

and Alternative 

Medicine 

 

No funding 

reference 

with highly 

aggressive 

behaviour 

aggressive 

behaviour 

 

24 girls 

24 boys 

 

Mean age: 11 

years 

 

Pre-test, post-

test  

esteem reported by 

children 

 

QL: Parents and teachers 

reported reduced 

aggression for both 

groups 

Deboys, 

Holttum, Wright 

(2017) 

International 

Journal of Art 

Therapy 

 

Pupil Premium 

Funding by the 

Department for 

Education and 

the Education 

Funding Agency 

To explore 

children’s 

experiences of 

school-based one-to-

one art therapy  

To create a theory of 

change  

Grounded 

theory 

14 children 

aged 7-11 years 

with various 

emotional / 

behavioural 

difficulties, (i.e. 

anxiety, 

challenging 

behaviour, 

experience of 

bereavement, 

violence, abuse, 

trauma) 

 

8 girls 

6 boys 

 

Art therapy No control 

group 

2 primary 

schools in 

areas of high 

social 

deprivation 

and ethnic 

diversity / UK 

Any outcomes 

that children 

wish to 

express 

 

One year after 

the end of art 

therapy 

QL: Children reported 

improvements in their 

self-expression, mood, 

confidence, 

communication, 

understanding, resilience 

and learning. 

 

Reported change was 

often related to whether 

or not the aims of art 

therapy were clear to 

children prior to the 

sessions 

Hilliard (2001) 

 

American 

Journal of Music 

Therapy 

 

Florida State 

University and 

To measure the 

effects of music 

therapy-based 

bereavement groups 

on mood and 

behaviour of 

grieving children 

Quasi-

randomised 

study 

18 children 

aged 6-11 years 

who have 

experienced the 

death of a loved 

one within the 

past 2 years 

 

Music therapy Waiting 

list 

Three primary 

schools / 

Florida, USA 

Depression 

 

Behaviour 

 

Mood 

 

Grief 

symptoms 

 

QNT: Children reported 

only small changes in 

depression. However, 

25% of the children who 

were depressed pre-

intervention, remained 

depressed post-

intervention 
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Big Bend 

Hospice 

No reported 

percentage of 

girls/boys, or 

mean age 

 

Pre-test, post-

test 

QNT: Parents reported 

reduced grief symptoms 

at home 

 

QNT: Teachers’ 

responses were 

inconclusive 

 

Kim (2017) 

 

Journal of  

Arts in 

Psychotherapy 

 

Korea Research 

Foundation Grant 

by the Korean 

Government 

To investigate the 

effects of 

community-based 

group music therapy 

in 

internalising 

behavioural 

problems for 

children exposed to 

ongoing child 

maltreatment and 

poverty 

Cluster-RCT 26 children 

aged 7-12 years 

who have 

experienced 

maltreatment 

and poverty 

 

11 girls 

15 boys 

 

Mean age: 8 

years 

 

 

Music therapy Care as 

usual 

Korean 

schools 

(Gongbubang) 

in 

Jeollabukdo, 

South Korea 

 

(Assisting 

schools for 

children who 

experience 

poverty, 

abuse, 

domestic 

violence) 

Internalising 

behavioural 

problems 

 

Pre-test, post-

test 

QNT: Both groups 

showed some 

improvement for 

depressed and anxious 

behaviours while for 

withdrawn behaviours, 

the children in standard 

care got worse. 

Attention problems and 

withdrawn behaviours 

were reduced in the 

music therapy group 

while they increased for 

children in standard 

care. All effect sizes 

were small. 

 

Koshland,  

Wilson, Wittaker 

(2004) 

  

American 

Journal of Dance 

Therapy 

  

Marian Chace 

Foundation 

To evaluate the 

effectiveness of a 

DMT-based 

violence prevention 

programme in 

children’s self-

control, aggressive 

incidents, and 

disruptive 

behaviours. 

Pilot quasi-

randomised 

study 

54 children 

aged 6-9 years 

without any 

specific 

difficulties 

 

Whole classes 

participated - 

Dance 

movement 

therapy 

Care as 

usual 

1 school  / 

USA 

Pro-social 

skills 

 

Self-control 

 

Emotional 

regulation 

 

Problem-

solving skills 

QNT: Children reported 

a statistically significant 

reduction in aggressive 

behaviours, which 

included seeing or 

experiencing someone 

doing something wrong 

or hurtful and someone 

throwing something.  
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To investigate 

whether DMT 

affects how children 

conduct themselves 

socially in a way 

that might decrease 

aggressive incidents. 

 

Percentage of 

girls/boys not 

available 

 

Pre-test, post-

test 

QNT: Children showed 

a decrease of feeling 

'scared' in handling 

themselves in aggressive 

situations 

Rousseau, 

Drapeau, 

Lacroix, 

Bagilishya, 

Heusch  

(2005) 

 

Journal of Child 

Psychology and 

Psychiatry 

 

Quebec Council 

of Social 

Research 

To prevent 

emotional and 

behavioural 

problems, and 

enhance the self-

esteem in immigrant 

and refugee children 

Controlled 

before and 

after 

138 children 

aged 7-13 years 

who have 

experienced 

migration 

 

57 girls 

81 boys 

 

Mean age: 

9.8 years  

 

Art therapy Care as 

usual 

Two multi-

ethnic primary 

schools in 

Montreal, 

Canada 

Emotional 

behavioural 

difficulties 

 

Self-esteem 

 

Pre-test, post-

test 

QNT: Children reported 

a statistically significant 

decrease in internalising 

and externalising 

difficulties, and an 

increase in feelings of 

popularity and 

satisfaction. 

 

Changes were observed 

in the intervention group 

of the integration 

classes, whereas the 

intervention group in the 

regular classes showed 

no change. 

 

Improvements on self-

esteem was only notable 

in boys, but not in girls. 
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3.1.1. Description of the included studies 

A map of details for each intervention based on the TiDieR reporting guidelines (Hoffmann et al., 2014) is presented in Table 6. The 

narrative synthesis of all the interventions is presented in the following sections. 

Table 6: Intervention details as profiled using the TiDieR reporting guidelines 

Author (year)  Abdulazeem (2014) Choi et al. (2008) Deboys et al. (2017) Hilliard (2001) 

Rationale, theory, or goal Rationale: 

Movement therapy may enable 

emotional and social changes in 

children. In this body–mind 

treatment, psychological and 

social changes could facilitate 

changes in physical and 

behavioural markers.   

 

Theory:  

The work of Marian Chace 

formed the foundation of the 

theoretical framework and 

principles of movement 

therapy.  

 

Goal:  

-improvement in perceptual-

motor abilities and emotional 

well-being 

Rationale: 

Music therapy may enhance life 

force through biophysiological 

responses (i.e. movement, 

relaxation, emotional catharsis), 

self-discovery, awareness, self-

esteem and pleasure. 

Music therapy may also 

modulate the endocrinal 

responses, stabilise the nervous 

system, and affect the brain 

function. This leads to neural 

network activation, and 

activation of different regions 

of the brain. These effects can 

produce better physical and 

psychological function, reduce 

the stress, anxiety, and pain. 

 

Goal: 

-Reduction in aggression 

Rationale: 

Absence of evidence 

concerning children’s 

perspectives and experiences 

of art therapy 

 

Theory: 

The epistemological position 

of this study is critical realism, 

or alternatively known as 

constructivism 

 

Goals: 

-To explore children’s, 

parents’, teachers’, art 

therapists’ perspectives of 

school-based art therapy 

-To create a theory of change 

 

Rationale: 

Children often lack the verbal 

skills to express emotions and 

cope with grief. Therefore, 

symbolic and non-verbal means 

of expression are highly needed. 

 

Theory: 

Cognitive behavioural model to: 

a) modify children’s behaviour, 

b) help them identify and express 

emotions of bereavement, c) 

intellectually understand grief, d) 

challenge their cognitive 

distortions while assisting with 

cognitive reframing and 

reshaping.  

This model would support 

children work through their 

bereavement in a safe and 

nurturing environment, while 
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-Improvement in self-esteem learning healthy means of 

dealing with the losses in life. 

 

Goals:  

-Reduction in grief symptoms 

and depression 

-Improvements in mood 

Type of art therapy Movement therapy Music therapy Art therapy Music therapy 

Materials -Goodman’s Strength and 

Difficulty questionnaire 

-The Arabic version of the 

Purdue Perceptual-Motor 

Survey Children’s artifacts 

-Open-ended questionnaires 

-Drawings 

 

-Korean version of the Child 

Behaviour Checklist 

-Child Behaviour Checklist 

Aggression Problems Scale 

(completed by parents) 

-Child Aggression Assessment 

Inventory (completed by 

teachers) 

-Rosenberg Self-esteem Scale 

(completed by children) 

Arts-based interviews 

The interview schedule was 

developed following a 

literature review, discussions 

between the co-authors, 

CAMHS and education 

professionals. The questions 

were developed following 

Strauss and Corbin’s 

methodology. 

(Available on request) 

-Behaviour Rating Index for 

Children (rated by parents or 

legal guardians) 

-Behaviour Rating Index for 

Children (rated by teachers) 

-Depression Self-Rating Scale 

(rated by children) 

-Bereavement Group 

Questionnaire 

(parents/guardians) 

Procedures or strategies Sessions designed to: a) explore 

the body’s action in space, b) 

build trust, c) develop 

relationships, d) engage in 

group rhythm. 

  

Themes: Caring, Sharing, 

Relationships.  

Techniques: singing, analysis 

of libretto, making musical 

instruments, playing 

instruments, song drawing, 

song writing. 

Four phases: a) rapport 

building, b) accepting and 

understanding emotions, c) 

catharsis through expression of 

inner anger, d) acceptance of 

change and self-support 

Children were invited to 

create an image describing 

their experience of art therapy, 

during their interview. The 

rationale was to facilitate the 

expression of their 

experiences and recall of art 

therapy rather than to create 

visual data, so images were 

not studied, but their creation 

aided the interview process. 

The Caring Tree program is 

designed for children at schools 

in need for bereavement 

counselling. The treatment 

protocol is based on the literature 

review and previous clinical 

experience. 

Techniques included: singing, 

song-writing, rap-writing, 

rhythmic improvisation, 
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No further information was 

reported regarding the 

procedures or strategies of the 

art therapy sessions 

structured drumming, lyric 

analysis, and music listening. 

WHO delivered the 

intervention 

Researcher trained in 

movement therapy 

Three music therapists Two art therapists Music therapists 

HOW it was delivered Group sessions Group sessions One-to-one sessions Group sessions 

WHERE it was delivered Two primary schools in Saudi 

Arabia 

One school and one after-

school in South Korea 

Two schools in the UK Three schools in Florida 

No. of sessions 24 30 20 (or more if needed) 8 

Duration of sessions 45’-60’ 60’ 60’ 60’ 

Intensity of sessions Three times per week Twice per week Once per week Once per week 

Modifications N/A N/A N/A N/A 

Adherence/ Fidelity assessment ISRCTN registration 

No. 83899392 

N/A N/A All techniques and activities 

reported in detail 

Effectiveness assessment Spearman’s Correlation 

Coefficient Test 

Mann-Whitney U-test N/A Mann-Whitney U-test 

Reported estimation of the 

effects on the society 

Movement therapy may foster 

children’s physical and 

emotional integration and well-

being 

Music therapy may reduce 

children’s aggression level and 

improve their self-esteem 

Art therapy can lead to 

improvements in children’s 

self-expression, mood, 

confidence, communication, 

understanding, resilience and 

learning 

Music therapy could slightly 

decrease children’s depression 

level and grief symptoms 
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Study design 

 The study designs varied from controlled before and after (Rousseau et al., 

2005) to pilot RCTs (Kim, 2017, Abdulazeem, 2014), quasi RCT (Hilliard, 2001, 

Koshland, Wilson and Wittaker, 2004), and cluster RCT (Choi, Lee and Lee, 2008). 

Only one qualitative study was eligible for inclusion, which employed grounded 

theory (Deboys, Holttum and Wright, 2017).  

The main reasons of exclusion of qualitative studies was that a) they were 

assessing the process, rather than the outcomes of arts therapies, b) they were 

assessing arts therapies from adults’ perspectives, such as interviews and surveys with 

parents or teachers, or c) they lacked a clear research question and methodology. 

 

Geographical location 

The results revealed two studies in the USA (Hilliard, 2001, Koshland, Wilson 

and Wittaker, 2004), two in South Korea (Choi, Lee and Lee, 2008, Kim, 2017), one 

in Canada (Rousseau et al., 2005), one in UK (Deboys, Holttum and Wright, 2017), 

and one in Saudi Arabia (Abdulazeem, 2014). These results were not surprising given 

that arts therapies are well established in the UK, USA, Canada and South Korea. The 

study in Saudi Arabia was carried out by a PhD student in the UK and is the only one 

to focus on this population and age group in Saudi Arabia. 

 

Participants 

The participants varied notably, both in terms of the sample size and the 

children’s characteristics. Particularly, the sample sizes ranged from 14 up to 138 

participants, providing this systematic review with data from 358 participants in total. 

The included studies involved children with different conditions, specifically, 

emotional and behavioural difficulties, learning difficulties, highly aggressive 

behaviour, as well as children who have experienced maltreatment, bereavement, and 

immigration. 

Children were aged 6 to 13 years old - one year older than the inclusion 

criteria. This is because one of the studies (Rousseau et al., 2015) employed 138 
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children aged 7-13 but since the mean age was 10 years old, this study was still 

regarded as eligible for inclusion.  

All the studies included both girls and boys, whereas Abdulazeem’s (2014) 

study included only boys for cultural reasons; namely, the researcher, being a man, 

was not allowed to run sessions with female pupils. In total, for all included studies 

there were 100 girls and 186 boys. Two of the studies (Hilliard, 2001; Koshland, 

Wilson and Wittaker, 2004) did not provide information regarding the exact number 

of girls and boys who participated. 

 

Comparisons 

Comparisons were made with control groups that either had no other 

intervention, were waiting lists or consisted of standard care/treatment as usual. One 

study had no control group because of its qualitative nature (Deboys, Holttum and 

Wright, 2017), and in one study (Abdulazeem 2014) there was an active control group 

which was physical education. 

 

3.1.2. Description of the interventions 

Arts therapies dosage 

The arts therapies in the included studies lasted for a minimum of eight weeks 

(Hilliard, 2001) to 20 weeks (Deboys, Holttum and Wright, 2017). The duration 

ranged from 45 minutes (Abdulazeem, 2014) up to two hours (Rousseau et al., 2005). 

The frequency varied from once a week (Deboys, Holttum and Wright, 2017; Hilliard, 

2001; Kim, 2017; Koshland, Wilson and Wittaker, 2004; Rousseau et al., 2005), twice 

a week (Choi, Lee and Lee, 2008), or three times per week (Abdulazeem, 2014). The 

length of arts therapies delivered in total ranged from eight hours (Hilliard, 2001) to 

30 hours (Choi, Lee and Lee, 2008). 
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Types of arts therapies 

Art therapy: Two school-based art therapy studies were identified; a controlled before 

and after study (Rousseau et al., 2005) and a grounded theory (Deboys, Holttum and 

Wright, 2017).  

In the first study, Rousseau et al. (2005) delivered twelve sessions of group art 

therapy for two hours once weekly (total of 24 hours) to immigrants and refugees who 

attended integration and regular classes at primary schools. The main aims of the 

intervention was to a) help children re-create a meaningful world around their (pre-

)migration experience, b) foster of differences in children’s identity, and c) bridge the 

gap between home and school. They achieved this through the delivery of an art 

therapy programme which was progressively developed and piloted for over five 

years in Montreal’s schools. The first pilot project called “The trip”, where children 

were asked to tell a story of a character of their choice who has experienced 

migration. Children would draw and discuss how their character/hero left his/her life 

in the homeland, travelled, arrived in the host country, and how their future looks like. 

The second pilot project called “Working with myths”, where children explored 

myths related to non-dominant cultures, and what it means to be in a minority position 

- regardless if children actually had similar experiences to the “myths” or not. Lastly, 

in the “Memory patchwork” project, children brought their own stories from their 

families and communities, especially the stories which directly presented children’s 

identity. The pilot projects were then combined by selecting the most effective 

activities. 

Deboys, Holttum and Wright (2017) delivered 20 sessions of one-to-one art 

therapy, once weekly (total of 20 hours) for children who experienced physical, 

emotional, social, or communication difficulties. Because of the one-to-one mode of 

delivery, the art therapists who were involved did not adhere to a pre-determined 

protocol of activities. Instead, each session was personalised and adjusted according 

to children’s needs. 

 

Music therapy: Three experimental studies in school-based music therapy were 

identified; a pilot RCT (Choi, Lee and Lee, 2008), a quasi-randomised study (Hilliard, 

2001), and a cluster RCT (Kim, 2017).  
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Choi, Lee and Lee (2008) delivered 15 sessions of group music therapy, twice 

per week (total of 30 hours), to children with highly aggressive behaviour. The 

sessions were progressively developed by three music therapists for over 8 years. In 

the first phase, the sessions aimed at building trust and rapport between the members 

of the group. The second phase aimed at helping children to accept and understand 

their emotions. The third phase aimed at catharsis, the expression of inner anger and 

negative feelings through the use of percussion instruments and relaxation methods. 

The fourth and last session focused on encouraging children to accept the changes 

occurring in their life, and on how to support themselves. Overall, the intervention 

activities involved singing songs, analysis of libretto, making music instruments, 

playing instructions, such as piano or hand bells, song drawing and song writing. 

 Hilliard (2001) provided eight sessions of group music therapies, once per 

week (total of 8 hours), to children who have experienced bereavement. In the 

published paper, the full protocol is available, including the activities for each session. 

The sessions aimed at children’s behaviour modification, identification and 

expression of their emotions, the intellectual understanding of grief, as well as 

challenging the cognitive distortions through reframing and reshaping. Some of the 

techniques that were used included singing, song writing, rap writing, rhythmic 

improvisation, structured drumming, lyric analysis, and music listening. 

 Kim (2017) delivered 12 sessions of group music therapy, once a week 

(total of 12 hours), to children exposed to ongoing maltreatment and poverty. A semi-

flexible treatment guideline was developed based on a literature review, the music 

therapists’ previous clinical experience and the results from a pilot study. The 

protocol is available from the author on request. The main goals of the sessions were 

to provide a safe environment and musical framework that would enable children to 

explore and express their thoughts and feelings. The music therapies consisted of two 

parts; improvisation and song writing. During the first part, the music therapists used 

structured and unstructured improvisation to encourage children to make their own 

choices as to which musical instrument they wish to play. They also had the 

opportunity to play in solos, in peers, groups, or in duets with the music therapists. In 

the second part, the music therapists introduced pre-selected (based on children’s 

needs) ranges of songs as opportunities for discussion, song parody, and song writing. 
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Dance movement therapy: Two school-based experimental studies in dance 

movement therapy were identified; a pilot RCT (Abdulazeem, 2014), and a quasi-

randomised study (Koshland, Wilson and Wittaker, 2004).  

 Abdulazeem (2014) delivered 24 sessions of group movement therapy, three 

times per week for eight weeks (total dosage of 24 hours), to children with mild 

learning difficulties. The sessions were focused on the Chase technique, according to 

which, children would get involved in these four concepts in every session: (a) body 

action, (b) symbolism, (c) therapeutic movement development, and (d) rhythmic 

group activity. The author’s thesis provided a detailed description of the goals and 

activities for each session. 

 Koshland, Wilson and Wittaker (2004) delivered 50 minutes of group dance 

movement therapy, once per week for twelve weeks (total of 10 hours). The sessions 

were delivered in three primary school classes and aimed at violence prevention - 

regardless if there were incidents of violence specifically in these classes. A detailed 

description of the sessions is available in author’s published report. In summary, 

however, the programme named “PEACE” and was gradually developed over three 

years. Six elements structured the sequence for each session: (a) group focus; (b) read 

a story; (c) personal space; (d) social space; (e) movement problem; and (f) closure 

and discussion. Particularly, children’s stories were selected in each session dealt with 

issues of diversity, exclusion, bullying, and relationship problems. These stories were 

then used to raise children’s awareness of how others might feel, help them to gain 

self-control, identify their social, emotional, or interactional problems, and discover 

skills for management of disruptive behaviour and violence prevention. Music from 

the cultures of Africa, Spain, and Mexico, as well as ballroom dance rhythms were 

used throughout the sessions.  

 

Dramatherapy: None of the studies in school-based dramatherapy met the inclusion 

criteria for this systematic review. The majority of the publications on this discipline 

came from case studies, or lacked clear research questions and methodology. The 

identified papers, however, informed the development of the second phase of this 

project, along with the wider literature in school-based dramatherapy (Jennings, 2007, 

Leigh et al., 2012, Langley, 2006) and published papers on clinical experience of 
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practising dramatherapy with children (Hutchings, Bywater, Gridley et al., 2011, 

Amatruda, 2006). 

 

Theoretical frameworks 

Only two studies (Abdulazeem, 2014; Hilliard, 2001) provided information 

related to the theoretical framework of the sessions. Specifically, Abdulazeem (2014) 

delivered interactive dance movement therapy sessions based on the work of Marian 

Chase (Karkou and Sanderson, 2006), with a clear focus on-body action, symbolism, 

therapeutic movement, and rhythmic group activity. Hilliard (2001) followed a 

cognitive behavioural approach of art therapy which aimed to modify children’s 

behaviour, help them to identify, understand and express their emotions, and challenge 

existing cognitive distortions through cognitive reframing and reshaping.  

From the remaining studies, two of them (Deboys, Holttum and Wright, 2017; 

Koshland, Wilson and Wittaker, 2004) described therapeutic principles in art therapy 

and dance movement therapy that created links to the humanistic school of thought with 

person-centred underpinnings, such as approaching children with warmth and empathy 

(Karkou and Sanderson 2006). Kim’s (2017) description of the intervention (2017) 

suggested that the music therapy sessions were based on free music playing and 

improvisation, potentially referring to the interactive approach to music therapy that 

began with Juliette Alvin (Karkou and Sanderson, 2006). In contrast, Choi, Lee and Lee 

(2008) appeared to follow a behavioural approach to music therapy (Karkou and 

Sanderson, 2006) through which the main aim was to modify children’s 

biophysiological responses, improve self-awareness and autonomic behaviours. Lastly, 

the description of the intervention in Rousseau et al. (2005) suggested the use of a 

psychodynamically-informed model of art therapy (Karkou and Sanderson 2006), 

which was focused on revisiting children’s past experiences of migration as a way of 

processing its emotional impact.  

 

Child-reported outcomes and outcome measurements 

Given that the aim of this systematic review is to explore the outcomes of arts 

therapies from children’s perspectives, only the outcome measurements reported by 

children are presented in this section. The primary child-reported outcomes of the 
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included studies were self-esteem, mood, grief symptoms, violence reduction, 

emotional and behavioural difficulties. 

 Improvements in self-esteem were measured in two studies; Choi, Lee and 

Lee (2008) implemented the Rosenberg Self-Esteem Scale (RSES), which consists of 

ten statements about children’s beliefs regarding themselves. However, this tool has 

only been validated in high school students, and adults in psychiatric care. Rousseau 

et al. (2005) used the Piers-Harris Children’s Self-Concept Scale (CSCS), which is 

also designed to explore children’s perspectives and feelings of themselves. 

Specifically, twelve questions were referring to children’s popularity, and ten 

questions to happiness and satisfaction. This tool has been used worldwide in different 

settings and its validity and reliability is well established. The internal consistency 

was satisfactory, with Cronbach’s alpha ranging from .57 to .71 for popularity and 

happiness/ satisfaction scores. 

 Changes in mood and grief symptoms were measured in Hilliard’s study 

(2001) though the Depression Self-Rating Scale (DSRS), which assesses the 

frequency that children experience feelings of sadness, boredom, or desire to cry. This 

is considered a reliable tool with reported alphas ranging from 0.73 to 0.86 and good 

concurrent validity with a 0.81 correlation with the Children’s Depression Inventory. 

 Violence reduction was another primary outcome (Koshland, Wilson and 

Wittaker, 2004). The Goldstein's 'Nonreader's Hassle Log' was completed by children 

to record a) aggressive incidents they observed, b) their feelings of witnessing the 

incidents, and c) how children responded on a feeling level to the incidents. This form 

was also used to assess the secondary outcomes of improvements in children’s pro-

social skills, self-control, emotional regulation, and problem-solving. The validity and 

reliability of this tool is unclear so far. Albeit being a straightforward and child-

friendly instrument to record children’s observations of violent events and their 

emotional reactions to them, it offers a small selection of pictures that represent their 

feelings. The authors (Koshland, Wilson and Wittaker, 2004) also reported that some 

pictures of emotions were confusing, limiting the value of children’s responses. 

 To assess changes in internalising and externalising behaviour problems, 

Kim (2017) implemented the Child Behaviour Checklist (CBCL), which is an self-

reported assessment tool for identifying behavioural problems in school-aged 
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children. Particularly the Youth Self Report (YSR) is the form that can be completed 

by children. Two broad band scales account for internalizing behavioural difficulties 

(i.e. anxiety, depression, withdrawal, somatic complaints) and externalizing 

behavioural difficulties (i.e. aggressive, delinquent behaviour). This tool has 

performed with good reliability and validity in previous research. The Cronbach’s 

internal consistency was between 0.85 > α > 0.75 in the Youth Self-Report (YSR), 

which is the children’s version (Kim, 2017). However, this tool is suitable for 

adolescents aged eleven to 18 (Achenbach and Rescorla, 2001) and has not been 

validated for children as young as seven years that Kim (2017) recruited. 

 Similarly, in order to observe the differences in emotional and behavioural 

difficulties, Rousseau et al. (2005) used “Dominic”, a computer-based questionnaire. 

This is a children’s self-report consisting of 90 pictures showing a character named 

Dominic in a variety of situations. In some of the pictures, his behaviour is positive, 

but most of his reactions correspond to symptoms described in DSM-III-R. Children 

are asked to use the computer mouse to indicate whether or not they sometimes act or 

feel like Dominic. The score for internalising difficulties is calculated by adding up 

the number of positive answers to the 46 pictures related to phobias, general anxiety, 

separation anxiety, and depression. The score for externalising difficulties is 

calculated by adding up the number of positive answers to the 41 pictures related to 

attention deficit, hyperactivity, conduct, and oppositional disorders. The questionnaire 

has been validated since 1980s and used with children from various ethnic groups in 

clinical and research settings in Canada. The Cronbach’s alpha ranged from .88 to .94 

for both internalizing and externalizing difficulties’ scores. 

 Abdulazeem (2014) and Deboys, Holttum and Wright (2017) used arts-

based methods to explore children’s perspectives of the arts therapies outcomes. 

Abdulazeem (2014) explored children’s feelings and experiences of participating in 

the movement therapy through their paintings. Deboys, Holttum and Wright (2017) 

facilitated arts-based semi-structured interviews where children were asked to discuss 

the outcomes of art therapies without a priori expectations/questions of what the 

primary outcomes might be. 
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3.1.3. Outcomes of the interventions 

Art therapy: In the grounded theory study (Deboys, Holttum and Wright, 2017), 

children reported improvements in their self-expression, mood, confidence, 

communication, understanding, resilience, and learning. In Rousseau et al.’s (2005) 

experimental study, children reported a reduction in internalising and externalising 

behavioural difficulties, and improvement in the feelings of popularity and 

satisfaction. However, the effects of art therapy on self-esteem were only observed in 

the integration classes, and particularly in boys. The boys in the regular classes and 

girls in both regular and integration classes did not notice any differences in their self-

esteem. Interestingly, the effect of art therapy on self-esteem also tended to decrease 

with the age of the children. 

 

Music therapy: In the pilot-RCT (Choi, Lee and Lee, 2008), children reported a 

significant reduction of their aggression and improvement of their self-esteem. The 

authors felt that this difference might be the result of the music therapist’s increased 

care towards these children, rather than the music therapy on its own right. In the 

cluster RCT (Kim, 2017) both the intervention and control group showed some 

improvement in scores of depression and anxiety. Nevertheless, in the ratings of 

withdrawn behaviours, children in the intervention group got better, while children in 

standard care got worse over time. It is important to note that the effect sizes were 

very small in all measures. Lastly, in the quasi-randomised study (Hilliard, 2001), 

children reported a very small change in their feelings of depression, which was not 

adequate to show statistically significant differences between the groups. On the 

positive side, only 25% of the children who were depressed pre-intervention, 

remained depressed post-intervention. 

 

Dance movement therapy: In the pilot RCT, Abdulazeem (2014) observed differences 

in children’s paintings. It appeared that prior to movement therapy, children made use 

of dark colours and they had limited coordination skills in their drawings. After the 

sessions, they made increasingly use of light colours, while they also showed 

improved organisation skills and clear boundaries. Attitudes towards each other 



63 
 

gradually changed and children seemed to become socially inclusive. These changes 

were also supported by the interviews. In the quasi-randomised study (Koshland, 

Wilson and Wittaker, 2004), children reported statistically significant decrease of 

aggressive behaviours, which included seeing or experiencing someone doing 

something wrong or hurtful and someone throwing something. Children also showed 

a decrease of feeling 'scared' in handling themselves in aggressive situations. 

 

3.1.4. Quality appraisal 

The methodological quality of each study was judged according to Cochrane 

risk of bias (Higgins and Green, 2011). Results are shown in Figures 2 and 3 and 

further described in the following sub-sections.  

 

Figure 2: Risk of bias for each included study 
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Figure 3: Risk of bias summary 

 

 

Sequence generation, allocation concealment, and blinding 

In the included studies, randomisation and allocation concealment was either 

not feasible (Hilliard, 2001; Rousseau et al., 2005; Koshland, Wilson and Wittaker, 

2004) or there was no information provided as to what methods were used to achieve 

that (Kim, 2017; Choi, Lee and Lee, 2008). Only one study (Abdulazeem, 2014) 

provided details regarding how children were randomised and allocated to either the 

experimental or control group. Blinding was not reported in any studies, potentially 

due to feasibility reasons. 

 

Incomplete outcome data 

Four out of seven studies provided sufficient information about the 

participants’ baseline characteristics (Choi, Lee and Lee, 2008; Kim, 2017; Rousseau 

et al., 2005). Three studies provided insufficient baseline information (Hilliard, 2001; 

Koshland, Wilson and Wittaker, 2004; Deboys, Holttum and Wright, 2017), 

potentially making the representation of the samples biased towards gender, age, or 

other unknown characteristics.  

Although a full analysis set was only reported in three studies (Abdulazeem, 

2014; Rousseau et al., 2005; Kim, 2017), most authors reported that no risk for attrition 

was detected due to participants’ withdrawal or missing data. Kim’s study (2017) is the 
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only exception, as the study lost half of the participants from the recruitment stage until 

the implementation of the intervention. This was either because children changed class, 

or left school, highlighting the importance of starting the arts therapies sessions as soon 

as possible after recruitment. However, practical considerations for administering arts 

therapies for the arts therapist evolve around the lack of sufficient and sustainable 

funding to practise, with part-time hours being common in this profession.  

 

Selective reporting 

Without the study protocols, it was impossible to fully evaluate they fidelity of 

the studies and whether the interventions were implemented well. What challenges 

occurred, or whether changes were made from the initial planning stage was the kind 

of information that was missing from all reports. These details would be valuable to 

understand whether the negative findings were caused by implementation failure or 

inadequate optimisation of the intervention, rather than the quality of arts therapies. It 

would also support the identification of barriers to overcome in future research. 

In addition, without the full analysis set available in the publications, it was 

difficult to appraise whether some studies were subject to selective reporting. Any 

differences between the intervention and comparison groups were only based on the t-

tests scores and probability values. However, this information is not adequate to 

understand the extent of the reported statistically significant differences. For example, 

regression analyses or effect sizes were not performed in most studies, making 

challenging to draw valid and reliable interpretation of the results. 

 

Risk of harm 

As in all psychotherapeutic interventions, arts therapies also hold the risk of 

causing harm to children. For instance, if some children are aware that they are being 

compared with children who receive arts therapies, this might introduce power and 

inequality issues with the potential to cause stigma and harm. During arts therapies 

groups, it is possible that ‘quieter’ children might not receive as much attention as the 

‘louder’ children. In some cases, the number of sessions or the intensity of the 

intervention might not be sufficient or appropriate. Arts therapies may also activate 

emotions that due to limited time or bad clinical management may remain unresolved.  

In addition, there might be harmful impact from interruptions during the sessions and 

from a sudden termination of the therapeutic intervention.  Any such information about 
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children’s safety, potential harms or adverse effects would have been valuable; yet there 

was no such information provided in any of the reviewed studies. Previous systematic 

reviews, such as Uttley et al. (2015), confirm the lack of sufficient reporting of adverse 

events, an area that is important to be addressed in future studies. 

 

Quality appraisal for the qualitative study 

Deboys, Holttum and Wright (2017)’s study was regarded as having a high level 

of credibility since the findings were grounded on children’s perspectives, while cross-

checking methods were employed for the interpretation of the results, such as involving 

other researchers and children themselves. Such methods were not reported in 

Abdulazeem’s study (2014) and therefore, the credibility of this study was rated as low. 

Because of the small sample size in both studies, insufficient reporting of children’s 

demographic characteristics and contextual background information, it was unclear 

whether these findings could be transferrable. The dependability and confirmability 

were rated as high in both studies because the methodology was appropriate, clear and 

adequately documented, while the analysis of findings was grounded in the data and 

children’s perspectives.  

 

 

3.2. Discussion 

3.2.1. Summary of main results  

This review gathered evidence from seven studies that involved 358 

participants. The evidence was synthesised from six quantitative and one qualitative 

study. Based on the included studies, school-based arts therapies were associated 

with: 

a) Significant improvements in the outcomes of self-esteem; self-expression; 

coordination; collaboration; satisfaction; mood; confidence; communication; 

understanding; resilience; learning; aggressive behaviour and aggressive 

incidents at school 

b) Not significant improvements or small changes in the outcomes of depression; 

anxiety; attention problems; and withdrawn behaviours 
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These results need to be considered with caution since the interventions took 

place in different countries and therefore, there may be important differences both in 

the training that arts therapists have received and in the delivery of their own practice. 

As it is mentioned earlier, there were also significant variations in the methodological 

quality, which might explain why some interventions performed better than others. 

For example, the outcomes that showed smaller changes were mainly observed in 

studies with the higher risk of bias due to insufficient reporting (Hilliard, 2001), lack 

of reliable and validated outcome measurements (Koshland, Wilson and Wittaker, 

2004), challenges at the stage of recruitment, high attrition rates (Kim, 2017), or the 

implementation of interventions that might not be sufficiently theoretically informed. 

The only qualitative study (Deboys, Holttum and Wright, 2017) revealed a 

potential link between child reported changes and their awareness of the nature of the 

intervention and its aims. Children who had a clear idea of the aims of the sessions, 

tended to be able to identify changes in the observed outcomes. This, however, 

highlights a potential Hawthorne effect with children reporting improvements in the 

targeted outcomes in an effort to please the arts therapists (Payne and Payne, 2004). 

Therefore, future studies of this nature should at least blind participants to the true 

nature and outcomes of the study, or ideally involve a double-blind experimental 

design. 

At the same time, it should be acknowledged that children’s opinions were not 

always considered in primary research outcomes. Most primary outcomes were 

reported by adults, while children’s perspectives seemed to be treated as supporting 

information for the secondary outcomes. Moreover, it was often a challenge to 

distinguish which outcomes were primary or secondary; an issue that was also raised 

in previous reviews (Taylor, Di Folco and Mackinnon, 2018). This raises a further 

difficulty in identifying those primary outcomes that were of greater importance for 

children.  

Not unlike findings from previous reviews (McMillan, Moo, Arora and Costa, 

2018; Clapp et al., 2018; Uttley et al., 2015; Koch, Kunz, Lykou and Cruz, 2014), the 

evidence of long-lasting effects is still unclear. In this review, only two out of the 

seven studies collected follow-up data. Specifically, Deboys, Holttum and Wright 

(2017) interviewed children after one year and found sustainable benefits in children’s 

confidence, self-esteem, communication, and resilience. Abdulazeem (2014) collected 
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follow-up data, however, only from adults’ perspectives; which was not the focus of 

this review. Without follow-up data it is difficult to know whether any of the reported 

significant changes or indeed small changes to outcome-related measures are evident 

long-term, suggesting a real need for studies to routinely focus on the longevity of 

outcomes.  

Arts therapies varied significantly in duration, length, and frequency. The most 

common practice was twelve hours in total, with the sessions taking place for an hour, 

once or twice per week. In those interventions with the longest duration per session, 

specifically two hours (Hilliard, 2001), changes in children’s self-reported depression 

scores were not statistically significant. These findings raise the issue of whether 

longer sessions are indeed more beneficial than shorter. One possible explanation is 

that during longer sessions, children become more aware of their emotions, which 

may come with greater amount of distress or fear of separation when arts therapies 

come to an end (Curran, Parry, Hardy et al., 2019). 

Interestingly, those studies with the least number of sessions (i.e. 12 sessions; 

Koshland, Wilson and Wittaker, 2004) and highest number of sessions (i.e. 30 

sessions; Choi, Lee and Lee, 2008) focused on regulating aggressive behaviour as 

their primary outcome. In both studies, children experienced a statistically significant 

decrease in aggressive behaviours.  The variation in number of sessions between 

studies with the same outcome measures raises some questions around how the 

number of sessions were selected, for instance, whether the choice was grounded on 

underpinning theories, prior research and/or the needs of the children, or simply the 

result of practical limitations.  It is possible that clinical judgement played a less 

important role than the availability of funds, supporting staff or suitable rooms. 

Comparisons across systematic reviews and meta-analyses is problematic due 

to limited references to children’s perspectives. When comparisons can be made, 

results vary. For example, Uttley et al. (2015) found significant reductions in 

depression in six out of nine studies, and anxiety in six out of seven studies; the focus 

of this review however, was on both adults and children. While a review by McMillan 

et al. (2018) found limited evidence regarding the effectiveness of art therapy for 

depression and anxiety, findings that are in agreement with the present study, a recent 

systematic review that focused on adults showed moderate-quality evidence that 

music therapy is effective for both clinician-rated and patient-reported depressive 
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symptoms (Aalbers, Fusar-Poli and Freeman, 2017). These results are also supported 

by reviews in dance movement therapy for adult populations (Karkou, Aithal, Zubala, 

and Meekums, 2019; Koch et al., 2019). Such discrepancies could be explained by 

other elements, such as the specific type of intervention followed, the mode of 

delivery, insufficient reporting, or the type of outcome measure used.  For example, 

there are limited reliable and validated measurements for anxiety and depression in 

early childhood. Hence, it is possible that depression and anxiety as diagnostic 

categories require further development to align with children’s understanding and 

their wider developmental needs. This will be discussed in the following section. 

 

3.2.2. Implications for research, practice, and policy 

Emphasis on prevention and resilience 

 The main aim of this systematic review was to re-establish the importance of 

the prevention and resilience model through the evaluation of interventions in early 

childhood, and before severe difficulties arose. The findings are promising since 

children reported improvements in the way they perceived themselves, their self-

expression, self-esteem and confidence. In addition, arts therapies supported children 

to understand better their own and others’ feelings, communicate more effectively with 

others, and feel more resilient. The studies also showed that cases of violent behaviours 

at school were significantly reduced as children showed improved self-control, 

emotional regulation, and problem-solving skills. 

It is, however, worth noting that in most of the reviewed studies, prevention-

related outcome measures that captured children’s strengths were missing. Outcome 

measures that focused on wellbeing and quality of life for example were not regularly 

included.  Instead, ‘treatment-oriented’ measures, such as for symptoms of anxiety and 

depression were preferred. The only study that looked at outcome measures on 

wellbeing was the one completed by Abdulazeem (2014) that assessed this outcome 

from parents’ and teachers’ perspective, both of whom reported statistically significant 

improvements in children’s wellbeing.  Children’s perspectives, however, were 

missing; which is the gap that the second stage of this project aims to address.  
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Reporting on clinical practices 

 Children appeared to show greater improvements in the interventions that 

followed humanistic/child-centred, interactive, and behavioural theoretical approaches. 

The interventions that implemented free improvisation and psychodynamic models also 

suggested some improvements but to a lesser extent. It is important to mention that the 

authors did not make any reference to these therapeutic models, and the assumption is 

based on the available information from the description of the sessions. The 

intervention where children reported only small changes in the primary outcome of 

depression had applied a cognitive behavioural therapeutic approach. However, this 

was also the study with the highest risk of bias. While children’s perspectives are key 

indicators, the methodological quality of studies needs to be considered prior to further 

interpretations.   

A considered development of appropriate interventions that are clearly linked 

to children’s needs and informed by children’s perspectives will be a substantial 

contribution to the research literature and to relevant practice. Publications such as 

Karkou (2010), Tomlinson, Derrington and Oldfield (2011) describe current practice 

and research with children but argue that most of these studies might not move far 

enough to developing well-informed and thoroughly researched clinical interventions 

that establish the most useful ways of addressing children’s psychological health.   

 

Insufficient reporting 

Hoffman et al (2014) report that in order to enhance transparency and the impact 

of research interventions on health, authors need to follow properly endorsed reporting 

guidelines. This review suggests that even when interventions are properly designed 

and implemented, it is difficult to appraise the quality and synthesise the results because 

of inadequate reporting. The most important missing information relate to: 

trustworthiness; fidelity; recruitment; attrition; descriptive statistics; potential to harm; 

sufficient description of the principles and methods of the interventions; and the 

approximate cost of implementation. 

Ultimately systematic inclusion of these details in future research studies is 

needed to enhance its usefulness. For instance, in this review, four studies provided all 

descriptive statistics (Abdulazeem, 2014; Choi, Lee and Lee, 2008; Kim, 2017; 

Rousseau et al., 2005), and four out of seven studies described the principles and 
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methods of arts therapies in ways that could be replicable in future research and practice 

(Abdulazeem, 2014; Hilliard, 2001; Koshland, Wilson and Wittaker, 2004; Rousseau 

et al., 2005), while three of them only provided a basic, and fairly general, description 

(Choi, Lee and Lee, 2008; Deboys, Holttum and Wright, 2017; Kim, 2017). 

 

Enhancing qualitative evidence 

 Only one qualitative study met our inclusion criteria. This was because either 

most of the qualitative evidence was based on case studies, which were excluded in this 

review, or the studies focused on adults’, rather than the children’s, perspectives. 

Although case studies may have captured children’s perspectives, given their 

abundance in arts therapies it became impossible to include them in this review within 

the time frame available. The only qualitative study included in this review (Deboys, 

Holttum and Wright, 2017) showed children’s feelings of disappointment and sadness 

when the arts therapies were over. It is unclear whether there is a link between these 

feelings and findings which suggest that children get worse immediately after the end 

of arts therapies (Curran, Parry, Hardy et al., 2019). Deboys, Holttum and Wright 

(2017) also concluded that children who were fully aware of the aims of the intervention 

reported the most significant changes. This suggests a need for child-appropriate 

explanations prior to the commencement of therapy as well as a greater understanding 

of children’s perspectives at the end of the intervention. It is possible that studies that 

include such qualitative evidence will allow for a more holistic understanding of the 

outcomes. 

 

Outcome measurements 

In this review, all studies explored either different outcomes, or the same 

outcomes but through different assessments (Choi, Lee and Lee, 2008; Koshland, 

Wilson and Wittaker, 2004; Rousseau et al., 2005). This led to a high heterogeneity in 

the results, inconclusive evidence, and difficulty in identifying primary outcomes that 

need to be addressed in future research. Furthermore, some of the outcomes were broad, 

such as mood, communication, or understanding (Deboys, Holttum and Wright, 2017). 

To understand which mechanisms are responsible for any observed changes, future 

studies need to focus on well-defined outcomes which are theoretically grounded on 

the interventions (Clapp et al., 2018). 
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Overall findings from the review highlight several deficits in the key outcome-

related areas. Several studies used outcomes measures that had not been validated with 

their specific age group. This is potentially an indicator of the paucity of available 

measures and suggests the need for age-appropriate reliable, validated, and standardised 

outcome measures to be developed in future studies. In addition, the primary outcomes 

were mostly reported by adults’ perspectives, and mainly the secondary outcomes were 

reported by children. A shift from instruments that assess second-person outcomes 

(from parents or teachers), to the assessment of first-person outcomes (children) would 

be very important in order to ensure that the evidence is grounded on children’s 

perspectives. This could be achieved for example by simplifying the complexity of the 

language used in the questionnaires, the mode of expression in the responses or using 

visual aids and prompts. 

 Extended follow-up periods are also needed so that outcomes are assessed after 

a year or more. This would enable the evaluation of long-terms effects on children’s 

development and sustained benefits. It would also help to understand whether long-

lasting changes have indeed occurred, or whether the reported effects were due to 

participants’ temporary confidence on potential change (Younge, Kouwenhoven-

Pasmooij, Freak-Poli, Roos-Hesselink and Hunink, 2015).  

 

Policy implications 

 Even in high-quality studies, it was often complicated to understand the most 

important findings and whether arts therapies work for children or not. The lack of 

strong evidence of effectiveness might be the reason why arts therapies have yet to 

receive sufficient public recognition from policy-makers (Karkou, 2010) and 

inclusion in Cochrane reviews, national and international guidelines, such as from the 

National Institute for Health and Care Excellence (NICE). Therefore, future studies 

employing arts therapies-based interventions are encouraged to report the treatments 

effects and benefits in a straightforward way that both practitioners and policy-makers 

alike will be able to interpret. 

 Given how important logistics are for policy-makers, it is essential for future 

research to focus not only on the long-lasting effects, but also on the cost-

effectiveness of arts therapies. So far, although there is some evidence for cost-

effectiveness of arts therapies compared to waiting list, confirmatory studies are 
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needed (Uttley et al. 2015). Particularly, two important research questions need to be 

addressed to inform future policies; the cost-effectiveness of art therapy versus other 

treatments and shorter durations of treatment versus the current duration (Uttley et al. 

2015). 

 

3.2.3. Strengths and limitations 

This review employed rigorous methodology and included only high quality 

study designs. Extensive searching has been completed across multiple databases; 

known experts in the field have been contacted to increase the confidence that all 

available evidence has been identified.  This process of undertaking the review has 

been reported fully, so that readers have sufficient information to evaluate whether all 

relevant studies were identified and the appropriate steps were taken. Although the 

results are inconclusive, they clearly highlight gaps in existing literature which need 

to be addressed and future implications for research, policy and practice. 

One limitation of the review is that narrow inclusion criteria were employed 

focusing only on the outcomes that have been reported by children.  Studies on play 

therapy were excluded on the basis that play therapy follows different principles and 

practicalities, with the baseline being on ‘play’ rather than on the ‘arts’. Many studies 

were excluded from the review because of the study design utilised (i.e. case studies), 

as were studies with adolescents or children in special schools. These decisions were 

made because of restrictions in time and resources, and moreover, because this 

systematic review was conducted in order to develop an arts therapies intervention 

specifically for primary mainstream school children. 

In addition, this review was limited to English only publications; it is possible 

that there were relevant papers published in other languages, which were never 

included in this review. Due to time and resource restraints (i.e. the inability to visit 

libraries further afield), some of the grey literature may have inevitably been missed. 

Moreover, regardless of the variety of keywords and search methods, it is possible 

that some studies were missed either because they were inaccurately indexed or 

categorised in the electronic databases (Ross, 2012). 

The sample size of most included studies was small and power calculations 

were often not presented. According to WhatWorksClearinghouse (WWC cited in 
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Slavin 2011), systematic reviews should have a minimum sample size for study 

inclusion. Studies with only one school or classroom should be excluded, as school 

and classrooms effects are highly likely to confound with the intervention effects. In 

addition, small sample size effects have the potential to underestimate the validity and 

the practical utility of intervention effectiveness reviews in schools (Salvin 2011). 

However, because of the very limited research evidence in the field, studies with 

small sample sizes were still included as long as they met our inclusion criteria. 

There is currently no guidance regarding how to assess the risk of bias in older 

studies with no published protocol available (Viswanathan Ansari and Berkman, 

2012). As a result, the quality appraisal was often based on the absence of sufficient 

information rather than on the existing information. This is the main limitation of the 

quality appraisal of this systematic review. 

 

3.3. Conclusions 

 This systematic review included seven studies in arts therapies at primary 

mainstream schools for children aged 5-12. The findings were informed by 358 

children who participated in six quantitative and one qualitative study. 

 Significant improvements were reported by children in the outcomes of self-

esteem; self-expression; coordination; collaboration; satisfaction; mood; confidence; 

communication; understanding; resilience; learning; aggressive behaviour and 

aggressive incidents at school. Not significant improvements or small changes were 

reported in the outcomes of anxiety; attention problems; and withdrawn behaviours. 

The small changes mainly came from studies with higher risk of bias; therefore, they 

could be explained by factors such as, methodological pitfalls, challenges in the stage 

of recruitment, high attrition rates, or the implementation of interventions that might 

not be sufficiently theoretically informed. Other reasons which could explain the 

difference in the results might be insufficient reporting; variety in the mode of 

delivery of arts therapies; lack of sufficiently reliable and validated outcome 

measurements in early childhood. 

Despite considerable progress towards the inclusion of children in research, 

their views were perceived as complementary to adults’ views in the included studies. 

Since children and adults have fundamentally different ways of thinking, accessing 
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their own views would allow insights into this stage of life that we would not have 

otherwise (Andresen, Bradshaw and Kosher, 2019). Redirecting the focus of the 

research to encompass children’s perspectives would result in better-informed policies 

and practice decisions that are more aligned to children’s needs and priorities. 

The use of standardised reporting guidelines is also strongly recommended to 

allow for replication and quality appraisal; in quantitative studies it reduces the risk of 

bias, whilst in qualitative studies improves trustworthiness. The need to follow clear 

methodological descriptions and recognised terminology when describing the research 

designs are also highlighted as a way of reducing ambiguity and confusion. The most 

important missing information across studies – which led to lower quality scores and 

high risks of bias – were related to: trustworthiness; fidelity; recruitment; attrition; 

potential to harm; descriptive statistics; approximate cost of implementation; and 

sufficient description of the intervention. Four out of the seven included studies 

described the principles and methods of arts therapies in ways that could be replicable 

in future research and practice. 

 Specific and well-defined outcomes are needed in order to identify mechanisms 

responsible for change. Grounding these outcomes to theory and research on process 

can lead to well considered studies with replicable capacity. Researchers are also 

encouraged to present the outcomes and potential benefits in a straightforward manner 

both for practitioner and policy-makers. This would help arts therapies to receive public 

recognition and inclusion in Cochrane reviews as well as in national and international 

guidelines, such as the National Institute for Health and Care Excellence (NICE). 

 There is a great need for evidence of long-term outcomes of arts therapies and 

sustained benefits. It is also important for qualitative methods to be nested in future 

experimental studies so as to shed light into children’s feelings and perspectives which 

might not be captured through quantitative methods only. In terms of arts-based 

evidence, children’s drawings were the only arts-based method used. Since arts 

therapies rely heavily on non-verbal communication, the development of arts-based 

research methods that capture children’s non-verbal responses – such as through 

actions, movements, gestures, or music making - could make a substantial contribution 

to our current knowledge and place children’s voices at the heart of psychological 

interventions such as arts therapies. This was an essential element of the pilot 

randomised controlled study as explained in the following chapters. 
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4. Pilot cross-over randomised controlled study (Stage 2) 

The design of this pilot study was grounded on the findings of the systematic 

review (Moula et al., 2020) that informed the development of the sessions, choice of 

outcome measures and the research methods that were used. For example, the 

systematic review revealed the need for evidence of long-lasting effects of arts 

therapies, as well as the integration of quantitative, qualitative, and arts-based 

research methods in experimental studies. This pilot intended to address these gaps. 

The primary aims of the pilot were: to investigate whether all components of 

the study (i.e. recruitment, randomisation, follow-up) can work together and run 

smoothly in a large trial; and gain insight into children’s evaluations of arts therapies’ 

process and outcomes. More specifically, as indicated in the Introduction of this thesis, 

the research questions relevant to this second stage of the study were:  

1. To what extent the implementation of the arts therapies intervention: 

a) adheres to the therapeutic model? 

b) encourages children’s engagement in the therapeutic process? 

2. What are the outcomes of arts therapies as evaluated through: 

a) verbal and non-verbal expressions relating to children’s feelings and 

thoughts on their wellbeing before and after the arts therapies;  

b) self-reported standardised outcome measures relating to quality of life and 

wellbeing across sessions and follow up; 

c) biomarkers relating to children’s quality of sleep and activity level before 

and after the arts therapies? 

Secondary aims were to: 

a) gain indications about long-term and sustained outcomes of arts therapies up to 

one-year post-intervention; and  

b) inform the current knowledge on sample size power calculation for future large-

scale clinical trials. 
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4.1. Methodology 

A mixed methodology was adopted as the nature of this study required both 

qualitative and quantitative methods to address the research questions. Therefore, the 

research questions were the determinants of the methodological position (Creswell 

and Plano Clark, 2017). Because of the complexity of health difficulties, complex 

social interventions often required data collection from various perspectives and 

methods (Johnson, Onwuegbuzie and Turner, 2007). In this study, quantitative, 

qualitative and arts-based methods were used in order to investigate the process and 

outcomes of arts therapies both from children’s experiences and standardised 

measures. 

Historically, qualitative methodology, having its roots in interpretivism and 

constructivism (Ritchie and Lewis, 2003), values the idea that multiple realities and 

truths exist and are dependent on the individual’s construction of knowledge. On these 

grounds, the ‘reality’ is socially constructed and constantly changing. This comes in 

contrast to the quantitative methodology and the paradigm of positivism according to 

which, one truth and objective reality does exist independent of human perceptions 

(Balnaves and Caputi, 2001). With methods such as randomization, blinding, highly 

structured protocols and the employment of large sample sizes, there is an effort 

towards measurement and analysis within a value-free framework, which will then 

allow for representativeness and generalisability of the findings to the wider 

population (Sale, Lohfeld and Brazil, 2002). However, regardless of the philosophical 

differences, both methods are used to meet some goals that are in common: to 

understand the world we live in, to improve people’s lives, and to disseminate 

knowledge through rigorous research (Johnson, Onwuegbuzie and Turner, 2007). As a 

result, the use of both approaches can offer more breadth, depth, richness, adding 

insights that may be otherwise missed (Creswell, 2014).  

The mixed methodological approach is philosophically underpinned by 

pragmatism (Howe, 1988; Creswell, 2014). Pragmatism embraces both the 

positivist/postpositivist and constructive paradigms with the aim to gain a 

comprehensive understanding of the research problem both from quantitative data 

(measured facts) and qualitative methods (personal experiences) (Brierley, 2017; 

Onwuegbuzie and Johnson, 2006). Epistemologically, there are stages that research 
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takes an objective approach by not interacting with the participants, while at other 

stages it might be necessary to take a rather subjective approach by interacting with 

participants in order to construct their realities (Teddlie and Tashakkori, 2009) and to 

produce socially useful knowledge (Yvonne Feilzer, 2010). Intersubjectivity is 

therefore a key element of this methodological position (Morgan, 2007; Saunders, 

Lewis and Thornhill, 2009).  

In this study, the mixed methods were used for complementary purposes, 

rather than for cross-validation and triangulation purposes.  Although the phenomenon 

‘outcomes’ appears to be the same in both methods, the distinction between “lived 

experience” and “measure” reconciles the phenomenon to its respective paradigm. As 

such, the aim was not to validate what the children reported in the interviews through 

objective measures, but to inform the findings from both approaches in order to 

develop a more comprehensive understanding. This project can be described as a 

mainly qualitative study that has been supported by quantitative methods. Although 

the pilot followed a quantitative overall design of an RCT, the primary aim was to 

find out whether all components of the study can work together (i.e. randomisation, 

recruitment, follow-up).  As a result, and due to the limitations of time and resources 

of a PhD study, the overall sample of the pilot study remained small. However, it was 

expected that the quantitative strand developed through self-reported standardized 

assessments and activity trackers added another perspective to children’s experiences 

that were captured through the interviews in the form of verbal and arts-based data. 

 

4.2. Study design 

This study was a pilot cross-over study using a randomised controlled trial 

design (Creswell, 2014) to evaluate the effects of a school-based arts therapies 

intervention from children’s perspectives. WHO (2004) defines randomised controlled 

trials as “intervention studies characterized by the prospective assignment of subjects, 

through a random method, into an experimental group and a control group. Both 

groups are followed for the outcome(s) of interest” (p. 46). In this study, participants 

were randomised to the intervention or control group to minimise group differences due 

to biased selection or other confounding variables (WHO, 2004). Half of the 

participants were randomly assigned to the arts therapies intervention immediately and 
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then switched to the control group, while the other half acted as a control group in the 

beginning and received the intervention at a later stage. This method has the advantage 

of reducing the number of participants required, since each participant serves as both a 

participant in the intervention as well as a control. It also decreases the biological 

variability, which is inherent in comparing different participants by comparing each 

participant with himself or herself (WHO, 2004). 

The National Institute for Health Research (NIHR, 2017) defines pilot studies 

as “a version of the main study that is run in miniature to test whether the components 

of the main study can all work together. It is focused on ensuring that the processes of 

the main study (e.g. recruitment, randomisation, treatment, and follow-up assessments) 

all run smoothly” (p.2). Within the pilot, however, certain elements can be tested for 

feasibility (Craig, Dieppe, Macintyre et al., 2008). In this study, these elements were: 

i) the acceptability of the randomisation process to schools; ii) the implementation of 

the arts therapies protocol; and iii) the methods of process and outcome evaluation. 

 

4.3. Population and sample size 

The population was primary school children aged 5-12 years who experienced 

mild emotional and behavioural difficulties. A total of 62 children was the intended 

sample with children being recruited across four different primary schools across the 

North West region of England. Each school administered a different arts therapies 

intervention programme: music therapy, art therapy, dance movement therapy, and 

dramatherapy. An equal number of children was targeted from each school, that is 16 

children from each school. Children recruited to the study were evenly randomised to 

the intervention or control groups i.e. eight children in the intervention and eight 

children in the control group per school. The music therapy had seven children per 

group for reasons that are explained below. The following list presents the inclusion 

and exclusion criteria that were used at the recruitment stage. 
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Inclusion criteria: 

• children aged 5 to 12 years’ old 

• children who experience mild emotional and behavioural difficulties based 

on teachers’ ratings in the Strengths and Difficulties Questionnaire with impact 

supplement for the teachers of 4-17 year olds” 

• children with a diagnosis of disabilities that are not expected to affect them in 

participating in group arts therapies, including, but not limited to, 

dyslexia, dysgraphia, dyscalculia, intellectual disabilities 

• children who are not already involved in arts therapies, other forms of 

psychotherapy or mental health support 

• children that both themselves and their parents or legal guardians consent to their 

participation in the study  

• children with or without fluency in English 

 

Exclusion criteria: 

• children younger than 5 or older than 12 years’ old 

• children whose scores from teacher rating on the Strengths and Difficulties 

Questionnaire were higher than mild emotional and behavioural difficulties 

• children with a diagnosis of disabilities that were expected to need one-to-one 

support, including, but not limited to, autistic spectrum disorder, attention deficit 

hyperactivity disorder, cerebral palsy, Down syndrome, epilepsy, cystic fibrosis, 

spina bifida, multiple sclerosis, depression, anxiety disorder, hearing impairment, 

visual impairment. This exclusion was made on the basis that the arts therapists 

might have not been able to meet children’s needs within a large groups of 6-8 

children.  

• children who required one-to-one support for any other reason 

• children who attended extra-curriculum activities at the same time as the arts 

therapies and thus were likely to miss arts therapies sessions 

• children who already participated in arts therapies or other forms of 

psychotherapeutic input 

• children who consented to participate, but their parents or legal guardians did not 

consent; and vice versa 
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In order to determine the sample size for this study, the results from the 

systematic review completed in Stage 1 showed that a minimum of 60 participants (30 

participants for the intervention and 30 participants for the control group) may be 

statistically meaningful (Uttley et al., 2015), which is also confirmed in relevant 

methodological texts (Browne, 1995, Murphy, Wolach, and Myors, 2014). For 

example, in a systematic review examining the clinical effectiveness of art therapy in 

those with non-psychotic mental health disorders (Uttley et al., 2015), the mean sample 

size in the studies reviewed was 52, with a range of between 18 to 111 individuals. 

For an anticipated large effect size (whereby Cohen’s d = 0.8), a power level of 

0.8 and probability level of 0.5, a minimum sample size of 26 individuals per group is 

required (therefore 52 participants for a two-arm intervention as in the current study). 

This pilot study aimed to begin with 62 participants, giving each group a sample size 

of 31 individuals, as some attrition was expected to result in a reduced final sample 

size. Assuming the final sample consisted of at least 26 participants per group this could 

allow for a definitive randomised controlled trial to be designed to yield a true power 

of 80%. Moreover, a cross-over design was applied with the control group becoming 

part of the treatment group; thereby increasing the sample size.  

The current pilot also served to acquire estimates of the variances of the primary 

dependent variables (DV’s) for power calculations. This would help to determine which 

measures should be used in a further larger study. One of the primary aims for the 

development of this intervention was to target directly the individuals’ perceived health 

related quality of life, wellbeing and life functioning. The minimal clinically important 

differences (MCIDs) in this study was determined using a distribution-based approach, 

specifically the effect size. The change in scores corresponding to the small effect size 

considered the MCID (Kulkarni, 2006; Taylor et al., 1999; Samsa et al., 1999; Hays & 

Woolley, 2000). 

 

4.4. Recruitment and randomization 

Following ethical approval from the Ethics Committee at the Edge Hill 

University (Appendix 2), Faculty of Health and Social Care, primary mainstream 

schools in the North West of England were approached. Schools were identified 

through the public catalogue of public schools in the North West of England. This 
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strategy, though self-selecting, ensured all schools had an equal opportunity to partake 

in the arts therapies intervention irrespective of the socioeconomic, ethnic, religious, or 

language composition of the schools’ pupils. Because arts therapists argue that the 

unique contribution of these interventions rely on non-verbal expression and 

communication (Jones, 2005), it was important to ensure that language itself was not a 

selection criterion for inclusion in the study. The researcher and the therapists had no 

prior relationship with any of the schools, arts therapists or children involved in the 

study. 

The head teachers from the four schools that agreed to participate first were 

asked to identify two classes in higher need for psychological support. The teachers of 

these classes completed the Strengths and Difficulties Questionnaire (Goodman, 2001) 

for teachers of 4-17 years’ old, a standardised and widely used questionnaire that was 

used as screening tool. Children who were rated as having mild emotional and 

behavioural difficulties were the targeted participant cohort. Although there were 

concerns that by using this method some teachers could rate higher or lower some 

children if they believed that specific children would need or benefit from arts therapies, 

the randomisation left their selection open to random chance; teachers were not aware 

of whether children would actually be selected or not. 

The parents or legal guardians of children received the Participant Information 

Sheet by the school (Appendix 6) and were invited to attend a workshop in order to 

understand more about arts therapies and the nature of the study. A separate workshop 

was also delivered to children, which entailed further explanations about the study 

through child-friendly methods. Specifically, a presentation (Appendix 7) was used to 

highlight the importance of ethical issues, such as ensuring confidentiality, anonymity, 

and data protection, in ways that these concepts could be understandable for children. 

The arts therapies were also present in these informative sessions, offering children 

with examples of activities that would take place during the arts therapies sessions. In 

order to eliminate the stigma of the term ‘therapy’, parents or legal guardians and 

children were informed that arts therapies in this study were delivered as a tool for 

prevention, rather than for treatment. Particularly the children gave positive feedback 

and found this informative session/workshop both useful and enjoyable. Children did 

not seem as concerned about the term ‘therapy’, as their parents and legal guardians 

did. Most parents and guardian were concerned as to how sensitive issues would be 
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handled and they asked for further information about the arts therapists’ training and 

qualifications. Most of them were reassured to hear that arts therapists are trained and 

qualified counsellors and/or psychotherapists with experience in holding the boundaries 

of the group, and that additional individual sessions would be arranged with children if 

any major issues had remained unresolved after the end of the arts therapies. They were 

also encouraged to speak with the research team and/or the arts therapists had they had 

any concerns about the effects of the sessions on the children. All teaching staff were 

encouraged to do the same as well. No ethical concerns were raised throughout the 

project neither from the school staff or the parents and legal guardians. 

For the randomisation, children were assigned a participant number which was 

used to randomly allocate them into intervention/control groups via a random number 

generator software (https://www.random.org/). In the unusual case where 7/8 

participants were of the same gender, the last participant was replaced by a participant 

of the different gender. For example, if seven girls and only one boy were randomly 

selected, the seventh girl was replaced by another randomly selected boy. This approach 

was used primarily to ensure that at least two children of the same gender were allocated 

in each group and to avoid outgroup gender isolation. 

A design feature of this study is that those who took part in the control groups 

initially were “crossed-over” into the arts therapies intervention groups. However, those 

who took part in the arts therapies intervention groups were not “crossed-over” into the 

control groups due to the involvement of several follow-up measures. As a result, this 

study did not follow the typical cross-over design. A key reason for using the same 

participants in the intervention and control groups was an ethical decision to ensure that 

all children received equal opportunities and benefits from their participation in this 

study. There was no strong rationale for completing the cross-over design (i.e. crossing 

over the arts therapies intervention to receive the control condition) on the grounds that 

the effects of the treatment were anticipated to be long-term and hence the follow-up 

measures. The typical cross-over studies are most also considered more appropriate 

where the effects of the treatment(s) are short-lived and reversible (Cleophas, 1990; 

Elbourne, Altman, Higgins et al., 2002; Mills, Chan, Wu et al., 2009), which was not 

the case in the current study. 

 

https://www.random.org/
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4.5. Arts therapies intervention 

Both the National Institute for Health and Care Excellence (NICE, 2019) and 

the Medical Research Council (MRC, 2008) have described arts therapies as complex 

interventions. Complex interventions have many components and there can be varied 

participant responses to them. These components and the varied responses to them can 

interact in multidimensional ways (Marchal et al., 2013 cited in Holttum and Huet, 

2014). The ‘butterfly effect’ is also common, where a small change in the initial 

conditions can lead to larger changes further along, since there are variations by and 

with the context (Holttum and Huet, 2014). For this reason, MRC (2008) suggests 

starting the development of an intervention with a theory that causes change, for 

example, defining which ingredients are essential, or what variations are allowed. 

Process analysis is especially important in pilot phases as it can clarify why outcomes 

occurred. The following sections present a description of how this was achieved in the 

current study. 

The systematic review along with additional theoretical input informed the 

development of a protocol or manual of arts therapists based on the evidence of ‘what 

works best’ for children at schools (Appendix 8). Each session was focused on a 

specific topic and therapeutic goals, based on existing evidence of previous arts 

therapies interventions (Hilliard, 2001; Choi, Lee and Lee., 2008; Koshland, Wilson 

and Wittaker, 2004) and wider literature in arts therapies for children (Moula, 2020; 

Moula et al., 2020; Karkou, 2010; Karkou and Sanderson, 2006). There were also strong 

influences from the project Arts for the Blues, a study that supported the development 

of an evidence-based creative intervention for adults (Parsons, Omylinska-Thurston, 

Karkou et al., 2019; Haslam, Parsons, Omylinska-Thurston et al., 2019). 

For each school one arts therapies modality was introduced, i.e. music therapy, 

art therapy, dance movement therapy, or dramatherapy. Arts therapies sessions were 

delivered once a week for a duration of one hour, for eight consecutive weeks, always 

at the same day and time. All sessions were delivered in a private and secure room 

within the school to ensure consistency in location and environment.  

The recruitment of the arts therapists was made through advertisements in the 

respective British associations for the four arts therapies. Arts therapists were trained 

on the protocol application prior to the study and were encouraged to make their own 
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clinical judgements moderating the structure of the sessions when needed. These 

modifications were recorded for fidelity purposes. The protocol was used to ensure arts 

therapists adhered to the overall therapeutic model adopted in this study and allowed 

for future replication. This was particularly important considering the inclusion of all 

four disciplines of arts therapies. 

 

Protocol description 

The key principles of the treatment protocol were developed based on a synthesis 

from the systematic review (Moula et al., 2020) and were integrated into a pluralistic 

theoretical and therapeutic framework. These principles were the following:  

• approaching children with warmth (Choi, Lee and Lee, 2008); 

• developing an empathetic attitude (Rousseau et al., 2005); 

• focus on establishing trusting relationships (Hilliard, 2001); 

• working with children where they are (Deboys, Holttum and Wright, 2017); 

• revisiting past experiences with direct impact on the here and now (Hilliard, 

2001); 

• working with the group as a whole (Koshland, Wilson and Wittaker, 2004); 

• encouraging self-awareness (Koshland, Wilson and Wittaker, 2004); 

• facilitating the development of agency and the capacity to grow (Rousseau et 

al., 2005; Hilliard, 2011).  

• developing useful coping mechanisms (Hilliard, 2011; Choi, Lee and Lee, 2008; 

Koshland, Wilson and Wittaker, 2004);  

• finding the balance between verbal and non-verbal communication (Rousseau 

et al., 2005).  

 According to the therapeutic model (see Figure 4), each session was focused on 

a specific topic and therapeutic goals, based on existing evidence of previous arts 

therapies interventions (Hilliard, 2001; Choi, Lee and Lee, 2008; Koshland, Wilson and 

Wittaker, 2004; Parsons et al., 2019; Haslam et al., 2019). 
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Figure 4: Therapeutic model 

 

 

 

Sessions description 

The protocol invited arts therapists to start each session with an opening gesture 

and a warm-up activity. This was followed by semi-structured activities responding to 

the main session goals. Towards the end, children were invited to co-create their artistic 

summary of the session: this could take the form of a drawing, gesture, movement, 

musical production, or a combination of artistic media. 

Over the first two sessions, the therapeutic goal was the development of a warm 

environment and trusting relationship between the arts therapist and children. The main 

activities were getting to know each other and sharing what children felt comfortable 

with at this early stage. The group ground rules were established around confidentiality, 

showing kindness and respect to each other, being good listeners, and clarifying that 

the artistic creations by no means had to be “perfect” (Choi, Lee and Lee, 2008; Hilliard, 

2001). Discovering each child’s safe space within the room was a key component of 

these first sessions along with acknowledging that everyone has the right at any time to 

take a break from the group and seat in their safe space when they wish to (Kim, 2017). 

In the third session children were invited to discover their strengths or “super 

powers”, as well as their supporting resources. Thus, this session focused on making 

children aware of the strong aspects of themselves, gradually build their self-confidence 

(Rousseau et al., 2005), and help them feel more comfortable with the new setting.  

Unearthing and dealing 

with past experiences 
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The fourth and fifth sessions drew on unearthing children’s previous 

experiences. In the fourth session, children were invited to bring into their imagination 

an experience of an easy and comfortable day. This allowed the development of a 

trusting environment and bonding between the group members (Choi, Lee and Lee, 

2008). In the fifth session, children imagined how a challenging day might look, what 

kind of circumstances or interactions often challenge their feelings and behaviours 

(Koshland, Wilson and Wittaker, 2004). This was a chance to uncover difficult past 

situations or experiences, having as supporting resources the safe space and strengths 

that children discovered over the previous sessions. 

In the six and seventh session, emphasis was given to understanding why 

challenging situations tend to cause uncomfortable feelings, such as anger or sadness 

(Deboys, Holttum and Wright, 2017; Koshland, Wilson and Wittaker, 2004). Through 

symbolic methods, for example role-play, there was an effort to alleviate the guilt that 

often accompanies certain emotions, clarify myths which divide people to either ‘good’ 

or ‘bad’, and accept all kinds of feelings as normal (Hilliard, 2001). Children were 

encouraged to explore the potential of arts as healthy coping mechanisms when they 

deal with challenges, while also exploring and appreciating their own “artistic powers” 

(Choi, Lee and Lee, 2008). 

Session eight was focused on the children’s journey during the arts therapies 

sessions. Children were also invited to reflect on their dreams and hopes for the future. 

This last session aimed at encouraging children to engage in positive thinking and 

optimism for the present and the future. 

 

4.6. Methods of data collection 

The process and outcome evaluation were completed by participant observations, 

interviews, arts-based methods, questionnaires and biomarkers (FitBits). Data 

collection took place before, during and after the arts therapies in the same room as the 

sessions were conducted but were separate from the sessions themselves.  It was made 

clear to children that the collected data were not concerned about diagnosis, but the 

only aim was to learn about children’s experiences. 
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Participant observations 

This method was used to evaluate the process of arts therapies intervention. 

Specifically, the researcher was expected to observe the degree of adherence to the 

therapeutic logic model and record any changes or variations for fidelity and replication 

purposes. It was anticipated that participant observations would also provide insight 

into expected and observed differences in the outcomes at the data analysis stage, 

considering the impact that the context may have in different groups. 

Participant observation as a method was selected because, as a group member, 

the researcher could gain insight into children’s interactions, meanings and viewpoints 

through personal experience, and could also follow up different ideas when something 

interesting occurred (Delamont, 2004). Participants observation was supported by video 

recording of all sessions, a process that allowed for capturing and evaluating 

simultaneous complex interactions and observing events retrospectively (Asan and 

Montague, 2014). 

 

Semi-structured interviews 

Semi-structured one-to-one interviews were used to understand children’s 

experiences of participating in arts therapies (Delamont, 2012). The main themes of 

interest were i) what children found helpful or unhelpful, ii) what they did or did not 

enjoy; iii) their most outstanding memories from the sessions; iv) whether they 

practised any of these activities/techniques in their day-to-day life after the end of art 

therapies. The interview schedule is presented in the Appendix 9. To facilitate memory 

retrieval, the researcher selected and showed 1-2 photographs from each session and 

invited children to share their thoughts and reflections on them. 

 

Arts-based methods 

The creation of arts work was used as a method to explore potential changes in 

children’s emotional expression before and after their involvement in arts therapies 

(Hervey, 2005; McNiff, 2009). During the interviews, children were provided with 

colours, papers, musical instruments, and materials, such as scarfs and fabrics. The 
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same materials were provided to all children, regardless of the type of arts therapies 

they participated in. They were then invited to close their eyes (if they felt comfortable) 

and contemplate how they felt at that moment. After taking as much time as they 

needed, they were invited to demonstrate what this feeling would look like if it was a 

drawing, movement, gesture, or a sound, using the provided materials (Appendix 9). 

 

Questionnaires 

 Participants were administered a standardised battery of tests, which was a 

series of three different questionnaires, while one questionnaire was administered to 

their teachers before and after the sessions. The Appendix 10 presents a copy of all the 

questionnaires used for children, while the Appendix 11 presents a copy of the 

questionnaires used for teachers. The questionnaires were the following: 

 The Quality of Life scale for Children (EQ-5D-Y) (Wille, 2010) (Appendix 10) 

is a standardised quantitative measure of health-related quality of life (HRQoL) that 

reflects young people’s own judgement and can be used in a wide range of health 

conditions and treatments. The questionnaire is intended to evaluate the dimensions of 

activity level, looking after one’s self, doing usual activities, having pain or discomfort 

and feeling worried, sad or unhappy. A series of statements is presented and the 

respondent must indicate to what extent they feel that way most of the time on a scale 

from ‘never’ to ‘all the time’. Line drawings of a happy face are shown under the word 

‘never’ and a sad face is shown underneath ‘all the time’. A 10cm line connects the two 

extremities. The respondent indicates by making a dash on the line. Measuring across 

from left to right gives a score for each response and an average score across responses 

is calculated. Test–retest reliability ranges between 69.8% and 99.7% (Ravens-Sieberer 

et al., 2010). Kappa coefficients reach up to 0.67, while the correlation coefficients with 

other measures of self-rated health have indicated convergent validity up to r = −0.56 

(Ravens-Sieberer et al., 2010). An overall score was calculated for the five items 

included one the test, with scores ranging from 0 to 50. This measure is referred to as 

HRQOL hereon. 

 The Child Outcome Rating Scale (CORS) (Low, Miller and Squire, 2012) 

(Appendix 10) is a standardised measure used to evaluate areas of life functioning that 

might change as an outcome of the therapeutic intervention. These areas relate to 



90 
 

personal or symptom distress (measuring individual well-being); interpersonal well-

being (measuring how well the child is getting along in intimate relationships; social 

role (measuring satisfaction with work/school and relationships outside of the home) 

and overall well-being. Research on the validity and reliability of the test suggests: 

moderate to high reliability (Bringhurst, Watson, Miller and Duncan, 2006), moderate 

test-retest reliability (Bringhurst et al., 2006), and moderately strong concurrent validity 

with longer, more established measures of treatment outcome and therapeutic alliance 

(Bringhurst et al., 2006; Miller, Duncan, Brown, Sparks and Claud, 2003). Scores on 

this scale range from 0 to 40 with higher scores indicating an increase in functioning. 

 The Child Session Rating Scale (CSRS) (Low, Miller and Squire, 2012) 

(Appendix 10) is a simple, child-friendly, session-by-session four-item visual analogue 

scale designed to assess key dimensions of effective therapeutic relationships and 

children’s feedback on progress; particularly, whether children during the session felt 

that a) others listened to them, b) what was said and done was important to them, c) 

they liked what they did, d) they would hope to do the same kind of things next time. 

The CSRS is administered and discussed at the end of each session to get real time 

alliance feedback from children so that any alliance difficulties can be identified and 

addressed as soon as possible (Miller, Duncan and Johnson, 2002). Existing research 

has demonstrated good reliability, good test re-test reliability, and good concurrent 

validity (Campbell and Hemsley, 2009; Duncan et al., 2003). A similar visual analogue 

scale to that of the EQ-5D-Y is used in both the CORS and CSRS (Duncan, Miller, 

Sparks et al., 2003). Frowny and smiley faces are placed at the end of a 10cm line and 

children make a mark on the line to indicate how they feel in response to the question 

or item.  

 The Strengths and Difficulties Questionnaire (SDQ) (Goodman, 2001) 

(Appendix 11) with impact supplement for the teachers of 4-17 years’ olds is a brief 

emotional and behavioural screening questionnaire for children and young people. The 

impact supplement examines the nature of a young person’s difficulties, such as burden 

to others, social impairment, chronicity and distress related to a reported problem. 

Existing evidence suggests that this tool exhibits strong internal consistency (Yao 

Zhang, Zhu et al., 2009); moderate test-retest reliability (Yao et al., 2009); good 

concurrent validity (Muris, Meesters and van den Berg, 2003); and good discriminant 
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validity (Lundh, Wangby-Lundh and Bjarehed, 2008). High scores on this 

questionnaire reflect a greater degree of emotional and behavioural difficulties. 

 

Biomarkers 

Data were collected through biomarkers, in the form of activity trackers, 

specifically Fitbits. These were expected to capture children’s physical responses to arts 

therapies; namely; activity level (through number of steps and active steps per day); 

quality of sleep (through duration of sleep, times awake, and minutes awake or restless); 

and heart rates. The children wore the Fitbits around their wrists one week before the 

intervention for a period of three days and again one week following completion of the 

intervention, for a period of three days. Children along with parents/legal guardians 

were instructed on how to use and care for the activity watches.  

 

4.7. Procedure 

 A flowchart of the procedures is presented in Figure 5 below. The CSRS was 

administered to children at the end of each session of arts therapies. The EQ-5D-Y and 

CORS questionnaires were distributed within one week prior and one week 

commencing the intervention period, as well as in the follow-up stages. The SDQ was 

administered to teachers before the beginning and after the end of arts therapies. The 

FitBits were given to children for three days before the beginning of the sessions and 

three days after the end of the intervention. The arts-based interviews took place after 

the end of arts therapies, and in the follow-up stages. The pre- and post-intervention 

assessment was expected to last no more than 20 minutes. All arts therapies sessions 

were also observed by the principal researcher. The follow-up procedure took place 3 

months, 6 months, and one year after the end of the arts therapies intervention.  
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Figure 5: Pilot study procedure 
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4.8. Data analysis and synthesis 

Participant observations 

The principal researcher and the arts therapists evaluated the degree of 

adherence to the protocol and to the therapeutic principles for each session through 

fieldnotes and analysis of the video recordings. A rating was given for each of the ten 

therapeutic principles by each rater for each group (eight groups), yielding a total of 

80 scores for the therapist (Rater A) and the for the researcher (Rater B). The 

agreement between raters was assessed using the Bland-Altman plot system (Bland 

and Altman, 1986). The Bland-Altman plot was used to evaluate the agreement 

among two different measures, in this case raters. This allowed for the identification 

of any systematic differences between the measurements (raters) which were classed 

as ‘fixed bias’ as well as outliers. The mean score for raters A and B, for each of the 

80 measurement points was calculated (A + B / 2) along with the difference between 

rater scores (A – B). The overall degree of adherence from both raters was used to 

estimate the inter-rater reliability. This method was necessary to reduce the 

researcher’s preconceptions and explore levels of intersubjectivity (Wheeler, 2016). 

 

Semi-structured interviews 

The interviews were analysed through reflexive thematic analysis (Braun and 

Clarke, 2006), a method that led to the construction of meaning through the process of 

data familiarisation, coding, theme development and revision. According to this 

method of data analysis, coding needs to be fluid and flexible so that codes can evolve 

and change. Through this open coding process of coding, reflexive thematic analysis 

aims to reflect how the researcher is conceptualizing the data, and how this 

conceptualisation is evolving, growing, or deepening alongside increased 

understanding of the data (Braun and Clarke, 2006). 

 

Arts work 

Initially, the Hervey’s analytic frame of ‘open dialoguing’ with the data (2006) 

was considered the most appropriate in order to investigate the aesthetic qualities of 

children’s arts work, especially since some of the younger children were expected to 

find it difficult to vocalise their feelings. The researcher, alongside the supervision 
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team, had planned to look at the arts-based data to explore patterns in children’s 

emotional expressions before and after the arts therapies. For example, for 

movements, gestures or postures, the focus would be on the effort that children put to 

express their emotions, whether they used their full body or parts of it, the space they 

used, or the flow and rhythm they felt comfortable to follow. For visual data, 

emphasis would be given on aspects such as the colours used, the background, 

whether they draw themselves or other, coordination skills, or the space that children 

used on the paper. Similarly, for musical data, the primary focus would be on the 

degree of rhythmic freedom (i.e. limited, unstable, complete), the force beating (i.e. 

chaotic, creative, emotional) as well as the responsiveness to the mood. 

However, closer inspection of this framework appeared to be challenging for 

me as the researcher when it came to sufficiently understanding in depth all forms of 

arts media, considering their aesthetic qualities and synthesising visual data with 

gestures, movements and sounds. In addition, most children – even the youngest ones 

– showed no difficulty in vocalising their feelings and emotions, although these 

vocalisations remained only brief. For these reasons, a thematic analysis (Braun and 

Clarke, 2006) was considered appropriate to create themes of children’s verbal 

description of their feelings and emotions, followed by an illustration of how they 

expressed them in the form of drawings, sounds, movements, gestures and postures. 

The researcher included in the analysis notes from her observations during the process 

of children’s art-making; yet these interpretations remained limited to the researcher’s 

skills on understanding aesthetic qualities, as mentioned in the above paragraph. 

 

Questionnaires & Biomarkers 

All four arts therapies were considered together and composed the intervention 

group. Intention-to-treat analysis was performed to include every participant who met 

the inclusion criteria at the recruitment stage. For example, if a child without a 

confirmed diagnosis was recruited, but then later diagnosed during the study, their 

data was still included in the analysis. ANCOVA’s were used to test for differences in 

post-intervention scores between control and intervention groups, before cross-over 

design was applied for HRQOL and CORS, while controlling for pre-intervention 

scores, which were entered into the models as covariates.  
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Repeated-measures ANOVAs were used to test for changes in pre-and post-

intervention measures for HRQOL, CORS, duration of sleep and SDQ following 

cross-over. A between groups factor was also entered in the models for HRQOL and 

CORS to determine whether the change in HRQOL and CORS score pre-and post-

intervention differed significantly between control and intervention groups. Separate 

repeated-measures ANOVA’s were performed on the follow-up data to test for 

changes in HRQOL score and CORS score between post-intervention assessment, 3-

months follow up and 6-months follow-up. Further repeated-measures ANOVA’s 

were performed to test whether the change in HRQOL and CORS score differed 

between the four arts therapies groups using data only from the intervention group 

following cross over. This was performed as exploratory analysis to determine 

whether the type of arts therapies affected the key outcome measures. Statistical 

analyses of ANCOVA’s and repeated measures ANOVA’s were performed using 

IBM’s SPSS (version 25). Statistical significance was determined using an alpha level 

of 0.05. Eta squared was calculated to determine effect size for all tests performed and 

then converted to Cohen’s d using free online software by Psychometrica (Lenhard 

and Lenhard, 2016). To calculate the change score equivalent to the MCID the 

standard deviation of the baseline scores will be multiplied by 0.2 (the small effect 

size) (Samsa et al., 1999). MCID was calculated for HRQOL and CORS before and 

after cross-over as well as for duration of sleep and SDQ.  

Sample size calculations were computed for HRQOL and CORS as the 

necessary sample size for a clinical trial using XLSTAT-Power 

(https://www.xlstat.com/en/ ). Specifically, calculations were performed for a 

superiority trial, which aims to test whether one treatment is better than another, 

which in the context of the current study is the arts therapies intervention (intervention 

group) compared to the waiting list (control group). XLSTAT-Power can determine 

the sample size necessary to reach a given power. Sample size calculations were 

determined for a power of 0.8 and 0.9 using an alpha level of 0.05.   

Fitbit data, collected over three days before and three days after the arts 

therapies, was averaged for each of the measures collected. To assess the sleep 

activity, the number of minutes asleep was calculated as the total number of minutes 

asleep minus the number of active minutes during the night either awake or asleep. 

This calculation takes into account the quality of sleep and provides an overall 

measure of sleep duration, recorded in minutes. Duration of sleep was averaged across 

https://www.xlstat.com/en/
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the three days pre-intervention and three days post-intervention. Closer inspection of 

this tool showed that the activity level and heart rates were not captured sufficiently 

and therefore were excluded from the analysis. 

 

4.9. Interpretation of the results and trustworthiness  

As described in the data collection section, all outcome measures were 

carefully selected and have been previously standardised with children in this age 

group. According to current evidence, all questionnaires have had moderate to high 

test-retest reliability and concurrent validity (see section: Methods of data collection: 

Questionnaires). 

 

 With regards to process evaluation, it was regarded important to include more 

than one perspective. For this reason, the adherence to the protocol was rated both 

from the researcher and the arts therapists in order to estimate inter-observer 

reliability. Examining whether the judgements that two observers have made are 

consistent with each other could improve the dependability of the findings (Higgins 

and Green, 2011). 

 Furthermore, in order to minimise the power imbalance between the 

adult/researcher and the children/participants, as well as to avoid misinterpretations of 

children’s views, member cross-checking was employed (Brooks, te Riele, and 

Maguire, 2017). All tentative interpretations from the interviews were made available 

to children to express their opinions as to whether they represent their own viewpoints 

and to evaluate their accuracy (Atkinson, Coffey and Delamont, 2003). The 

supervisory team also reviewed the interpretations of the data to provide with further 

insights. Both of these methods were expected to contribute to advancing the 

credibility of the study (Higgins and Green, 2011). 

With regards to missing data, there are multiple approaches which have been 

developed including, complete case analysis, mean substitution, last observation 

carried forward, intention to treat (ITT) analysis, and variants of the multiple 

imputation approach. The intention to treat (ITT) principle is widely employed and 

reports of ITT or modified ITT were found to address outcomes in 85% of the studies 

reviewed by Bell, Fiero, Horton et al. (2014). ITT protects against bias by preserving 

the benefits of randomization (Gravel, Opatrny and Shapiro, 2007; Hollis and 
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Campbell, 1999). However, when outcome data is missing, a true ITT analysis can be 

difficult or impossible to achieve and researchers must make assumptions which 

might be unreliable, while the ability to draw conclusions about a causal link is also 

compromised (Altman, 2009; Bell et al., 2014; Can, Yilmaz, Hasdogan et al., 2011; 

Dziura, Post, Zhao et al., 2013; White, Horton, Carpenter et al., 2011). The current 

study employed a complete case analysis approach which involves including only 

subjects with a complete set of outcome data. The approach is computationally 

simplistic and, moreover, the estimates of treatment differences are unbiased when 

missing are missing completely at random (MCAR), as is the case in the current study 

(Dziura et al., 2014). Whilst the payoff is a reduction in sample size, the alternative 

method to address missing data that involve estimating outcomes in the absence of 

actual data suffer the problem of introducing uncertainty about what really happened 

to the participants (Streiner and Geddes, 2001). Given that the current study was a 

pilot study, with the primary goal being to accurately estimate treatment differences in 

order to calculate sample sizes for the outcome measures for a full randomized 

controlled study, a complete case analysis approach was considered more appropriate. 

 

4.10. Ethical considerations 

The research was conducted in accordance with the Edge Hill University of 

Ethical Guidance for Undertaking Research with Children and Young People (RO-

GOV-10) and the Code of Practice for the Conduct of Research (RO-GOV-01). A 

distress protocol and risk assessments were in place at all times. The sections below 

discuss the most important ethical considerations, while the documents used for 

ethical approval are presented as appendices (Appendices 2-7). 

 

4.10.1. Consent and assent 

Consent and assent were a critical issue because of the lack of instructions in 

the international guidelines regarding how to obtain children’s consent, what it should 

include and from what age children can provide it. According to the international 

codes and the Declaration of Helsinki, both the consent of the legal representatives 
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and the assent of the child are required (Chadwick et al., 2011). This information 

should be adequately understood and the decision should be made without exposure to 

coercion, inducement or intimidation (Andanda, 2005), respecting the child’s 

individuality and autonomy. The European Commission states that assent is the 

child’s will to participate in the study and researchers should obtain it from the age 

that a child is able to give it (Chadwick, ten Have and Meslin, 2011). In order for 

parents and children to be fully informed of their consent to participate, the following 

information was available both verbally and in the consent forms:  

• The purpose, duration of the study and the follow-up period (MRC, 2004); 

• Foreseeable risks and benefits as well as methods to reassure children’s anonymity 

and confidentiality (Andanda, 2005); 

• Information about the data storage, who will have access and what will happen 

after the completion of the study (Shaw, Brady and Davey, 2011); 

• Withdrawal will be accepted at any stage without prejudice or detriment to 

children’s care (Greig, Taylor and MacKay, 2007). Even though providing reasons 

for withdrawals was not required, participants were made aware of how this could 

benefit researchers and potentially other children in the study (MRC, 2004).  

• Researchers’ personal information, such as identities, the responsible research 

organisation and contact telephone numbers (MRC, 2012). 

Children’s literacy and comprehension level was taken into consideration 

before designing the consent forms (Andanda, 2005). As the intellectual and 

emotional capacities do not develop at the same rate, it was more appropriate to 

design different assent forms based on children’s developmental stages (Chadwick, 

ten Have and Meslin, 2011). For these reasons, the assent was both verbal and written 

(Shaw et al., 2011), using plain languages, big letters, images and visual aids 

(Messiou, 2012). For example, a comic script was created by the researcher in order to 

explain the concepts of anonymity and confidentiality, in a story where all names and 

personal information are concealed; yet we are still able to know the characters’ 

stories and learn from them. The researcher adopted a friendly attitude and avoided 

any situational pressure that would make children feel obliged to participate, giving 

them time and space to make their own informed decisions (MRC, 2004). Information 

was discussed with children in groups, allowing them to understand better the purpose 

of the study through each other’s questions.  
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4.10.2. Mitigating potential risks 

Mental health stigma 

It was likely that some children might assume that they suffer a disorder, 

inferiority, or disturbance, and this is why they have been allocated in the arts 

therapies group. In a study conducted by Diamond and Lev-Wiesel (2017), 

participants reported that the word "therapy" was linked to mental health stigma and 

the perception that children who attended arts therapies were weak, flawed, 

dangerous, or socially incompetent. To mitigate misperceptions concerning the word 

"therapy", it was essential to clarify that the purpose of these arts therapies is to 

prevent from arising difficulties and contribute to wellbeing. Furthermore, being in a 

group with other children who do not appear to have any significant problems or 

difficulties, was expected to gradually lessen the fear of the mental health stigma. 

 

Expression of sensitive experiences, feelings, thoughts 

As in every type of therapy, participation was likely to result in changes in 

children's feelings and thought processes. Through recalling and talking about past 

distressing events, naturally embarrassment, confusion and feelings of stress might 

arise. This is particularly true for more sensitive issues, such as abuse, violence, 

hospitalisation, immigration, family separation. The arts therapists were trained so as 

to not let these arising feelings or emotions inappropriately dealt with. All arts 

therapists were experienced and professionally qualified to offer support to people 

who deal with traumatic events and their associated feelings, as well as with any 

existing or arising emotional, behavioural, or social difficulties. Therefore, the 

anticipated benefits for giving children the opportunity to express their feelings and 

address them within a safe therapeutic environment were expected to outweigh the 

minimal psychological risk for harm. In addition, the participant information sheet 

enlisted all the community and school resources for additional mental health support 

if this was required. Should a child required further psychological or counselling 

support, the head teachers and SENCOs agreed to address this issue by requesting 

additional or follow up support. 
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Confidentiality 

Confidentiality should be maintained in all cases, unless there were serious 

concerns around issues of criminal, bad practice or self-harming/harming. In this case, 

the researcher had to emergently contact her supervisors and the school principals and 

follow the school’s risk assessment protocol. For this reason, it was important that the 

researcher had fully understood each school’s policies and safeguarding guidance 

since different schools could have had different safeguarding processes in place. 

Advice from the school nurses and GPs would be also requested under extreme 

circumstances.  

 

Risk for the researcher or the arts therapists 

It was expected that both the researcher and the arts therapies may deal with 

uncomfortable feelings following the group sessions, especially when sensitive and 

traumatic experiences were brought up from children. For this reason, all arts 

therapists and the researcher received clinical supervision from the director of studies, 

who is a qualified clinical supervisor. The researcher was also expected to maintain 

her own counselling and seek advice from the Edge Hill University Mental Health 

Aid as soon as possible should any concerning issues arise. The practice of writing a 

reflexive journal was also used to keep a record of reflections and to further process 

difficult emotions. All therapists were expected to maintain their own supervision and 

therapy as well. 

 

Other minimal risks 

Some additional methods to address potential arising risks were the following: 

• The data collection took place in a prearranged, quiet, and private venue to 

diminish response bias (Forsey, 2012) as well as to protect children from 

unwitting vulnerability, embarrassment, loss of reputation, or peer rejection 

(Christensen and James, 2008).  

• All interviews, questionnaires and arts work were completed on a one-to-one basis 

to avoid fear of disapproval, reprimand or negative peer criticism (Minister for 
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Children and Youth Affairs, 2012, Coffey, 2006, Payne and Payne, 2004, Spencer, 

2015).  

• Keeping notes during the sessions was avoided to not cause distraction or 

embarrassment. 

• Visual aids, such as images, drawings were used to help children understand the 

questions better, deal with memory issues and elicit their feelings or forgotten 

experiences (MRC, 2004, Allen, 2012). Integrating arts-based methods in the 

interview also helped children to disregard linguistic, cognitive or communication 

barriers and focus on the process of the interview (Epstein, Stevens, McKeever 

and Baruchel, 2006).  

• Children will be reminded that the aesthetic quality of their arts work by no means 

was related to children's poor performance in the arts therapies. This was 

important in order to reduce the risk of feeling frustrated or embarrassed by 

comparing their artistic creations with those of other team members. 

 

Dissemination 

An infographic will be designed to share the most important findings of this study 

with the schools, children, and their families. This infographic will be developed in 

consultation with children to ensure that the language and information included is 

accessible and easily understandable. Disseminating the findings in an engaging and 

inclusive way – not only through academic papers and publications – is important to 

ensure that schools and families become aware of the usefulness of arts therapies as a 

tool for prevention of health difficulties. In addition, this practice is expected to 

increase the possibilities that children will be willing to get involved in future studies, 

or even create their own research opportunities (Groundwater-Smith, Dockett and 

Bottrell, 2015).  
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5. Results 

5.1. The pilot in practice 

This section explores how all the elements of the study worked together, and 

whether they could work together in a larger randomised controlled trial. Focus is 

given on the elements of recruitment, randomisation, and the follow-up procedure.  

 

5.1.1. Recruitment 

Recruitment of the arts therapists 

The recruitment of the arts therapists was made through an advertisement that 

was posted in the newsletters of the British Association of Music Therapy (BAMT), 

Association for Dance Movement Psychotherapy UK (ADMP UK), and the British 

Association of Dramatherapists (BADth). Approximately ten dramatherapists and 

similar number of dance movement therapists showed interest in the study. The 

research team recruited the dance movement therapist with the longest working 

experience (albeit mainly with adults) and the dramatherapist who had just completed 

her MA in dramatherapy but she had been teaching in schools for more than 20 years. 

She was also the only dramatherapist who was based near the Liverpool area with 

experience in working with children and young people in educational settings. 

Following three rounds of advertisements in the British Association of Music 

Therapy, no music therapist expressed interest to undertake the sessions for this study. 

All local music therapy charities were contacted and the leader of one of these 

charities agreed to undertake the sessions. She had experience in working with 

children and young people (though in special schools), and prior experience of being 

involved in research. The art therapist was recruited through personal contacts as she 

had long experience of working therapeutically with children in schools. The four arts 

therapists were invited to indicate the areas they would be willing to travel, as there 

was no funding available to cover their travel expenses.  

 

Recruitment of primary schools 

A list of all primary mainstream schools was prepared in the areas identified 

by the therapists. All schools were contacted until four of them would officially agree 
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to participate. Initially, an email was prepared with a brief description of the project, 

an invitation to participate, and a request for a phone conversation or face to face 

meeting. The poster of this PhD was also included to make the key information easier 

to understand visually (Appendix 3). All head teachers and deputy head teachers 

whose email addresses were available on the school websites were sent this email. If 

their email addresses were not available, the administration team was contacted with a 

request to forward the invitation email to the head and deputy head teacher. In cases 

where there was no response through emails, I followed-up with a direct call. 

 Many schools were interested to hear more about the study, especially after 

being informed about the hourly salary of the arts therapists and that this would be 

covered by Edge Hill University. However, most head teachers hesitated to participate 

when I informed them that I was looking to recruit children with mild emotional and 

behavioural difficulties. This was because they seemed to believe that the arts 

therapies would benefit more the children who experienced severe difficulties. In 

response to this, the importance of prevention and the need to develop resilience was 

highlighted. It was also clarified that the proposed intervention was mainly group-

based and it was important to ensure minimal risk of harm. 

Head teachers also looked more willing to get involved when I informed them 

that they could select the two classes who would participate, and therefore they had 

the opportunity to identify the classes of greater need for this intervention. However, 

head teachers tended to select the classes with the least workload, such as Y3 or Y4, 

rather than those in higher need of psychotherapeutic support. They were concerned 

that from Y5 onwards, children have no time to spend on anything other than the 

school curriculum and to prepare for the transition to the secondary schools. As a 

result, and in order to avoid the risk of schools dropping out if they felt that the 

expectations or requirements of this study were too high, students were mainly 

recruited from Y3 and Y4. 

 Another interesting observation was that, following an initial visit, the first 

two schools that I approached declined to participate.  This could be because of my 

initial lack of preparedness and confidence, which did not gain the head teachers’ 

trust. Following the first two rejections, I viewed these schools visits as job interviews 

where I was as prepared and confident as I could be. Thereafter, all schools that I 

visited agreed to participate. 
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Recruitment of children and dropout rates 

As described in the methodology section, children’s recruitment was made 

through the head teachers, sending the participant information sheets and consent 

forms to all the parents or legal guardians of the two selected classes. When both the 

parents or legal guardians and the children indicated that they were happy to 

participate, these children were eligible for inclusion and were randomly allocated to 

two different groups (both groups were expected to receive the intervention but in 

different times). All children selected had a session with myself in order to get more 

information about the study and what exactly we would be doing in the arts therapies 

sessions. This was also an opportunity for them to ask questions and decide if they 

were certainly happy to participate. All children had a week to think about it, while it 

was also made clear that they could withdraw at any time without any consequences.  

In the school where the art therapy group was planned to take place, almost 

every child who was eligible was interested to participate and almost all parents 

returned back the consent forms promptly. This might have been because there was 

already a full-time artist at the school that children and members of staff used to call 

“art therapist”, unaware that this professional role and associated title required 

specialized training and registration with HCPC. However, this appeared to make the 

stage of recruitment easier since most parents and children were familiar with the term 

‘therapy’ and they perceived it as an opportunity. All sixteen children who were 

selected showed excitement to start the sessions. However, one child from the control 

group was hospitalised and missed the whole school semester. Another child also 

from the control group had to spend an extended amount of time outside the UK for 

unknown reasons. Therefore, there were two dropouts in the control group and no 

drop out in the intervention group (Table 7). 

 In the dramatherapy group, there were mixed reactions. There were children 

who immediately agreed to participate and children who expressed that they did not 

feel comfortable with “drama”. Approximately one third of the children declined to 

participate for this reason, and therefore, were excluded from the randomisation 

process. When the sixteen children were selected, two of them were unhappy when 

they realised that they would have to miss their physical education class as the 

dramatherapy sessions overlapped. As a result, there were two dropouts, one from the 

intervention and one from the control group. 
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 Children allocated in the dance movement therapy also had mixed reactions. 

While the girls showed a great amount of enthusiasm, the exact opposite was the case 

for boys. In fact, there were also some parents questioning why their children, who 

were boys, were invited to a dance movement therapy group. These reactions led to 

the few boys who could have been interested in the sessions to refuse to participate.  

As a result, the intervention group consisted of eight girls, and there were no dropouts. 

During the sessions for the intervention group, it became clear that the school could 

not provide us with a safe space and as a result, I had to recruit children for the control 

group from a different school. This time I presented the study to children as 

‘movement therapy’ rather than ‘dance movement therapy’, to avoid similar reactions 

and missing boys from the sessions. With this approach, boys appeared to be much 

happier and all children who were selected, participated, and completed the sessions. 

There were no dropouts in the control group either (Table 7). 

 The music therapy group went through a different kind of challenge where, 

although most children were very excited to participate, almost half of the parents 

were not willing to give their consent. Some parents were concerned that children 

would have to miss the assembly as the music therapy sessions overlapped. 

Considering that this was a catholic school, religion was of primary importance for 

some parents. Since the music therapist had no other time available, there was no 

capacity for a change to avoid overlapping with the assembly. Some other parents 

were also concerned about the use of the term “therapy” and declined to participate 

indicating that their children did not need therapeutic support. In addition, the music 

therapist had expressed her concern that she might not be able to deliver the sessions 

to a group of eight children. To allow for dropouts, seven children were recruited in 

each group. One child decided to withdraw following selection because did not want 

to miss the assembly, and one child changed school at the fifth session of music 

therapy. Both dropouts were in the intervention group; there was no drop out in the 

control group (Table 7). 
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Table 7: Recruitment and dropout rates 

Type of 

arts 

therapies 

No of 

children 

recruited  

No of 

children 

completed  

Dropouts 

occurred 

(group) 

Dropout 

stage 

Dropout 

justification 

Art 

therapy 

16 14 2 (from 

control) 

During 

sessions 

1 Hospitalisation 

1 Moved abroad 

Drama 

therapy 

16 14 2 (1 from 

each group) 

Before 

sessions 

2 Did not wish to 

miss PE classes 

Dance 

movement  

therapy 

16 16 - - - 

Music 

therapy 

14* 12 2 (from 

intervention) 

Before and 

during 

1 Left school 

1 Did not want to 

miss the assembly 

Total  62 56 6   

*Note: Seven instead of eight children per group were recruited in the music therapy 

group, because of the music therapist’s concern that this group size is too big. 

 

5.1.2. Challenges in implementation 

Challenges in recruitment 

 Recruiting schools was challenging at the beginning, mainly because I had no 

experience with recruiting schools for research purposes. A certain level of 

professionalism was required to gain the head teachers’ trust and understanding of the 

importance of this study. After a few rejections, it was clear that schools were more 

likely to get involved when I paid more attention to my dressing code and the use of 

formal language to communicate with the head teachers. Promoting the university and 

highlighting the expertise that the research team has appeared to be beneficial. 

Because of the complexity of the intervention, some head teachers were struggling to 

understand all aspects of this project. The use of a poster (Appendix 3) to explain the 
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research process visually gained their attention and interest, while also improving the 

level of professionalism that was required.  

One of the main challenges faced was related to parents’ concerns and their 

hesitation to allow their children to participate in research. The term “therapy” 

appeared to cause problems in this situation, regardless of the emphasis given on 

prevention and resilience. In contrast, children did not appear to be concerned with the 

use of this term. In contrast, the majority expressed that they felt lucky to be selected. 

Gender stereotypes were also challenging, such as that ‘girls dance, but boys do not or 

should not dance’. Emphasising the word ‘movement’, instead of ‘dance’, did make 

the recruitment smoother. 

 Exceptionally challenging was also the coordination between the schools and 

the arts therapists. Since there was no funding available to cover travel expenses, 

recruiting schools prior to recruiting arts therapists was not possible. In addition to 

that, finding a common and convenient time to deliver the sessions both for the arts 

therapists and for the schools was particularly challenging. Therefore, recruiting 

children from schools that the arts therapists could travel easily to, did not guarantee 

that the sessions would run smoothly. 

 Lastly, it was challenging to recruit arts therapists who were committed to 

undertake these sessions. Since this project was only for one hour per week, and 

required additional time for preparation, reflection, supervision, and transportation, 

several arts therapists withdrew their initial interest to deliver the sessions. Some arts 

therapists informed the research team as late as one day prior to the beginning of the 

sessions. This led to not only logistical issues, but it was also disappointing for some 

children to be announced that the sessions would begin later than planned. 

  

Challenges in randomisation 

 Undertaking randomisation in this study was an exceptionally difficult 

process. Partially, this was because it was conducted by a single person; it is possible 

that the presence of a larger research team could have eased off the process. In the 

first instance, randomisation was the main reason why most schools refused to 

participate in the study. Head teachers were worried about mixing children that they 

should not be together, for reasons such as interpersonal conflicts or personality 
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differences. Explaining in plain language the benefits of randomisation for research, 

policy, and the implications for funding was beneficial. Thirteen schools still refused 

to participate for this reason. 

 Another issue with randomisation was that many parents and children had to 

get involved in the process of recruitment, such as reading lengthy participant 

information letters and consent forms. However, even if they agreed to participate, 

this would not guarantee that these children would be selected following 

randomisation. This was a requirement from the Ethics Committee, that all children 

who will be subject to randomisation needed to give their consent in advance. As a 

result, the disappointment of the children who were not eventually selected was 

evident and some of them expressed that it felt ‘unfair’. This was reported as risk for 

harm and is explored further in the Discussion chapter. 

 Albeit the challenges, it was feasible to recruit children randomly given the 

number of schools that were interested to participate. These schools were in high need 

of additional external funding and psychotherapeutic interventions, and they were 

willing to put aside concerns about randomisation for the benefit of the children who 

would have the opportunity to get involved. 

Nevertheless, this method of recruitment led to the creation of groups with 

members that often did not get along well with each other, at times raising concerns 

around the safety of the therapeutic environment. These issues will be explained in 

detail for each group in the following sub-section of the results (Participant 

observation) and suggestions to deal with such issues will be explored in the 

Discussion chapter. 

 

Challenges in the follow-up procedures 

 The follow-up procedures were conducted as planned. As it was agreed, the 

head teachers arranged a time at three months, six months, and one year after the end 

of the intervention when I could visit the schools and see the children again. Since 

each follow-up visit was expected to last approximately 15’ with each child, it did not 

appear to pose any serious logistical problems for head teachers to authorize and 

arrange this.  
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The only difficulty faced at this stage was that during most visits, at least one 

participant was absent on that day. In which case, reasons for the absence was sought 

along with expected time of the child returning to the school. As a result, I had to visit 

each school twice, or three times, in order to gather the follow-up data from all the 

children.  Given that some schools were as far as two hours away for a round trip, the 

completion of the follow-up procedure took twice the anticipated time and expenses. 

 

5.2.  Process evaluation 

The process evaluation was assessed through children’s Session Rating Scale, 

and through the participant observations by myself as the researcher and the arts 

therapists. Since the participant observations aimed to appraise the adherence to the 

therapeutic model, a checklist was created which included the ten main therapeutic 

principles, such as working with children as a group and approaching children with 

warmth and empathy (Appendix 12). The following section presents the context that 

the arts therapies were delivered in, such as information related to the schools, or the 

rooms that were provided for the sessions. Following this, a description is given with 

regards to the degree of adherence to the therapeutic protocol for each group. Each 

arts therapies group is described separately, and the main trends among all groups, 

alongside the interrater reliability will be presented at the end of this section. 

Myself as the researcher as well as the arts therapists rated each session 

individually in terms of whether it met the therapeutic principles and the structure of 

the therapeutic model. The intention of this was not to evaluate the quality of the 

sessions (as this was subject to children’s ratings), but to keep a clear record of 

essential changes needed for future replication of the therapeutic model, and to 

identify good practices that led to higher ratings from children’s perspectives. My 

notes from my observations as a participant were supported by the video recordings of 

the sessions. As soon as possible after the end of each session, I allowed sufficient 

time to view the recordings in a quiet space, specifically my home office, and expand 

further on my notes.  

It is important to highlight that I as the researcher, had also the role of the 

participant observer and co-facilitator of the sessions (as I am a qualified play 

therapist). The role of the co-facilitator involved supporting the arts therapists, helping 
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with the organisation of the materials and furniture in the rooms, encouraging children 

to actively participate in the activities and working individually when children needed 

additional support in the sessions. It is important to acknowledge that this dual role of 

researcher and co-facilitator (Meekums, 2002), as well as my own play therapy 

training, might have influenced the way I viewed and perceived the sessions. 

 

5.2.1. Art therapy  

Group 1 - Background 

The art therapy sessions took place at a public primary school in an industrial 

town in the North West of England. The school suffered massive cuts in funding that 

made impossible to provide any kind of psychological support to children unless there 

was an acute and/or urgent need. Although the staff in this school was very keen to 

collaborate, a separate private and safe environment could not be provided. Therefore, 

the arts therapies sessions took place in a classroom during the time when the rest of 

the children had their swimming classes. This meant that at times teachers would 

come in the sessions to take something from the classroom; at times there was also 

background noise from the corridor that could be clearly heard in the classroom. The 

classroom was also big, which made it difficult to keep a group of eight children 

together, who at times would get distracted, for example by exploring others’ 

drawings on the walls.  

The art therapist had only recently graduated from her Master’s in art therapy, 

although she had many years of counselling experience working with children and 

adolescents in educational settings. She was very patient, always warm with children, 

and very well-prepared ahead of each session. To gain children’s excitement and 

attention, she used to bring a lot of interesting materials which intrigued every 

member of the group. In retrospect, although this practice helped with gaining 

children’s excitement before and during the sessions, it made the materials the centre 

of attention. Children wanted to try them all and experiment with the materials, 

something that often was taking them away from the therapeutic process. The art 

therapist had also planned two or three main activities for each session, which, given 

the wealth of materials and children’s excitement, made it very challenging to end the 

sessions in time. Most children would keep drawing or making art regardless of our 
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invitation to finish and join the group for the final discussion, therefore very often the 

sessions lasted more than one hour. 

 An additional issue that appeared to be relevant to this first cohort was the 

group memberships. Although children were randomly recruited from two different 

classes (four children from each class, aged eight to ten), approximately half of the 

children did not get along well with each other prior to the beginning of the group. 

This led to arising conflict during the sessions, or intense arguments over who will get 

certain materials or colours. The eight hours of art therapy did not seem enough time 

for these arguments to be resolved, although towards the last sessions of the group 

most children would listen more than when they started and they were more willing to 

resolve the issues between them through dialogue. 

 

Group 1 - Adherence to the protocol 

The principle of approaching children with warmth and empathy was 

maintained across all sessions. The art therapist also put extraordinary effort to work 

with children from where they were and meet their needs in all the sessions. With 

regards to the topics of the sessions, the art therapist followed each session in 

accordance with the protocol and no modifications were recorded. 

The principles that were partially achieved were related to the balance between 

verbal and non-verbal communication, the development of coping mechanisms, self-

awareness, agency and the capacity to grow. As mentioned in the background section, 

the degree of children’s engagement with the artistic materials and their pieces of art 

potentially created some distance from the therapeutic process. When there was the 

invitation from the art therapist to have a discussion on their creations, most children 

would prefer to keep working on their own arts work, instead of listening to and 

discussing with the other members of the group. Nevertheless, both myself and the art 

therapists noticed significant steps towards the development of self-awareness, agency 

and coping mechanisms, especially for the children who were willing to share their 

thoughts and reflection with the group. However, we both felt less confident that this 

was achieved for the children who preferred not to share or not to reflect on their 

creations because we did not have adequate information to appraise this. 
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 As a consequence, this gave me the sense that the group did not actually work 

as a “group”, but as eight children who were working individually. Therefore, the 

principle of working with the group as a whole was not met in six out of the eight 

sessions. In addition, because of the low degree of interest to listen to each other’s 

reflections, most of the members of the group did not revisit past experiences with 

direct impact in the here and now. If this happened, it remained within themselves as 

they did not reveal that to the rest of the group. Given the limited cohesion of this 

group, it could have been potentially harmful for children to revisit past experiences 

and share them with the group when they might have sensed that others would not 

listen to them or that would ignore them. 

 

Group 2 - Background 

 At the end of the sessions with the first group, there were discussions between 

the research team and the art therapist with regards to what improvements could be 

made for the second art therapy group. The most essential issue was that the school 

staff did not seem to be fully aware of the differences between arts therapies and arts 

classes. Therefore, a meeting was scheduled with the head teacher and the SENCO of 

the school to discuss how to minimize disruptions, improve privacy and support 

safety. A workshop was also delivered from the researcher to the school staff to 

explain better what arts therapies are and why it is so crucial for children to feel safe 

and secure within this group. This made a big difference in the delivery of art therapy 

sessions for the second group. This time a private and safe space was provided, and 

nobody interrupted any of the eight sessions. 

 Considering the learning experience of the first group, we came to the 

conclusion that limiting the amount of the available materials as well as the amount of 

main activities for each session would be beneficial for children. Having only one 

activity instead of two or three, would help them to use and explore the materials in 

this single main activity while also remaining attuned to the therapeutic process. This 

proved to be the case in all of the eight sessions that followed. In addition, the art 

therapist appeared to be more comfortable in handling uncomfortable circumstances; 

the experience with the first group played a fundamental role in that. 
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 In this cohort, children were again selected from two different classes (four 

from each class, aged eight to ten).  However, this time children appeared to get along 

better than in the first group, they were more willing to listen to each other, and 

respect each other’s space. Focusing only on one main activity in between the warm-

up activity and the closing discussion, allowed children more time to explore their art 

work, reflect on them, and share their feelings or thoughts with the members of the 

group. It is important to mention that two out of eight children dropped out from the 

group because they were absent from the school most of the time; one child was away 

in the US for family reasons, while another child experienced hospitalisation during 

that time and it was unclear when would be able to attend the school again. This 

reduced the number of children to six, which allowed more time for each child for 

exploration and reflection. The art therapist was also able to spend more time listening 

to each child while being able to contain the whole group. 

 

Group 2 - Adherence to the protocol 

The structure of the sessions was again followed according to the protocol 

without any important modification recorded. Unsurprisingly, considering the better 

conditions of delivery of the sessions for the second group, the adherence to the 

protocol principles was significantly higher (Appendix 12). In all the sessions, the art 

therapist remained warm and empathetic, while working with children from where 

they were and meeting their needs. In addition, a high degree of self-awareness was 

achieved from almost every child in every session. Specifically, five out of the six 

children put a significant effort into their arts work and they were able to reflect on, or 

try to understand their feelings and thoughts under various circumstances. Only one 

child seemed to be mostly concerned about the arts making process, rather than the 

therapeutic process, yet most of the time he would still listen to others, or would keep 

working on his own piece of art without interrupting when the other members of the 

group were sharing. He was also quite engaged in the final discussion before the end 

of each session. Furthermore, all children showed improvements in taking agency and 

developing coping mechanisms in all of the sessions except for the first one; this 

session focused on getting to know each other and establishing our group ground 

rules. Lastly, the balance between verbal and non-verbal communication was 

observed across all eight sessions. 
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 Two of the principles were partially met, that is revisiting past experiences 

with direct impact on the here and now, as well as working with the group as a whole. 

Although revisiting past experiences was only relevant to some of the sessions, some 

children appeared to be willing to do that following the art therapist’s invitation, while 

some others chose to focus more on making art without necessarily linking it to past 

experiences. The art therapist did not put any pressure and gave to children the choice 

to revisit past experiences only if/when they felt ready to do so. With regards to 

working with the group as a whole, the warm up activities as well as the final 

discussion in the end of each session seemed to bring the group together. In the main 

activity, however, children were working mostly individually with only a few 

interactions in order to share or exchange materials and help each other. Time for 

individual work appeared to be important for this group as children noted that they 

preferred to have some time to work individually on their creations. 

 

5.2.2. Dramatherapy 

Group 1 - Background 

 The dramatherapy sessions took place in a primary school in a large city in the 

North West. The school showed interest in participating because a play therapist was 

undertaking her placement at that time and the feedback from children was very 

positive. In fact, children were requesting themselves if they could participate in play 

therapy, however due to limited availability, only children that their teachers were 

concerned about their mental health were able to receive an average of four sessions 

of play therapy. That said, when the suggestion was made to explain further what arts 

therapies are, the teaching staff showed confidence that they already understand and 

they would be able to provide what was necessary, specifically a private and safe 

space. The SENCO showed the room that the dramatherapy sessions would take place 

and it looked ideal in terms of size, privacy, while it was also equipped with plenty of 

useful materials. However, upon arrival for the first session, this room was allocated 

to the play therapist and the suggestion was to use a different room instead, which was 

the only one available. The new space was inappropriate to work in; previously being 

a classroom, now it was used for storage of things that were no longer needed in the 

classes. This made the room risky, for example there were tables and chairs turned 
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around and children could get injured, while it was also very messy and unclean. The 

dramatherapist and I came to the conclusion that it is impossible to run the sessions 

unless the room was tidied up and the physical risk was minimised. The first session 

was then postponed until the following week when the room was indeed in a better 

condition. 

 Very soon it was made clear that the school was not prepared to accommodate 

the dramatherapy sessions. There were numerous interruptions throughout the 

sessions for not important reasons requesting some children to leave the group for a 

while because, for example, they had another task to finish and they could join the 

group later. Immediately it was clarified that this was not possible. Still, similar 

requests continued for the duration of the whole first cohort. In addition, because two 

children were very often under a regular form of ‘punishment’, children were 

threatened with missing dramatherapy if they misbehaved. In fact, this threat 

happened twice, though I was able to resolve this issue through discussions with the 

teaching staff. 

 On the top of the above difficulties, this group was very challenging to work 

with. Seven children participated from two different classes (three and four from each 

class, aged eight to ten), and they already knew each other well enough to make 

‘jokes’ that were often offensive. Starting from week one, the dramatherapist and I 

had to handle a group of children with extremely high energy, who also did not seem 

to get along with each other. There were personal arguments and conflicts from the 

first until the last week, which often led to children screaming and yelling at each 

other. We felt unable to deal with the constantly arising issues between the members 

of the group, and discussions were made with regards to whether it would be more 

appropriate to terminate the sessions. This discussion was brought to the children and 

the whole group agreed that they were willing to start treating each other better in 

order to continue the sessions. Although this did not seem to happen adequately, there 

were some small improvements that supported the continuation of the sessions until 

the eighth week. 

 Another important factor was that the dramatherapist had recently graduated 

from the Master’s in dramatherapy and this was her first year of experience. Prior to 

this, she had been working as a school teacher for almost two decades. It is worth 

mentioning that it was challenging to separate the roles of being a teacher versus 
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being a dramatherapist, especially when the conflicts would arise between children. 

The dramatherapist put significant effort to separate those two roles, and she was 

honest to children with regards to her struggle. For example, sometimes she would say 

“Apologies, I’ll take off my teacher hat”. It appeared that this helped to decrease the 

power imbalance between being an adult and being a child, as she was happy to share 

her own difficulties with children and this encouraged the group to do the same. In 

addition, the fact that she was very well-prepared ahead of each session, designed 

interesting activities and had a second plan if children did not seem to enjoy the initial 

ideas, helped to attract children’s interest and focus on the therapeutic process. 

 

Group 1: Adherence to the protocol 

 Given the context within which the group was operating, it was challenging to 

meet the principles of the therapeutic model. Nevertheless, the dramatherapist showed 

empathy, warmth, and was working with children from where they were in all eight 

sessions. There was also a balance between verbal and non-verbal communication in 

almost all sessions despite the verbal arguments that took place in every session. 

 Because of the dynamic of the group, revisiting past experiences was not only 

impossible, but appeared to have been potentially harmful. Children did not seem to 

feel safe to share personal experiences; the dramatherapist would also remind them 

that they did not have to share anything if they did not feel safe.  

 Interestingly, the principle of working with the group as a whole was achieved 

in almost all of the sessions, as the arising conflicts often became an opportunity to 

connect and make group discussions or activities. In addition, even though the 

principles of developing self-awareness, coping mechanisms, and agency did not 

appear to have been met during the first two sessions, almost all members of the 

group showed significant improvements from the third week onwards. 

 With regards to the topics and structure of the sessions, the dramatherapist 

followed the protocol without any significant modifications. However, there were 

some themes that lasted more or less than others. For example, when the invitation 

was to explore the ‘safe space’ with the provided materials, most children chose to 

hide behind the furniture without sharing. The dramatherapist did not put any pressure 

on them to do so, and the following week the group moved to the next theme. The 
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exploration of how a ‘difficult day’ might look like seemed to have intrigued children 

the most and so it was brought up again in the next session, but in a way that it felt 

linked and relevant to the following theme of starting a ‘new day’. 

 

Group 2 - Background 

 Following the developments of the first group, it became apparent that it was 

essential to deliver a workshop to the teaching staff with regards to what arts therapies 

are and what the research team is trying to achieve through the delivery of these 

sessions. Similar to the school which participated in the art therapy sessions, the 

workshop and presentation highlighted the importance of a private and secure space 

where children can feel able to express their feelings and experiences. Besides the low 

attendance, the head teacher and SENCO ensured that this time they would provide 

what was essential in order for the sessions to run smoothly. However, two weeks 

later, when I reached out to confirm the beginning of the first session with the second 

group, it turned out that the school was no longer able to accommodate the sessions 

on the same day as initially agreed but did not give any notice in advance. This led to 

a big inconvenience for the dramatherapist, who was uncertain whether she could 

continue delivering the sessions on a different day with such a short notice. 

Fortunately, she was able to accommodate the sessions despite her full time job and 

the sessions ran smoothly for all eight weeks. This time there were indeed no 

interruptions and privacy were ensured from the beginning until the end. 

 The second cohort was recruited from two different classes (four children from 

one class and three from another, aged eight to ten). This time, children happened to 

have a friendly attitude towards each other, and no arguments or conflicts arose 

between the members of the group. The boys appeared to be more shy, while the girls 

were very expressive, something that potentially led to a power imbalance between 

boys and girls. The girls on the other side, seemed more and more confident in each 

session and prepared to explore the topics in the proposed activities. In contrast, it felt 

as if the more the boys were observing the girls exploring movement improvisations 

and role enactments, the more they were losing their confidence.  Nevertheless, there 

was an overall harmony in the atmosphere, as well as a sense of respect towards each 

other, making comfortable and exciting to work with this group. Children also 



118 
 

appeared to demonstrate very strong listening skills, which made it feel safe to share 

personal experiences and feelings with the group. 

 

Group 2: Adherence to the protocol 

 Almost all principles were met in every session for this group. The 

dramatherapist’s empathetic and warm attitude continued across all sessions and she 

was working with children from where they were, meeting their needs. Children had 

time and space to explore and enact roles individually, as a group, and in couples. 

Most of the time they were all working collaboratively. Some children’s passion and 

excitement appeared to help other children to go out of their comfort zones and test 

new roles. This happened with a great degree of self-reflection and sharing with the 

other members of the group. The balance between verbal and non-verbal interactions 

was also maintained across all sessions. 

 In some sessions, children were not asked to revisit past experiences, which is 

why this principle was rated slightly lower than others. For example, in the first 

session when the intention was to get to know each other, or in the third session when 

the aim was to discover their strengths, the focus of the sessions was mostly on the 

here and now. In the sessions where the invitation was to revisit past experiences, 

children revealed challenging but not overly uncomfortable experiences, which helped 

to contain the group and keep all members safe. 

 In addition, children showed significant improvements in developing self-

awareness, agency, and coping mechanisms. Some children started saying more “I 

believe/think/feel that…”, opposed to “some people say/think that…”, a phrase that 

was more frequent to hear in the beginning but less so throughout the rest of the 

sessions. Enacting and experimenting with various roles seemed to help children 

become aware of new, or different aspects of themselves. For example, when they 

were pretending to be birds, they realised that they have the choice to be calm, slow, 

quiet, or fast and alert when the external circumstances change. Another example is 

that through their puppets, they started to communicate complex emotions non 

verbally and they were able to communicate with others using their body language 

and facial expressions.  
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 In terms of the sessions structure, there was one main modification. Because 

of the school’s late notice in the change of the day that the sessions were initially 

running, we had to run two sessions in one day. After the second to last week, the 

school would be closed for Easter break and as a result we would not have the 

opportunity to end the sessions until two weeks later. The common decision was to 

avoid this delay. Effort was made for this modification to be at an appropriate time, so 

this session was delivered half way through when children had started to feel familiar 

with us and with each other. We decided to deliver the sessions of how an easy and 

difficult day might look like together, which felt the most interrelated. Children were 

able to maintain an increased effort and interest in the activities besides the extended 

length of this session, while the clear contrast between an easy and a difficult day 

seemed to allow children alter their roles without struggle. 

 

5.2.3. Dance movement therapy 

Group 1 - Background 

This school was the first to express interest for participation in the study and it 

was based in a large city in the North West. The school was already providing 

counselling sessions to children in need and it was the counsellor who came in contact 

with the researcher. Following a meeting to describe the project and explain what we 

need, the counsellor helped with providing information to parents, children, and the 

teaching staff, while also supported with the recruitment of children. While in theory 

everything was ready to start, a sudden bereavement meant that the counsellor had to 

be away for a few months, and there was unfortunately no one else in this school to 

support with the organisation of the project, such as ensuring that the same room was 

ready at the same day and time every week, or informing the research team about any 

changes in children’s schedule. After several times of following up, another member 

of staff showed willingness to take responsibility of organising the project and the 

sessions started. 

Despite the DBS checks, which confirmed that both the dance movement 

therapist and I were eligible to work with children on one-to-one basis, the member of 

staff who was responsible for safeguarding informed us that there should always be a 

permanent member of staff observing us in the room. This was to ensure that children 
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would be protected at all times. This condition was accepted in order to run the 

sessions. However, the role and associated power of this external observer, impacted 

on the group who hesitated to share experiences, feelings or thoughts in front of her. 

The dance movement therapist invited the external observer to join the group and 

become a member of it so that children might be less afraid to share or feel that 

someone is watching them. This request was not accepted, and the member of staff 

continued to watch the sessions from a corner in the room. After the third session, and 

while realising that these conditions had a big impact on the therapeutic process, I 

raised this issue as a problem with the school. The school accommodated our request 

for a change, and a new observer came into the room who was willing to become 

member of the group. Even though she joined us in the fourth session, children 

seemed very comfortable around her and they did not seem afraid to share as before. 

Because the new observer was not able to commit to attend the sessions every week, 

and since we had gained trust at this stage, the safeguarding member of staff came to 

the conclusion that we can run the rest of the sessions without an observer, a change 

that helped us run the remaining dance movement therapy sessions smoothly. 

Eight children were selected for this group (four from one class and four from 

another, aged eight to nine). An interesting phenomenon in the dance movement 

therapy was that when the final group of children who would participate was 

confirmed, two of the boys decided that “dance is not really for boys”. So, they 

wished to withdraw from the group before the sessions started. I arranged a discussion 

with them and emphasised that the focus of the sessions would be on the movement, 

rather than on the dance. However, the boys still did not look happy to participate and 

no pressure was put on them to do so. Soon after, the other two boys of the group 

expressed that they would feel uncomfortable if they were surrounded by girls, and 

given that the two other boys withdrew, they decided to withdraw as well. Following 

discussions with the teachers of these classes, we decided to recruit only girls for this 

group because the boys of these classes would feel embarrassed to participate at this 

stage. Therefore, a group of eight girls finally shaped the first group of dance 

movement therapy. 

Similar to the other schools, the need for a private and secure space was not 

met. The only room that the school could provide to us was the main hall, which the 

members of staff had to cross sometimes. Because it was the same space where 
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children had their lunch break, there was often loud noise from the kitchen which was 

also distractive. The additional stress of the external observer in the first sessions 

made the environment quite inappropriate for the therapeutic process to occur. On top 

of that, closer to the Christmas break, the main hall was no longer available as it was 

needed for performances, and so the only available room was the staff room and the 

library. These rooms were preferred than the main hall because the space was smaller 

and it was easier to contain the group. Unfortunately, the teaching staff were not 

happy with us using the staff room and this led to increasing tension, while finding an 

alternative space appeared to be problematic. There were discussions as to whether we 

should terminate the sessions early, but since children had started to share sensitive 

personal information it felt inappropriate to do so and would be an alert for causing 

harm. We managed to run the sessions until the end, but the school informed us that 

they were no longer able to accommodate the sessions for the second group. We had 

to announce this to the children who were already recruited; an announcement that led 

to disappointment as the second group was getting excited to start from the feedback 

of the first group.  

Despite these circumstances, the group showed an incredible commitment to 

the sessions and they tried hard to ignore any distractions in the space. The dance 

movement therapist had long experience as well, which helped in dealing with 

unexpected arising issues with the school. In two sessions, one of the group members 

was asked by her teacher to leave earlier because she was the main singer for the 

Christmas ceremony and had to be in the rehearsals. The discussions between myself 

and the teacher regarding the importance of her staying until the end in every session 

failed, while the only alternative solution was to remove her from the group. The child 

expressed a very strong disappointment to this possibility, so we decided to accept 

this early departure in order to keep her in the group. 

 

Group 1 - Adherence to the protocol 

 Given the circumstances, adherence to the therapeutic principles became 

challenging. The dance movement therapist continued to approach children with 

warmth and empathy throughout all session, while she was also working with children 

from where they were, trying to meet their needs as much as possible. 
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 This group worked as a group from the beginning until the end. When 

arguments would arise among three members of the group, all members were 

involved and provided with helpful and useful reflections as to how this could be 

resolved. One of the children appeared to have clear ideas as to how the group should 

move on or what kind of activities we should do in the next session. When the rest of 

the group disagreed with these suggestions, she became very upset and broke into 

tears. The other members of the group showed warmth and understanding towards her 

and the situation was used to uncover and share our feelings with each other. 

 Children seemed prepared to revisit past experiences with direct impact in the 

here and now. Because some of those experiences contained deep trauma that the 

dance movement therapist was unsure as to whether this was the appropriate place to 

uncover them, the suggestion was made to not provide a detailed description of 

traumatic events, but to focus on the arising feelings and try to express them through 

our movement. This practice seemed appropriate to contain the group. 

 Two members of the group looked shy and did not seem comfortable with 

sharing or expressing themselves through movement. They would mostly observe the 

other children and would join the group only when they felt comfortable enough to do 

so. I tried to engage with these two children on a one-to-one basis and encouraged 

them to join the group only when they felt ready. 

 From the beginning until the end, the group appeared to be gradually more 

self-aware and connected with their body. In six out of eight sessions, there were 

reflections which showed the increased development of agency and capacity to grow, 

while they seemed to realise the potential of the use of arts media as healthy coping 

mechanisms when future challenges arise. The final session finished with tears and a 

sense of disappointment for the upcoming separation. Reassuring them that we will 

see each other again in the follow-up stages felt like a relief and made saying goodbye 

to each other slightly easier.  

 In terms of the topics of the sessions, they were followed according to the 

protocol. However, one day when we approached the school for the scheduled 

session, we found out that all children were away in a trip; we were not informed 

about this in advance. Given that the last session would take place just before the 

school’s closure for the Christmas break, we had three options: to deliver the final 
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session after the Christmas break – three weeks later, to terminate the dance 

movement therapy in the seventh session, or to deliver two sessions in one day. We 

decided that the last solution was the best. The fifth and sixth session was combined 

into a two-hour long session. The theme of how a difficult day might look like seemed 

to intrigue the group the most and led to some deep reflections which took most of the 

time. Even though children looked tired by the end of this session, their interest and 

focus were surprisingly maintained for two hours. 

 

Group 2 – Background 

 The termination of our collaboration with the first school meant that we were 

again in search of a new school to recruit the second dance movement therapy cohort. 

Three schools immediately expressed their interest, however, only one school agreed 

with the random recruitment of children. This school had also employed a play 

therapist for placement, as well as a dance movement therapist. They were also 

seeking funding to deliver arts therapies for years, yet unsuccessfully. The deputy 

head teacher was supportive from the beginning and agreed to provide us with what 

we were asking for in terms of the space. She was understanding in terms of the 

timeframe for the current PhD and she arranged meetings with parents and children 

promptly. Learning from the experiences with the previous schools, I requested a time 

when I could deliver a workshop both to the parents and the teaching staff. The 

attendance rate was low from the parents, however, those who participated ensured us 

that they would share the feedback with the other parents who were not present.  

 The main hall was provided again as it was the only space available to run the 

sessions privately. This time though, there were signs outside each door kindly asking 

to not interrupt during the session. Although both privacy and safety were provided, 

the main hall was so large that during some group activities, the dance movement 

therapist had to increase her voice in order for children to be able to hear her from 

every part of the hall. In addition, many children saw this space as an opportunity to 

run around, which was often distractive for the other members of the group. 

 This group was consisted of eight children of mixed genders this time (four 

and four from each class, aged eight to ten). From the first session it was clear that 

most of them had a very high level of energy. It was quite challenging to focus on the 
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therapeutic process and overall the group would not really listen to any instructions or 

suggestions. Given the size of the hall it was especially difficult to contain the group. 

Another challenge was that some children were very calm and quiet, and they looked 

upset by the loud voices and hyperactivity of some other members of the group. After 

bringing this issue to supervision, we decided that one solution might be to run two 

parallel group activities in each session, one that can participate whoever wished to 

remain calm and still, and another activity for those who wished to be physically very 

active. For example, the dance movement therapist narrated a story and then the 

children could separate in two groups; one which would pretend that they were in a 

quiet island relaxing, and another group which would pretend that they are pirates 

trying to reach the peaceful island. The dance movement therapist remained at the 

island throughout the session and I remained on the pirates’ boat. In this way, 

different choices were provided for the different needs present in the group. This was 

the most highly rated session by the children. However, it was still challenging to 

handle the diverse levels of energy and create similar kinds of activities for each 

session. I also felt less confident that this could be achieved if the sessions were not 

facilitated by two arts therapists. 

 

Group 2 - Adherence to the protocol 

 The dance movement therapist tried to remain empathetic and warm besides 

the discomfort of having to talk loud in order for children to listen to her. Two 

children seemed to view the sessions as an opportunity to take a break from classes, 

which led to discussions as to whether they should remain in the sessions. We 

concluded that I could spend more time with them in order to meet their needs on a 

one-to-one basis and continue with the group as it was. 

 Because of these circumstances, none of the children revisited past 

experiences with direct impact on the here and now – if they did so, they did not share 

these experiences verbally with the group. The importance to feel listened – a rule that 

all children agreed that they wanted from the first session – was not met and therefore, 

it felt unsafe and uncomfortable to share things with each other. 

 The dance movement therapist was inviting children to reflect on their feelings 

following each activity and session, a practice that appeared to lead to improved self-
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awareness and capacity to grow. Children were better able to understand how they felt 

and share their thoughts with others, in the occasions when the rest of the group was 

willing to listen. The wide range of activities and discussions that followed brought 

some balance between verbal and non-verbal communication in all of the sessions. 

Working with the group as a whole only happened in half of the sessions, and 

similarly, the development of coping mechanisms only occurred in half of the sessions 

– mainly the last ones.  

 In terms of the topics of the sessions, half of the sessions were different than 

planned. Children appeared to need more time to explore their safe space, which took 

most of the fourth session, when the protocol suggested to explore how an easy day 

might look like. As a result, in the fifth session we combined both themes of how an 

easy and a difficult day might look like. The theme of ‘a new day’ was not delivered 

at all as children brought up several ideas on how a difficult day might look like. We 

decided that it was more appropriate to elaborate further before moving on to a new 

theme. The theme of ‘our arts journey’ seemed to also intrigue children and took most 

of the final session as well. However, children still had time to explore and reflect on 

their dreams and hopes for the future. It is important to mention that the dance 

movement therapist’s background might also have influenced the structure and flow 

of the sessions. Particularly, the therapist had long experience of working with adults 

in non-directive ways, yet the children’s session ratings demonstrated a preference 

towards highly structured and directive sessions as they mentioned in the interviews. 

 

5.2.4. Music therapy 

Group 1 – Background 

 The music therapy sessions took place at a primary school in the same large 

city in the North West. The head teacher contacted us following feedback she 

received from the school where we ran the first group of dance movement therapy and 

asked whether we were still looking for schools to participate. Following a meeting, 

we agreed to run the sessions in this school. There were lengthy delays in the 

responses between each e-mail and therefore it took several months to manage to 

organise the delivery of the music therapy sessions. A new member of staff came on 
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board to help with the organisation of this project and thereafter the communication 

became smoother. 

 The school provided us with the music room, which was equipped with a great 

variety of musical instruments. This room had the ideal size – not too big or too small 

as most of the previous experiences – and it was based on the top floor where children 

and members of staff would very rarely access. There was privacy at all times and the 

loud sounds from our group did not seem to be a problem to the other classes. 

 A challenge we experienced was to recruit a music therapist who would be 

able to commit to only one session per week. We only managed to recruit a music 

therapist half a year later. As a result, she did not participate in the training of group 

workshop that we ran with all other arts therapists together. The explanation of the 

study, the protocol and therapeutic principles were done on a one-to-one basis 

between myself and the music therapist. Nevertheless, the music therapist was still 

able to comprehend and deliver the sessions according to the therapeutic model.  The 

music therapist has also had long experience of delivering music therapy with 

children at school settings and she looked very confident to deliver the sessions. 

 The first group of music therapy consisted of six children (three and three 

from each class seven to eight). The music therapist had never run a session with 

more than six children and she did not feel it was appropriate to recruit eight. 

Therefore, we recruited the minimum number of children that we defined in the study 

protocol. However, because one child changed school half way through the delivery 

of the intervention, the group had only five members from the fifth session onwards. 

This group demonstrated great listening skills which allowed sharing to feel safe. 

Children were also very supportive and respective of each other. This environment 

felt the most ideal. 

 

Group 1 - Adherence to the protocol 

No modifications were reported in terms of the structure of the sessions and 

the themes, hence there was a high level of fidelity to the protocol. All of the 

therapeutic principles were met in all sessions, apart from the balance between verbal 

and non-verbal communication. The discussions we had lasted for a long part of each 

session as most children were quite talkative and wanted to share their thoughts with 
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detailed descriptions. However, this resulted to less time to get involved in the music-

making process. 

Running the sessions in a circle gave a sense of connectedness with each other 

and felt like working with the group as a whole. Children had opportunities to work 

on their own, but most of the time they were working together. The music therapist 

remained warm, empathetic at all session, while also working with children from 

where they were and meeting their needs. 

Children were encouraged to share past experiences which were related to the 

here and now up to the extent where they felt safe to do so. Most discussions were 

linked to our feelings and children seemed to develop increased self-awareness 

throughout the sessions. They also appeared to develop increased sense of agency and 

capacity to grow, as well as to explore healthy coping mechanisms starting from the 

very first session and until the end. 

 

Group 2 – Background 

 For the second group we recruited one more child, because the withdrawal 

from the first cohort left the group with five children; that was opposed to our study 

protocol. Recruiting seven children would ensure that even if withdrawals occur 

again, we would still have the minimum amount of children required. Children were 

once again recruited from two different classes (four and three from each class, aged 

seven to nine). The overall energy level of this group was higher than the first group, 

while some children were struggling to listen to others. One child specifically seemed 

to have had difficulty in concentrating for more than a few minutes and would often 

distract other children, but overall this did not appear to affect the therapeutic process. 

 

Group 2 - Adherence to the protocol 

 The sessions followed the structure and themes as suggested in the protocol, 

and no changes were recorded. Similar to the first group, all sessions adhered to the 

therapeutic principles of the protocol, apart from the balance between verbal and non-

verbal communication. The discussions lasted for the majority of the sessions, 

allowing only little time for the activities and the music-making process. 
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 Once again, the music therapist remained warm, empathetic at all sessions, 

and worked with children from where they were. They would all revisit past 

experiences with direct impact on the here and now. We would also focus a lot on the 

feelings that these experiences brought up, which seemed to lead to increased 

development of self-awareness and agency. Most of the children acknowledged the 

potential for arts and music as healthy coping mechanisms when challenges arose. 

Furthermore, children worked as a group even though they still had their own time to 

work individually.  

 

5.2.5. Children’s session quality ratings 

A repeated measures ANOVA was performed to test for differences in 

children’s ratings of session quality (Session Rating Scale) across the eight different 

sessions and to test whether the change in session ratings differed between arts therapy 

groups. The Mauchly’s test of sphericity was significant (Mauchly’s W = 0.082, 

P<0.001), indicating that homogeneity of variance cannot be assumed. Therefore, the 

Greenhouse-Geisser results are reported throughout. Results showed a significant effect 

for session quality (F4.251, 165.794 = 7.399, P<0.001, ηp
2 = 0.159) indicating that session 

quality ratings did change significantly across the eight sessions. Descriptive statistics, 

including means and standard deviations, for session quality ratings for the eight 

sessions for the total sample and separated by the four different arts therapies are shown 

in Table 8. Significant results were also found for the interaction term, session quality 

* arts therapies group (F12.753, 165.794 = 5.249, P<0.001, ηp
2 = 0.288), indicating that the 

change in session quality ratings differed significantly between the arts therapies 

groups. A line graph showing estimated marginal means for session quality ratings for 

the eight sessions, and separated by the four arts therapies groups is shown in Figure 6. 

What the Table 8 and Figure 6 showed was a generally sustained high session quality 

ratings for art therapy and music therapy. However, session quality showed a slightly 

inconsistent pattern for drama therapy, which dips between sessions 4 and 7, but then 

finishes off on a high rating for session 8. Session quality ratings were largely erratic 

for the dance movement therapy, with ratings being very high i.e. above 9 on average 

for the first two sessions, but dropping to below 4 on average for session 4. These 

differences can be better understood considering the context description in the previous 

sections, for example, the lack of a safe and private environment for the dance 
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movement and dramatherapy groups, which was very likely to have an impact on 

children’s experiences. The discussion chapter will draw upon these explanations in 

further depth. 

 

Table 8: Descriptive statistics ( x and SD ) for quality ratings for each session (N=56). 

Session Art therapy Dance  

movement 

therapy 

Drama 

therapy  

Music 

therapy  

Total  

1 9.59 (0.79) 8.47 (0.73) 8.50 (1.01) 9.21 (1.10) 9.26 (0.95) 

2 9.72 (0.70) 9.30 (1.42) 8.79 (1.27) 9.10 (1.73) 9.28 (1.30) 

3 9.79 (0.57) 7.45 (2.51) 8.29 (1.63) 9.17 (1.59) 8.71 (1.91) 

4 9.51 (0.96) 3.51 (2.72) 8.00 (1.88) 9.80 (0.42) 7.62 (3.15) 

5 9.52 (0.90) 5.91 (2.78) 8.29 (1.53) 9.53 (1.04) 8.24 (2.31) 

6 9.46 (1.26) 5.36 (2.99) 8.13 (2.43) 9.37 (1.33) 8.05 (2.69) 

7 9.36 (1.63) 5.03 (2.89) 7.58 (2.90) 9.20 (2.53) 7.78 (3.02) 

8 9.76 (0.51) 8.01 (1.75) 9.46 (1.09) 10.00 (0.00) 9.27 (1.32) 
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Figure 6: Line graph showing estimated marginal means for session quality ratings for the 

eight sessions, separated by arts therapies groups 

 

 

5.2.6. Adherence to the protocol 

As mentioned above, the adherence to the therapeutic protocol was assessed 

by both the arts therapist (Rater A) and the researcher (Rater B). A rating was given 

for each of the 10 conditions by each rater for each group (8 groups) yielding a total 

of 80 scores for the therapist (Rater A) and the for the researcher (Rater B). The 

Bland-Altman plot (Bland and Altman, 1986) was used to evaluate the agreement 

among the two raters. This allowed for the identification of any systematic differences 

between the measurements (raters) which were classed as ‘fixed bias’ as well as 

outliers. The mean score for raters A and B, for each of the 80 measurement points 

was calculated (A + B / 2) along with the difference between rater scores (A – B). The 

averages of the differences (�̅�) between raters was -1.25. This indicates that on 

average rater B (researcher) gave a rating of 1.25 units higher than rater A (arts 

therapist). The Bland-Altman plot shown in Figure 7 represents the difference 

between raters (A minus B) against the mean of the two raters. The bias was -1.25 

units, which is represented by the gap between the x-axis at 0 (thick grey line) 

corresponding to zero differences, and the parallel line to the x-axis at -1.25 units. 
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There did not appear to be any systematic bias, with no clear concentrations of data 

within, above or below this gap.  

The lack of agreement between raters was summarised by calculating the bias 

estimated by the mean differences (�̅�) and the standard deviation of the differences. We 

expected most of the differences to lie within �̅� − 1.96𝑠 and �̅� + 1.96𝑠 if the 

differences were normally distributed (Gaussian). A histogram showing the distribution 

of differences between raters (A – B) with normal distribution line is shown in Figure 

8. In the present study s = 2.18, so that 95% of differences were within -5.52 and 3.02. 

These figures represented the lower and upper limits of agreement respectively. This 

showed that ratings made by rater A may be -5.52 units below or 3.02 units above rater 

B. It is important to note that the Bland-Altman plot system did not indicate whether 

the agreement was sufficient or suitable to use one rater or the other indifferently. It 

also did not quantify the bias and the range of agreement within which 95% of the 

differences between one measurement and the other were included (Giavarina, 2015).  

A one-sample t-test was used to determine whether the mean value of the 

difference between raters differed significantly from 0, with 0 representing no 

difference between raters. A significant result indicated the presence of a fixed bias. 

Results from the one-sample t-test were significant (t79 = -5.132, P<0.001, mean 

difference = -1.25, 95%CI: -1.73, -0.77). This indicated that the rater A (arts therapist) 

was systematically rating less the adherence to the therapeutic protocol than the rater B 

(researcher), with an average of 1.25 units less than the rater B. This suggested that if 

the therapist was considered to be the ideal candidate (or “gold standard”) in 

determining adherence to the therapeutic protocol, the researcher would not be an 

adequate substitute.  
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Figure 7: The Bland-Altman plot showing differences between raters (A-B) plotted against the 

mean of raters A and B (A + B / 2). The mean difference is shown along with the upper and 

lower limits of agreement. 

 

 

Testing the limits of agreement using the Bland-Altman approach required a 

normal distribution for rater differences. There is no current gold standard approach for 

testing normality of data, as all tests of normality are sensitive to the sample size. One 

approach for medium to large sample sizes (i.e. n > 50) was to simply eyeball the data 

using a normal distribution plot (as shown in Figure 8) (Kim, 2013). Widely used tests 

for assessing whether the normal distribution meet significance are the Shapiro-Wilk 

test and the Kolmogorov-Smirnov test, with some considering the Shapiro-Wilk test to 

be the superior of the two under varying conditions (Yap and Sim, 2011; Steinskog, 

2007). Kim (2013) points out that there are times when eyeballing the data and formal 

tests of normality may yield incompatible results. In such cases it might be more 

appropriate to assess normality using skewness and kurtosis or more suitable graphical 

methods such as a Q-Q plot. In the current study, there were 80 data points: the 50th 

percentile was -2, the 25th percentile was -3 and the 75th percentile was 0. This indicated 

that the majority of the differences between raters were below 0. The normal 

distribution plot (shown in Figure 8) indicated slightly more of a tail on the right side 

of the distribution compared to the left side, suggesting there might be presence of a 
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positive skew. The Q-Q plot (shown in Figure 9) showed that the data points seem to 

fall about a straight line with points deviating from the line of fit for rater differences 

greater than 0.  

To determine whether normality was present in the data, Kim’s approach (2013) 

was followed based on the assessment of skewness and kurtosis. Specifically, the results 

showed that skewness = 0.744, SE = 0.269; and kurtosis = 0.536, SE = 0.532. Whether 

this value was of significance depends on a number of criteria. A number of researchers 

suggest that as long as values for skewness and kurtosis fall within -2 and +2, then 

normality can be assumed (George and Mallery, 2010; Gravetter and Wallnau, 2009; 

Trochim and Donnelly, 2006). However, the sample size of the data should also be 

considered. Both skewness and kurtosis can be transformed to a z-score by dividing 

their values by their respective standard errors, i.e.  

zskewness = 0.744/0.269 = 2.77 

zkurtosis = 0.536/0.532 = 1.01 

Standard errors, however, tend to get smaller with increasing sample sizes, suggesting 

a preponderance to reject the null hypothesis of a normal distribution with large 

samples, when in fact the distribution may not differ substantially from normality (Kim, 

2013). In such cases, Kim (2013) suggests the critical value for rejecting the null 

hypothesis should differ depending on the sample size. In the case of the current study, 

consisting of 80 observations, the proposal was to reject the null hypothesis at absolute 

z-value over 3.29 corresponding to an alpha level of 0.05. Thus, in the current study, as 

zskewness = 2.77 and zkurtosis = 1.01, it was confirmed that the rater differences (rater A – 

rater B) followed a normal distribution.  
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Figure 8: Histogram with normal distribution line showing the distribution of differences 

between raters (Rater A – Rater B). 

 

 

 

Figure 9: The Q-Q plot showing observed values for the differences between raters against the 

expected normal distribution. 
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5.2.7. Correlation between session quality ratings and adherence to the protocol 

The association between ratings of adherence to the therapeutic protocol and 

children’s ratings of session quality was investigated using a linear regression model. 

The average arts therapist ratings were calculated for each arts therapies intervention 

for each group. This was calculated using the mean score for the arts therapist ratings 

(rater A) and researcher ratings (rater B) across all 10 criteria on the adherence to the 

therapeutic protocol rating scale (Appendix 12). Each child’s ratings of session quality 

were calculated by averaging their total score for session quality across the eight 

sessions, yielding a total session quality value for each participant. A regression model 

was then performed using session quality as the outcome variable and adherence to the 

therapeutic protocol as the predictor variable.  

The results showed that the mean score for session quality was 68.27 

(SD=11.82) and for adherence to the therapeutic protocol was 54.56 (SD=12.18). The 

correlation between these variables was not significant (r = 0.163, P>0.05). The 

regression model was not significant either (F1,41 = 1.116, P>0.05, r2 = 0.027), as the 

adherence to the therapeutic protocol was able to explain only 2.7% of the variance in 

session quality ratings (coefficient= 0.158, SE=0.149, 95%CI: =0.14, 0.46). Children 

rated higher the sessions where they enjoyed the activities (as the results from the one-

to-one interviews reveal in the next section), but not necessarily the sessions where 

adherence to the therapeutic protocol was achieved. Possible explanations for these 

findings will be presented in the discussion chapter. 

 

5.2.8. Overall observations and reflections 

 The environment played a significant role in the delivery of the arts therapies. 

Although the administration and teaching staff believed that they understood what arts 

therapies were and they were able to accommodate the sessions, in practice this did 

not seem to be the case. Finding a private and safe space at schools proved to be 

exceptionally difficult. Even when these spaces were available, it was not guaranteed 

that the arts therapists could deliver the sessions at this specific day and time. 

Workshops and presentations were essential in order to ensure that the staff were 

well-informed about the requirements of the delivery of arts therapies as well as the 

requirements of the specific study in order to run smoothly. The schools where the art 
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and music therapy were delivered, were open to dialogue and our enquires (i.e. 

regarding privacy) were carefully considered and accommodated. This could possibly 

explain why the sessions were rated higher compared to the schools where the dance 

movement and dramatherapy were delivered. 

 The number of children we set for each group was large, and often became a 

burden for the therapeutic process. In fact, the therapeutic principle of ‘working as a 

group’ was one of the principles that was rated lower both by the researcher and the 

arts therapists. Having two arts therapists to facilitate the sessions was the only way to 

contain the group and handle the arising issues. In the sessions where some children 

were absent, or the groups ended up with smaller number following withdrawals, the 

environment felt safer and more appropriate to work therapeutically. This is one of the 

main recommendations for future research and practice that will be discussed in the 

next chapter. 

 The randomisation methods often led to shaping groups with members that did 

not get along well, or their energy level was conflicting. For example, randomization 

led to challenges such as having a group with very quiet versus very active children in 

its membership, or children who might not have good relationships prior to the 

sessions and they were being asked to work as a team. In these occasions, eight 

sessions felt either too short or too long. When the membership was such that 

additional effort was needed to support group cohesion, and children were willing to 

resolve or discuss their concerns about each other, the first four sessions were needed 

to start building healthier relationships. However, within an eight-session long group, 

by the time that children started making significant improvements in their 

relationships, it was about time to end the sessions. On the other side, when children 

did not seem willing to resolve any issues, eight sessions felt a long time and 

discussions were made as to whether it would be more ethical or appropriate to 

terminate the sessions earlier. It was noticeable from the observations that the sessions 

that were rated lower were those where conflicts occurred among the members of the 

group, which was further confirmed from the interviews with children. Therefore, the 

group membership changed significantly both the therapeutic process and the 

outcomes of arts therapies. Selecting children who experienced only mild emotional 

and behavioural difficulties proved to be insufficient selecting criterion to ensure that 

the group sessions could run smoothly. 
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 Interestingly, the adults’ ratings (from the arts therapists and the researcher) 

varied significantly from children’s ratings. There were sessions that were rated high 

from children but low from adults, and vice versa. These findings echo the original 

argument regarding the importance of including children’s voice in research. As an 

example, the sessions where conflicts occurred were rated higher by adults because 

they were perceived as an opportunity to work therapeutically with all children as a 

group and to develop coping mechanisms; these sessions were rated lower by children 

nonetheless. Similarly, there were sessions where the creative activities were so 

entertaining that children gave the highest possible ratings; however, the adults did 

not consider that the therapeutic goals and adherence to the protocol was achieved. 

Once again, this could be because what was considered important for children and 

adults may differ. Another observation was that the adults’ ratings slightly differed as 

well, with the researcher rating the sessions systematically higher than the arts 

therapists. Follow-up discussions revealed that a main reason behind these differences 

might be that arts therapists were more self-critical when they were rating their own 

sessions and were reluctant to give the highest ratings even in sessions where 

adherence to the therapeutic principles was fully achieved. The triangulation of the 

ratings from three difference perspectives was therefore valuable. 

 It is important to end this section with a note on the risks for potential harm as 

they were observed throughout the sessions. Some of the most important risks were:  

- when children revisited and shared past experiences with the group but they felt 

that they were not heard or they were being ignored; 

- when children were worried about others’ criticism or judgement; 

- when some children did not seem to like each other. 

Even though these circumstances are normal within the school environment, careful 

handling is needed within a therapeutic environment. The sessions also raised the 

question of what would be the most ethical (or the least harmful) decision when a 

child is constantly engaging in distracting behaviour or becomes judgmental when 

other members of the group are sharing: to remove this child from the group with the 

potential to harm this child, or to keep this child in the group with the potential to 

harm other children? These ethical issues will be further explored in the discussion. 



138 
 

5.3. Interviews 

 This section presents the findings from children’s interviews. As mentioned in 

the methods section, there were four main questions: i) what children did or did not 

enjoy immediately after the end of the group; ii) their most outstanding memories 

from the sessions on three months, six months and one year follow up; iii) what 

children found helpful or unhelpful; and iv) whether they practised any of these 

activities/techniques in their day-to-day life after the end of arts therapies. Based on 

children’s responses, the main themes are presented below. 

 

5.3.1. What have you enjoyed about the arts therapies sessions? 

(question asked one week after the end of the intervention) 

 

Sessions with clear boundaries 

“I liked the sessions that started and finished with a song to know that I am not 

in the class anymore, and to prepare me to go back to the class. The song in 

the end was my favourite; it made me happier and ready to go back to class.” 

(8 years’ old – music therapy) 

 As the above quote indicates, all sessions of arts therapies started and ended in 

a particular way; a song, dance, movement or drawing was the sign of welcoming all 

children in the group, while each session ended with a similar activity as a sign of the 

closure. Children became familiar with this order and during the interviews they 

mentioned how important it was to have a clear beginning and ending of each session.  

 In the art therapy group children started each session around a big group 

mandala and ended each session in the same way. In the music therapy group children 

started and ended each session playing the “Good morning” and “Goodbye” song, 

respectively. The dance movement therapy group started each session with the 

Confidentiality Rap and ended with a song for relaxation. The dramatherapy group 

started each session in a circle around a hoop on the floor, inviting each child to think 

of a sound and gesture that related to how they felt. Each session ended inviting 

children to throw away something that they did not like or want to leave behind from 

the session, then something they would like to keep and take away with them. Finally, 
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the group sang the “Ecco y pookie pookie”, “Belle Mama”, “Sesame Ritual” with the 

particular movements, and sent a hand squeeze to each other. 

 These symbolic activities gave children right from the beginning some time to 

process that they were out of the class and in a different environment. Similarly, it 

gave them time to prepare going back to class when the sessions were over. 

Therefore, allowing for a transition period while giving children the time and space 

they needed was important. Clear boundaries were also managed when arts therapists 

reminded the group that they do not have to worry about things that they normally 

would if they were in the class. For example: 

“I was asking L how to spell some words and she would never tell me. “It 

doesn’t matter because we are not in the class now”, all she’d say”.              

(10 years’ old - dramatherapy) 

 

The safe space 

“I realise that other people want their own personal space and I want it too… 

I try to make sure that other people are protected as well.”                              

(9 years’ old - dance movement therapy) 

 The notion of exploring a safe space was very important for most children as 

shown in the quote above. Almost all children mentioned that they enjoyed having the 

opportunity to explore how a safe space feels through a wide range of activities. It 

also helped them to understand how important safe space was for others. Some groups 

made their own caves by clay, birdhouses that can make birds feel safe (here ‘birds’ 

was the metaphor of their own self), while other groups created their own safe houses 

from scarfs, blankets and a variety of materials. Other groups explored what physical 

distance from each other feels safe, whereas others explored the sounds that made 

them feel safe or unsafe. In all instances, children imagined how the space around 

them could feel safe, warm, and secure. Some examples from children’s safe space 

are presented in the Image 1. 
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Image 1: Collage of pictures representing children’s safe space 

 

 

 



141 
 

Experimenting with new materials and instruments  

“We played with bubbles, sand trays, scarfs, blankets… all week I was looking 

forward to trying something new.” (10 years’ old - dramatherapy) 

“It made me feel relaxed to play with the clay and all the sensory stuff. When I 

am in the class I feel really distracted but these things made me feel very 

relaxed.” (9 years’ old – art therapy) 

 For some children it was their first time to explore how some materials felt, 

such as the play dough, the clay or the finger colours. Children highlighted how 

relaxing but also exciting it felt being able to explore different and new sensations. 

Especially the unusual materials or materials that were not available at schools 

appeared to attract children’s curiosity and motivate them to engage more in the 

activities. Some examples of unusual materials that children used are presented in the 

Image 2. There were also some musical instruments that children were not allowed to 

play with during the music classes, such as the violins, and children expressed how 

exciting it was having the opportunity to use them during the music therapy sessions. 

Image 2: Collage of pictures presenting the experimentation with unusual materials
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Stories 

“I remember every story we did; the stone soup was my favourite because we 

could play with so many different roles. I pretended to be the soup and 

everyone was throwing vegetables on me!” (9 years’ old - dramatherapy) 

 The process of story-telling as well as the enactment of stories seemed to 

attract most children’s excitement and engagement. During the interviews, children 

from all groups were able to recall details from each story and how it felt to them to 

perform each role. Children particularly liked being able to perform ‘crazy’ 

characters, or those who could do silly things without being judged by others. They 

also enjoyed when they were given the option to choose which character to perform, 

instead of having specific instructions as to which character they should perform – 

this was substantially different from what was often the expectation in school classes. 

Image 3: Collage of pictures from children’s enactment to stories 
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Drawing 

“If a drawing makes me upset I can leave it back; I don’t have to take it with 

me. But if my drawing makes me happy then I keep it and take it with me at 

home. I have the choice” (10 years’ old – art therapy) 

 Drawing was a part of many sessions in all types of arts therapies. Regardless 

of whether drawing was unstructured and free, or semi-structured and based on a 

particular theme, this artistic medium was the most familiar to children and, according 

to them, one of the most comfortable ways to express both the pleasant and the not so 

pleasant feelings (Image 4). Children also expressed enjoyment when they had the 

opportunity to draw in new ways that they had not tried before. An example of these 

activities was the body drawing, where children drew the outline of each other’s body 

on a large piece of paper on the floor and then they imagined which secret power had 

each part of their body. Another example was the big group mandala, where every 

child added something new every week based on the theme of the group discussion. In 

addition, children mentioned that what liked having the choice of keeping or leaving a 

drawing, as per the quotation above. 

Image 4: Collage of pictures from children’s drawings on their superpowers 
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Puppetry 

“I could tell my own story through my own puppet but nobody knows if it’s a 

true story or if I made it all up.” (8 years’ old - dramatherapy) 

 Almost every child who had the opportunity to use puppets, particularly in art 

and dramatherapy sessions, highlighted how they enjoyed making and playing with 

puppets. Puppets were used as a metaphor and medium to help children talk about 

difficult things they would not otherwise easily talk about. For example, in one of the 

dramatherapy sessions, all puppets had a really bad day and they were incited to 

communicate this to other puppets non-verbally. In the interviews most children said 

this was one of their favourite sessions because it gave them the chance to share their 

own stories, but also keep them private as nobody knew whether they are real or not. 

 In addition to that, children mentioned that they enjoyed making their own 

puppets because they could explore different dimensions of the same character that 

could not be captured through a drawing or painting (Image 5). This process of 

making their own character also appeared to help them to reflect on the feelings or 

thoughts these puppets might have and try to understand other puppets’ feelings and 

thoughts too. 

Image 5: Children’s hand puppets 
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Song writing 

“I enjoyed more when I was writing that song with C, because when I got 

stuck, she always has [had] something interesting to add to our song.”            

(7 years’ old – music therapy) 

 Particularly in the music therapy groups, children expressed their enjoyment 

by writing their own songs, either solo, in duets, or small groups (Image 6). A child 

mentioned that “it was a challenge to use my imagination and make my own lyrics”, 

while most children said that their lyrics were actually related to their real life and it 

was made easier to express their experiences using the song as a medium. Children 

also said that song writing made them curious into other children’s life and what song 

they would come up with, while it also helped them to build collaboration skills. 

Image 6: Pictures of children’s song about their feelings after a difficult day 
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Image 7: Pictures of children’s song about their hopes 
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Relaxation 

“When I feel upset I focus on my breath and it helps me calm down.”               

(9 years’ old – dance movement therapy) 

 The ability to stay still and calm was practised in all arts therapies disciplines, 

but mostly in dance movement therapy and dramatherapy. Children seemed to enjoy 

the opportunity of taking few minutes to focus on their own breath and having time to 

do that at the beginning or during the sessions helped them to decompress and calm 

down. Some children said that they were looking forward to this part of the session 

the entire week.  

 

Empowerment activities  

“The activities we did have strengthened me.” (10 years’ old - dramatherapy) 

“When we were sharing the boat of our difficulties I was thinking that things 

will get better and I felt better.” (9 years’ old – art therapy) 

 Activities that helped children leave their ‘weaknesses’ behind and focus on 

their strengths appeared to be not only enjoyable, but also meaningful. The activities 

that most children mentioned as favourite were the following three: 

Boats of difficulties: every child was given the materials to make their own mini-

boats. In their boat they could put in every difficulty they were dealing with, and 

every past experience or memory they did not want to keep. All the boats eventually 

sailed away on the sea that children made (Image 8). A child expressed that “it was a 

relief” to be able to see his difficulties sailing away, but also to realise that “everyone 

has difficulties”. 

 

Super powers and super heroes: either through role play, or making their own super 

heroes, children expressed that they enjoyed thinking what their strengths and ‘super 

powers’ were. They also liked having the opportunity to think what the strengths of 

other members of the group might be and to help them realise things that were good 

about themselves but they were not aware of. A child admitted that “It was great 

because I felt more confident”, while several children made similar statements. 
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Dreamcatchers: in both groups of art therapy, there was no child that did not mention 

the making of dreamcatchers as one of their favourite activities. What children said 

they liked most was that they were given time to focus on their dreams and what they 

hoped to achieve in their lives; this in turn facilitated positive emotions and feelings. 

Image 8: Empowerment activities 
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Activities that met different energy levels  

“One of my favourite was the pirates on the island, where we could choose to 

fight with the pirates on the boat if we wanted, or stay still on the island.”      

(9 years’ old – dance movement therapy) 

 Since every child had different preferences, satisfying everyone was often 

challenging. Some children enjoyed the sessions that accommodated their mood, for 

example, when they had a choice between being active or being quiet and still. One 

way to accommodate these preferences was through story-making and role-play that 

allowed for characters with different levels of energy to co-exist, including both the 

very active and the rather quiet children. For example, in one of the role-playing 

activities, some children pretended that they were pirates and fighters on a boat, while 

other children were relaxing on a peaceful island. Children had the opportunity to 

change roles when they wanted without restrictions, giving them the time they needed 

to remain still or active (as per the quotation above). Another similar example that 

children mentioned was the activities that enabled them to alter levels of energy 

through using their voice silently and gradually louder, their movements from walking 

very slow to running fast, and playing musical instruments quietly and gradually 

louder, or vice versa. 

 

Group activities 

 Children expressed that they enjoyed the activities where they could share 

things with others and work collaboratively. The most commonly mentioned 

examples were the big group mandala, group song-writing and singing, playing with 

the big group drum, enacting a story as a team, becoming the mirrors of each other, 

the group statues, making group dances or movements, as well as the group 

discussions at the end of the sessions. Most children said that they also liked the 

eighth session where they could collect all the pieces of arts they had made 

throughout all sessions, show them and share them with others. 
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Image 9: Group mandala 

 

Image 10: Presenting and sharing all pieces of art in the last session 
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Image 11: Drawing that represented the group 

 

 

5.3.2. Was there anything you did not enjoy? 

(question asked one week after the end of the intervention) 

 

Spending too much time on the same task 

“The relaxation part made me very sleepy, I think I actually fall asleep in the 

room because her [the dance movement therapist] voice was so quiet and 

calm, and that one day it lasted for so long that I couldn’t help it but fall 

asleep.” (9 years’ old – dance movement therapy) 

 Children made clear that they did not like sessions that focused on the same 

activity for almost the entire hour because it felt that they were missing out on other 

potentially more interesting opportunities and activities. For example, in the music 

therapy children would have liked to spend more time playing music and less time in 

the group discussions. In dance movement therapy, children mentioned that, although 

they enjoyed the relaxation parts, they did not want it to last for too long. However, 
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this did not apply to the art therapy, where children expressed their preference to 

focus on one big activity for the whole session, instead of rushing though several 

smaller activities. As a child mentioned: 

“I could spend hours, no, I could spend days in each craft we did! I didn’t 

want to feel in a rush.” (8 years’ old – art therapy) 

 

Loud noises 

“It was so annoying and frustrating when R and E were shouting at each other 

so loud that I couldn’t focus for the rest of the time.”                                      

(10 years’ old - dramatherapy) 

“I didn’t like it when they were playing some instruments so loud, I wanted to 

listen to the sound of my violin but it was impossible.”                                      

(7 years’ old – music therapy) 

 Either when the noise came from musical instruments when children were 

playing loud, or from someone’s loud voice, it appeared to be distracting for some 

children and at times frustrating. There were particularly two groups where some 

children would often raise their voices to each other and as a result, this appeared to 

become a burden to the therapeutic process. 

 

Seeing other children sad or upset 

“I care about L a lot, she is my best friend and when I see her crying I feel 

really upset” (8 years’ old – music therapy) 

 As children started to gradually share their personal experiences, some 

uncomfortable feelings naturally arose. Although the arts therapists could handle these 

situations, it appeared that some memories or past experiences made upset not only 

the child who was sharing personal experience, but also the children in the group who 

were present; particularly the members of the group who were closer to them as the 

above quote shows. 
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Difficulties in engaging in team work 

“It was when we did the mirroring that D said “I don’t want to do that” but I 

think he didn’t want to be a partner with me […] I didn’t feel good about it.” 

(9 years’ old – dance movement therapy) 

“I didn’t feel comfortable to share around S, we fight a lot in the class and I 

can’t concentrate when he is around.” (10 years’ old – art therapy) 

 Some groups seemed to struggle to work collaboratively and sometimes team 

work led to disagreements or arguments. Some children also struggled with listening 

and as a result they would often interrupt others or would not allow them with 

sufficient time to express their thoughts and ideas. This was another important 

distraction for some children that would not let them fully enjoy and engage in the 

sessions. It was also challenging when some children stated openly that they did not 

want to work with certain other children or did not wish to participate in the group. 

 

Difficult activities 

“I had all the pieces in front of me and I saw others making their own benches 

real quick but I couldn’t figure out how to do that […] I felt embarrassed.”     

(8 years’ old – art therapy) 

 Several children did not like the activities that were beyond the level of 

difficulty that they felt confident with, or with activities that had rather confusing 

instructions. For example, in one activity children were asked to move in the opposite 

way from the instructions they heard, something that seemed to be confusing and 

challenging. Some other children did not enjoy messy activities, such as using clay 

and water, while for some others found the crafts difficult, such as when they were 

invited to make the benches that would present their safe space. Although some of 

these activities were the most enjoyable for some children, for some others it led to 

feelings of disappointment or embarrassment with their own skills and performance 

(as per the quotation above). 
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Interruptions 

 One of the main challenges in delivering arts therapies in schools was to 

maintain privacy. There were frequent interruptions either from teachers, other 

students or members of staff that prevented some sessions from flowing naturally. In 

one group specifically, some children mentioned that they felt unsafe to share their 

thoughts and feelings in case that anyone outside the group would enter the room 

unexpectedly. 

 

Number of sessions 

“I felt very sad because the sessions were over. I was crying without reason.” 

(9 years’ old – dance movement therapy) 

“I felt upset because I didn’t want to let it go.” (7 years’ old – music therapy) 

 Eight sessions of arts therapies felt short amount of time for some children. 

They mentioned that they did not want the sessions to end, and they felt sad when it 

happened (as per the quotations above). 

 

Number of children 

“I would prefer smaller numbers of groups [students], like five of us in each 

group, because otherwise we lose time doing stuff”                                          

(8 years’ old – dance movement therapy) 

 A few children mentioned that they did not like how big the groups were (six 

to eight children per group) and that they would have preferred to work in smaller 

groups. The main reason was that, if the groups were smaller, children would have 

more time to work individually and potentially more time for other activities. 

 

5.3.3. What do you still remember from the arts therapies three months later? 

“I remember everything, every little thing. I remember when we drew on the 

stones, I remember when everyone was fighting over the sharing ball, when we 
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made the dreamcatchers, and our safe space […] I remember everything 

because I loved it.” (9 years’ old – art therapy) 

 Three months after the end of the sessions, most children appeared to have 

surprisingly detailed memories from all the sessions, while some of them remembered 

exactly what we did in each session. The most outstanding memories, however, were 

those related to the following: 

 

The use of sensory and unusual materials 

“I placed all my family in my sand tray and some trees around and a lake that 

I go with my parents to relax and spend the weekend sometimes […] the sense 

of the sand was very relaxing, reminded me of our weekends away.”              

(10 years’ old – art therapy) 

 The opportunity to experiment with new materials appeared to make a strong 

impression and lasted in children’s memories. Most of them could describe in detail 

how it felt touching, smelling, or listening to a small sound from an unusual thing, 

such as a bubble in the air. Children particularly liked materials and things that 

intrigued their senses because these materials or objects intrigued their curiosity, but 

also because it was not common to find them at school or at home. The materials that 

most children mentioned were the: sand trays, bubbles, finger colours, fabrics and 

scarfs, the big group band (that connected all members of the group), parachute, and 

clay. In the music therapy group, they especially liked playing with the pianos and the 

violins, because they are normally not allowed to use them during the music classes. 

 

Puppetry, story-telling and story-making 

“I made my puppet look like a little crazy, you know, like my auntie used to be 

before she passed away. I want to be like my auntie so this puppet was 

actually me… with big brown eyes and pink feathers all around my head… 

look so crazy!” (9 years’ old – art therapy) 

 The power of puppets as a medium that allowed children to tell their own 

stories was evident through the detailed descriptions of their own puppets three 



156 
 

months later. Some children remembered exactly why they made their puppets the 

way they did, and with which experiences they were associated to. Especially in the 

dramatherapy groups, children remembered all the stories that the dramatherapist 

narrated to them, all the stories they enacted and the roles they chose. The ‘stone 

soup’ was the favourite and most memorable story at the three months’ follow-up, 

potentially because it involved a lot of different characters so that every child could 

find an interesting character to relate to. 

 

Group activities 

“I couldn’t wait for the confidentiality rap because it meant that the dance 

movement therapy starts and I knew that ‘what we say in the group, stays in 

the group and it’s confidential.’” (9 years’ old – dance movement therapy) 

 Working as a group made a great impact on children and they still 

remembered the activities that brought all members together. Particularly, children 

remembered the big group mandala, the body drawings on the floor that became a big 

group collage, the game of saying everyone’s name with different voices, the 

mirroring, the group statues, the group song writing, and playing with musical 

instruments all together. Children also remembered clearly the songs, dances and 

movements that symbolised the beginning and the end of each session, as per the 

quotation above. 

 

Empowerment activities 

“My dream is to become a head teacher, that’s the wish I wrote down on my 

dreamcatcher and I hope this dream will come true one day […] to help other 

children feel good, take good grades, have fun at school and be fair.”            

(10 years’ old – art therapy) 

 Most children recalled the roles they played as super heroes, which were their 

super powers, and how they would use them for the benefit of our society. They also 

remembered clearly their dreamcatchers and what they were hoping to achieve in the 

future. The boats that would take away their difficulties also appeared to be an 

outstanding memory. 
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Safe space 

“I remember when I made my parents’ bed in my safe space and the three 

pillows I chose; one pillow for each one of us.”                                                 

(8 years’ old – dance movement therapy) 

 Regardless of the type of arts therapies, the group, or the way that children 

went through exploring it, the safe space was one of the most outstanding memories 

for almost all children. Specifically, they remembered when they made safe nests for 

their birds and nests for themselves, and when they made their own houses with the 

use of fabrics, scarfs, pillows and other small objects. 

 

Relaxation 

“I try to relax for ten minutes before I go to bed every night and it helps me 

sleep better than before.” (10 years’ old – dramatherapy) 

 Some children named it relaxation, some children mindfulness and some 

simply breathing. In essence, children remembered when they had time to remain 

calm, focus on their breath and their inner self, and use this time for introspection 

when they needed to. Several children mentioned that they maintained this practice 

even three months later. 

 

5.3.4. What do you still remember from the arts therapies six months later? 

 Similar memories remained in children’s memories six months after the end of 

arts therapies, although naturally with less details than at the three months’ follow up. 

More specifically, they still remembered the following: 

• Empowerment activities, particularly their super heroes, super powers, the 

dreamcatchers and the boats that took away their difficulties 

• Experimenting with sensory and unusual materials. In particular, they still 

remembered playing with the parachute, fabrics and scarfs, bubbles, clay, finger 

colours, and their sand trays 

• Puppetry and story-making, particularly the stone soup 
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• Group activities, although they could recall less details compared to the three 

months follow up. The most outstanding activities were the big group mandala, 

the group string, the group writing / singing and music making 

• Safe space and more accurately making their own nests and safe houses from 

unusual materials 

 The only thing that children mentioned six months after but not three months 

after the sessions was their reflective journals. This activity was part of the last 

session of the dramatherapy groups, where children were given a little notebook and 

they were invited to write about their feelings and thoughts whenever they wish to. 

Every child was invited to draw a unique symbol or signature on each other’s book in 

the memory of our group. Many children mentioned that they still keep their 

book/journal and they often write about their feelings and thoughts on it. 

 

5.3.5. What do you still remember from the arts therapies one year later? 

 One year after the end of the art therapies sessions, most children could only 

recall one or two activities, yet the most memorable were the following: 

• Group activities: group songs at the beginning and end of each session, song 

writing and making, playing musical instruments all together, group statues, 

mirroring, group mandala, and group discussions 

• Sensory and unusual materials: bubbles, clay, fabrics, sand trays 

• Storytelling (especially the “Stone soup”), and making the puppets and masks 

• Empowerment activities: superpowers, superheroes, boats of difficulties, and 

dreamcatchers 

• Safe space (as a generic idea, but not specifically associated to a certain activity) 

 The Table 9 below represents a summary of children’s most memorable 

activities at three, six months, and one year after the end of the intervention. 
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Table 9: Most memorable activities at the follow-up stages 

 3 months 6 months 1 year 

Group activities    

Sensory materials    

Puppetry & Stories    

Empowerment activities    

Safe space    

Relaxation    

Reflective journal    

 

 

5.3.6. Do you think the sessions have been helpful to you in any way? 

(question asked one week after the end of the intervention) 

 The main themes with regards to how the arts therapies have been helpful to 

children were linked to their development of creativity, relaxation and calmness, self-

confidence, development of coping mechanisms (i.e. listening and patience), 

confidentiality, emotional expression and sharing, togetherness, fun, positive feelings, 

logical thinking, understanding, as well as feeling safe. Children’s quotations and 

examples are presented below. 

 

Creativity 

“I could draw or make anything was coming to my mind and T was saying that 

it doesn’t have to look nice or beautiful […] I didn’t know I can be so 

creative” (10 years’ old – art therapy) 

 Children noted that arts therapies helped them to develop and improve their 

creativity and imagination. They also found helpful being able to act in spontaneous 

ways without overthinking about what is ‘right’ or ‘wrong’. Children showed a 

preference towards semi-structured activities where the arts therapists recommended 

the activities without being too directive or preventing them from creating their own 
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artistic work. In addition, their most outstanding memories at three, six months and 

one year after the end of the intervention were related to the use of and 

experimentation with new and unusual artistic materials.  

 

Relaxation and calmness 

“It made feel less stressed than I was used to be. I am still stressed in the 

inside but not on the outside anymore. Before I would be stressed in the 

outside and also the outside. Art therapy helps a lot my stress level.”            

(10 years’ old – art therapy) 

 One of the emerging themes that came across most interviews regardless of 

the type of arts therapies, was that children found helpful having the appropriate time 

and space in order to relax and remain calm. For some children, this contributed to the 

development of better relationships with family and friends, and stress relief while 

being at school as per the following quotation: 

“It made me feel relaxed to make the clay and all the sensory stuff. When I am 

in the class I feel really distracted but these things made me feel very relaxed, 

whereas in the class I get really stressed. Usually I look for things to calm 

down and I cannot find anything but when I am in yours I find so many things. 

In the class I don’t have anything to do, just writing, which is stressing me out 

a lot.” (9 years’ old – art therapy) 

Lastly, some children also mentioned that the outcome of relaxation was that they 

experienced better quality of sleep: 

“It made me sleep better because I felt less stressed.” (10 years’ old - 

dramatherapy) 

 

Development of coping mechanisms 

 Children referred to several coping mechanisms, however, the most common 

were related to the development of patience, active listening, and the gradual control 

over the behavioural reactions that often arise from uncomfortable feelings. For 

example, one child acknowledged the lack of listening skills and the ability to control 

his feelings prior to the arts therapies: 
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 “Before the art therapy I wanted to destroy everything. I had never listened in 

my life, never. I couldn’t even concentrate.” (10 years’ old – art therapy) 

Another child noted that she felt more patient, experienced less conflicts with her 

siblings, and that she was able to develop a warmer relationship with them: 

“I’m fighting less with my brothers and I control my anger. I try not to respond 

immediately when something happens, calm down first and take my own time 

when I need it.” (10 years’ old – dance movement therapy) 

Another example of gradually taking control over feelings and reactions under 

uncomfortable situations was the following: 

“When I am frustrated I know that there are better ways to do it than being 

mad at other people when they haven’t really done anything and it’s not their 

fault”. (9 years’ old - dramatherapy) 

 

Confidence  

 “The activities we did have strengthened me.” (10 years’ old - dramatherapy) 

 Many children mentioned that the arts therapies sessions have helped 

significantly with their self-esteem and self-confidence. In fact, this was one of the 

most emerging themes from the arts-based data post-intervention (see next chapter), 

and children created a wide range of drawings, movements and gestures to express 

their sense of confidence. Particularly, the empowerment activities as described 

above, were mentioned by some children as the reason why they felt more confident 

and more ‘special’: 

“I like making songs because I feel like a musician.”                                                        

(7 years’ old – music therapy) 

“I’m feeling as good as a rock star!” (8 years’ old – music therapy) 

One of them also noticed the link between the improvement in her confidence with 

the improvement in her wellbeing, as she said: 

“It really helped my wellbeing, it made me feel special.”                                  

(9 years’ old - dramatherapy) 
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Confidentiality  

“It was easy to share when I know that I choose the people I want to share 

with and I know that we all do the same [..] confidentiality was very helpful.” 

(9 years’ old – dance movement therapy) 

 One of the fundamental principles that was agreed between all members of the 

group from the very first session, was that anything that is shared in the group had to 

stay in the group. Children were invited to draw their signatures on the ground rules, 

agreeing that sharing with people outside of the group was inappropriate. This gave to 

some children a sense of responsibility for protecting the other members of the group 

but also themselves. Some other children expressed how they had now started to treat 

other similar conversations with their friends as confidential. This appeared to result 

in better trusting relationships and safety in sharing personal experiences with others. 

For example: 

“We all know that it’s not like gossip what we say and we have to protect each 

other.” (9 years’ old – music therapy) 

“This [confidentiality] shows how much we care about each other.” (9 years’ 

old – dance movement therapy) 

 

Emotional expression and sharing 

“I have a vision of myself as a volcano which has superpowers. When I’m 

angry, I look like the fire. When I’m calm, I look like the water. When I’m in 

the middle, I look like the clouds. I notice non-stop different things in my 

mind; water, fire, clouds… but most of the time I feel like the fire.”                  

(10 years’ old – art therapy). 

 Children realised from the very early beginning of the sessions that all feelings 

were welcomed in this group. Children expressed their satisfaction with being able to 

express verbally and non-verbally both the pleasant and the not so pleasant feelings, 

and being reassured that they would not be judged by others. This appeared to result 

in relief when children were sharing experiences and emotions that weighed on them. 

Sharing with the group also helped them to realise that other children might feel in 
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similar ways when they are under stressful and uncomfortable situations. As some 

children added: 

“I can express myself doing arts; it gives me space to show who I am and how 

I feel.” (10 years’ old - art therapy) 

 “I was sharing things that I was not used to share with anyone else.”                          

(9 years’ old – dance movement therapy) 

 

Togetherness 

“I felt nice and calm when I was helping others to feel better, some people can 

get upset very easily but in a group we have to accept each other and look 

after each other. The dance therapy helped me to understand that.”                 

(9 years’ old – dance movement therapy) 

 Children discussed about the importance of being in a group and the sense of 

connectedness and belonging they experienced. Children felt that other members of 

the group – even members that did not know before – looked after each other, were 

helpful, kind and supportive. In turn, this led to stronger feelings of caring for each 

other, as per the quotation above. Some children also added that: 

“I came closer to other people and I made some good friends.”                                            

(8 years’ old – music therapy) 

“The sessions improved our team-work.” (8 years’ old – dance movement therapy) 

 

Fun  

“It was so much fun that every week I was looking forward to the one.”           

(8 years’ old – music therapy) 

 Almost all children from all groups mentioned how they enjoyed being in the 

group and having fun. They mentioned that even in the moments where 

uncomfortable experiences and feelings were shared, the activities were still pleasant, 

which made the sharing easier. Some children also noted that the arts therapies 

changed the way they viewed school knowing that at least one hour per week was 

devoted to sessions that brings them so much joy, fun, and excitement. 
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Positive feelings 

“I was really angry before doing this. But it actually made me feel happier.” 

(10 years’ old – art therapy) 

Most children highlighted that the sessions had a positive impact on their wellbeing in 

various ways. They mentioned that arts therapies helped them to take some distance 

from uncomfortable experiences and emotions, and focus more on what is going well 

in their lives. For example: 

“I got to forget about all the bad things, or most of the bad things in my mind.” 

(9 years’ old – dramatherapy) 

 Some children mentioned that they changed their attitude towards school and 

they felt better coming every day. They also seemed aware that there were benefits 

both for their mental as well as their physical health. 

“I feel happier coming to school.” (7 years’ old – music therapy)  

“It was good for my physical health, too.” (10 years’ old – art therapy) 

 Another important example of how positive feelings evolved over time was 

when children reported that they felt lucky and special, hopeful and optimistic about 

the future. They referred to this in various ways: 

“It helps me to be cheerful with everything, it makes me feel happy.”               

(8 years’ old – music therapy) 

“It made my life happy. It made me comfortable, I felt like I was very lucky.” 

(9 years’ old - dramatherapy) 

 

Logical thinking and understanding 

“It helped me make sense of the things I had in my mind”                                 

(9 years’ old – dance movement therapy) 

 For some children, arts therapies were helpful because the sessions motivated 

them to think clearly and make sense of things that used to be confusing. They 

showed awareness that often people act in ways they do not actually want to or say 

things they do not actually mean. For example, some children noted that: 
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 “It made me think about things that I couldn’t understand before. I couldn’t 

understand why my brother is always angry at me, but maybe he doesn’t want 

to.” (10 years’ old – dance movement therapy).  

“It helped me to be more sensible with the things that are happening in my life, 

with my friends and my family.” (9 years’ old - dramatherapy) 

 

Safety 

“The safe space made me feel actually safe.”                                                    

(8 years’ old dance movement therapy) 

 Almost all children mentioned that they felt safe and secure in the group, and 

several things contributed to that. Specifically, children were aware that, at any time, 

they can stay outside the group in the safe corner and re-join when they felt ready. 

Children mentioned that this practice lowered the pressure to re-join and made them 

more willing to do so. As a child said: 

“Having the option to stay outside the group if I needed made me feel 

comfortable and took the pressure away.” (9 years’ old – dramatherapy) 

 In addition, the sessions that were focused on the safe space seemed to help 

children feel actually safe, but also to consider how important it is for others to have 

their own safe space. For example: 

 “I realise that other people want their personal space and I want it too… so I 

have to make sure that other people are protected as well.” (9 years’ old – 

dance movement therapy) 

 

5.3.7. Was there anything you did not find helpful? 

(question asked one week after the end of the intervention) 

 “I mean, it was fun, I just can’t see the point in it?” (9 years’ old – art therapy) 

 In this question, most children were struggling to think of an answer. There 

were things that they did not enjoy, as mentioned in the sections above, but not things 

that were unhelpful. Only one child mentioned that did not understand what was the 

purpose of the arts therapies, as per the quotation above. 
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5.3.8. Do you ever do or practice anything from the sessions at home or elsewhere? 

(question asked one week after the end of the intervention) 

“It helped with my knowledge, doing new things. I don’t really do any of that 

stuff by myself but now I actually got some nice materials and I’m doing new 

things at home.” (10 years’ old – art therapy) 

 Most children mentioned that they do not practise most things from the 

sessions at home or elsewhere. Some children said that the resources were not 

available, and the only materials that they had at home were sketchbooks and markers. 

Therefore, drawings appeared to be the only similar activity that children were 

engaged with. Exceptions were only two children; the parent of one who was an artist, 

while the parent of the second child was a musician. These two children mentioned 

that they have access to a wide range of materials, tools and instruments and that their 

parents supported them to use them on a daily basis. In addition, two children 

mentioned that they tried to practise mindfulness and relaxation by themselves as it 

helped them to feel calmer and sleep better. For example: 

“I try to relax for ten minutes before I go to bed every night and it helps me 

sleep better than before.” (9 years’ old – dance movement therapy) 

“When I am sad or angry or unhappy, I take out the folder of all the things we 

made together and it makes me feel better, it makes me feel happy.”                 

(9 years’ old - dramatherapy) 
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5.4. Arts work 

This section is focused on the findings from children’s arts work, which aimed 

to explore potential changes in children’s emotional expression before and after their 

involvement in arts therapies. Children were provided with colours, materials, and 

musical instruments and they were invited to contemplate how they feel at this very 

moment. They were then invited to demonstrate how this feeling or emotion might 

look like if it was a drawing, a movement, a gesture, or a sound. Children’s arts-work 

aimed to address the research question: 

“What were the outcomes of arts therapies as evaluated through verbal and non-

verbal expressions relating to children’s feelings and thoughts on their wellbeing 

before and after the arts therapies?” 

In all cases, 62 children before the intervention and 58 children after the intervention 

were asked to respond to the question: ‘How are you feeling right now?’ This 

question resulted in the generation of verbal and non-verbal data (i.e. drawings, 

sounds, movements, gestures and postures). A thematic analysis of the arts-based data 

(Braun & Clarke, 2006) was employed to create themes of children’s verbal and non-

verbal expressions of their feelings and thoughts. 

 

5.4.1. Pre-intervention 

The pre-intervention stage took place one week before the beginning of the 

arts therapies’ sessions. This was only the third time that children had met me (the 

researcher) and as a result, it was at an early stage of developing a trusting 

relationship. It was noticeable that even when children showed some interest in the 

musical instruments and the materials when they entered the room, they chose to use 

only the papers and the colours when they were invited to illustrate how they felt. It is 

possible that this was the ‘safest’ means of expression in the presence of a ‘stranger’, 

considering how common this medium is for children at school and at home. For 

example, it is more likely for children to have papers and colours at home, than it is to 

have musical instruments; let alone using them in such capacity as to express 

emotions and feelings. As a result, very few children used movements, gestures, or 

sounds as means for their self-expression. 
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  The most common themes of emotions and feelings that children talked about 

prior to the intervention were the following: (i) Happiness (28 children); (ii) 

Confusion (13 children); (iii) Sadness (four children); and (iv) Connectedness with 

people (nine children). Seven out of 62 children preferred not to say how they felt. 

 

Happiness 

 Approximately half of the children (28 out of 62) said that they felt “happy”, 

yet they expressed the same emotion in many different ways. Some of the children 

drew themselves doing something pleasant, such as playing games, or being 

somewhere nice, such as being surrounded by flowers, trees, birds, hearts and 

colourful skies (Image 12). Some others focused on the face only and drew a smile. 

Similarly, when children chose to express happiness through a movement or a gesture, 

they used primarily facial expressions, specifically by widening their smile and 

opening widely their eyes (Image 13). None of the children used their full body or 

intense movements to express this emotion. In contrast, there was no common pattern 

in the expressions of the children who used the musical instruments. Most of them 

wanted to explore how some of the rather unusual instruments sounded like, such as 

the wooden croaking frog güiro. The emotion of happiness was possibly illustrated by 

embracing the moment of exploring and discovering the potential of the musical 

instruments, without being (over)concerned how the final musical product might 

sound (Audio 1).                      
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Image 12: Happiness expressed through drawings                                

 

 

Image 13: Happiness expressed through movements / gestures / postures re-enacted by the 

researcher 

 

 

Audio 1: Happiness expressed through a compilation of sounds 

Music data Pre-intervention.mp3
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Confusion 

Thirteen children were feeling confused about their emotions, or they 

mentioned that did not know exactly how they felt. This could be partially because 

this question was asked by a ‘stranger’, and some children could feel uncomfortable 

to share their emotions with me at this early stage. It is also possible that children 

were not able to name their feelings. Children’s drawings were abstract and messy 

(Image 14), and they mentioned that they did not have a certain emotion in mind. The 

most common movement involved raising their shoulders, opening the eyes widely in 

a perplexed way, extending the eyebrows and verbalising that “I don’t know how I 

feel” (Image 15). The most common sound was random beating with a lack of flow or 

rhythm. However, the musical expression was similar to the children who mentioned 

that they felt ‘happy’, so it could be the case that children were simply experimenting 

with the musical instruments, rather than intending to express any emotion in 

particular. The only difference observed was that these sounds were more ‘chaotic’ 

than the ones expressed for happiness (Audio 2). 

Image 14: Confusion expressed through drawings 

 

Image 15: Confusion expressed through movements / gestures / postures re-enacted by the 

researcher. 
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Sadness 

For a small number of children, four out of 62, sadness was the first emotion 

they wanted to express and share. This emotion was linked to experiences of 

separation and loneliness that children had been through recently. Sadness was 

illustrated visually only, possibly because it might have been a difficult emotion to be 

expressed through other means, or because drawing was a more familiar medium for 

children.  

As presented in the picture below (Image 16), two children drew the personal 

experiences that have made them feel sad. Specifically, they drew a person lying on a 

bed and on a cast, representing the two relatives who had recently passed away. They 

kept these drawing simple, allowing the dead bodies to take most of the paper, and 

voluntarily described their experience of bereavement (although they were not asked 

to do so). Another child drew her dog, describing how ‘sad, lonely and isolated’ she 

feels when the dog is not around her. She added that when the dog and her get 

together, none of them feels lonely anymore. The last drawing relied largely on the 

words ‘Sad’ and ‘Stay strong’, while she described that the rain drops were actually 

the tears that were falling from her eyes. A common aspect of all drawings was that 

none of the children drew their own self. Instead, they chose to draw either other 

people, animals or things to communicate the emotion of sadness. This might suggest 

how difficult it might have been for children to ‘own’ the emotion of sadness, 

compared for example to the emotion of happiness where almost all children chose to 

draw themselves. 

Image 16: Sadness expressed through drawings
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Connectedness with people 

The second most common theme following ‘happiness’ was that children felt 

connected to others, particularly their families, friends, and pets. In fact, several 

different feelings were included in this theme. In the children’s words, they felt 

‘happy with my best friends’, ‘safe with my family’, and ‘love for my family’. Once 

again, the importance of connectedness with others was illustrated visually only 

(Image 17), potentially because it was easier for children to show their relationship 

with others through a drawing. Interestingly, none of the children added backgrounds 

or colours on their drawings. Instead, all drawings were based on simple straight lines 

illustrating the bodies of the figures and the connection between them, while also 

demonstrating that this connection is the centre of the drawing. 

 

Image 17: Connectedness with people expressed through drawings 
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5.4.2. Post- intervention 

Significant changes were observed in children’s emotional expression after the 

end of the arts therapies sessions. Children expressed a wide range of emotions, and 

they appeared to be more comfortable to share them not only visually through 

drawings, but this time through the use of musical instruments to create sounds, and 

their bodies to create movements and gestures. 

Arts-based data were collected by 58 children because of six dropouts (see 

Table 7). Although two children missed more than three sessions and were excluded 

from the statistical analysis (where n=56), their arts work was still included (n=58). 

The emerging themes post-intervention were the following: i) Happiness (23 

children); ii) Excitement (6 children); iii) Mixed emotions (14 children); iv) 

Connectedness with people and places (eight children); v) Confidence (four children); 

and vi) Calmness (three children). 

 

Happiness 

The same theme that was the most common before was also most common 

after the intervention; 23 children out of 58 children referred to happiness when they 

were asked how they feel at the very present moment. However, the expression of the 

same emotion varied significantly both verbally and non-verbally pre- and post-

intervention. Verbally for example, children used several other words linked to 

happiness, such as ‘I feel lucky’ and ‘I feel blessed’.  

Their non-verbal expressions varied depending on the modality of arts they 

had attended. Although the vast majority still used the visual media as they did at the 

pre-intervention stage, there was a balance in their preferences as many children chose 

to express this emotion through sounds, movements and gestures. This could be 

because children felt more comfortable and familiar both with myself, as well as with 

the use of different arts media during the arts therapies sessions. 

Visually, there was a shift from the drawings pre-intervention, where children 

drew small and taking only a small portion of the paper, and always being surrounded 

by other people. Post-intervention, children drew themselves bigger, taking most of 

the paper. Many drawings were focused on the facial expressions and specifically the 

smile, which was sometimes bigger than the whole face (Image 18). In addition, many 
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drawings had a variety of dimensions, backgrounds, and a wider range of colours. It 

was also common for children to draw their hands wide-open, potentially in an effort 

to show the extent of their happiness. 

Similar trends were observed in the expressions of children’s movements and 

gestures when it comes to happiness. The emphasis was on the facial expressions and 

the smile, while some children also extended their arms widely, similarly to the 

drawings. A much clearer flow was observed in their movements compared to the pre-

intervention stage (Image 19). A similar flow and rhythm was also observed in 

children’s creations of sounds. For example, the beating became rather emotional, 

calm, or cheerful, to mirror the emotion of happiness as experienced by children. 

Furthermore, children seemed to be moving towards rhythmic freedom as they did not 

hesitate to experiment with new rhythms and sounds (Audio 3). 

 

Image 18: Happiness expressed through drawings 
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Image 19: Happiness expressed through movements / gestures / postures re-enacted by the 

researcher 

     

Audio 3: Happiness expressed through a compilation of sounds 

    
Music data Post- Happiness.mp3
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Excitement 

 Excitement was an emotion that was only expressed post-intervention by six 

children. Interestingly, this emotion was not expressed through visual media at all, but 

only through movements, gestures and sounds; which was an unusual pattern. Almost 

all children created movements that involved their full body, the extension of their 

arms as well as intense facial expressions (Image 20). They used a variety of similar 

words to describe how they felt, such as ‘crazy’, ‘hyper’, ‘high’, ‘super happy’, 

‘energetic’, and ‘adventurous’. Some children also made use of the available 

materials, such as scarfs and fabrics. For example, a child chose to hold a scarf in the 

air to show that she feels ‘excited, crazy and adventurous’. Similar patterns were 

observed in children’s sounds, where loud and strong beating was the most common 

use of the musical instruments (Audio 4). These were also combined by loud voices, 

and intense facial expressions, similar to those observed through movements and 

gestures (Image 20). 

 

Audio 4: Excitement expressed through a compilation of sounds 

 

Music data Post- Excitement.mp3
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Image 20: Excitement expressed through movements / gestures / postures re-enacted by the 

researcher 
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Mixed emotions 

At the pre-intervention stage, thirteen children shared that they felt confused 

or that they did not know how they felt. At the post-intervention stage, this sense of 

confusion was ‘replaced’ by an increased acknowledgment by fourteen children that 

people can have mixed emotions and feelings that occur simultaneously. For example, 

many children mentioned that they felt ‘happy and tired’, ‘happy and sad’, ‘happy and 

excited and sleepy’, or ‘so and so’. One of these children added that ‘There is a little 

happiness in every anger, and a little anger in every happiness’. Another example is 

that of a child who drew the scale of the standardised questionnaires that were used 

for research assessment purposes, in order to show that he felt neither happy nor sad, 

but somewhere in the middle (Image 21). Interestingly, both in the drawings as well 

as in the movements and gestures (Image 22), children focused on their face and facial 

expressions, rather than the full body, with an emphasis on their eyes. 

 

Image 21: Mixed emotions expressed through drawings 
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Image 22: Mixed emotions expressed through movements / gestures / postures re-enacted by 

the researcher 
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Connectedness with people and places 

Eight children expressed that they felt more connected with other people, but 

also with places and certain objects. These places and objects seemed to hold a 

significant meaning for children (Image 23). One child drew a table, which was the 

same table that he used to draw or make constructions on during the dramatherapy 

sessions, while another child drew the furniture in the ‘messy’ room that the 

dramatherapy sessions took place. Two children drew and talked about their 

connectedness with nature, specifically with the trees, flowers, birds, the sun and the 

sky. Another child chose to draw a slide and mentioned how this was the outdoors 

place that made him feel happy and safe. It is important to mention that all of these 

children participated in the dramatherapy sessions, which was the group that worked 

the most with the use of metaphor and symbols. The children’s familiarisation with 

the metaphor and the symbolic use of objects for self-expression was noticeable in 

their drawings (Image 23). 

 

Image 23: Connectedness with places expressed through drawings 
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In terms of the connectedness with other people, there was a shift from the 

connectedness with other family members, which was a predominant theme at the pre-

intervention stage, to the connectedness with the members of the arts therapies group. 

In fact, all the drawings below (Image 24) represent members of the groups.  One 

child drew the whole dance movement therapy group exactly as it used to be, being 

surrounded by seven children and two adults. Because my role in the group was to 

support children individually, rather than being the main facilitator who gave the 

instructions, I appear as small as a child - just a little taller. The dance movement 

therapist instead is presented both bigger and taller, looking clearly like an adult. The 

other two children also drew members of their groups but focused more on the people 

who felt closer with and more connected to. Bright colours and smiley faces were 

used in both drawings, possibly showing the positive connections that they built with 

each other (Image 24).  

 

Image 24: Connectedness with people expressed through drawings 
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Confidence 

Four children expressed that they felt more confident after their participation 

in arts therapies, two expressed this through drawings and two through their 

movements. The two drawings (Image 25) came from children who were initially very 

shy, and one of them did not want to share any emotion at the pre-intervention stage. 

It is therefore, important to notice how their self-confidence and self-esteem was 

gradually growing to the extent that this was the more prevalent emotion for them, 

and the one representing them the most on the here and now. 

With regards to children’s movements, children expressed their confidence 

through raising their chests out of the rest of their body, extending the chin out of the 

face, and with their eyes looking up towards the sky (Image 26). Making use of a 

strong weight and an increased sense of verticality, children pretended the classic 

stance of a ‘superhero’ to show that they felt ‘confident’, ‘strong’, and ‘cool’. 

Children’s verbal and non-verbal expressions appeared to be in harmony. 

Image 25: Confidence expressed through drawings 
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Image 26: Confidence expressed through movements / gestures / postures re-enacted by the 

researcher 

  

 

 

Calmness  

Albeit this feeling was only expressed by three children, it was considered 

important not to overlook this theme. All three children participated in the dance 

movement therapy groups, where practising relaxation and meditation was a big part 

of the sessions. To express the feeling of calmness, one child took a relaxed posture, 

peaceful way of looking facially, while also relaxed her shoulders. Another child 

placed her hands around her face, showing that she was hugging her face and herself. 

With a calm tone and pace in her voice, she elaborated further on this movement and 

emotion by saying that ‘this is the calmness that comes with satisfaction in life’. 

Lastly, a child wrapped a scarf around her body to express that she feels ‘calm and 

comfortable with myself’. The pictures below represent the children’s movements 

(Image 27).  
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Image 27: Calmness expressed through movements / gestures / posture, re-enacted by the 

researcher 
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5.4.3. Main changes pre- and post- intervention 

Most children at the pre-intervention stage were very reluctant to use any of 

the provided musical instruments and materials, apart from the crayons, markers, and 

papers. It is possible that children chose the most commonly used media because they 

felt more familiar with them and more comfortable to use. This could also be partially 

due to the fact that they were being asked by a ‘stranger’ at that time to share their 

emotions; which for some children could be challenging, or even intimidating. In 

contrast, at the post-intervention stage children used all the musical instruments, 

scarfs and fabrics in various ways, such as holding or wearing them creatively.  

While at the pre-intervention stage all children chose to remain in the same 

position without moving around, many children post-intervention made use of the 

space confidently, moving around the room in order to communicate more clearly 

their emotions. Similar trends were observed in drawings; at the pre-intervention 

stage, children drew themselves very small, occupying only a small part of the paper, 

and usually being surrounded by others. However, at the post-intervention stage, they 

drew themselves bigger, taking most of the space on the paper, and being on their 

own. A detailed illustration of faces and facial expressions was also observed in most 

drawings. When the full body was illustrated in the drawings, the extension of the 

hands or other parts of the body were used to show the extent of that specific feeling; 

for example, long hands widely open were used to communicate the extent of 

happiness that children experience. These explanations were provided verbally by 

children themselves. 

With regards to children’s drawings, the increased use of colours, the 

complexity of the characters, as well as the addition of things on the background of 

the drawings to allow for a better understanding of the context were noticeable. The 

metaphoric use of objects and symbols for self-expression was also observed, 

particularly in the post-intervention drawings of children who participated in the 

dramatherapy groups. 

In terms of movements and gestures, children put a significant effort in 

expressing their emotions using their body, and they seemed to project less reluctance 

and more confidence. In contrast to the pre-intervention stage, where children used 

mostly their facial expressions, at the post-intervention stage children made use of 
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their whole body and their arms to show the degree or the intensity of each feeling. 

Children also appeared to be more active as there was higher intensity in their 

movements. It was also noticeable how children’s synchronisation and harmony 

between emotions and movements had been significantly improved. For example, 

there was a clear flow and rhythm between the movement of the head, the arms, and 

the entire body, which aligned with the emotions that children were trying to express. 

In contrast, children’s movement at the pre-intervention stage lacked flow and 

sometimes their movements were not aligned to their emotions. For example, they 

would mention that they felt happy but this emotion was not visible, or in harmony 

with their movements and facial expressions. 

 Similar changes were observed with children’s sounds and musical 

productions. Children appeared to be moving from limited or unstable rhythmic 

freedom at the pre-intervention stage, towards a great extent of being or looking 

confident with this freedom. Many children were able to allow themselves to create 

sounds freely, without having certain expectations of how the final product might 

sound like. At the same time, some children moved from creative sounds chaotically 

towards creative and refined rhythm-making, mirroring the specific emotions they had 

in mind.  It is possible that children’s responsiveness to their mood was also changed 

in similar ways. 

 

5.4.4. Implications for children’s wellbeing 

The arts-based findings revealed three main themes which are closely linked to 

children’s wellbeing. First of all, it was evident that children started to explore 

different emotions and feelings. An increased acknowledgement and understanding of 

how they felt was observed in both verbal and non-verbal expressions. For example, 

at the pre-intervention stage, thirteen children mentioned that they did not know how 

they felt, or that they felt confused, while seven children preferred not to share how 

they felt at all. After the intervention, fourteen children acknowledged that they did 

not experience just one emotion, but several emotions simultaneously. These could 

often be contrasting, such as feeling ‘happy and sad’ at the same time. Contradictory 

feelings were particularly relevant when the end of therapy was considered.  This 

could have affected how children felt. For example, some children elaborated that 
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they felt overall happy, but also sad since the arts therapies sessions had come to an 

end. Yet, it was important that children were able to verbalise their emotions and also 

express them non-verbally. 

Another observation was that children seemed to become less reluctant to 

‘own’ emotions that were often considered as negative, such as when they felt sad. At 

the pre-intervention stage, all children who expressed sadness drew someone else, 

usually the person or the situation that made them feel that way. However, at the post-

intervention stage, all children drew themselves instead. It could be that children 

gained confidence in owning all kinds of emotions, accepting that all feelings were 

normal. In fact, this was one of the ground rules that were set in all groups from the 

first session, specifically that all feelings are welcome here. This was in agreement 

with the findings from children’s interviews, when they mentioned that accepting 

their feelings was one of the most useful and helpful aspects of the arts therapies 

sessions. 

 Furthermore, at the pre-intervention stage, children expressed that they felt 

connected with other members of their family. However, at the post-intervention 

stage, none of the children referred to their families. Instead, they highlighted the 

sense of connectedness that they have developed and experienced with other members 

of the group, as well as with the room where the arts therapies took place; regardless 

of how ‘messy’ the room was. This was especially important as it shows that children 

have developed a sense of belonging in their groups as well as trusting and supportive 

relationships with each team members. Further links between these findings and 

theories to better understand the implications for children’s wellbeing will be 

presented in the Discussion chapter. 
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5.5. Outcome measurements and biomarkers 

5.5.1. Participants  

The CONSORT flow diagram (Figure 10) illustrates the enrolment of 

participants, their allocation to treatment, intervention allocation, follow-up, and data 

analysis. A total of 28 participants were allocated to the initial intervention groups (i.e. 

the group that received an arts therapy intervention first), while 30 participants were 

allocated to the control (i.e. the groups that sat on the waiting list). Following this 

intervention period, the control group became part of the intervention group receiving 

one of the four arts therapies interventions. Thus, the control were “crossed-over” from 

the control group to the intervention group, and served in both groups. Specifically, this 

means that the cross-over design included a control group of 30 participants, while the 

intervention group includes all 58 participants who received the arts therapies 

intervention: the group of 28 participants who were in the first cohort receiving the arts 

therapies intervention and the 30 participants from the initial control group who then 

later received the arts therapies intervention (i.e. after “cross-over”).  

As a reminder of the dropouts, three participants who received the arts therapies 

intervention did not complete the post-intervention measures and was therefore 

excluded from the analysis. One of them changed school, one was in the hospital for a 

prolonged period, while one was abroad for family reasons (Table 7). This resulted in 

28 participants in the intervention group before cross-over, and 56 participants in the 

intervention group following cross-over. In addition, eleven children did not wear their 

Fitbits; some of them forgot to use them while some found it uncomfortable to wear 

them during the night. The drop-out rate for follow-up data up to 6 months was 9% 

(n=5), mainly from children who changed schools in the new school year. Lastly, the 

Covid-19 outbreak occurred during the 1-year follow-up and as a result data from 15 

children were missed, specifically from the music and dance movement therapy groups. 
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    Covid-19 missing data (n=15) 

Assessed for eligibility (n= 248) 

Excluded (n=134) 

   Not meeting inclusion criteria (n=68) 

   Declined to participate (n=54)  

   Other reasons (n=12) (i.e. extra-

curriculum activities overlapping) 

Allocated to intervention (n=31) 

 Received allocated intervention (n=28) 
 Did not receive allocated intervention (n=3) 

 

Allocated to control (n=28) 

 Remained in the control group (n=28) 

 Did not remain in the control group (n=0) 

  

 

 

Subject to randomisation (n=114) 
Randomised into groups (n=62) 

 

Enrollment 

Allocated to control (waiting-list) (n=31) 

 Remained in the control group (n=30) 

 Did not remain in the control group (n=1) 

 
 

Allocated to intervention (n=30) 

 Received allocated intervention (n=28) 
 Did not receive allocated intervention (n=2) 

 

Cross-over 

3 months follow-up (n=54) 

Analysis (n=56) 

6 months follow-up (n=51) 

1 year follow-up (n=36) 

Figure 10: CONSORT 2010 flow diagram 
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Descriptive statistics, including means and standard deviations for HRQOL and 

CORS are shown in Table 10. Mean scores reveal that the pre- and post-intervention 

HRQOL scores for the intervention groups before cross-over were almost identical but 

with a larger variation in scores post-intervention; whereas the mean for CORS was 

greater post-intervention than pre-intervention for the intervention groups before cross-

over. Descriptive statistics (Table 10) showed greater post-intervention means for the 

intervention groups compared to the control groups for both HRQOL and CORS 

following cross-over.  

 

Table 10: Descriptive statistics ( x and SD )  for HRQOL and CORS for the total sample, 

separated by control and intervention groups 

 
HRQOL pre-

intervention 

HRQOL post-

intervention 

CORS pre-

intervention 

CORS post-

intervention 

Control 

(N=30) 

 

31.29 (9.63) 

 

31.91 (10.5) 

 

29.67 (7.95) 

 

30.67 (7.59) 

Intervention 

before  

cross-over 

(N=28) 

 

 

36.60 (7.92) 

 

 

36.48 (10.33) 

 

 

31.24 (7.25) 

 

 

34.14 (6.84) 

Total before 

cross-over 

(N=58) 

 

33.90 (9.16) 

 

34.12 (10.58) 

 

30.44 (7.59) 

 

32.34 (7.38) 

Total after 

cross-over  

(N=56) 

 

34.25 (9.68) 

 

35.98 (10.19) 

 

30.55 (7.35) 

 

34.41 (6.69) 
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5.5.2. Health Related Quality of Life (HRQOL) 

Before cross-over: Results from the ANCOVA showed that pre-intervention 

HRQOL score was a significant predictor of post-intervention score across all 

participants (F1,55 = 40.620, P<0.001, η2 = 0.035, Cohen’s d = 0.38). However, no 

significant effect was found between the groups (F1,55 = 0.085, P>0.05, η2 =0.0001, 

Cohen’s d = 0.02). A bar chart showing the estimated marginal mean scores with 95% 

confidence interval error bars for HRQOL scores pre- and post-intervention is presented 

in Figure 11.  

 

Figure 11: Bar chart showing the estimated marginal means (with 95% confidence intervals) 

for HRQOL scores pre-intervention and post-intervention before cross-over (N=58), for the 

control (N=30) and intervention groups (N=28). 
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Following cross-over: A repeated-measures ANOVA was performed on the 

HRQOL data following cross-over to test for a significant change between pre- and 

post- intervention period and to determine whether this change differed between the 

control (N=30) and intervention (N=56) groups. Results showed the change in HRQOL 

following the intervention period was not significant (Wilks’ Lambda = 0.986, 

F1,84=1.036, P>0.05, η2 = 0.012, Cohen’s d = 0.22), nor did the change differ 

significantly between control and intervention groups (Wilks’ Lambda = 0.997, 

F1,84=0.232, P>0.05, η2 = 0.003, Cohen’s d = 0.11). Parameter estimates reveal no 

significant difference in HRQOL score between control and intervention groups pre-

intervention (coefficient= -2.953, SE=2.187, P=0.2, 95%CI: -7.302, 1.396) or post 

intervention (coefficient= -4.069, SE= 2.331, P=0.09, 95%CI: -8.70, 0.57).  

Minimal clinically important differences (MCIDs): The mean difference 

between pre- and post-intervention score was less than the MCID for the intervention 

groups before cross-over (i.e. 0.12<1.58) and following cross-over (i.e. 1.55<1.94), 

indicating that the minimal clinically important difference has not been obtained for a 

small effect size for HRQOL score within the intervention groups. 

Sample size: Sample size calculations, determined using XLSTAT-Power on 

HRQOL before cross-over scores, indicate a sample size of 168 participants (84 

participants per group) would be required to achieve 0.8 power and 225 participants 

(113 participants per group) to achieve 0.9 power.  

Separate arts therapies: Means and standard deviations for HRQOL score pre-

and post-intervention for each of the arts therapies groups is shown in Table 11. Results 

from the repeated-measures ANOVA showed no significant change in HRQOL pre- 

and post-intervention overall (Wilks’ Lambda = 0.972, P>0.05, F1,52 = 1.486, η2 = 

0.027, Cohen’s d = 0.33). Moreover, the change in HRQOL score did not differ between 

the arts therapies groups (Wilks’ Lambda = 0.960, P>0.05, F3,52 = 0.723, η2 = 0.039, 

Cohen’s d = 0.4). A bar chart showing the estimated marginal mean scores with 95% 

confidence interval error bars for HRQOL scores pre- and post-intervention, separated 

by arts therapies groups, are shown in Figure 12. Inspection of the means does reveal 

that the mean difference between pre- and post-intervention measures was larger for 

those in music therapy (4.59) and art therapy (3.86) than those doing either dance 

movement therapy (-0.56) or dramatherapy (-0.21).  
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Table 11: Descriptive statistics ( x and SD ) for HRQOL, separated by arts therapies groups 

following cross-over (N=56). 

 HRQOL pre-intervention HRQOL post-intervention 

Art therapy 

(N=14) 
35.67 (10.19) 39.53 (9.26) 

Dance movement 

therapy (N=16) 
30.99 (10.06) 30.43 (8.82) 

Drama therapy 

(N=14) 
32.84 (8.92) 32.63 (8.32) 

Music therapy 

(N=12) 
38.57 (8.55) 43.16 (9.95) 

 

Figure 12: Bar chart showing the estimated marginal means (with 95% confidence intervals) 

for HRQOL scores pre- and post-intervention following cross-over, separated by arts therapies 

groups (N=56). 
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5.5.3. Child Outcome Rating Scale (CORS) 

Before cross-over: An ANCOVA was used to determine differences in post-

intervention CORS score between control and intervention groups while controlling for 

pre-intervention CORS score using data before cross-over. Results showed that pre-

intervention CORS score was a significant predictor of post-intervention CORS score 

(F1,55 = 43.116, P<0.001, η2 = 0.02, Cohen’s d = 0.29). No significant difference was 

found for group (F1,55 = 3.291, P=0.08, η2 = 0.002, Cohen’s d = 0.08). A bar chart 

showing the estimated marginal mean scores with 95% confidence interval error bars 

for CORS scores pre- and post-intervention are shown in Figure 13. 

 

Figure 13: Bar chart showing the estimated marginal means (with 95% confidence intervals) 

for CORS scores pre-intervention and post-intervention before cross-over (N=58), for the 

control (N=30) and intervention groups (N=28). 

 

 

Following cross-over: Repeated measures ANOVA was used to test for the 

change in CORS score following intervention. Results showed the change in CORS 

score was significant across all participants (Wilks’ Lambda = 0.902, F1,84 = 9.098, 

P=0.003, η2 = 0.094, Cohen’s d = 0.64). The change in CORS score did not differ 

significantly between control and intervention groups (Wilks’ Lambda = 0.964, F1,84 = 

3.148, P=0.08, η2 = 0.033, Cohen’s d = 0.37). Parameter estimates reveal no significant 
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difference in pre-intervention CORS score between control and intervention groups 

(coefficient= -0.887, SE=1.71, P=0.6, 95%CI: -4.29, 2.52). However, a significant 

difference in post-intervention CORS score was found between control and intervention 

groups (coefficient= -3.744, SE=1.59, P=0.02, 95%CI: -6.90, -0.59), with the 

intervention groups showing a significantly higher CORS score than the control groups. 

This suggests that while pre-intervention scores showed no significant difference 

between groups, following intervention CORS scores are beginning to diverge between 

control and intervention groups with the intervention groups showing the greater 

improvement.  

Minimal clinically important differences (MCIDs): The mean difference 

between pre- and post-intervention score was greater than the MCID for the 

intervention groups before cross-over (i.e. 2.9>1.45) and following cross-over (i.e. 

3.86>1.47), indicating that the MCID has been obtained for a small effect size for 

CORS score within the intervention groups. 

Sample size: Sample size calculations, determined using XLSTAT-Power on 

CORS before cross-over scores, indicate a sample size of 142 participants (71 

participants per group) would be required to achieve 0.8 power and 190 participants (80 

participants per group) to achieve 0.9 power.  

Arts therapies: Means and standard deviations for CORS score pre-and post-

intervention for each of the arts therapies groups is shown in Table 12. Results from the 

repeated-measures ANOVA showed a significant change in CORS pre- and post-

intervention overall (Wilks’ Lambda = 0.813, P=0.01, F1,52 = 11.987, η2 = 0.178, 

Cohen’s d = 0.93). The change in CORS score did not differ between the arts therapies 

groups (Wilks’ Lambda = 0.938, P>0.05, F3,52 = 1.145, η2 = 0.051, Cohen’s d = 0.46). 

A bar chart showing the estimated marginal mean scores with 95% confidence interval 

error bars for CORS scores pre- and post-intervention separated by arts therapies groups 

are shown in Figure 14. Mean differences between pre- and post-intervention reveal 

that all groups showed an improvement in CORS score, however, the change in score 

was larger for those engaged in dance movement therapy (6.75) and art therapy (3.85) 

than either dramatherapy (2.07) or music therapy (2.09). 
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Table 12: Descriptive statistics ( x and SD ) for CORS, separated by arts therapies groups 

following cross-over (N=56). 

 

 CORS pre-intervention CORS post-intervention 

Art therapy (N=14) 32.86 (6.57) 36.71 (5.40) 

Dance movement 

therapy (N=16) 
25.88 (8.14) 32.63 (6.53) 

Drama therapy 

(N=14) 
30.36 (5.90) 32.43 (7.29) 

Music therapy 

(N=12) 
34.33 (5.76) 36.42 (6.89) 

 

Figure 14: Bar chart showing the estimated marginal means (with 95% confidence intervals) 

for CORS scores pre- and post-intervention following cross-over, separated by arts therapies 

groups (N=56). 
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5.5.4. Follow-up for HRQOL and CORS 

Three and six months post-intervention 

HRQOL:  Mean scores indicate a small fluctuation in HRQOL score between follow-

up points which drop from 34.59 (SD=10.72) immediately post-intervention to 33.39 

(10.62) at 3-months, but then increased past post-intervention assessment at 6-months 

to 36.24 (SD=10.57). However, results from the repeated measures ANOVA showed 

no significant change in HRQOL score between post-intervention and follow-up 

measures (Wilks’ Lambda = 0.944, F2,48 = 1.414, P>0.05, η2 = 0.028, Cohen’s d = 0.34) 

(Figure 15). 

 

Figure 15: Bar chart showing the estimated marginal means (with 95% confidence intervals) 

for HRQOL scores at post-intervention, 3 months and 6 months following cross-over (N=56). 

 

 
 

 

CORS: Mean scores for CORS showed no change in scores between post-intervention 

(mean=32.63, SD=7.37) and 3-months follow-up (mean=32.63, SD=7.37), though 

there was an increase in CORS score at 6-months follow-up (mean=35.58, SD=6.07). 

Results from the repeated measures ANOVA showed that this change in CORS score 

between assessment points was significant (Wilks’ Lambda = 0.842, F2,49=49.0, 
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P=0.015, η2 = 0.067, Cohen’s d = 0.54), with the significant change being between 

follow-up periods from 3-months to 6-months (Figure 16). 

 

Figure 16: Bar chart showing the estimated marginal means (with 95% confidence intervals) 

for CORS scores at post-intervention, 3 months and 6 months following cross-over (N=56). 

 
 

One year post-intervention 

The follow-up data at 12 months post-intervention was collected from all but 

two of the arts therapies groups (6 out of the 8 groups). These missing data were from 

the children who took part in the second cohort of music therapy and dance movement 

therapy. This data was missing due to the unforeseen circumstances resulting from the 

pandemic COVID-19. The result was that 12-month follow up outcome data for 

HRQOL and CORS was collected from a sample of 36 participants. Two further 

repeated measures ANOVA’s were performed to test the change in HRQOL and 

CORS scores between 6-months and 12-months in these participants. Descriptive 

statistics show that the mean scores for HRQOL between 6-months and 12-months are 

very similar (i.e. 35.35±10.3 and 35.44±9.4, respectively). Moreover, the results from 

the repeated measures ANOVA showed that this change was not significant (F1,35 = 

0.004, P>0.05, ƞ2 = 0.0001, cohen’s d = 0.02). Similar results were found for CORS 

scores which were similar at 6-months and 12-months follow-up (i.e. 34.43±6.7 and 
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33.14±6.8, respectively). The change in CORS score between 6-months and 12-

months follow-up was also not significant (F1,35 = 1.286, P>0.05, ƞ2 = 0.034, 

cohen’s d = 0.38). 

 

5.5.5. Strengths and Difficulties Questionnaire 

A repeated-measures ANOVA showed a significant change in SDQ score 

following the intervention (F1,58 = 7.650, P = 0.008, η2 = 0.117). SDQ scores were 

significantly lower following the intervention (mean=8.54, SD=5.95) compared to 

before the intervention (mean=9.76, SD=6.06), indicating that teachers perceived a 

significant decrease in children’s emotional and behavioural difficulties. The change in 

mean score between pre- and post-intervention measures (i.e. 1.22) was larger than the 

MCID (i.e. 1.19).  

 

5.5.6. Duration of sleep 

A repeated measures ANOVA was performed to test for a change in duration of 

sleep pre- and post-intervention. The results showed a significant change in the number 

of minutes that participants slept (F1,47=10.372, P=0.002, η2 = 0.181), with participants 

sleeping significantly longer post-intervention (mean=489.79, SD=46.02) compared to 

pre-intervention (mean=464.40, SD=71.60). Children were sleeping, on average, 25 

minutes longer following the intervention than prior to the intervention. This marks a 

change from sleeping approximately seven hours and three-quarters pre-intervention to 

approximately eight hours and ten minutes post-intervention. The MCID (i.e. 9.20) was 

less than the change in pre- and post-intervention scores (i.e. 25.39) indicating that the 

MCID had been reached.  
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6. Discussion  

6.1. The pilot study in practice 

The primary aim of this pilot was to investigate how the components of 

recruitment, randomisation, delivery of the intervention, and the follow-up procedures 

could run smoothly in a larger trial. This study suggests that all elements can work 

together, however, the challenges need to be acknowledged and considered carefully in 

future studies. A discussion of the main challenges is presented in this section, while 

the recommended strategies to address them are presented in the section ‘Implications 

for research, policy and practice’ at the end of this chapter. 

Randomisation presented the main challenge in this study. From the initial 

expression of interest, thirteen schools withdrew their interest to participate when the 

randomisation procedure was explained. As indicated in the methodology chapter, the 

ethics panel that approved this study considered appropriate that children and parents 

or caregivers needed to give their consent to participate prior to children’s assessment 

for eligibility in the study. This meant that participant information sheets and consent 

forms had to be administered and collected, even from children who were not eligible 

to take part in the study. The reason behind that was that the eligibility stage involved 

the teachers’ completion of the Strengths and Difficulties Questionnaire for each 

child, which would be then collected and analysed by the researcher. Therefore, it was 

considered important to gather such information only after participants and their legal 

guardians had given their consent. This condition was too complex for some schools 

and the fear of disappointing parents if their children could not participate led to their 

withdrawal of interest in participation. 

Another challenge that randomisation presented was that headteachers were 

concerned regarding ‘mixing’ children who might not get along well, and that the 

children in higher need of support might not benefit if they were not selected. The 

headteachers were more willing to get involved after being informed that they could 

select the classes which will participate and that there was no additional workload for 

teaching staff. This potentially offered a sense of safety that this intervention could 

accommodate their needs with the minimal effort from a school management 

perspective. In fact, previous studies have found that these were among the most 

important enabling factors for schools to take part in trials, specifically: a) an 
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intervention that was compatible to the school’s needs (Lohan, Aventin, Maguire, et 

al., 2017), b) the perception of social value of the study to students (Pound, Riddell, 

Byrnes and Kelly, 2000), c) the presence of tangible benefits to the school as a whole 

(Befort, Lynch, James et al., 2008), and d) an intervention that required the minimal 

effort involved for the school (Lohan et al., 2017). 

 The term ‘therapy’ was problematic during recruitment, which is a frequent 

issue both for research and practice, particularly when clients did not experience any 

severe mental health difficulties (Ulman, 2001). The term ‘therapy’ has been often 

linked to mental health stigma and the perception that children who attended were 

weak, flawed, dangerous, or socially incompetent (Diamond and Lev-Wiesel, 2017). 

Consequently, parents questioned why their child was eligible to participate, but face-

to-face discussions regarding the importance of prevention and resilience addressed 

their concerns. In addition, the recruitment of boys in the first cohort of dance 

movement therapy was exceptionally difficult. All boys refused to participate because 

of gender stereotypes and negative associations between men and dance. However, 

replacing the term ‘dance movement therapy’ with ‘movement therapy’ made the 

recruitment of boys in the second cohort easier. 

Another great challenge was to provide children with a private and safe 

therapeutic environment. Initially, the head teachers and teaching staff agreed to not 

interrupt the arts therapies sessions and provide the privacy that these interventions 

required. In practice, this appeared to be nearly impossible. The rooms were often 

exposed to loud noises and several interruptions were made throughout, a challenge to 

be expected in school-based arts therapies (Danieli, Snir, Regev and Adoni-Kroyanker, 

2019; Czamanski-Cohen, 2010; Snir, Hilbuch, Regev and Orkibi, 2017). In addition, 

one of the schools set the condition that there had to be an external observer present for 

safeguarding purposes. However, the presence of an external observer interfered with 

the children’s sense of safety to express their feelings and experiences. It also deprived 

the sessions from offering a private and secure environment, an essential therapeutic 

ingredient of arts therapies as well as any form of psychotherapy. The intention of the 

school to safeguard children appeared to have opposite effects: the therapeutic space 

stopped being safe. Although the second cohort had already been recruited, the research 

team came to the conclusion that the risk of harm was high and therefore, the 
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recruitment and the sessions would have to re-start in a different school and in a safer 

environment. 

Another challenge was to find a suitable time to deliver the session that could 

work for the myself as the researcher, the arts therapists and the schools. Some schools 

were very flexible and provided us with several potential timeslots, while some others 

only gave us one or two options. This resulted in some arts therapists withdrawing from 

the project if they were not available at the proposed times   or requesting from their 

existing clients to move their sessions at a different day or time. For example, by the 

end of this study, four music therapists withdrew following recruitment because a 

mutually convenient time could not be found. In addition, delivering the sessions at the 

same day and time every week was also challenging. School trips, celebrations, and 

extra-curriculum activities often interfered with the pre-arranged sessions, and finding 

an alternative time was sometimes impossible. Such issues have been commonly 

reported in past research in arts therapies in educational settings (Karkou et al 2010; 

Wengrower, 2001; Regev, Green-Orlovish and Shir, 2015). Pre-arranging at least one 

additional session from the beginning may be helpful to account for such unexpected 

occasions. 

 There were no major challenges at the follow-up stage, apart from the fact that 

there were always some children who were absent at the scheduled assessment dates. 

Consequently, the assessment was completed over a period of two or three days in each 

school, which resulted in twice the anticipated time and travel expenses. 

 

6.2. Process evaluation 

6.2.1. Adherence to the protocol 

Overall the structure of the sessions remained in accordance to the therapeutic 

protocol and no major modifications were recorded. Changes were mainly needed 

because of unexpected occasions that led to missing sessions, such as school trips and 

celebrations. To avoid delivering the last session after the Christmas and Easter break, 

in two groups we had to combine two sessions into a long 2-hour session. It was more 

sensible to combine the fourth and fifth session together (the themes of an ‘easy day’ 

and a ‘challenging day’). Interestingly, children preferred to spending more time 

imaging and exploring a challenging, rather than an easy and comfortable day. 
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Children also expressed their preference to spending more time exploring their ‘safe 

space’; which became clear both through the interviews and the session rating scale. 

Another interesting finding was that children rated higher the sessions where the 

adherence to the protocol was flexible, but also the sessions with highly structured 

activities. This might suggest that children prefer flexibility with the themes of the 

sessions, but they also prefer sessions which are well-structured and to some extent 

directive. 

There were significant differences in the ratings of adherence to the protocol 

between the arts therapists and myself as the researcher. This could be partially 

explained because the arts therapists were more self-critical while rating their own 

sessions, and more reluctant to rate their own sessions as high. Nevertheless, these 

ratings helped to understand which therapeutic principles were achieved, and which 

principles were more difficult to be achieved. Particularly, working with empathy and 

warmth was the principle that was met in all sessions, regardless of the type of arts 

therapies. Finding balance between verbal and non-verbal communication appeared to 

one of the most challenging therapeutic principles. This was because some children 

were very talkative allowing less space for non-verbal communication, while other 

children were rather quiet or shy and had limited verbal interactions with the group. 

Revisiting past experiences with direct impact on the here and now was also 

challenging for the groups where there were conflicts or tension among the members. 

It is likely that the therapeutic environment lacked the appropriate safety to openly 

revisit past experiences and it highlights the importance of establishing safety prior to 

opening up and sharing with the group. Another surprisingly difficult principle was to 

work with the group as a whole (rather than with eight children as individuals). 

Children seemed to prefer to work on their own creations individually and on their 

own time. That is not to say that they did not enjoy group activities, but that there was 

a tendency towards working individually. It is possible that children took advantage of 

the opportunity to focus on themselves if they did not have the sufficient time and 

space they need during school or at home. Further exploratory evidence is needed to 

support this statement, and to explore why children preferred to work therapeutically 

on their own. 

There was no association between the adherence to the protocol and children’s 

session quality ratings. In fact, the observers’ ratings varied significantly from 
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children’s ratings. Children appeared to rate higher the session with the more 

enjoyable and entertaining activities, whereas both the researcher and the arts 

therapists rated higher the sessions where targeted therapeutic goals were achieved. 

For example, children rated lower the sessions where conflicts or arguments occurred, 

however, these sessions were rated higher by adults because they were perceived as 

opportunities to work therapeutically with the group as a whole. These findings 

underlined the value of triangulating the sources of information and also echo the 

arguments regarding the need to include children’s voice in research.  

Lastly, it is important to highlight that in some sessions, the decision to not 

adhere to the protocol was deliberate from the part of the therapists. Particularly, the 

therapeutic principle of ‘revisiting past experiences with a direct impact on the here 

and now’ was not considered appropriate in groups where members did not get along 

well with each other. Exploring past experiences could have caused harm if even one 

member of the group was not willing to listen, would ignore or judge others. The arts 

therapists were conscious of this and deliberately did not seek to uncover past 

experiences when they sensed that the therapeutic environment could not contain 

safely these topics. One solution could have been to exclude the members that 

prevented the rest of the group from working therapeutically. Ethically, however, this 

was not considered appropriate. During clinical supervision sessions, the discussions 

were based around finding creative ways to involve these children, rather than to 

exclude them from the group. Given my dual role as both a participant observer and a 

co-facilitator (Meekums, 2002), I was able to support some children on a one-to-one 

basis when needed. In cases where a co-facilitator is not present, keeping the groups 

small could address diverse needs and enable a safe exploration of conflicts or 

arguments. If the exclusion of a child from the group cannot be avoided, it is 

important to ensure that several one-to-one sessions can be offered to minimise the 

risk of harm. This example shows why the therapeutic principles need to be revisited 

on a case-by-case basis as every group’s needs can, and will, vary significantly. 

 

6.2.2. Engagement in the sessions 

Evaluating the process of the therapeutic work from children’s perspectives 

allowed us to understand which activities encouraged their engagement in the sessions. 
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The follow-up procedure also allowed us to understand which activities lasted in 

children’s memories for months after the end of the sessions, suggesting that they have 

had the strongest impact. Even after one year, the majority of children referred to 

activities that helped them to explore their safe space and the importance of respecting 

others’ safe space as well. Arts therapies literature talks about the space acting as a 

physical container (Case and Dalley, 2014), while the arts therapist and the artistic 

creatures act as mental containers (Inman, 2017). In this way, exploring issues that are 

sensitive and difficult to talk about, such as the personal sense of safety and closeness 

with other people, become less threatening. 

Experimenting with unusual sensory materials (i.e. fabrics, finger colours, sand, 

clay, parachute) and musical instruments (i.e. croaking frog güiro, bamboo shaker) also 

encouraged children’s engagement. This could be because these tools challenged 

children’s imagination and led to unpredictable artistic productions. Also, according to 

Sholt and Gavron (2011), the sensual engagement helps children to reveal unconscious 

materials and symbols, and to express different qualities and forms of feelings. As a 

result, children can find the power to ‘speak’ through touch, movement, and the three-

dimensional aspects of these materials or tools. 

Creating stories and characters was one of children’s most favourite activities, 

especially when they could create their own puppets for the stories. In this case, puppets 

were used as a metaphor and medium to help children talk about things that they found 

otherwise difficult to express verbally. Also, some children mentioned that story-

making and story-telling were powerful because nobody knew if there were real or 

imaginary stories. Consequently, children could express personal experiences and 

feelings in a safe manner. According to the literature review, Novy et al. (2016) argued 

that when children have the opportunity to choose among a range of characters or 

objects, they tend to choose those with a special symbolic meaning that might represent 

someone or something from the past. In turn, this process allows children to recreate 

previous repressed experiences, gain control over them, and gradually resolve 

conflicting emotions that have been associated with these experiences (Novy et al., 

2016). This could explain why these activities had such a strong impact on children’s 

experiences and memories of the sessions. 

Lastly, the empowerment activities, such as making heroes and thinking about 

superpowers, attracted children’s engagement among all groups and types of therapy. 

Children mentioned that these activities helped to connect the members of the group, 
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focusing on what every member of the groups was really good at. This in turn improved 

their self-confidence and self-esteem, as children themselves mentioned. The increased 

engagement in these activities was evident through the observations, the session quality 

measurements from children’s perspectives, as well as through the interviews and arts 

work. These findings also echo the findings from existing research-based publications 

(for example, Moula, 2020; Deboys, Holttum and Wright, 2017; Crooke and McFerran, 

2014; Looman, 2006). 

 

6.3. Assessment of outcomes 

6.3.1. Children’s experiences and perspectives 

During the interviews and arts work, children expressed a vast amount of 

feelings and thoughts related to changes they have experienced in their wellbeing. 

Particularly, children felt that they were able to use their imagination more and as a 

result, they felt that they became more creative and resourceful. For example, they were 

able to see the potential on small objects, such as fabrics, leaves, recycling materials, 

through creating new things using their imagination. Therefore, children were able to 

find creative things to do even when they are at home alone, as they noted. This links 

back to the literature reviewed regarding the importance of creativity and imaginary as 

one of the essential therapeutic elements (Karkou and Sanderson, 2006) that enables: 

access to difficult unconscious materials (Case and Dalley, 2014); safe self-expression 

(Lee, 2015); pleasure from the engagement in the artistic activity (Csıkszentmihalyi, 

2002); and an increased sense of empowerment (Zimmerman, 2000). 

Children also expressed that they felt empowered during and after the sessions, 

using movements and words such as ‘confident’, ‘special’, or ‘lucky’. Some children 

noted that they learned who is their ‘true self’ and they felt less afraid to show this ‘true 

self’ to others. Therefore, empowerment came alongside self-acceptance; both of which 

are important therapeutic ingredients as mentioned in the literature review (Sassen, 

2012; Sutherland, 2010). Though self-acceptance, the acceptance of others also grew 

as children mentioned that they were trying more to understand others, rather than to 

judge or blame them. This might also indicate that children developed ownership over 

their own behaviours and actions, as well as an increased sense of self-control; both of 

which are key elements of the empowerment theory (Zimmerman, 2000). 
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Children discussed extensively about their development of coping mechanisms, 

such as improved listening skills, patience, and logical thinking. They noted that they 

were able to resolve arising issues with siblings or friends without conflicts and take 

time to think before acting in an aggressive way. Using the arts as a coping mechanism 

was also mentioned by some children, highlighting the importance of non-verbal 

communication and the emotional relief that might come through the involvement with 

the arts. These findings link again to the literature review, particularly the power of arts 

and non-verbal communication as essential therapeutic elements that contribute 

significantly to improvements in wellbeing (WHO, 2014; Karkou and Sanderson, 2006; 

Rubin, 2010; Pellegrini, 2011; Case and Dalley, 1992). 

Furthermore, children reflected on the positive feelings that they experienced 

during and after the arts therapies. Specifically, they mentioned that the sessions made 

them happier, more calm and relaxed, and that they enjoyed the sense of togetherness 

that they felt being in the group. They also added that they felt safety and warmth within 

the group. This is particularly important considering the distractions and interruptions 

that most groups faced and how these could have threatened children’s sense of safety. 

These findings suggest that, even though it might be challenging to ensure privacy in 

schools, a safe therapeutic environment and relationship can still be achieved with a 

mutual effort from the arts therapists, the school and the participants. 

These findings create associations with the PERMA theory of positive 

psychology (Seligman and Csikszentmihalyi, 2014), according to which the five main 

elements (positive emotions, engagement, relationships, meaning, and 

accomplishment) act as blocks or enablers of wellbeing. Based on children’s 

experiences and perspectives, it became clear that arts therapies can enable all of these 

elements. The findings also link to the self-determination theory and the actualisation 

of human potential (Deci and Ryan, 2008). According to this theory, wellbeing is 

dependent on the fulfilment of three core needs: agency, mastery and relatedness (Ryan 

and Deci, 2000). When these needs are met, children with these attributes can feel 

confident and assured in their ability to achieve their aspirations and fulfil their own 

potential (what is known as self-actualisation), whilst also maintaining positive and 

healthy relationships with others (Deci and Ryan, 2008).  

Lastly, there are links to the hope theory (Snyder, 2000), according to which, 

hope is a goal-directed thinking that involves three main components: goals, pathways 

and agency. Pathways is the perceived capacity to produce the appropriate routes in 
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order to pursue and fulfil the desired goals, while agency is the motivation to use 

these routes under any circumstances (Snyder, 2000). Arts therapies work towards the 

fulfilment of goals that the team members have set from the beginning. These goals 

can motivate children to develop coping mechanisms and routes that are needed to 

accomplish them. Through the support from the arts therapists and the group 

members, the interviews showed that children’s agency not only grew within the 

group, but it was also transferable to other parts of life outside the school. Therefore, 

supporting children to develop goals, pathways and agency, essentially supports them 

to build hope and optimism for the future - which is another important therapeutic 

ingredient that arose from children’s interviews. 

 

6.3.2.  Outcome measurements 

One of the primary aims of this pilot study was to determine the sample size 

necessary to test the effectiveness of the arts therapies intervention on standardised 

outcome measures assessing quality of life, wellbeing and life functioning (assessed 

using the EQ-5D-Y and CORS) and to determine any lasting effects of the intervention 

on these measures at follow-up. The current study also aimed to assess the effect of the 

intervention on sleep duration (assessed using Fitbits) and emotional and behavioural 

difficulties (assessed by teachers using the SDQ).  

This study found that the arts therapies did have a positive effect on the outcome 

measures. Specifically, an increase in scores on CORS was found following the arts 

therapies intervention. Although the change in CORS score did not differ significantly 

from the control groups, there was a trend towards significance (i.e. P=0.08). Moreover, 

the minimal clinically important difference (MCID) was exceeded by double the 

required amount, indicating that the arts therapies intervention was having a clinically 

significant effect on the life functioning in the participating children. The same was not 

true for the outcome measure HRQOL where the MCID was not reached.  

Previous research has suggested that arts therapies can be significantly better 

than the control groups for children’s quality of life (i.e. Abdulah and Abdulla, 2018; 

Beebe, Gelfand and Bender, 2010; Madden, Mowry, Gao, Cullen and Foreman, 2010; 

Uggla, Bonde, Hammar, Wrangsjö and Gustafsson, 2018). However, the evidence from 

the results of this study is inconclusive. Although there were improvements compared 
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to the baseline, these were neither statistically nor clinically significant differences 

between the intervention and control groups. Some previous randomised controlled 

trials found similar results (Broome, Maikler, Kelber, Bailey and Lea, 2001; Porter, 

McConnell, McLaughlin et al., 2016), although none of these studies used HRQOL as 

a primary outcome measure. Moderate effects for children’s quality of life were also 

found in systematic reviews (Bradt, Shim and Goodill, 2015; Uttley et al., 2015), and 

meta-analyses (Koch et al., 2014; Koch et al., 2019). However, these included children 

as well as young people and adults. Since there is no systematic review so far looking 

specifically at the effects of arts therapies for children’s quality of life, the existing 

evidence remains inconclusive.  

Nonetheless the present study does indicate that following cross-over there were 

improvements in HRQOL scores. Specifically, those engaged in the arts therapies 

interventions showed a greater improvement in HRQOL scores than those in the control 

groups. Although this difference was not significant, a small effect size as assessed by 

Cohen’s d (i.e. 0.22) was found. Styles and Torgeson (2018) argue, when rigorous 

evaluations are performed using randomised experiments, the resulting effect sizes are 

often much smaller than previous research in the same substantive area, which might 

explain the small effect size here. This gives more weight to the current findings, 

particularly with regards to the results for CORS, where a small to moderate effect size 

(Cohen’s d = 0.37) was found for the difference between control and intervention 

groups following cross-over.  

 Although HRQOL has been used extensively in public health research because 

of its potential to capture the participants’ views on their own health (WHO, 2020), it 

has been criticised for lacking specificity given that the questions are designed to be 

applicable for participants with completely different conditions (Gibbons, Black, 

Fallowfield, Newhouse and Fitzpatrick., 2016). Therefore, this measure might be 

successful in capturing views on general aspects of life (i.e. difficulties in moving or 

doing usual activities), but less successful capturing domains that are relevant to 

particular interventions (Foster, Croot, Brazier, Harris and O'Cathain, 2018); such as 

the effects on children’s emotional and behavioural difficulties, or even their overall 

sense of well-being and social functioning. This is why this measure was not used as a 

stand-alone tool in this study, but alongside the children’s outcome measurement scale, 

the teacher-reported questionnaire (i.e. SDQ) and the biomarkers. 



210 
 

The teacher-reported questionnaires of children’s strengths and difficulties 

(SDQ) showed a statistically significant change before and after the intervention, with 

children presenting fewer emotional and behavioural difficulties following the arts 

therapies intervention. These findings echo the results from previous studies (for 

example, Abdulazeem, 2014; Baker and Jones, 2005; Chong and Kim, 2010; Montello 

and Coons, 1999), which also concluded that teachers noticed significantly significant 

reduction in children’s emotional, conduct, hyperactivity and peer relationships 

problems as well as significant improvements in children’s prosocial behaviour 

following an arts therapies intervention. These findings suggest the possibility that 

teachers can be perceptive of changes that children themselves might be unaware of. 

The significantly positive changes in children’s quality of sleep was also 

important considering the impact of sleep health on both physical and psychological 

wellbeing. Particularly, sleep health is considered a major influential factor of 

neurologic function that helps to maintain wellness, increase resilience (Raven, Van der 

Zee, Meerlo and Havekes, 2018), and even change the perceptions of pain (Mondanaro, 

Homel, Lonner et al., 2017). This is because neurologically, the mind remains active 

during sleep, unconsciously processing thoughts that have been put aside or dismissed 

(Feld and Born, 2017). Current evidence suggests that arts therapies can soothe and 

sedate (Loewy, 2020), increasing comfort and decreasing anxiety impeding sleep 

capacity (Lund, Pedersen, Johnsen et al., 2020). Although this is the first study to 

explore changes in sleep in children, there is preliminary evidence showing that arts 

therapies help improve sleep quality in adults (Kavurmaci, Dayapoğlu and Tan, 2019; 

Wang, Sun and Zang, 2014) as well as in infants and toddlers (Loewy, 2020); while 

most of the evidence so far comes from studies in music therapy. 

The systematic review that informed the development of this pilot (Moula et al., 

2020) showed that only one out of the six experimental studies that were included 

explored the outcomes of arts therapies at three months post-intervention (Abdulazeem, 

2014). The lack of follow-up procedures or short follow-up periods may underestimate 

the potential benefits of treatment and fail to detect hazards, both of which can take 

longer to emerge (Llewellyn-Bennett, Bowman and Bulbulia, 2016).  In addition, the 

value of the trial in understanding the efficacy and outcomes of an intervention may be 

limited (Llewellyn-Bennett, Bowman and Bulbulia, 2016). Long-term follow-up is 

important to ascertain the strength of the treatment over an extended period and the 
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impact of change on participants’ life in the long term (Salkind, 2010). This study found 

that at follow up HRQOL scores were relatively stable following the intervention, with 

scores increasing slightly (albeit not significantly) at 6-months follow-up. CORS scores 

were stable at 3-months following the intervention with a significant increase in scores 

at 6-months. This suggests that, on the basis of these two outcome measures, the 

intervention had a long lasting impact for at least six months.  It is also possible that 

life functioning can improve six months after the intervention has ended, suggesting 

that positive changes can also become apparent after some time. 

The effect of the type of arts therapies on the two key outcome measures showed 

that the change in HRQOL and CORS following the intervention did not differ 

significantly between the different arts therapies groups. This can be explained by the 

fact that, except for minor modifications, all arts therapies groups followed the same 

therapeutic approach and protocol. In statistical terms, these findings also suggest that 

all arts therapies interventions were equally effective regardless of the school 

environment, the arts therapists who delivered the sessions, or the arts media used. 

The sample size calculations indicate that in order to achieve 0.8 power, 

HRQOL requires a minimum of 168 participants (i.e. 84 participants per group on the 

basis that there are two groups: one receiving the arts therapies intervention and the 

other the control condition), while CORS requires 142 participants (71 participants per 

group). To achieve 0.9 power, HRQOL requires a sample size of 225 participants (113 

participants per group), and CORS a sample size of 190 participants (80 participants 

per group). Therefore, the sample size required for a trial is minimum 168 participants, 

or maximum 225 participants. Our systematic review (Moula et al., 2020) revealed that 

the largest sample size that has been employed so far in previous studies with these 

population characteristics and this kind of interventions was 138 participants (Rousseau 

et al., 2005), while the most common sample size ranged between 40 to 60 participants 

in total (Abdulazeem, 2014; Choi, Lee and Lee, 2008; Koshland, Wilson, Wittaker, 

2004) – although there were no indications as to whether sample size calculations had 

been performed prior to (or after) the recruitment of participants in these studies.  
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6.4. Strengths and limitations 

Strengths 

The pilot study was developed based on the evidence that was collected and 

analysed thoroughly in the systematic review (Moula et al., 2020); which is an 

important strength of the study. The therapeutic protocol was also developed through a 

synthesis of previous interventions that had been successfully implemented and 

assessed by children themselves, and it was informed by other evidence-based arts 

therapies protocols (Parsons et al., 2019; Haslam et al., 2019; Omylinska-Thurston et 

al., in preparation). The evaluation of the therapeutic protocol and intervention from the 

perspectives of the children, researchers, and arts therapists, is expected to inform the 

development of future interventions in school-based arts therapies. Furthermore, the 

detailed description of the therapeutic protocol and principles is expected to make this 

intervention replicable in future studies. 

The implementation of quantitative, qualitative and arts-based data helped to 

gain a deep understanding of the outcomes and process of arts therapies that comes 

purely from children’s perspectives. To reduce power imbalances and 

misinterpretations of children’s views, all tentative interpretations from the qualitative 

data were made available to children for member cross-checking. This helped to 

ensure that the findings represented children’s viewpoints, contributing to the 

improvement of credibility and accuracy of the findings (Atkinson, Coffey and 

Delamont, 2003; Higgins and Green, 2011). Moreover, the process was evaluated by 

the children, researchers, and arts therapists. This data triangulation contributed to the 

improvement of reliability and dependability of the findings (Higgins and Green, 

2011). Similarly, all the standardised outcome measures used in this study have had a 

well-established validity and reliability based on the existing evidence. 

The primary outcome measures were participant-reported (PROMs), which are 

typically susceptible to missing data in randomized controlled studies as they depend 

on participants’ willingness and ableness to complete the measures (Rombach, Rivero-

Arias and Gray, 2016). This is even more an issue at follow-up where it is often 

impossible to obtain complete PROM data for all randomised participants (Altman, 

2009). In addition, no single analysis is definitive when missing data occurs and as 

suggested by Dziura, Post, Zhao et al. (2013), strategies for the prevention of missing 



213 
 

data is key to minimising the problem. The current study employed several approaches 

to minimise this risk, for instance, by looking for the most appropriate dates and times 

to collect the data within the school settings (i.e. earlier in the school day and outside 

of exam periods, with repeated visits when needed). This could explain the reasonably 

low rates of missing data, which were in the order of 2-3.5% for the primary outcome 

measures and 9% for follow up analysis. The complete case analysis that was used to 

handle the missing data is the most commonly used approach in the majority of 

randomised controlled studies that have been published in top medical journals (Bell, 

Fiero, Horton et al., 2014). 

This pilot study offers insights into the complexity of conducting randomised 

controlled trials in educational settings, and the strategies that can help to overcome 

the challenges in future research and practice. The power size calculation may also be 

used to inform future larger studies, while the follow-up data may offer valuable 

information into the long-term outcomes of arts therapies. These aspects of the current 

pilot study are expected to contribute to the public recognition and inclusion of arts 

therapies in in national and international guidelines, such as NICE and SIGN.  

 

Limitations 

 The primary aim of this pilot study was to explore whether all components (i.e. 

recruitment, randomisation, follow-up) can work together in a larger study, while the 

investigation of the effectiveness on the measures of quality of life and wellbeing was 

the secondary aims. It is important to reiterate this as the relatively small sample size 

limits the conclusions drawn from the quantitative results and as a result, the 

generalizability of the findings. 

As mentioned in the strengths section, the themes that were generated from the 

interviews were subject to member cross-checking to ensure that the findings were 

accurate and credible. However, cross-checking the findings from children’s arts work 

was a rather perplexed process. The interpretation of the arts-based data stems 

primarily by myself as the researcher and my own understanding of children’s arts 

work. Also, having more experience with visual data, but less experience with 

movement and musical data, there may be limitations to the depth I was able to look 
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at this kind of data. Therefore, there are limitations to the reliability of the arts-based 

findings and should be interpreted with caution. 

Although I had been working with children for almost a decade prior to the 

beginning of this project, interviewing children for research purposes was a new 

experience. As a result, it is possible that during the initial interviews I did not ask the 

most relevant right questions at the most appropriate time and therefore, I might have 

missed some of the experiences that children had during the intervention – especially 

from those who participated in the intervention’s first cohort. Even though the 

member cross-checking approach was employed to mitigate this risk, it is possible 

that some children might have been hesitant to openly share whether they agreed with 

the initial interpretations and findings. As an adult researcher, it is possible that my 

understanding and interpretation of children’s perspectives might not be fully aligned 

to those of children.  

Since the intervention lasted approximately three months in each school, and 

considering that I co-facilitated all sessions of arts therapies, the relationship between 

the children and myself evolved over time. Over the course of the intervention, many 

children showed affection towards the arts therapists and myself and would show 

great excitement upon seeing us. This is considered the main risk of bias in this study, 

as it is possible that children gave higher ratings of the sessions in the self-reported 

questionnaires because of our close relationship. Therefore, it is advisable that the 

effects of my dual role be taken into consideration in the appraisal of the study 

findings. 

If I were to conduct this study again, I would look for alternative methods of 

randomisation as mentioned in the recommendations for future research, such as 

cluster randomisation. Alternative methods of randomisation would likely reduce the 

risk of harm that comes with mixing children who do not get along with each other, 

which would thus enable the group to have a more productive intervention. This could 

also result in closer adherence to the therapeutic protocol standards, which would 

make the intervention more replicable in future studies. 

Due to time limitations, patient and public involvement (PPI) was not 

conducted prior to the design of this study. If children’s voices had been included at 

an earlier stage, both the study and the intervention could be more child-friendly. It 
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would also be possible to know what really matters for children; this piece of 

information is missing from this project in its current form. In addition, the systematic 

review was conducted at the early stage of this PhD project. Although the researcher 

stayed updated by reading new papers in the most relevant academic journals in the 

field, time limitations made it impossible to run the systematic review searches again. 

Lastly, given that this project had to be completed within a period of three years, some 

aspects of this study were investigated more comprehensively than others. Future 

reports and publications of this thesis will aim to ensure that the key therapeutic 

ingredients have been investigated thoroughly, in addition to the incorporation of 

suggestions on how to improve the sessions and the structure of this intervention. 

 

6.5. Implications for research, policy, and practice 

For randomised controlled trials to be successful in schools, several strategies 

need to be in place. The benefits of randomisation need to be made clear to 

headteachers, who might be unfamiliar with research and/or this type of research 

approaches. It therefore, becomes important that research teams are prepared to 

explain the benefits of their study in layman’s terms, presenting some real-life 

examples, and clarifying how experimental studies have the potential to influence 

policies and funding opportunities; an issue of high concern for most schools. It is 

more likely for schools to get involved if the intervention is compatible to their needs 

(Lohan et al., 2017), has tangible benefits to the school as a whole (Befort et al., 

2008), and requires the minimum workload involved from the school and teaching 

staff (Lohan et al., 2017). Schools are also more likely to participate if they are not 

already involved in other research projects, and if they have confidence in the 

organisation responsible for the research (Pound et al., 2000). All of the above 

suggestions made this study possible and could be of potential use in future studies. 

Asking the headteachers to decide which classes should participate in the 

intervention might not always be the best strategy. It was suspected that some 

headteachers did not choose the classes in higher need of psychotherapeutic support, 

but the classes with the least workload, such as Year 3 and 4. There were concerns 

that from Year 5 onwards, children need to focus on academic skills and prepare for 

the transition to the secondary school. Indeed, arts therapies could support children 
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with both. Particularly the impact of arts therapies for children’s transition to the 

secondary school would be an important area for future research. Nevertheless, 

without giving to the school management the option to decide which children or 

classes will participate might increase the chance for retention, as previous research 

suggests (Befort et al., 2008). The risks and benefits should therefore be carefully 

considered in either case. 

Although most children showed excitement to participate in arts therapies, the 

term ‘therapy’ appeared to be problematic for parents and legal guardians. It was 

essential to highlight that this intervention aimed at prevention and could help 

children build resilience. Using positive terms was very important to gain their 

consent. In addition, calling ‘dance movement therapy’ as ‘movement therapy’ may 

be an effective strategy in managing to recruit male participants - who were initially 

reluctant to participate in this specific type of arts therapies because of gender 

stereotypes and associations between men and dance. 

In terms of the standardised outcome measures used, it became clear that the 

measure of health-related quality of life lacked specificity and sensitivity, given that it 

has been developed to be applicable for participants with various conditions (Gibbons, 

Black, Fallowfield, Newhouse and Fitzpatrick., 2016). It was therefore challenging to 

understand which changes were linked specifically to this intervention. It is suggested 

that widening the outcomes to measure the full impact of interventions would be 

beneficial in future studies. Ideally, future outcome measures should also have direct 

input by children and young people, instead of being designed and developed solely 

by adult researchers. 

It has been argued that when it comes to complex interventions, randomised 

controlled trials should focus not only on whether an intervention works or not, but to 

build explanations regarding for whom this intervention works, and in what context it 

works (Marchal, Westhorp and Wong, 2013; Holttum and Huet, 2017). Based on this 

argument, the following section is focused on how improvements on the interventions 

can be achieved within the educational context. Some possible explanations are also 

presented as to why arts therapies might ‘work’ for some children but not for every 

child. 
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The therapeutic space 

Despite several advantages in working with school settings, the findings of this 

study come in agreement with previous research regarding how certain barriers impede 

to the therapeutic work. The feasibility of privacy and confidentiality within the 

educational environment has been frequently questioned (Wengrower, 1998 cited in 

Regev et al., 2015). As a matter of fact, the school calendar is filled with vacation days, 

holidays, school trips, ceremonies and activities that interfere with the flow of the arts 

therapies (Regev et al., 2015). In addition to that, most schools lack provision of 

appropriate rooms for arts therapies (Danieli et al., 2019), resulting in sessions that often 

take place in rooms intended for different purposes (i.e. store rooms, rooms used for 

other purposes at the same time) (Czamanski-Cohen, 2010; Snir et al., 2017). This does 

not mean that schools are not suitable for working therapeutically with children, but the 

barriers need to be acknowledged and addressed insofar as possible. In fact, a recent 

study showed that, although there is a positive correlation between the arts therapists’ 

satisfaction with the suitability of the therapeutic environment and their clients’ 

outcome measures, this correlation was not statistically significant (Danieli et al., 

2019). This suggests that limitations in the therapeutic space do not necessarily lead to 

less positive therapeutic outcomes. 

Three main strategies were identified in this study that contributed to the 

protection of the therapeutic space. The first one was setting clear boundaries between 

the end of the class and the beginning of the arts therapies, and vice versa. All sessions 

started and ended in a particular way; a song, dance, movement or drawing that was a 

sign of welcoming all children in the group and ended with a similar activity as an 

indication of closure. This was also applied when interruptions or distractions occurred, 

as children needed again some time to re-engage with the therapeutic process. Very 

quickly children became familiar with this symbolic process and during the interviews, 

they mentioned how important it was for them having a clear beginning and ending of 

each session, as well as some time in between when needed. It is important for future 

interventions to take this into consideration and allow sufficient time for children’s 

transition in and out of the therapeutic space. 

The second strategy was to simply allow time for trusting relationships to be 

developed, particularly between the research team, the arts therapists and the teaching 

staff. At the beginning of the intervention, some arts therapists were concerned that the 
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school staff might never understand the importance of protecting the therapeutic space. 

However, even within a few weeks, their relationship had been developed significantly, 

which made it easier to communicate each other’s needs. For this reason, whenever 

possible, it is recommended that the interventions take place at school which are already 

working with arts therapists, or have worked in the past even for a short period of time. 

Building longer collaborations may be the key in protecting the therapeutic space. 

Regev et al. (2015) also suggested that longer collaboration between arts therapists and 

teachers are the key for maximum impact of the arts therapies. Specifically, they found 

that arts therapists who collaborate with schools for longer have more chances to have 

their own therapeutic space, and it is more likely for the schools to invest in the 

materials and resources that arts therapists need (Regev et al., 2015). Moreover, through 

a synthesis of trials in educational settings, Lohan et al. (2017) found that the 

establishment of rapport and positive relationships between the research team and the 

school staff was among the most important retention facilitators that determined the 

feasibility of trials in schools. 

The third strategy was to deliver an arts therapies workshop to the parents or 

legal guardians and to the school staff. This workshop helped to understand better the 

nature of arts therapies and why a safe environment was so important when sharing 

personal experiences and feelings. This strategy, that was only applied before the 

beginning of the second cohort in each school, led to significantly reduced frequency 

of interruptions during the sessions. Furthermore, these interruptions only took place 

when it felt necessary. 

 

Improving the quality of group arts therapies 

 During the interviews, many children argued that the size of the group was 

larger than it should be. Specifically, children recommended that there should be no 

more than six children per group – ideally less – in order for everyone to have sufficient 

attention by the arts therapist, and enough time to share what they need. Some children 

also mentioned that eight weeks felt a short amount of time, as by the time they started 

opening up and noticing changes in their life, it was time to end the sessions. 

Nevertheless, some children mentioned that the timing felt good to them, but one or 

two additional sessions would have been beneficial. That said, giving children weekly 
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reminders as to how many sessions were left, helped them with the gradual transition 

towards the closure of the arts therapies. 

 Due to randomisation, many children did not get along well with each other. 

This often led to arguments that were challenging to be resolved, as there was not 

enough time within eight sessions to (re-)build children’s relationships. Some children 

also shared that they did not feel comfortable sharing personal experiences and thoughts 

around certain other classmates. This can be a great challenge in randomised controlled 

studies even when members of the group do not know each other in advance. A strategy 

worth considering in future studies would be to seek advice from the teachers as to how 

children should be clustered into groups following the randomisation. This method 

could help to bring together children who get along with each other and increase the 

possibilities to work better (therapeutically) as a group. However, this method could be 

open to selection bias and therefore should be considered with caution. 

 Lastly, some children mentioned that they often felt emotionally blocked, 

especially around members of the group with advanced artistic skills. For example, they 

noted that they felt ‘incompetent’, ‘embarrassed’ and ‘inadequate’. Some children 

needed to be reminded in every session that it is the process that matters in arts 

therapies, rather than the outcomes. In this study, it was noticeable that children who 

did not receive the encouragement they needed, gradually withdrew from their efforts 

to engage with the group. Gilroy, Tipple and Brown (2012) recommend having a one-

to-one session with each child before their allocation into groups in order to understand 

whether some children might have limited tolerance of others, or whether they can 

handle sharing the arts therapist’s attention. This strategy, although it is not cost-

effective, could provide valuable insights as to whether or not groups are the appropriate 

form of therapy for some children and minimise the risk for harm. It would be helpful 

for future research in cost-effectiveness of arts therapies to evaluate how this approach 

could be accommodated and integrated in future interventions. 

The findings with regards to the complexity of implementation, strategies to 

overcome the challenges, the power size calculation and the long-term outcomes of 

arts therapies should be taken into consideration in future research. These elements 

are expected to contribute to the public recognition and inclusion of arts therapies in 

national and international guidelines, such as NICE and SIGN. Setting children’s 

perspectives at the heart of the outcomes evaluation will also result in better-informed 

policies and practice decisions that are aligned to children’s needs and priorities. 
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7. Conclusions 

7.1. Summary of outcome evaluation  

 The improvements in children’s quality of life, wellbeing and life functioning, 

although not statistically significant, were greater in those engaged in the arts therapies 

intervention than the control groups and were maintained at the follow-up stages, until 

one year post-intervention. Furthermore, results for the CORS did show a trend towards 

significance (P=0.08) and actual significance following the cross-over of the control to 

intervention groups (P=0.003). Significant improvements were also found for duration 

of sleep, assessed using activity trackers (i.e. Fitbits) and children’s emotional and 

behavioural difficulties (SDQ). Minimal clinically important differences (MCID) were 

found for the primary outcome measure CORS, duration of sleep and SDQ but not for 

HRQOL. These results indicate that the arts therapies intervention was having a 

clinically significant effect on life functioning in the participating children, as well as 

on the duration of sleep and children’s emotional and behavioural difficulties. The 

findings do indicate a small effect size for HRQOL (as determined by Cohen’s d) 

suggesting the intervention was having a small positive effect on children’s quality of 

life as well. Overall, arts therapies may be more effective at addressing life functioning, 

which is inclusive of interpersonal relationships as compared to HRQOL. The study 

suggests that all outcome measures assessed would be suitable for inclusion in a larger 

study utilising these arts therapies interventions. Should these outcome measures be 

used in a study with a randomised controlled trial design, a sample size of 225 

participants (or 113 per group) would be required to achieve a power of 0.9.  

Children verbally and artistically expressed that they experienced a number of 

positive outcomes during and following their participation in arts therapies, such as: 

emotional regulation through expression, mastery and acceptance of emotions; 

improved self-confidence, self-esteem, and self-worth; positive appraisal of health and 

perceived quality of life; reduced stress; development of positive relationships and 

bonding. These outcomes expanded the Arts for the Blues model to include relevant 

applications for children and were further linked to the PERMA theory of positive 

psychology (Seligman and Csikszentmihalyi, 2014), the hope theory (Snyder, 2000), as 

well as the self-determination theory and actualisation of human potential (Deci and 

Ryan, 2008). 
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7.2. Summary of process evaluation 

Although adherence to the therapeutic protocol was maintained and only minor 

modifications were recorded, this did not appear to correlate with children’s session 

quality rates. In contrast, the elements of school context and group membership 

appeared to link the most with children’s higher or lower session quality rates. In 

schools where privacy and safety were maintained, and in groups where children got 

along well with each other, the sessions were rated significantly higher compared to the 

groups where these conditions were not met. The most challenging therapeutic 

principles to be achieved were: i) balance between verbal and non-verbal 

communication; ii) revisiting past experiences with direct impact on the here and now; 

and iii) working with the group as a whole. Conversely, working with i) warmth; ii) 

empathy; and iii) towards self-awareness, were the principles that appeared to be 

achieved in almost all sessions and all groups. In addition, children rated higher the 

sessions where the arts therapists followed the therapeutic protocol in a flexible manner, 

accommodating and prioritising children’s needs. The activities that attracted the most 

children’s engagement and enjoyment were: i) exploring the safe space; ii) 

experimenting with unusual sensory materials; iii) story-making, story-telling and 

song-writing; and iv) activities that boosted children’s confidence, such as their super 

heroes and super powers. It is, therefore, advisable that such activities are included in 

future arts therapies interventions. 

 

7.3. Recommendations for future research and practice 

For the recruitment of primary schools in future studies, it is recommended 

that researchers are well prepared to explain in layman’s terms how the interventions 

are compatible to children’s needs and will benefit the school as a whole. Researchers 

are also encouraged to be conscious of and minimise the additional workload school 

staff will be responsible for by participating in potential projects. 

To protect the therapeutic space the following three strategies are 

recommended: i) deliver a workshop to the teaching staff and parents showing them 

why these aspects are crucial to the therapeutic process, especially while sharing 

personal experiences and feelings; ii) set clear boundaries between the beginning and 

ending of the sessions through a ritual that is the same in every session (i.e. a song or 
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movement), to allow sufficient time for children’s transition in and out of the 

therapeutic space; and iii) allow time for trusting relationships to develop between the 

researcher, arts therapists, and the school staff. Building longer collaborations may be 

a key contributing factor in protecting the therapeutic space.  

 Children recommended that there should be no more than six children per group, 

as many children felt that having additional participants did not allow for sufficient 

attention from the arts therapist and time for sharing. They also mentioned that one or 

two additional sessions would have been beneficial. Children reacted positively to 

being given regular reminders as to how many sessions were left in the intervention. 

They noted that the transition towards the closure of the intervention felt more gradual 

and they were able to mentally prepare for the sessions to reach their endpoint. 

 Due to randomisation, it is expected that some children might not get along well 

with each other and hesitate to share personal experiences and feelings. It is suggested 

that future research should explore strategies to overcome this barrier in the therapeutic 

process. One possible solution could be to seek advice from the teachers as to how 

children should be clustered into groups following the randomisation. Another solution 

could be delivering a one-to-one session with each child before their allocation into 

groups, in order to understand whether some children have limited tolerance of others, 

or whether they can handle sharing the arts therapist’s attention. If this strategy is to be 

employed, it should be also incorporated into future research in the cost-effectiveness 

of arts therapies interventions.  

 For the evaluation of future interventions investigating effectiveness, widening 

the targeted outcomes would be needed to capture the impact more precisely. Although 

health-related quality of life has been used extensively in public health research, it is 

not recommended to be used as a stand-alone measure due to its lack of sensitivity and 

specificity. The involvement of children as co-researchers has the potential to contribute 

important insights into the development of future outcomes measures. This practice is 

therefore highly recommended. 
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7.4. Contribution to knowledge 

Overall, this PhD project employed a novel approach to working with 

children, embracing all arts therapies as one research domain and adopting a clear 

focus on children’s verbal, non-verbal and physical responses. This project also 

highlighted areas for improvement in future research, practice and policy, based on 

evidence that has been grounded in children’s perspectives. Redirecting the focus of 

the research to encompass children’s perspectives will result in better-informed 

policies and practice, while encouraging decisions that are more aligned to children’s 

needs and priorities. The implementation of these suggestions may increase the 

benefits for children’s health and wellbeing, as well as the wider recognition and 

inclusion of arts therapies in national and international health-related guidelines. This 

study contributes new knowledge to the impact of arts therapy interventions within a 

school setting on the life functioning of the participating children, as well as on the 

duration of sleep and children’s emotional and behavioural difficulties. This may be a 

crucial step for the survival and thriving of arts therapies profession in educational 

and healthcare systems worldwide. 
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8. Reflexivity 

I was originally trained and qualified as a primary teacher in Athens, Greece. 

Since my very first year of teaching, I realised how important play and arts were for 

my students’ wellbeing. During the process of artmaking and playtime, children were 

openly sharing important experiences and viewpoints with me, often without even 

realising; it was part of the ‘play’ after all. Situations like these made me curious 

about the therapeutic value of play and arts, and led me to my first master’s degree in 

therapeutic play. My placement was in the university play therapy clinic, where I was 

observing and assisting play therapists in their clinical practice. I was nearly at the 

middle of my degree when I was offered a teaching job in China. I grasped this 

opportunity and decided that the subject of my dissertation would be a cross-cultural 

study between the UK, Greece and China – with a focus on children’s play and social 

interactions during the school breaktime. The experience of observing children, 

interviewing them, and trying my best to understand their perspectives, was the most 

fulfilling job I had ever had. I knew this was only the beginning of my research path. 

Soon after, I pursued a second master’s in health research, followed by the present 

PhD project in arts therapies.  

My previous background and experience played a significant role in this study. 

Particularly, knowing how to approach the participants in a child-friendly way, how to 

create a safe environment and make them feel comfortable, may have influenced the 

outcomes of this study. As I acknowledged in the limitations, children were 

affectionate towards me and most of them would always welcome me at school with a 

hug. It is therefore likely that my warm and positive attitude towards children has 

influenced the accuracy and truthfulness of their responses; for example, if they were 

trying to please me by telling me what they thought that I wanted to hear. Although I 

strongly encouraged children to tell me what did not work well, I am aware that some 

children were concerned that this might disappoint me. 

An important challenge I faced, especially during my first year, was that I 

often found myself shifting epistemological and ontological positions. While I value 

children’s perspectives more than anything, I knew that this on its own may not be 

enough for the survival of arts therapies as a profession. It was clear that what policy-

makers and funders are looking for is large samples and datasets, statistically 
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significant changes, and the ability to detect at least minimally important clinical 

differences. Being conscious of this reality made me take a pragmatist stance and 

design this project in its current form. However, I soon came to realise all the burdens 

that come with this kind of mixed methodology and experimental studies. From one 

point of view, I started to doubt if anything can be measured numerically when it 

comes to mental health and wellbeing. Even the most well-known and standardised 

outcome measures, such as the health-related quality of life, did not seem to capture 

the information I needed sufficiently. On the other side, understanding children’s 

artwork was more challenging than I had anticipated. There were several times where 

I lost hope that this study could actually contribute to this field. At times like this, my 

supervisors’ support was crucial to remind me that this is an ongoing journey, and that 

research needs small and steady steps - rather than immediate and quick changes 

which are often unsustainable. 

From the beginning until the end of this project, I also became increasingly 

aware of how my identity, background, past experiences, and beliefs, have influenced 

this research. I was born and grew up in Greece during the era of economic crisis. 

These years made me anxious and insecure, particularly in terms of finding a job and 

financial stability. When I was presented with the opportunity to start a fully funded 

PhD, I knew I had to make the most out of it, and work as hard as possible. Quite 

often, I found myself contemplating how I can increase the tangible outputs of this 

projects, such as through academic papers, conference presentations, and networking. 

In addition, it is quite rare for women of working-class families in Greece to progress 

academically. I often felt that I had to make my family proud and prove my self-

worth. The cost of these insecurities was that for most of my time as a PhD candidate 

I was concerned with the quantity, rather than the quality of my data and the produced 

outputs. I found myself wondering about my epistemological and ontological 

position: “Do I really believe in pragmatism, or do I take this approach because it 

generates more data and more outputs?”. However, the decisions I was taking when I 

was facing with ethical dilemmas (such as the example in the next paragraph), 

reassured me that tangible academic outputs are not all that matters to me. Another 

challenge arising from these deep-seated fears and insecurities was that I used to 

undertake more things that I mentally and physically could. Had I not had the support 

from my friends and family, it is possible that I would have withdrawn from this study 
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during the most intense stage, the data collection. This experience made me realise 

how the desire to do more can hinder, rather than facilitate the research process. It 

also helped me realise the importance of respecting my own limits. 

The stage of data collection and my day-to-day interactions with children 

made me aware of my own ethical codes of practice and my moral commitment to 

research. As an example, when some children were absent from school during the first 

informative session, running another session was both time-consuming and costly – 

considering that some schools were more than an hour away. Although I had 

originally decided that I would not repeat this session for only one or two children, I 

found myself not being able to sleep at nights, thinking how unfair this is for the 

children who missed it. In moments like these it became clear that research was much 

more to me than simply collecting and analysing data or writing academic papers. 

Dilemmas as the above allowed me to recognise my morals, my ethical codes, and 

where I stand as a researcher. 
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10. Appendices 

Appendix 1: Example of contact with experts in the field 
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Appendix 2: Ethical approval 

 

16th July 2018  

Dear Zoi,  

Thank you for submitting your research ethics application ‘A mixed-methods study of child 

focused outcome assessments of arts therapies in primary mainstream school’ (FOHS 215) 

to the Faculty of Health & Social Care Research Ethics Committee.    

I have pleasure in informing you that the Committee recommended that your study is granted 

Faculty of Health & Social Care research ethics approval, subject to the following conditions:  

1. Ethical approval covers only the original study for which it is sought.  If the study is 

extended, changed, and / or further use of samples or data is needed the Committee 

Administrator, Daniel Brown, must be contacted for advice as to whether additional 

ethical approval is required.   

  

2. (NHS studies only) NHS Research governance processes must be adhered to. If required, 

an application must be made to the HRA for approval for the research to be conducted in 
the NHS. NHS R&D departments (in Trusts where data is being collected) may also need 

to be approached for Trust permission to proceed.   

  

3. If the project requires HRA approval and/or NHS ethical approval, please forward evidence 

of the approval(s) to Daniel Brown (browdan@edgehill.ac.uk) before commencing the 

study. FREC approval is subject to the receipt of evidence of appropriate external 

approvals.  

  

4. The Principal Investigator is responsible for ensuring that all data are stored and ultimately 

disposed of securely in accordance with the Data Protection Act (1998) / General Data 

Protection Regulation (GDPR) (2018) and as detailed within the approved proposal.  

  

5. The Principal Investigator is responsible for ensuring that an annual monitoring form and 

an end of study form, where appropriate, is sent to the Committee Administrator 

(browdan@edgehill.ac.uk). The form will be sent to you at the appropriate time by the 
Committee Administrator.  

  

6. Ethical approval for this research will expire on 31-08-2020. Any extensions to this date 

will require additional approval from the committee.   
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The study documentation that has been reviewed and approved is detailed below:  

  

Appendix A – Consent form (Parents)  V2, 05-06-18  

Appendix B – Assent form (Children)  V2, 05-06-18  

Appendix C – PIS (Parents)  V2, 05-06-18  

Appendix D – PIS (Children)  V2, 05-06-18  

Appendix D – PIS (Younger Children)  V2, 05-06-18  

Appendix E – Risk assessment  V2, 05-06-18  

Appendix F – Data Management Plan  n/a  

Appendix G – Children’s Quality of Life (QoL-C)  n/a  

Appendix H – Children’s Outcome Rating Scale (CORS)   17-01-12  

Appendix I – Revised Children’s Anxiety & Depression Scale 

(RCADS)  

n/a  

Appendix J – Scale synthesis  V2, 05-06-18  

Appendix K – Interview protocol  V2, 05-06-18  

Appendix L – Arts therapies daft protocol  V2, 05-06-18  

Appendix M – Table of results from systematic review  n/a  

Appendix  N  –  Strengths  &  Difficulties  

Questionnaire – Teacher’s version  

n/a  

  

 Yours sincerely  

  

 Professor Mary O’Brien  

   

Chair of Faculty of Health & Social Care Research Ethics Committee  

Edge Hill University  

St Helens Road  

Ormskirk  

Lancashire 

L39 4QP  

obrienm@edgehill.ac.uk  
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Appendix 3: Study poster 
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Appendix 4: Consent form (Parents/Guardians) 

Consent form (Parents / Guardians) 

Title of Project: Child-focused outcome assessments of arts therapies for children in 

mainstream primary schools 

Researcher: Zoe Moula 

1. I confirm that I have read and understand the information sheet (Version 2, dated 

05/06/2018) for the above study and have had the opportunity to ask questions. 

2. I understand that the participation of my child is voluntary and that my child 

will be free to withdraw without giving a reason one month after the end of 

the therapies, without our legal rights or my child’s care being affected. 

3. I understand that my child’s interview will form part of the data collection. 

4. I agree to the sessions being digitally video recorded. 

5. I understand that with my permission some of the things my child says may be 

quoted anonymously in the final report or any subsequent publications. 

6. I understand that the information collected may be used to support other research 

in the future, and I agree for the research data to be shared anonymously with 

other researchers. 

7. I understand that any artwork produced by my child will be anonymised and may 

be used to illustrate the final report or any subsequent publications. 

8. I understand that my signature on this form indicates my informed written consent 

for my child to participate in the above study provided they freely wish to do so. 

9. I understand that if my child wishes to be informed about the main findings from 

this study at a later date, the researcher will immediately provide a report. 

10. I understand that data collected during the study, may be looked at by individuals 

from Edge Hill University or regulatory authorities, for audit purposes, where it is 

relevant to my taking part in this research. I give permission for these individuals 

to have access to this anonymous information. 

 

 

Name of the child: 

Name of parent / guardian:                         Signature                                    Date 

Name of researcher:                                    Signature                                   Date 
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Appendix 5: Consent form (Children) 

Assent form (Children) 

 

Title of Project: Child-focused outcomes of arts therapies in schools 

Researcher: Zoe Moula 

• I have read the Information Sheet (Version 2, dated 5th June 2018),    

and have been able to ask questions. 

 

• I know that I don’t have to take part. 

 

• I know that even if I say that I will take part, I can always change 

my mind, even after one month after the end of arts therapies. 

 

• I know that if I want to take part it will mean that I will take part in 

arts therapies and I will talk to Zoe about my experiences. 

 

• I know that my conversation will be video-recorded so that Zoe 

doesn’t need to write anything down while I talk and she can think 

about what we talked later on. 

 

• I know that I will need to choose a ‘made-up name’ so that nobody 

will find out my real name. 

 

• I agree to take part in this study. 

Name of child:  

Signature:                                              Date: 

Name of researcher: 

Signature:                                              Date: 
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Appendix 6: Participant information sheet (Parents/Guardians) 

 

Participant Information Sheet 

 
Title: Child-focused outcomes of arts therapies in mainstream primary schools 

 

Principal Investigator: Zoe Moula 

 

Introduction 

 

Your child has been invited to take part in a study which aims to explore how school-

based arts therapies could support children physically, emotionally, and socially in 

their life. The purpose of this form is to provide you (as the parent of a prospective 

research study participant) information that may affect your decision as to whether or 

not to let your child participate in this research study.  The person conducting the 

research will describe the study to you and answer all your questions.  Read the 

information below and ask any questions you might have before deciding whether or 

not to give your permission for your child to take part in the study. If you decide to let 

your child be involved in this study, the following form ‘Consent form’ will be used 

to record your permission. 

 

Purpose of the Study 

 

If you agree, your child will be asked to participate in a research study about the 

child-focused outcome assessments of arts therapies. The purpose of this study is to 

explore how arts therapies could encourage and support children deal with day-to-day 

difficulties that they face in their emotions and behaviour. Particularly, the research 

questions of this study are: 

 

What are the children’s responses to arts therapies reported in: 

i. Verbal expressions and arts creations in terms of their feelings, thoughts, 

strengths and difficulties? 

ii. Self-reported standardised measurements in terms of their level of anxiety, 

distress, and quality of life? 

iii.  

 

Why my child has been selected? 

 

Most of research nowadays is focused on treatment methods of a disorder, disease, or 

illness. However, we need to pay equal attention on how we can strengthen ourselves 

before any difficulties arise, not only when they arise. For this reason, only children 

without a diagnosis of a disease, or illness have been selected for this study. Your 

child might experience mild day-to-day difficulties, however, these do not prevent 

him/her from performing well at school and do not affect him/her from functioning 

and contributing to the group sessions. Because randomisation methods will be 

employed for this study, this means that some children might not be selected to take 

part in arts therapies. 
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What is my child going to be asked to do? 

 

If you allow your child to participate in this study, they will be asked to participate in 

an 8-week group arts therapy intervention. The sessions will take place once a week, 

and each session will last one hour. Before and after the sessions, your child will be 

asked to complete three questionnaires and attend a short interview to describe his/her 

experiences and feelings for participating in arts therapies. During these two 

interviews, your child will be asked to show us non-verbally his/her perspectives 

through either a drawing, music, a drama or dance movement. The sessions will be 

video-recorded but your child will never be visible during the stage of dissemination 

of the results. Your child will be also asked to wear an activity tracker (fitbid) for 2 

days before the beginning and 2 days after the end of the arts therapies, so as to assess 

his/her activity level. Wearing the fitbids is an optional part of this study. 

 

 

What are the risks involved in this study? 

 

Recalling past experiences is a big part of arts therapies. Some of these past 

experiences could be pleasant, while some of them could be distressing. For example, 

if children have experienced hospitalisation, immigration, or family separation, 

reviving them might result in discomfort and embarrassment. Arts therapies may 

result in changes to the children’s feelings and thought processes while they will be 

trying to understand why certain emotions arise under certain situations. The arts 

therapists are all highly experienced and qualified from universities in the UK, they 

undertake their own therapy and supervision, and they are highly skilled to deal with 

any arising distressing events. In addition, in case you are worried that issues cannot 

be resolved, you are encouraged to contact myself, the school principal, or an 

independent person at Edge Hill University (see available information below). If 

needed, counselling service will also be available to you and your family. 

 

 

What are the possible benefits of this study? 

 

The possible benefits of participation may vary from child to child. Some of the most 

common benefits are that through engaging with the arts, children reveal significantly 

more thoughts and feelings by comparison to verbal expressions only. Arts therapists 

can then help children gain a clearer insight into their creations, and help them to 

better understand certain aspects of themselves; both the good and strong parts, as 

well as the weaker parts or those that children are struggling more with. For example, 

if a child feels anger, arts therapy may help the child express this feeling in more 

positive ways. At the same time, it may help the child understand this feeling better, 

where anger comes from, or how could possibly deal with that. As a result, arts 

therapy often helps children reveal their stress, tension, or anxieties, and feel (even) 

better. Furthermore, group arts therapy can support children in building their social 

skills through sharing feelings and experiences with other children; consequently, 

their social and emotional well-being may be improved.  
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Does my child have to participate? 

 

No, your child’s participation in this study is voluntary. Your child may decline to 

participate or to withdraw from participation up to one month following the final arts 

therapy session. Withdrawal or refusing to participate will not affect their relationship 

with the school in anyway. You can agree to allow your child to be in the study now 

and change your mind later without any penalty or concern about your child's 

received care. 

 

What if my child does not want to participate? 

 

In addition to your permission, your child must agree to participate in the study.  If 

your child does not want to participate they will not be included in the study and there 

will be no penalty.  If your child initially agrees to be in the study they can change 

their mind later without any penalty.  

 

 

How will your child’s privacy and confidentiality be protected if s/he participates 

in this research study? 

 

Your child’s privacy and the confidentiality of his/her data will be protected in 

compliance with the General Data Protection Regulation 2018. According to this any 

identifiable data, such as your contact details, questionnaires or interview transcripts 

will be stored safely with limited access and will be encrypted or password protected if 

they are being transferred electronically. Children will choose their own pseudonyms 

which will be used instead of their real names at all times. 

 

If I or the arts therapists become aware of any child being in risk of self-harm, or 

harming others, I am obliged to disclose this event and discuss it with you, the school 

principals, as well as my supervisors.  

 

If you choose to participate in this study, your child will be video recorded.  Any video 

recordings will be stored securely and only the research team will have access to the 

recordings.  

 

 

What will happen to the results of this study? 

 

  

Findings taken from this study will be presented in the researcher’s PhD thesis. Findings 

may also be published in journals and presented at conferences to share knowledge and 

ideas with other professionals. Your anonymity will be maintained if findings are 

shared. A summary of the results will be disseminated via physical handouts that will 

be distributed to your children, if they choose to participate in this study. 

Some of the information gathered from the study may be shared to help other 

researchers in the future – this information will also be anonymised and fully 

confidential. All recordings will be retained until the award of the principal researcher’s 

PhD and then will be destroyed. 
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Whom to contact with questions about the study?  

  

Prior, during or after your participation you can contact the researcher Zoe Moula at 

07955477585 or send an email to moulaz@edgehill.ac.uk for any questions or if you 

feel that you have been harmed. This study has been reviewed and approved by the 

Faculty of Health & Social Care Research Ethics Committee at Edge Hill University 

on [To add the date]. 

 

 

Whom to contact with questions concerning your rights as a research participant? 

 

For questions about your rights or any dissatisfaction with any part of this study, you can 

contact, anonymously if you wish, either the researcher in the first instance, her 

supervisor, or an independent person. The contact details are provided below: 

 

Director of studies / Supervisor: 

Professor Vicky Karkou, Chair of Dance, Arts and Wellbeing, Faculty of Arts and 

Sciences 

Tel: 01695 657347, e-mail: Karkouv@edgehill.ac.uk 

 

Independent member of staff: 

Professor Clare Austin, Associate Dean for Research and Innovation, Faculty of 

Health and Social Care  

Tel: 01695 650772, e-mail: Austincl@edgehill.ac.uk 

 

  

 
Name of Child: 

 

Name of Parent(s) or Legal Guardian:                           Signature                 Date 

 

Name of Investigator:                                        Signature                  Date 

 

  

mailto:moulaz@edgehill.ac.uk
mailto:Karkouv@edgehill.ac.uk
mailto:Austincl@edgehill.ac.uk
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Appendix 7: Participant information sheet (Children) 
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Appendix 8: Therapeutic protocol 

Therapeutic principles of the pluralistic / integrative model 

- Approaching children with warmth 

- Developing an empathetic verbal and non-verbal attitude  

- Focusing on establishing trusting relationships 

- Working with children where they are 

- Revisiting past experiences with direct impact on the here and now 

- Working with the group as a whole 

- Encouraging self-awareness 

- Facilitating the development of agency and the capacity to grow 

- Developing useful coping mechanisms 

 

Structure of sessions 

- Opening  

- Warm – up 

- Semi-structured activities responding to the main session goals 

- Children’s artistic summary 

- Closing 
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Logic model 

 

 

Summary of sessions  

- Session 1: This is me 

- Session 2: My safe place 

- Session 3: My superpowers 

- Session 4: An easy day 

- Session 5: A difficult day 

- Session 6: A new day 

- Session 7: My artistic journey 

- Session 8: My dreams and hopes for the future 

The initial goal is to develop a warm environment and trusting 
relationships from the very beginning. Children will be invited 
to introduce themselves, familiarise with each other, establish 
the ground rules and discover their safe space.

Once children have explored their safe space, they will be invited 
to explore, or discover their strengths and superpowers. Children 
will also be help each other to discover their strenghts if 
someone struggles to think of their own.

The beginning of personal sharing. Reflecting on an easy day will 
be the warm-up to introduce a rather challenging day, where 
children are invited to use their superpowers. This should be a 
chance to uncover painful past experiences within a safe space.

After sharing personal experiences, emphasis will be placed on 
accepting and understanding emotions and feelings, while also 
building healthy coping mechanisms. Arts will be highlighted as a 
useful tool while dealing with challenges.

Closure of arts therapies through encouraging optimism and 
hope for the future.

Session 1-2 

Session 3 

Session 4-5 

Session 6-7 

Session 8 
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Goals and ideas for each session 

 

Week 1: “This is me” 

Goal: To support children feel familiar with each other within a warm environment.  

❖ Group introduction, establishment of the ground agreement and goals 

❖ Examples of activities: 

❖ Guided imagination/modeling: “Close your eyes and think: Who are you? How 

would you present yourself, or your life to the rest of the group? Show us with a 

sound, drawing, movement, action, or expression”. 

❖ Ice-breaking and cohesion building activities, e.g. listening and signing the "Shake, 

Rattle, and Roll” or the “Confidentiality Rap” aiming at discussing about 

confidentiality, understand why and how we can protect it 

❖ Share some of your favourite things with us 

❖ Create a genogram or family drawing 

❖ “Trace your hands on a piece of paper and cut it out. Then create an image on your 

hand that represents what you are willing to tell us about yourself”. Each one could 

be invited to place his/her hand on a large paper to create the group “Hand Mural”. 

 

Week 2: “My safe space” 

Goal:  To discover the place, people, or circumstances that make us feel safe and secure. 

❖ Suggested instructions: 

“I would like  you to show me a place where you feel safe and secure. It can be anything; 

it can be a person, a place, a memory, anything. If it is a place, how does that place 

look like in your mind? If it is a person, who is this person, how do they look like?” 

“Show us what makes you feel comforted and not afraid. When you are afraid, what do 

you do to feel safe? Are there things we can do to feel safe?” 
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❖ Examples of activities: 

❖ Mandala: children hold a piece of paper with a circle on it, and we discuss how each 

one can find a place of peacefulness inside that can be related to the center of the 

circle. Children can create a place of safety within the circle and surround it by 

holding their hands. 

❖ My safety hand: draw in each finger one person that makes you feel safe and secure 

❖ Song: “Til we meet again”: lyrics analysis to help children identify a supportive 

person in their lives whom they could turn to when needed 

 

Week 3: “My superpowers” 

Goal:  To discover strengths and superpowers and to improve self-confidence. 

❖ Suggested instructions: 

“Imagine you are a superhero! What would your strengths be? Could you draw your 

superpowers, play, or perform them?” 

❖ Examples of activities: 

❖ Create frozen postures of superheroes and let the group guess which superpower 

they are performing 

❖ Make superhero masks and stories 

❖ Superhero guessing game: Give to children super problems in hidden envelopes and 

let them consider which superpowers are needed to solve this 

❖ Provide children with a box of discarded clothing, towels and other items to craft 

their own costumes. Let them use fabric paints to customize a shirt and cape, or 

stuff socks inside the costume around their arms and legs to display super muscles. 

❖ Relevant books: “Ten rules of being a superhero”, “I’m a Superhero”. 

*If a child is struggling to find his/her superpowers, encourage the rest of the team to 

engage, for example “I wonder what your classmates think that your superpowers are?” 
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Week 4: “An easy day” 

Goals: To encourage children to bring up a memory or experience from an easy and 

comfortable day, and share it with the group. To improve the sense of comfort and 

safety within the therapeutic relationship and space. 

❖ Suggested instructions: 

“What day was the easiest and most comfortable among all others? It can be any day 

in your life. What happened that day and how did you feel about it? How did your 

drawing, gesture, movement, or music relate to your feelings about that day?” 

❖ Examples of activities: 

❖ Song-writing and music-playing 

❖ Enacting of stories and rehearsal of different roles 

❖ Discovery of comfortable movements and gestures 

❖ Puppets to narrate their own stories  

 

Week 5: “A difficult day” 

Goals: To remind children of a challenging situation, as an opportunity to identify their 

strengths or ‘superpowers’ and consider how they can use them when difficulties arise.  

- Suggested instructions: 

“Could you recall a day or time when you could not understand why you felt the way 

you did? What happened prior to that? Which superpower would help if you had it?” 

- Example of activities 

❖ Similar to the activities in the previous session 

❖ Listening and playing to songs such as: “I Can See Clearly Now” 
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Week 6: ‘A new day’ 

Goals: To begin to understand, normalise, and accept all kinds of feelings. 

- Examples of activities:  

❖ ‘Building a storm’ activity: The children - ‘angry trees’ keep their feet rooted on 

the ground (remaining in place), moving (their arms, back, whole self) faster while 

‘building a storm’, and then by decreasing their timing, moving back to slow 

movement, letting the storm subside.  

❖ The ‘Angry movements’: “In which ways people express anger? Use one side of 

the room to rehearse gestures and movements that are helpful, and the other side of 

the room for the less helpful gestures and movements. Explore movements that 

could be also placed in the middle. 

❖ “Hold and let go with the rhythm” as a symbolic exercise of letting our feelings 

calm down before reacting. 

❖ Song: "Today, I cried" 

 

Week 7: ‘My arts journey’ 

Goal: To explore the potential of arts as healthy coping mechanisms. To develop basic 

self-care and nurture of self through the arts and our ‘artistic powers’.  

- Examples of activities:  

❖ Reading and rehearsal of the roles in the book ‘The Owl and the Woodpecker’. 

Children could explore their personal space by making a shape of the tree that the 

owl lived in using their body and movements. Children could be asked to move 

through their social space and rearrange their tree shapes in a new space.  Creative 

exchanges may then be allowed to evolve in the movement interactions that 

occurred between children. 

❖ Self-calming activities, such as listening to relaxing songs, dancing with a quiet 

rhythm, deep breathing, or spontaneous drawing of mandalas 
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Week 8: ‘My dreams and hopes for the future’ 

Goals: To engage children in positive thinking, and encourage them to reflect on their 

hopes and dreams for their life 

- Suggested instructions: 

“Draw, play, dance, perform about three wishes you have for your life. What is your 

greatest dream, hope, or ambition?”  

- Examples of activities: 

❖ Create dreamcatchers 

❖ Composition of a painting, choreography, performance or melody of hope 

❖ Reading and role-playing of the book ‘The Red Tree’ 

❖ Exhibition of all pieces of arts work that children made since the beginning 

❖ Exchange of letters of kindness, appreciation and compassion to each other 
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Appendix 9: Interview schedule 

 

Question for process evaluation 

Question 1: What have you enjoyed about the therapy sessions? 

Question 2: Was there anything you did not enjoy? 

Question 3: Do you think the sessions have been helpful to you in any way? 

Question 4: Do you ever do or practice anything from the sessions at home or 

elsewhere? 

Question 5: Is there anything else you would like to discuss about the sessions? 

 

Questions for emotional expression 

“I would like you to think about how you are feeling right now. You can close your 

eyes if that helps.” 

“Now I’d like you to imagine if that feeling was a drawing, a movement, gesture or a 

movement, how would it look like?” 

“Could you show me?” 
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Appendix 10: Battery of tests for children (QoL, CORS, SRC) 

  

Name: ………………………………………………………………………….  

Age:  ………………………………………………………………………….  

Date:  ………………………………………………………………………….  

   

Below are some questions. You have to decide how well you think things are going most of the 

time. Make a mark on the scale to let us know. The closer the mark is to the smiley face the 

better things are. The closer you are to the frowny face, the worse things are going.   

  

  

How am I doing?  

 
      Not well                           very well  

  

  

How am I doing at school?  

 
      Not well                           very well  

  

  

How are things in my family?  

 
      Not well                           very well  

  

  

How is everything going?  

 
      Not well                           very well  
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Below are some questions about how you are feeling most of the time. Make a mark on the scale 

to let us know. The closer you are to the smiley face the less often you feel that way. The closer 

you are to the frowny face, the more often you feel that way.   

  

Do you feel sad or unhappy?  

 

 All the time                Sometimes                Never  

  

  

Do you feel worried or anxious,  like 

something bad is going to happen?  

 

 All the time                Sometimes                Never  

  

  

Do you feel tired and sleepy?  

 

 All the time                Sometimes                Never  

  

  

Do you have any pain (e.g. being sore)?  

 

 All the time                Sometimes                Never  

  

  

Do you have any problems moving (e.g. walking)?  

 

 All the time                Sometimes                Never  
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Below are some questions about your thoughts and feelings about the session you just took part 

in. Make a mark on the scale to let us know.  

 

  

 
 Others DID NOT listen to me                                                                               Others DID listen to me        

  

 
What we did today WAS NOT important                                 What we did today WAS important 

 

 
I DID NOT LIKE what we did today                                                               I DID LIKE what we did today  

  

 
Next time I wish                                 Next time I wish                    

we could do things                              we could do things 

DIFFERENTLY                                        the SAME  

  

  

Below are two questions concerning how you feel at this moment. Make a mark on the scale to 

let us know.   

  

 
            Tired/sleepy                       Awake/alert    

Listening   

How Important   

What we did   

Overall   

How are you feeling now?   

             Sad/unhappy                              Happy    

How tired/sleepy are you now?   
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Appendix 11: Strengths & Difficulties Questionnaire for teachers (SDQ) 

 

  Not    

True 

Somewhat 

True 

Certainly 

True 

1 Considerate of other people’s feelings 0  1  2  

2 Restless, overactive, cannot stay still for long 0  1  2  

3 Often complains of headaches, stomach-aches or sickness 0  1  2  

4 Shares readily with other children 0  1  2  

5 Often has temper tantrums or hot tempers 0  1  2  

6 Rather solitary, tends to play alone 0  1  2  

7 Generally obedient, usually does what adults request 2  1  0  

8 Many worries, often seems worried 0  1  2  

9 Helpful if someone is hurt, upset or feeling ill 0  1  2  

10 Constantly fighting or squirming 0  1  2  

11 Has at least one good friend 2  1  0  

12 Often fights with other children or bullies them 0  1  2  

13 Often unhappy, down-hearted or tearful 0  1  2  

14 Generally liked by other children 2  1  0  

15 Easily distracted, concentration wanders 0  1  2  

16 Nervous or clingy in new situations, easily loses confidence 0  1  2  

17 Kind to younger children 0  1  2  

18 Often lies or cheats 0  1  2  

19 Picked on or bullied by other children 0  1  2  

20 Often volunteers to help others (parents, teachers, peers) 0  1  2  

21 Thinks things out before acting 2  1  0  

22 Steals from home, school or elsewhere 0  1  2  
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23 Gets on better with adults than with other children 0  1  2  

24 Many fears, easily scared 0  1  2  

25 Sees tasks through to the end, good attention span 2  1  0  
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Appendix 12: Adherence to therapeutic protocol 

*Number of sessions that adherence to the therapeutic principles was achieved 

Approaching children with warmth 

 Group 1 Group 2 

 Arts therapist Researcher Arts therapist Researcher 

AT 4 8 7 8 

DMT 7 8 7 8 

DT 5 8 6 8 

MT 8 8 8 8 

 

Developing an empathetic attitude 

 Group 1 Group 2 

 Arts therapist Researcher Arts therapist Researcher 

AT 4 8 7 8 

DMT 7 8 7 8 

DT 5 8 6 8 

MT 88 8 8 8 

 

Establishing trusting relationships 

 Group 1 Group 2 

 Arts therapist Researcher Arts therapist Researcher 

AT 2 3 6 8 

DMT 6 5 6 2 

DT 5 2 6 8 

MT 7 8 7 8 

 

Working with children where they are / in the here and now 

 Group 1 Group 2 

 Arts therapist Researcher Arts therapist Researcher 

AT 4 8 6 8 

DMT 6 8 6 8 

DT 5 8 6 8 

MT 3 8 4 8 
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Revisiting past experiences with direct impact on the here and now 

 Group 1 Group 2 

 Arts therapist Researcher Arts therapist Researcher 

AT 1 1 2 4 

DMT 3 5 3 2 

DT 5 1 6 5 

MT 6 8 6 8 

 

Working with the group as a whole 

 Group 1 Group 2 

 Arts therapist Researcher Arts therapist Researcher 

AT 1 2 7 4 

DMT 3 8 2 3 

DT 6 4 6 8 

MT 5 8 6 8 

 

Encouraging self-awareness 

 Group 1 Group 2 

 Arts therapist Researcher Arts therapist Researcher 

AT 2 2 4 8 

DMT 3 6 3 5 

DT 6 3 6 8 

MT 7 8 7 8 

 

Facilitating the development of agency and the capacity to grow 

 Group 1 Group 2 

 Arts therapist Researcher Arts therapist Researcher 

AT 2 2 3 7 

DMT 4 6 3 5 

DT 6 3 6 8 

MT 6 8 7 8 
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Developing useful coping mechanisms 

 Group 1 Group 2 

 Arts therapist Researcher Arts therapist Researcher 

AT 3 4 4 7 

DMT 3 6 2 5 

DT 5 3 5 8 

MT 5 8 7 8 

 

Finding the balance between verbal and non-verbal communication 

 Group 1 Group 2 

 Arts therapist Researcher Arts therapist Researcher 

AT 4 4 7 8 

DMT 1 6 1 6 

DT 5 5 5 8 

MT 6 4 7 2 
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Appendix 13: Published systematic review 

https://doi.org/10.1016/j.childyouth.2020.104928  

 

https://doi.org/10.1016/j.childyouth.2020.104928
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Appendix 14: Published study protocol 

https://doi.org/10.1080/17533015.2019.1703198  

 

 

  

https://doi.org/10.1080/17533015.2019.1703198
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