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Both creativity and culture are areas that have experienced a rapid growth 
in interest in recent years. Moreover, there is a growing interest today in 
understanding creativity as a socio-cultural phenomenon and culture as a 
transformative, dynamic process. Creativity has traditionally been con-
sidered an exceptional quality that only a few people (truly) possess, a 
cognitive or personality trait ‘residing’ inside the mind of the creative 
individual. Conversely, culture has often been seen as ‘outside’ the person 
and described as a set of ‘things’ such as norms, beliefs, values, objects, 
and so on. The current literature shows a trend towards a different under-
standing, which recognises the psycho-socio-cultural nature of creative 
expression and the creative quality of appropriating and participating in 
culture. Our new, interdisciplinary series Palgrave Studies in Creativity 
and Culture intends to advance our knowledge of both creativity and 
cultural studies from the forefront of theory and research within the 
emerging cultural psychology of creativity, and the intersection between 
psychology, anthropology, sociology, education, business, and cultural 
studies. Palgrave Studies in Creativity and Culture is accepting proposals 
for monographs, Palgrave Pivots and edited collections that bring together 
creativity and culture. The series has a broader focus than simply the cul-
tural approach to creativity, and is unified by a basic set of premises about 
creativity and cultural phenomena.

More information about this series at 
http://www.palgrave.com/gp/series/14640
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1
Introduction: Psychotherapy 

and the Arts—A Practitioner’s Guide

Bruce Kirkcaldy

There are many books focusing on the arts and therapy. A Google 
search on the number of titles of books with “art (and) therapy” num-
bered 1.7 million, with three-quarters of a million titles on “film ther-
apy”, followed by 229,000 titles on “drama therapy” and 226,000 titles 
on “dance and therapy”. Indeed, Malchiodi (2005, 2013) traces a long 
history of using arts in healthcare. Less common are texts written by 
clinicians and academics from faculties of medicine and psychology 
who themselves express an additional, personal passion for the visual 
and/or performing arts. Many of the contributors in this book are pro-
fessionals working in both domains. Every contributor to this book 
was invited to begin their chapter by describing their personal motiva-
tion for participating and, more specifically, what inspired them to 
pursue their interest in visual and/or performing arts alongside their 
primary professional commitments as clinicians or academics. Each 
author was asked to conclude their reflections and their reviews of 

B. Kirkcaldy (*) 
International Centre for the Study of Occupational and Mental Health, 
Düsseldorf, Germany

http://crossmark.crossref.org/dialog/?doi=10.1007/978-3-319-75423-9_1&domain=pdf


2 

 relevant literature with some key points relevant to clinical practice. I will 
begin by outlining my personal reasons for deciding to edit this book.

At the age of about 15 years, my English grammar school education 
required me to direct my learning towards either the natural sciences 
(biology, chemistry and physics) or the arts and languages. This was the 
passive acceptance of a dichotomy which would have a significant influ-
ence upon my educational and occupational pursuits over my lifetime. 
My ambition was to enter medical circles, so I felt committed to select 
the sciences. As a consequence, from the age of 16, I felt compelled to 
forgo all pursuits related to my interest in the arts, for example, no more 
handicrafts, paintings, literature or foreign languages. Looking back, this 
represented a form of “alienation” or “emotional distancing” from my 
more creative side, which to some extent I now sincerely regret. Over the 
following years, from entering university and pursuing undergraduate 
learning, I focused on biology, chemistry, physics and physiology. 
However, after my second year of university studies, I gained exposure to 
the arts and social sciences through psychology and philosophy. 
Fortunately, I had been able to transfer faculties from the pure sciences to 
the social sciences (psychology was not then recognised as a pure science 
discipline). I possessed a strong proclivity for the arts and the subject of 
human movement after graduating with a master’s thesis on “Expressive 
movements as a psychodiagnostic technique”. After graduating, I received 
the offer of a scholarship to attend as a graduate and researcher at the 
Laban Art of Movement Centre in London. I declined, opting instead for 
a research associate position at the University of Birmingham carrying 
out animal research into stress and allowing me to increase my expertise 
in biometrical statistics. Even then, what interested me more in stress 
research were those aspects of qualitative movement, such as ambulatory 
responses and the grooming behaviour of animals. My decision to leave 
the United Kingdom in 1977 and begin work at the Psychology Institute 
of the German University of Sport Sciences was also a shift towards an 
interest in human movement and sport and leisure pursuits.

Almost 20 years after graduation and having worked in diverse fields in 
academic research in various institutes (Medical Research Council project 
at the University of Birmingham, German University of Sport Sciences, 
Rehabilitation Clinic of the Medical School at the University of Cologne, 
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Psychosomatic and Psychotherapy Institute of Cologne University Clinic, 
Westphalia Clinic for Child and Adolescent Psychiatry and Psychotherapy, 
Marl-Sinsen), I decided to move into clinical practice.

Whilst in Germany, I had trained as a clinical psychologist and also 
completed professional training as a behavioural therapist whilst complet-
ing my doctorate in psychology at the University of Giessen. However, my 
refocus into clinical work was delayed in part through concerns about my 
German language abilities coupled with an enduring anxiety about public 
speaking. Nevertheless, with a young family to think of and the need for 
financial security, I was motivated to make the move into clinical practice, 
and “then” (1994) some 17 years had elapsed since I came to Germany, 
during which my language skills had significantly improved. The experi-
ential learning through my clients over the years has given me an increased 
insight into the fragility and anguish of the human condition, and I have 
been able to incorporate ideas from the visual arts, photography and film 
therapy, dance and movement therapy, music and drama therapy, and the 
creative arts, including literary and narrative therapy. I have found value in 
asking my clients to bring photographs of themselves as children, adoles-
cents, young adults and in successive phases of their life, including from 
major events such as weddings, birthdays and graduation days. I also 
encourage clients to complete a genogram wherever possible to gain 
insight into their ancestral history, including dates of births and deaths, 
marriages and divorce. This work includes, where possible, clients provid-
ing three adjectives to describe extended family members and indications 
of alcohol or substance misuse and/or mental illness in family members.

Wherever patients felt a need to paint or express their difficulties in pic-
torial form, this would be encouraged, as well as in narrative texts, for 
example, writing four consecutive days for approximately 15 minutes about 
their problem and self-character sketches and so on. In addition, I try to 
gather information about the leisure and sporting pursuits and interests of 
my patients, and encourage them wherever possible to engage in social 
activities, including drama and theatre. I have also compiled an array of 
books which could best be described as “biblio-therapeutic”: giving clients 
homework assignments which involve reading books such as biographies or 
self-help manuals supportive of facilitating personal development. In 
 contrast to my earlier work in the domain of empirical research and the use 
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of psychometric questionnaires, the second half of my career has almost 
gone full circle, with a return to my earlier interest in the arts, including 
integrating this into my therapeutic work with clients.

Whilst reflecting upon the four decades of my career to date, I could not 
summarise my feelings better than McNiff (1981), examining the arbitrary 
distinction between sciences and arts: “The separation of the arts in therapy 
is rooted in the product orientation of technological culture…. The artistic 
mode of perception keeps the mind in touch with a world possessing both 
archaic continuity and infinite novelty. The arts offer a valuable operational 
polarity to the use of discursive language in psychotherapy, and they allow 
us to communicate with the emotions in their own language. Their multi-
sensory rhythms must be kept intact rather than be absorbed within the 
more conventional verbal exchange of psychotherapy” (pp. xii–xiii).

Although not dismissive of the first half of my career and the focus on 
publishing empirical research papers, I have become witness to a growing 
critical stance towards the biomedical model of physical and psychological 
health—including the perceived overreliance on evidence-based medicine 
(EBM). Poignantly expressed in an article in the Lancet, Charon and Wyer 
(2008) observe that

EBM has earned the reputation of dismissing the importance of the singu-
lar predicament of the patient and the individual judgment of the doctor. 
EBM has inflamed clinicians who feel belittled by it, calling it elitist, 
authoritarian, imperialising, and even fascist… the fields of narrative medi-
cine and literature and medicine have reminded doctors that illness unfolds 
in stories, that clinical practice transpires in the intimacy between teller 
and listener, and that physicians are as much witnesses to patients’ suffering 
as they are fixers of their broken parts. More and more clinicians and train-
ees are being encouraged to write about their clinical practices so as to 
develop the capacity for reflection. New clinical routines that provide 
patients with copies of what their doctors write about them or that 
 encourage patients to contribute directly to their medical records are chal-
lenging traditional notions of authorship of the clinical record.

Clinical practice has taught me the value of narrative texts and the 
benefits of “story-telling”, so benevolently expressed by Meza and 
Passerman (2011): “Although telling stories is a normal part of our 
culture, medical practitioners are trained to think predominantly with 
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the biomedical disease-oriented story. Doctors seem to have lost their 
ability to listen to illness stories. Learning how stories are constructed 
and the internal relationships within the story to discover the meaning 
is referred to as narrative competence” (p. xix).

Extending this further to the arts in general, the Australian Centre for 
Arts and Health (2017, www.artsandhealth.org) cites the research literature 
shedding light on the impact of the arts and humanities on enhancing staff 
morale and work satisfaction in the healthcare sector, promoting skills 
among health professionals (e.g. nurses and physicians), achieving clinical 
outcomes for the patient’s benefits, improving quality of life of mental 
health users and enriching the quality of healthcare. The survey further 
reviews literature showing the value of the arts in cancer care, cardiovascular 
and intensive care units, medical screening and diagnoses, and pain man-
agement and surgery (Staricoff 2004). Moreover, Staricoff explores the dif-
ferent art forms, for example, creative writing, poetry and literature, resulting 
in significant benefits for patients and mental healthcare providers.

The focus in this book was to consider the domains of visual and perform-
ing arts as an “alternative point of entry” in uncovering potentially useful 
and powerful forms of therapeutic intervention. Completing this ambitious 
project within a single volume was made possible only through the partici-
pants who agreed to share their visions of psychotherapy; this included pio-
neering clinicians and research academics. Their task was to provide insightful 
overviews of the contemporary literature in their respective disciplines and 
to translate their reflections and discoveries into useful guidelines for clinical 
practice. The intention was to provide a space where the authors could fuse 
together their clinical and research pursuits with their more creative and 
artistic interests, enabling them to share their ideas for innovative yet practi-
cal therapeutic interventions in their own clinical domains.

 Film Media

One domain of recreational life which impacts our well-being is televi-
sion and film media. It can be labelled “cinema therapy” and refers to 
using movies to help address issues of psychological and mental well- 
being. Mental health practitioners underline the value of using film 
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media as a supplementary therapy to influence emotions, cognitions and 
behavioural responses to potential stressors. Kalra et  al. (2016, p.  67) 
reflect upon the influence of films in the area of mental health: “From a 
psychiatric and psychological perspective, it is important to understand 
the impact of films for two reasons. Firstly, that they reflect the society in 
that films show what is going on in the society and secondly, they influ-
ence behaviours and attitudes in the society as characters may act as role 
models. For psychiatrists and psychologists films also serve a useful func-
tion in that they can be used to learn about reflections of the relationships 
in the society but also how mental illness is seen and portrayed.”

Stutz (2015, p. 53) framed the benefits of films in the therapeutic con-
text by drawing on his own personal preferences for films in which “peo-
ple are liberated from themselves, and especially those in which people 
grow and mature in the face of traumatisation and injustice. Abyssal, 
painful childhood experiences are also essential to my way of life…. A 
sentence from the Jewish Talmud condenses this trail of hope, which 
finds itself, interreligious in all earthed spiritual paths: Only a broken body 
is a whole body” (translated).

Another use of film in clinical contexts is video-based therapy (http://
www.filmandvideobasedtherapy.com/). The introduction and develop-
ment of the film recorder offers significant instructional and educational 
benefits in the form of video feedback.

 Visual Arts

Art therapy is perceived as “a mental health profession in which clients, 
facilitated by the art therapist, use art media, the creative process, and the 
resulting artwork to explore their feelings, reconcile emotional conflicts, 
foster self-awareness, manage behaviour and addictions, develop social 
skills, improve reality orientation, reduce anxiety, and increase self-esteem 
… (aiming) to improve or restore a client’s functioning and his or her 
sense of personal well-being” (http://www. americanarttherapyassociation.
org/upload/aatafactsheet.pdf ).

Staricoff (2004) promotes the importance of visiting art galleries 
among healthcare professionals, with the idea that by attempting 
assessments of the mental, physical and environmental characteristics 
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of the subjects in painting, trainees may enhance observation skills and 
augment their awareness of health issues across cultures, thus strength-
ening confidence in their own clinical skills. “The idea of using fine arts 
in medical undergraduate courses has been discussed for many decades. 
Research carried out in this field has shown that first year medical stu-
dents taking part in art appreciation classes, which involved describing 
photographs of dermatological lesions, significantly improved their 
observational skills (Dolev 2001). The development of this crucial skill 
in medical practice has also been achieved by using different tech-
niques, including learning to look at artefacts in an art museum (Belkin 
1992; Bardes 2001)” (Staricoff 2004, p. 21).

 Narrative Writing and Theatre

The medical curriculum often includes courses in narrative writing. 
Skelton (2011) claims, “The aim of narrative therapy is to separate the 
‘problem’ from the ‘person’. As and when this is done, presents the oppor-
tunity for new stories to emerge… ‘the social construction of preferred 
realities’ (Freedman and Combs 1996). In particular, narrative therapy 
aims to see problems as being individual – of course. But also existing in 
a particular society, a particular framework, which consists of a socioeco-
nomic context, a set of cultural preconceptions, for example, about sexu-
ality, or the expectations of social class and so on” (p. 321).

Others have argued that drama therapy entails drama with a healing 
objective, in which changes are facilitated through the drama process. 
Jones (1996, p. 8) talks about how drama therapy

uses the potential of drama to reflect and transform life experiences to 
enable clients to express and work through problems they are encountering 
or to maintain a client’s well-being and health. Clients make use of the 
content of drama activities, the process of creating enactments, and the rela-
tionships formed between those taking part in the work within a therapeutic 
framework. A connection is created between the client’s inner world, prob-
lematic situation or life experience and the activity in the dramatherapy 
session… to achieve a new relationship towards the problems of life or life 
experiences they bring to therapy.
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Bertolt Brecht, one of the most influential German playwrights, 
devised methods which could be deemed potentially valuable in thera-
peutic settings. It could be argued that specific tools which he applied 
in drama could equally well be transferred to therapeutic contexts. 
Brecht constructed dramas which expressed unresolved conflicts 
(rather than augmenting catharsis and empathy) with the goal of gen-
erating social political action on the part of the audience. It could be 
argued that Brecht’s method of “estrangement” (Wikipedia 2017)  is 
akin to contemporary concepts in therapy such as mindfulness, 
intended to reduce the importance of verbal content and evaluative 
processes. Acceptance and commitment theory uses “defusion” as a 
technique to minimise the influence of maladaptive thought processes. 
Brecht’s notion of “Spass” or a fun factor was intended to pierce ten-
sions escalating from the audience’s identification with the emotional 
aspects of a character. To this extent it could be argued that Brecht 
acknowledged the therapeutic potential of “humour”. Finally, the 
aspect of “Gestus” was central to his work, referring to the different 
facets of non-verbal communication, for example, body posture, into-
nation of voice and facial expression, as well as attitudes. It could be 
argued that this was a predecessor for modern-day social skills train-
ing. Others have contended  for a different but equally “therapeutic” 
model of acting. Bradford (2017) summarises the key features of 
Stanislavski’s system of acting in relation to therapeutic interventions 
Stanislavski advised performers to reach into their personal memories 
and draw upon a comparable life experience. Another is the imple-
mentation of a “magic if ” (not unlike the therapeutic concept “als ob 
[as if ]”) introduced by Paul Watzlawick (1977). The idea is that trying 
to generate feelings associated with imagining oneself in that predica-
ment may help by phrasing the question “what would one do in that 
situation?” He encouraged his students to astutely observe people in 
diverse life situations, monitoring their physical attributes as well as 
psychological personality traits. By disguising oneself in the clothing/
appearance of another and socially interacting with unfamiliar persons 
in a novel environment, the individual could gain insights and be 
inspired by such observations.
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The psychologist George Kelly (1955) also showed a strong interest in 
role play in psychotherapeutic settings. After the first session, clients were 
encouraged to create a self-characterisation of him or herself, usually in 
the third person (from the perspective of a reliable, sympathetic and close 
friend). This would be read by the client in the following session and 
would form the basis of the therapist structuring a fixed-role text: select-
ing construct dimensions orthogonal to the client’s original constructs. 
My own preferred perspective on this is a joint venture, with client and 
therapist working collaboratively in the composition of a second narra-
tive which would constitute an “ideal” sketch of who the person would 
desire to become after successful therapy. This characterisation would not 
be opposite to the current self-concept. In an enactment phase lasting 
about a week or two, the person is encouraged to become that new char-
acter, and during the few sessions thereafter both therapist and client can 
role play these novel options. The intention is not to convert the indi-
vidual into a new character but to allow flexibility in taking on new cos-
tumes to experiment with. Once realising that the potential for change is 
possible, individuals can generate alternative models of behaving and 
responding.

The content of this book is divided into three sections: literature and 
narrative therapy, theatre and dance, and visual arts, music and the 
drama. Each section contains three to five chapters in which contributors 
reflect upon their personal interests for writing, provide a review of the 
contemporary literature and conclude by offering relevant clinical 
guidelines.

The first section of the book focuses on Literature and Narrative 
Therapy. Arnold Weinstein’s opening chapter begins with his analysis of 
Edvard Munch as a psychotherapist. In initially examining three of 
Munch’s canonical works—“The Scream”, “Jealousy” and “Melancholy”, 
Weinstein highlights that we are struck not only by the power of these 
psychic representations but also by their remarkable economy. They make 
use of a visual language that has uncommon suggestive force, and offer us 
a special “reading” of how the mind under stress works and also how the 
crucial relation between subject and setting is perfectly captured in visual 
representation. Weinstein describes how “The Scream” is the most noto-
rious of Munch’s pieces, and it expresses a spellbinding awareness not 
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only that our inner anxiety and pain spill out into the world but that the 
roiled-up elements (sky, water) themselves penetrate the porous subject, 
leaving us to wonder whether the “scream” comes from within or with-
out. “Jealousy” is a diptych of sorts, where each half of the painting com-
ments on the other half; we see, on the left, the woman offering her body 
to her lover (done specifically with overtones of Adam and Eve) and then, 
on the right, the frontal agonised face of the “lover” who is doubtless 
“imagining” this betrayal scenario; the very traffic of jealousy is expressed 
here, with its endless creative/masochistic energy. “Melancholy” is a less 
well-known piece, and it depicts Munch’s sister Laura—disturbed since 
childhood, diagnosed as mad later and institutionalised—sitting at a 
table; Munch has created a portrait of multiple imprisonments: the win-
ter sun casts a prison-bar shadow on the wall, and the face of Laura is one 
of complete lostness, trapped within her own psychic disorder and 
demonstrably unable to escape.

The chapter that follows by Sayyed Mohsen Fatemi and Ellen Langer 
focuses on distinct features of Langerian mindfulness and its clinical 
implications. The authors explore stories, parables and metaphors. By 
drawing on the latest scholarly findings of Langerian mindfulness, the 
chapter examines the benefits of mindfulness in dealing with anxiety, 
stress management and depression. The chapter examines how mindful-
ness and mindlessness would lead to different compositions of our life 
and its directions. By virtue of an emphasis on the role of narratives and 
its therapeutic implications, they discuss how an increase of mindfulness 
would give rise to empowerment in creating more powerful and opu-
lently rich stories. Through a demonstration of the creative role of lan-
guage in shaping our life, this chapter delineates how mindful 
deconstruction of our stories would remove limitations and open up pos-
sibilities for recomposing our life.

Film and mental health is the focus of the contribution of Dinesh 
Bhugra, Antonio Ventriglio and Gurvinder Kalra. Through film much 
can be learnt about cultural norms and cultural differences, increasing 
our understanding and awareness of cultural influences, cultural sensitivi-
ties and commonalities. The authors discuss how films which depict per-
sonal and family dynamics, social norms and mental illness can shape the 
public’s attitudes to mental illness and that it is important to note that the 
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portrayal of mental disorders often reinforces stereotypes and may not 
have a positive effect on destigmatising mental illness. However, according 
to the authors, when films portray mental illness in a humane empathetic 
manner, it can help to foster better understanding of many conditions and 
disorders, including dementia, depression, bipolar disorders and so on. 
Teaching with film can also be incorporated into medical studies to have 
a positive impact on medical students and other health professionals.

The final of the four chapters that are included in the Narrative and 
Literature section is by Bruce Kirkcaldy and Ahmed Hankir. The main aims 
of this contribution are to discuss and describe the role that the performing 
dramatic arts plays in the treatment of mental health problems and its util-
ity as a teaching tool in undergraduate and postgraduate health education.

Biographical narratives offer a precious qualitative insight into the 
minds of people who have first-hand experience of mental distress. It is 
argued that expressing oneself whilst under mental distress through the 
mediums of narrative and the performing arts (theatre) can be a deeply 
therapeutic and even cathartic process.

In this chapter Ahmed and myself describe our personal experiences as 
mental healthcare providers by offering our own candid narratives. 
Ahmed not only is a physician specializing in mental health but also has 
first-hand experience of mental distress. In the chapter he chronicles his 
personal journey of utilising the power of poetry, prose, drama and film 
to facilitate his recovery.

In the second section, Theatre and Dance Perspectives, the chapter 
begins with a contribution from Jeff Zinn, a director and playwright, 
who provides a new theory of emotions and moods in the theatre. He 
argues that when we visit the theatre, we want what happens onstage to 
be an issue of “life and death”. Others may dispute this as being wrong: 
that what we want most of all is to be entertained and distracted—“taken 
out” of the realm of our day-to-day existences and transported to an alter-
native, better, or at least, more aesthetically pleasing place. However, Jeff 
contends that, despite what we may think we want from our entertain-
ments, what we genuinely desire is the “theatrical experience” that best 
entertains us—one in which the stakes are tremendously high, a matter 
literally of life and death. When those stakes are not sufficiently high, we 
often lose interest and, subsequently, alter the channel, switching off our 
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attention. Theatre makers recognise this intuitively. As directors we 
implore actors to augment the stakes. As actors there is a search for deep 
connections to our characters, making their concerns our concerns, try-
ing hard to generate a sense of heightened importance. Frequently, Jeff 
argues, we find ourselves employing the language of analogy and meta-
phor. He suggests we employ the technique of substitution, swapping out 
the actor standing right in front of us for an imaginary other—a parent, 
a lover—so that we might believe more fully in what we’re doing. We 
employ the magic if made famous by Stanislavski: What if I was the prince 
of Denmark? What if I were a high school science teacher dying of cancer 
who goes into the meth trade? Jeff further explores the psychological 
dynamics behind and in front of the theatre, inviting us as the audience 
into understanding the psychodynamics of acting and theatre produc-
tion. In this chapter he suggests how psychotherapists can profit from an 
“involvement” with concepts from the acting profession.

Shauna Shapiro and Sarah de Sousa examine the relationship between 
dance and mindfulness. It is tempting to conceive of mindfulness as a 
practice that takes place in the mind, but as yoga, Qi Gong and many 
other similar wisdom-based traditions teach, mindfulness is both a state 
of mind and an embodied way of being in the world. Though much of 
the literature evaluating the effects of mindfulness training focuses on 
formal mindfulness practice, as integrated into mindfulness-based inter-
ventions, preliminary research evidence offers insight into the benefits of 
mindful movement as informal mindfulness practice. This chapter seeks 
to explore these benefits with particular attention to the physiological and 
interpersonal dimensions of mindfulness that are enhanced by mindful 
movement. Research from multiple social science disciplines is beginning 
to show that dance training, for example, holds the potential to encour-
age prosocial behaviour and improve emotional coherence. In a way that 
physical exercise alone does not, dance offers the opportunity to experi-
ence the embodied harmony of physical and emotional expression. The 
authors offer this exploration of mindful movement both as a nonclinical 
intervention for clients to increase mindfulness, positive affect and social 
connectedness and as a tool for therapists to develop deeper levels of pres-
ence and awareness in their “dance” with clients. As dancers must, both 
therapist and client are compelled to be equal partners in building the 
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trust, intimacy and connection that foster healing and create the art of a 
life well lived. It is the coming together with each other, but also with 
ourselves, that mindful movement offers, an opportunity to merge our 
inner and outer worlds—nurture the container and its contents to achieve 
the integration that underlies an authentic and fulfilling life.

The final contribution by Daniel J.  Wiener is directed towards his 
work on providing a therapeutic environment using theatrical improvisa-
tion in the training of psychotherapists. Following his introduction to 
theatrical improvisation in 1984, the author performed team improvisa-
tional comedy for six years as a hobby, enjoying the role expansion of 
playing diverse characters unconstrained by social norms. After applying 
some of these theatre games both to assessment and intervention in his 
therapy practice, he began in 1991 to teach these methods to other thera-
pists whom he supervised, finding that they accelerated the learning of 
skills important to effective clinical practice.

This chapter presents both anecdotal and empirical support for the 
beneficial effects of theatrical improvisation training on both beginning 
and experienced therapists. These effects include risk-taking, therapeutic 
presence, mindfulness, appropriate self-disclosure, access to intuition, 
therapeutic charisma, attention to power/status cues and manoeuvres, 
and present-centred awareness. Specific methods are described and prag-
matic guidelines are offered for effective improvisational training of ther-
apists. Also featured is an examination of the ethical implications both of 
improvisation training and its application to working with clients.

The third section is on Visual Arts, Music and Drama, and begins 
with a contribution by Christine Korol, herself a clinical psychologist and 
gifted artist, and her close colleague Kimberley Sogge, examining the 
value of increasing mental health information through art and good 
design and mindfulness practice. She reflects how for those new to medi-
tation the practice of sitting, focusing and attempting to quiet their 
minds can be daunting. This chapter describes the experiences of the 
authors as they developed a new programme Contemplative Art for the 
Reduction of Stress (CAReS) in response to the challenges of teaching 
mindfulness to adolescents with a variety of chronic health conditions. 
There is a long history of using art as a mindfulness practice in a number 
of spiritual traditions. Art making can be an effective vehicle into the 
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present moment, with the added benefits of being able to actively prac-
tice quieting your inner critic. The teenagers in the original development 
series also reported that they found the practice of contemplative art 
more accessible and enjoyable than the traditional mindfulness pro-
gramme they had participated in previously. The chapter further describes 
the challenges of developing a new curriculum, change management con-
cerns with administrators and colleagues and some unexpected benefits 
for the authors as a result of developing the programme.

Then follows the chapter by the British psychologists Vincent Egan 
and Anthony Beech, together with the musician Laurence Burrow, who 
discuss in their chapter the manifest psychopathology of musical per-
forming artists, in particular those who emerged from the middle of the 
1960s to the 1980s. They argue that these artists sometimes explored 
their difficulties through their creative work and performance, obtaining 
appreciation, remuneration, and some validation of their different expe-
rience. This creative career is conceptualised as having been constructive 
for modelling a means of therapeutic expression in persons who in other 
contexts may have been isolated and more dysfunctional due to psycho-
logical illness or at least conceptual oddity. Vincent, Anthony and 
Laurence discuss these ideas with reference to individuals with docu-
mented mental illness who thrived due to their inherent vulnerabilities, 
as well as the snares and tangles of the creative lifestyle such as substance 
abuse and professional stress. The authors discuss this with reference to 
known artists such as Lou Reed, Brian Wilson, Syd Barrett, GG Allin, 
Nick Drake, Sinéad O’Connor and Ian Curtis.

The chapter also develops ideas about the stable schizotypy as a creative 
trigger for protean work that may take an artist in a number of directions, 
potentially taking them away from the finite career that normally accom-
panies a “pop” or “rock” artist into new creative directions. It is concluded 
that whilst the creative environment can be a therapeutic milieu for some 
individuals, the arbitrary nature of commercial “success” versus “failure” 
(as compared to objective artistic work judged on inherent merits and the 
appreciation of the viewer), along with the professional pressures to con-
form to an increasingly structured artistic career, may reduce the possibil-
ity of popular performing arts being a feasible environment for an 
individual with psychological “issues” to constructively express  themselves 
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and so receive validation of their difference. This loss detracts from the 
increased empathy the audience once had for unusual or mentally unwell 
persons through their creative work.

The third chapter in this section, by Glenn Wilson, a recognised 
psychologist, author and professional opera singer, explores music and 
its value in therapy. He talks about how despite some reservations and 
limitations music is demonstrated to be potentially beneficial in medi-
cal context. It has been shown to directly enhance mood, bolster immu-
nity, motivate people, reawaken pleasant memories or distract from 
unpleasant realities. Moreover, music can contribute to health and 
well-being by offering alternative/complementary, non-verbal channels 
of communication. Glenn writes that as verbal skills are most fre-
quently used to assess mental competence—for example, in assigning 
children to special homes and/or older people to certain geriatric 
wards—there is a risk that people who are musically competent are 
submerged in what, for them, is an impoverished or unfamiliar envi-
ronment. The author reflects upon how implementation of music in 
the treatment of various groups of individuals would seem particularly 
beneficial in our current culture which is too frequently characterised 
by stimulus overload.

The next chapter in this section is offered by Alexander-Stamatios 
Antoniou and Marina Dalla, who focus on the therapeutic implications 
of expressive art, particularly drama. They cite Aristotle, suggesting, “The 
aim of art is to represent not the outward appearance of things, but their 
inward significance”. The psychotherapeutic process of substance abuse 
treatment requires restoring the ability of the addict to function without 
drugs. This process not only is limited to abstinence from drug abuse but 
most importantly builds on the lasting changes of personality, attitudes, 
behaviour and affect, acquiring a smooth adjustment and reintegration 
into the society. The field of psychology offers many forms of therapy that 
aid in substance abuse treatment, spanning from psychodynamic theories 
to cognitive, behavioural and motivational therapies.

Research over past decades has demonstrated that art therapy is effective 
in working and expressing uncomfortable experiences freely with image 
(Skeffington and Browne 2014). Art and drama therapy provides a safe 
space for certain clients, for example, drug abusers, who have lost the ability 
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to verbalise their conscious and unconscious problems because of their 
trauma history (Hongo et al. 2015). Alexander’s chapter explores theoretical 
and applied strategies used in the Drug Dependence Unit at the State 
Hospital of Attica: attempting to connect psychological models of drug treat-
ment with art therapy, music therapy, drama therapy and dance therapy.

The final chapter of this volume is Adrian Furnham’s contribution on 
emotional intelligence, personality disorders and the performing arts. This 
chapter, which addresses the aptitude and temperament of the performing 
artist, is divided into two sections. In the first section the concept of emo-
tional intelligence replacing older ideas of interpersonal and social skills is 
discussed. The ideas that all performing artists need exemplary emotional 
awareness and management in their craft are discussed. The second section 
deals with the relationship between the subclinical personality disorders, in 
particular histrionic, narcissistic and schizotypal disorders, and success, par-
ticularly in acting. The chapter concentrates on how emotional awareness is 
taught. Consistent with the previous chapters, Adrian offers concrete advice 
on the clinical implications of his work for mental health practitioners.

Finally, it remains for me to express my deep appreciation for the sup-
port of Joanna O’Neill, editorial assistant at Palgrave Macmillan in 
London, the UK, and to Grace Jackson, commissioning editor; Hemalatha 
Arumugam, project manager at SPi; Lisa, who offered me emotional and 
psychological support during a difficult phase of my clinical career and 
was always reassuring in maintaining a hopeful attitude throughout my 
publishing ventures; and my daughters, Lisenka and Eliana, who con-
tinue to be a source of inspiration, hoping that they too will find their 
personal creative niches in their future careers and personal lives. Finally, 
my thanks are extended to my close friend and long-term colleague, 
Adrian Furnham, UCL, for his continued cooperation during the years 
and in commenting on the introduction of this book.
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Edvard Munch as Psychotherapist: 

“The Horse Cure”

Arnold Weinstein

As a humanities professor with interests in painting as well as literature, I 
have always felt that the arts in general have an enormous role to play in 
the arena of medicine at large. Some in the field of “literature and medi-
cine” have made the key distinction between “disease” and “sickness,” 
pointing out (perhaps reductively) that “disease” is the bioscience disor-
der that medicine and its practitioners are geared to treat, whereas “sick-
ness” is the human experience of disease: what it feels like to have it. 
From the Bible to Greek tragedy, through Shakespeare and the Moderns, 
writers and artists have focused on the key issues of medicine: pain, sick-
ness, death-and-dying, madness, neurosis, psychological disorders of 
every stripe. They speak to us of the subjective dimensions of illness. Each 
year I teach a large course entitled “Literature and Medicine” at my uni-
versity, and the great majority of these students are premedical students, 
poised to enter medical school (and then a career) in the years ahead. I 
believe that the visual arts have as much to teach us on this broad front as 
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literature does: both offer an invaluable complement to the work of sci-
ence. And psychotherapists may well find much to draw on, in those 
precincts.

The notion of the artist as someone emotionally wounded has been 
with us for eons, acquiring particular currency in nineteenth-century 
Romanticism, with its focus on imagination and affect, as well as its view 
of the artist as misunderstood but sensitive soul. Yet, as far back as 
Sophocles’s late play, Philoctetes, we encounter the theme of a person at 
once damaged and gifted, turning out to be essential for the well-being of 
the larger community.1 It is an intriguing thesis: private injury-as-social 
benefit. How, one wonders, does this work?

We recognize the sick artist: but what about the doctor-artist? There 
are splendid examples of doctor-writers—Rabelais, Chekhov, 
W.C. Williams and moderns such as Richard Selzer and Oliver Sacks—
but I know of few world-class painters who practiced medicine. Edvard 
Munch most certainly did not. On the other hand—and the rationale for 
this essay—Munch is a fascinating case study for the value of art as win-
dow onto psychic disarray and injury, as social good. We know that 
Munch saw himself in quasi-pathological terms: “Disease, insanity and 
death were the angels which attended my cradle, and have since followed 
me throughout my life,” he sovereignly pronounced. And one of his most 
bizarre later paintings actually depicts him being given shock treatment, 
with the lovely title, “Dr. Jacobsen is electrofying the famous painter, 
Munch.” (There is also a fine Munch portrait of Jacobsen [who ran a 
Copenhagen clinic for the moneyed ailing]: thrusting his girth out at the 
viewer, he himself virtually radiates a smug sense of power and authority.) 
So, Munch, afflicted from childhood on with bouts of influenza, bron-
chitis, followed by chronic alcohol abuse and serial breakdowns, certainly 
had contact with doctors and clinics.

1 See Edmund Wilson’s pathbreaking essay on Philoctetes in his superb book, The Wound and the 
Bow (New York: Oxford UP, 1965), a suite of essays on the relation between psychic damage and 
the creation of art; Wilson’s title stems from the paradox of the Greek play: the man with an incur-
able wound also possesses a magic bow, but the community cannot have the bow without the 
wound. It is worth bearing in mind that this view of wound-as-useful goes strictly counter to the 
Greek concern with contamination and defilement, often leading to scapegoating measures in the 
old plays.
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And he wrote copiously about these intimate psychological/somatic 
matters. Munch’s diaries are crammed with accounts of the voices and 
visions he frequently experienced. He often thought himself pursued by 
“fiends,” felt that people he saw were in disguise and in pursuit of him, 
recorded even one conversation with an interlocutor who spoke Esperanto 
to him, in order to get him into his nets. Consider, as masterpiece of the 
genre, the following passage from the diaries, and decide for yourself 
what kind of man we are dealing with:

A strange man with a bird’s head, spindly bird-legs, wings and a cloak flew 
into the railway carriage. Detective.

We chatted.
“What is your métier?” I asked.
“I am a psychiatrist from Vienna.”
“You can advise me then,” I said. “I’m afflicted by nerves and drink. 

Shall I admit myself to a clinic?” “Better say you’re a drunkard,” he said. 
“Tell them it’s nerves and you’ll go from institution to institution,” – like 
Laura [Munch’s demented, institutionalized sister]  – “God knows when 
you’ll come out.”

I shivered.
The rages were coming more and more often now. The drink was meant 

to calm them, especially in the morning but as the day wore on I became 
nervy, angry … I noted small paralyses particularly at night. Arms and legs 
went to sleep. In the daytime I noticed heaviness in my right leg. It dragged 
a little, and then there were the strange voices and visions. I asked the doc-
tor for advice. He looked it up in a book.

“In the end it will go to your head. You will have a stroke.”
I had these tearing pains under my heart, terror in the morning, giddy 

when I stood up. Quick, need a drink, I thought. Ring the bell. Port wine, 
half a bottle. It helped. Coffee, a little bread. Another panic attack. Go 
outside. To the first restaurant. A glass. Get out into the street. It will get 
better.2

2 Quoted in Sue Prideaux’s fine Behind the Scream (New Haven: Yale UP, 2005), pp. 245–246. An 
invaluable resource here is Poul Erik Tøjner’s Munch: In His Own Words (Munich/London/New 
York), 2001; even if one knows that Munch kept a running account of his life and feelings, this 
book yields a portrait of Munch as quasi-novelist.
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This long passage is both hysterical and about hysteria. Idea for a film: 
Dr. Sigmund Freud meets, on a train in 1895 (the year of Freud’s first 
major paper, the “Etiology of Hysteria”), the painter Edvard Munch (the 
year of Munch’s greatest masterpieces); it seems that Munch knew what 
that scenario would yield. It is easy enough to see that this man is dis-
turbed. The counterintuitive point that I want to insist on here is that 
Munch did not seek to get well (pace the stint at Jacobsen’s clinic in 1915). 
He had a profound intuition that his psychic disarray (referred to, in his 
diaries, as both “sickness” and “terror”) was his lodestar, that it was insep-
arable from his art. Not merely as subject matter, but impetus, as fuel, as 
generative source.

And all viewers have felt that his work itself is disturbed and has a 
deeply repetitive character. One way of seeing this is to note how com-
pulsively overdetermined his choice of subject matter is. The great trau-
mas of his life—the death of his mother and his beloved sister Sophie by 
tuberculosis, the tumultuous love affairs, the gunshot wound he received 
from his lover Tulla Larsen—were fertile to his art, and he returned faith-
fully, almost despotically, to them, “to the scene of the crime,” at regular 
intervals, to see if they could be represented anew, unpacked further. He 
did not want to be free of them. (When asked, suspiciously, about this 
fetish, he angrily replied: look at all the artists who paint haystacks obses-
sively, and no one asks why.)

Where is the psychotherapy here? It lies in the unique payload of the 
paintings themselves. They, the paintings, bequeath to us a vision of psy-
chic energy and pathways—whether we categorize it as wound, or per-
sonality, or, more simply, life—that is wonderfully immediate, that 
possesses a power and economy that language itself cannot truly rival. To 
grasp Munch’s breakthrough, it is essential to recognize language’s own 
insufficiencies in representing the pulsions of both body and mind. All of 
us can articulate in words the direction to the bank; we can indicate 
whether the traffic light is red or green; we can verbalize our weight in 
pounds or our income in dollars. But can we find words to signify what 
chocolate ice cream tastes like? Or what orgasm feels like? Or what our 
deepest and most abiding emotions actually are like? Is it possible that 
pictorial art can serve us as a visual language for what we can neither see, 
unaided, nor put into words? Could art have an economy, pith and 
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immediacy that words cannot rival? Could there be—for us, the non- 
artists—a takeaway from this?

To begin answering these queries, it’s worth considering the odd titles 
that Munch often assigned to his greatest paintings (and the ones under 
examination here): anxiety, jealousy, the scream, melancholy. Odd names 
for paintings, wouldn’t you say? We are a far cry from the normal mimetic 
representations of painting—landscapes, humans, things, buildings, 
scenes from history or legend or Scripture—because Munch was per-
suaded that the roiling life of the psyche itself is graphic. This is an aston-
ishing notion. He could see—and then make us see—feelings. This artist 
was drawn—as moths are to the light—to scenes of affective overload, of 
moments and crises when rationality is cashiered, due to the intensity of 
either spirit’s or flesh’s fierce demands. He saw these irruptions and take-
overs as scenic, as representable. He was bent on helping us deepen our 
grasp of our own strange equipment, our own sentience: how it works, 
when it breaks down, how it spells wreckage for many of our fondest 
beliefs and assumptions. He is a cartographer of the soul.

We begin with “Anxiety,” painted first in 1894, redone repeatedly, not 
only as painting but also as lithograph and woodcut, as if the artist were 
fixated on finding new ways to deliver, indeed to exhaust, his quarry, to 
create and recreate its contours and valence (Figs. 2.1 and 2.2).

Munch had earlier represented, in fully “realist” manner, the bourgeois 
denizens of Christiania (today’s Oslo) taking their Sunday promenade, 
with military band and all, and one needs to bear in mind just what a 
class and social ritual such events were. People put on their fine clothes, 
took to the grand boulevards (in Christiania: the Karl Johan), in order to 
see and to be seen. In some sense, it is a painter’s dream: to see and to be 
seen. But for the prosperous burghers themselves, this was a ritual about 
self-worth, about displaying one’s rank and place within the social system 
and about the crucial recognitions and validations that came from such 
displays. One was confirmed not only in one’s rank, but in one’s solidity. 
They were to be shored up in their sense of gravity and purpose.

Now, take another look at “Anxiety”: we recognize, in these faces, what 
is to become Munch’s trademark style of vacancy and blankness, consist-
ing of white, featureless, hollowed-out visages, spectral countenances 
with gaping, staring pinpoint eyes, frozen and hieratic in their ghostly 
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parade. There is no effort whatsoever to give us nuance or any rudiment 
of psychological features (smiles, frowns, grimaces) as such. These deni-
zens appear, instead, to be ghouls, the walking dead. One might recall 
Thoreau’s contemptuous reference to “the mass of men who lead lives of 
quiet desperation,” but this mass seems surreal, ghastly. These spectral 
citizens seem risen from the dead, to resurface (as surface), outfitted with 
frock coats, top hats and fine gowns, while yet remaining dazed 

Fig. 2.1 Munch, “Anxiety” [painting]
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 mannequins, as if will-less, soulless. A more modern literary reference 
would be T.S. Eliot’s “Hollow Men” or—still earlier—William Blake’s 
grisly characterization of Londoners as displaying “signs of weakness, 
signs of woe,” shackled by “mind forg’d manacles.”

No matter what interpretation we assign to this group, we sense their 
emptiness, as if they had been “scalped” of any individuality, inwardness 
or even intensity. They look alike, they form a tribe, indeed a tribe on the 
march, like zombies on parade, crossing a bridge en route to us, but with 
more to come, in line behind them, infinitely more to come, as if the 

Fig. 2.2 Munch, “Anxiety” [woodcut]
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mouth of hell had opened to expel this itinerant troupe. Yet they also 
appear horribly islanded, unconnected, alone in their vacancy. We are 
squarely in Munch country here: the Norrbro bridge, the striated heavens 
and the sinister aura of final things are to reappear, for a still stronger 
curtain call, in “The Scream.”

Why on earth does Munch title this painting “Anxiety”? Many of us 
think of anxiety as a busy term, as a feeling of roiling undoing, allied to 
panic, beating heart, breathlessness and loss of control, allied to going 
under or being eclipsed. Not so, Munch. He is out to show us that what 
links us together, what we have in common, underneath all the noise, is 
blankness, nothingness. It’s an unnerving perception: go deep enough 
inside, and you find a vacuum, not a plenitude. We’re accustomed to 
thinking that our inner core of humanity, our authenticity, is what lies 
behind our exterior. An entire discourse of surface/depth has worked this 
concept forever. Munch feels otherwise; he also wants us to see just how 
generic this condition is, how all of us are cursed with this fraudulence, 
this loss (theft?) of soul or heart or individual conscience. There is some-
thing outright system-wide in this painting: an entire culture is on the 
chopping block. All its fantasies and illusions (such as soul, purpose, sta-
bility, sanity and the like) have been surgically removed, cashiered.

I have included the woodcut of “Anxiety,” so that you can see just how 
cunning Munch is, when he changes his medium and reprises his motif. 
We see the same errant specters as before, but the artist has diabolically 
enlisted the very grain of the wood this time as expressive surface, so that 
it displays the very sores and scars of the soul, as it were, the inner wounds 
that are customarily hidden from view (to others, to ourselves). We see, 
in this pair of works, a collective portrait of slipped gears, of hypnotic 
trance. Kafka was later to write that art is the ax that chops through the 
frozen sea within us (as rebuke to our fond notions of empathy and 
responsiveness to others); Munch shows us the frozen sea. And we are 
meant to rethink what anxiety actually might entail: our exile from feel-
ing, our dance of sleepwalkers. Anxiety relates to our dawning awareness 
of fraud and deception, of the lie built into the system.

The most distinguished doctor I ever had—a former Harvard junior 
fellow, well respected in Providence, known as a brilliant clinician—told 
me categorically, when I mentioned Munch to him, that the guy was 
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clearly a “depressed neurotic.” I’ve never forgotten that dismissive put- 
down, delivered by someone who appreciated the arts, and I have to 
believe that any reader of this essay is—at this juncture—likely consider-
ing the same verdict. Munch is hopelessly damaged, the claim would go; 
how can we possibly use him? And what type of psychotherapy could con-
ceivably be imagined and put into operation here? It’s a fair question.

I’ve already referenced Kafka’s view of art as the ax that chops into our 
frozen sea; let me now propose a less edgy definition: art allows us to 
imagine a future we cannot afford to experience. On this head, we get a 
clearer insight into all the bleaker arts, including tragedy itself: our vicari-
ous commerce with death-and-dying, as well as with pain and psychic 
distress on the order of madness, jealousy, or the like, serves us. It’s a test 
run, a freebie. We will die only once, and none of us is likely to write 
about it; with good luck, moreover, we will not encounter “in the flesh” 
all those other nasties: insanity, murder and/or the dreadful trials found 
in Greek and Shakespearean tragedies. But Munch gifts us something: we 
are enlarged by our conversance with these ultimacies. And the greatest 
art enables us to dive—briefly via the encounter, again later via memory 
and reflection—into the wreck, and then to return.

This is not some form of neural slumming or adventure-seeking. It’s 
about our own turf, for it is worth bearing in mind that the full record of 
our lives (if there ever could be one) utterly dwarfs the absurdly meager 
recorded data that each of us leaves, for it includes our imagined vistas 
and horizons, all that immense virtual territory that will never be stamped 
on a passport or mentioned in an obituary. On this front, Munch expands, 
immeasurably, our database. How can this not interest medical folks, 
especially psychotherapists?

We will now examine a different Munch painting, “Jealousy,” also 
painted during the “masterpiece years” of the mid-1890s, now illuminat-
ing a radically different kind of “anxiety” [Fig. 2.3, “Jealousy”]. No crowd 
of ghouls this time, just a painting that looks for all the world like a 
strange diptych: a human figure whose mournful face stares at us occu-
pies half the painting, and the other half depicts an iconic scene of sexual 
betrayal, with the woman opening her red gown to offer her body and an 
apple to the full clothed man who stands next to her. One can scarcely 
miss the classic Adam/Eve/serpent story here, enlisted by Munch to show 
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that the oldest canonical motifs still carry out the work they were designed 
for, whatever the century, whoever the protagonists are. Upon inspection, 
we easily grasp the relation between the two halves of the painting: the 
fellow who seems to be looking at us is actually looking inward, to imag-
ine the betrayal scene in play. We also grasp that this type of imaginative 
activity can take place over and over, and that it is a supremely creative 
act. Jealousy is bottomless; it is about spawning—“the green-eyed mon-
ster” is how Iago put it to Othello, and he was something of a specialist 
on this issue—and it is therefore a wildly, uncontrollably creative fiction. 
We create, in the theater of our mind, the betrayals we suffer. Our free-
dom to do so is terrifying. Every erotic adornment we can fantasize, every 
element of pleasure that we endow these acts with, functions as a boo-
merang. Half the painting is a hurting face, and the other half is what 
hurts it, with the added spice that the head is producing its hurt.

It turns out that the face Munch “uses” in this painting is a well-known 
one: it belongs to one Stanislaw Przybyszewski, Polish “Satanist” comrade 
of Munch’s during his most creative period in Berlin, and a sexual rival. 

Fig. 2.3 Munch, “Jealousy” [painting]
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(The lady in question is Dagny Juel, femme fatale who exerted great power 
over the males in her entourage, introduced to the group by Munch but 
who ended up as Przybyszewski’s partner; it is thought that the well-
dressed male is Munch, posing as the rival seducer/seduced.) Munch fre-
quently enlisted the Pole’s visage when he wanted to paint distress and 
misery. On the other hand, the real-life Przybyszewski (who wrote the first 
important study of Munch’s work) insisted that it was Munch, not he, 
who was the odd man out when it came to Dagny. And, to move from 
triangles to more complex forms, the brilliant Swedish writer August 
Strindberg, also a member of this extravagantly talented group of artists in 
Berlin, insistently claimed that he—not Munch, not Przybyszewski—was 
the regnant male of the mix, the one who enjoyed Dagny’s favors.

What makes this painting still more piquant is the remarkable com-
mentary it received in the Parisian press when it was exhibited there in 
1896, a commentary written (in French) by no less than Strindberg, who 
had his own theories of jealousy and felt that the French public needed 
his insights if they were to understand Munch’s strange art. This is worth 
quoting:

Jealousy – Jealousy, holy feeling of purity of soul which despises being con-
joined with another of the same sex by the mediation of another person. 
Jealousy, legitimate egoism, stemming from the preservation instinct of 
both self and race. The jealous one says to his rival: leave, deficient one; you 
will warm yourself in the flames I have ignited; you will breathe my breath 
from her mouth; you will imbibe my blood and you will remain my slave 
since it is my spirit that will control you through this woman, now become 
your master.3

The displacements and conjunctions on show here are dizzying. 
Jealousy is not just a creative fiction but also a triangulated (and 
 sublimated) sexual congress. Strindberg subscribed passionately to the 
Spiritist tenets of fin-de-siècle, whereby astral waves and libidinal cur-

3 Quoted by Göran Söderström in his magisterial Strindberg och Bildkonsten (Stockholm: Forum, 
1990), p. 304. Strindberg, largely known in the Western world as writer, was a remarkable painter 
in his own right (as well as being a shrewd art critic), and his pieces probably command the highest 
prices of any paintings found in Sweden today.
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rents reach far and wide, leading him to claim he could feel others’ hatred 
from afar, just as he could also feel the sexual betrayals committed by his 
former wife with her later lovers. He also expressed his conviction, citing 
Buffon, that fructified eggs have been found in men’s penises, arguing 
that a man can get another man’s semen inside him when he mounts a 
woman “over- filled with semen,” concluding that “wombs are only birds’ 
nests in which the cock lays his eggs.”4 This essay is about Munch, not 
Strindberg, but they each believed in a world of pulsating forces that 
traversed time and space, so that when a sharp gust of wind blew his easel 
and canvas onto the sand in Warnemünde, decades later, Munch had a 
clear explanation for the event: “That wind is Strindberg, trying to dis-
rupt my work.”5

This belief in undying forces and currents that roam the earth and 
shock us with tidings can be applied to “Jealousy,” for it installs a 
regime that seems closer to Einstein than Newton, where mass and 
energy do not behave as we expect, yielding a world impregnated with 
spirit and spirits. In that light, Munch’s painting teaches us something 
about the dynamics of looking: the jealous man stares at us while imag-
ining betrayal, and we look at the entire painting, registering its crossed 
wires and flowing currents, linking its two halves, learning something 
about neural circuits that regulate memory, psychosis and much else. 
The ophthalmologists and optometrists can tell us a great deal about 
the intricate biology of the eye, but who can instruct us about the 
existential, sentient stakes of vision, both outer and inner? With 
Munch—with art in general—we sign on for a unique form not only 
of travel but also of traffic. The company we keep becomes visible. 
Munch initiates us into a world with senders and receivers, and in my 
view that world is possessed of a majesty and terror that have been 
utterly lost in today’s digitally wired culture, whereby we log on and 
“choose” to receive whatever inputs we desire. No such freedom of 
choice for Munch and Strindberg: your life buzzes at all times, you can 
be invaded, you have no control.

4 Quoted in Michael Meyer, Strindberg: A Biography (New York: Random House, 1985), 
pp. 288–289.
5 Cited by Prideaux, p. 175.
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Take a final look at “Jealousy.” Today we can sign on for brain scans 
and MRIs that will disclose all our passages and conduits, to let us know 
if unwanted blockages or flows are there. Jealousy is also about unwanted 
blockages and flows, as well as surprising hookups. Przybyszewski offers 
us, in Munch’s rendition, a mindscreen, a media representation of his 
thoughts and fears. Further, he is not simply registering this seduction 
scene: he is producing it. We possess no medical imaging device that 
could remotely match such traffic. And if we factor in Strindberg’s more 
exponential view of such triangles, we end up with the suggestion that 
the key players in this steamy scenario are the jealous man and his rival, 
locked in their own mano a mano; the woman is merely the go-between. 
None of what I’ve advanced is remotely provable, but then, to cite Othello 
yet again, when ever do we have “ocular proof” for the data that means 
most to our heart and soul? There is no testable metric or proof for love 
or betrayal, even if we gobble up detective stories or employ “private eyes” 
to get a fix on our arrangements. Munch’s painting should be studied in 
creative writing classes, as well as therapists’ offices, for it presents a field 
picture of human connection and a generative theory of libido that art 
alone can produce (Fig. 2.4).

We now come to the archetypal Munch representation of psychic slip-
page in his most famous painting, “The Scream.”

This radical, insolent painting may today have lost some of its punch, 
given its commercialization in popular culture and its presence in graffiti 
everywhere. With this work we are told, definitively, that we have no 
homeland, that the stability we take for granted—a stability required for 
the maintenance of sanity—is illusory. Here, particularly, my view of art 
as the imagined encounter of a future we cannot afford to experience 
needs to be kept in mind. No one could inhabit the world of “The 
Scream,” yet this hallucinatory painting is crammed full of tidings about 
our human situation (exile?) in a body we did not make and in a world 
we do not control. Wallace Stevens, the great American Modernist poet, 
was later to celebrate just this exile as the very source of poetry: “From 
this the poem springs, that we live in a place that is not our own, and 
much more, nor ourselves, and hard it is, in spite of blazoned days.” 
Munch is very much the geographer of these precincts.

 Edvard Munch as Psychotherapist: “The Horse Cure” 



34 

We know that Munch was seeking, in this painting, to do justice to a 
memory he had had, earlier, of crossing the Norrbro bridge with two 
companions, and suddenly seeing a blood-red sky—“flaming clouds like 
blood and a sword” as he put it—causing him to feel “as though Nature 
were convulsed by a great unending scream.”6 We also know that this site 
was close to both an asylum and a slaughterhouse, so “real” screams might 

6 Quoted in Arne Eggum, Edvard Munch: Paintings, Sketches, and Studies (New York: Clarkson 
N. Potter, 1984), p. 81.

Fig. 2.4 Munch, “The Scream” [painting]
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have been audible; some scholars have even suggested that the sky’s color-
ation was the result of unique atmospheric conditions; it has even been 
posited that Munch’s inspiration came from having seen, earlier in Paris, 
a recovered Peruvian mummy. Whatever its antecedents, Munch strug-
gled with this painting, for he sensed that his resources were inadequate 
to his vision: how, he wondered, can paint itself not just approximate but 
“become,” for the viewer, blood, for that was his aim.

Proust once described a dying character in terms of someone who sud-
denly felt the monstrous force of gravity itself pulling the body into the 
earth, and something similar is happening here: the fundamental con-
tract that preserves human equilibrium—I am I, and the world is the 
world—has been scandalously breached. The world is hemorrhaging, the 
dike has collapsed, the flood rushes in. My terms may seem hyperbolic, 
but I write these lines on September 1, 2017, as the city of Houston, a 
full week after being hit by Hurricane Harvey, is still under water in many 
quarters, and I review these lines on September 11, 2017, when the entire 
state of Florida has suffered cataclysmic damage of both flood and wind 
by Hurricane Irma; and one is entitled to think about earlier catastro-
phes: tsunamis, volcanic eruptions, earthquakes, events that changed the 
shape of reality to stunned people who had believed that reality’s shapes 
remained firm. History is dotted with moments when “Nature is con-
vulsed by a great unending scream,” and they remind us that the stability 
we take for granted is a fair-weather conviction, doomed to volatize when 
the horror comes. I also think it is utterly logical to recast this notion in 
strictly human somatic terms: seizure, stroke, infarctus designate a bodily 
collapse—a cashiering of the body’s defenses, a moment of corporeal 
anarchy—that is rigorously parallel to the riotous power of this painting. 
The frame no longer holds.

Munch’s central figure stands—barely stands—on a bridge that is 
meant to protect him from the swollen waters. Yet the feeling generated 
by this diagonal form is one of precariousness: you could fall off it. 
Edvard later wrote that his life was a narrow path next to a great preci-
pice, that he knew himself destined to fall into the pit. Are all of us 
perched on bridges, doomed to fall off, all the while thinking we’re on 
solid ground? Meteorologists use the term “fully risen sea” to indicate 
huge waves, but Munch’s rendition literalizes the metaphor and seems 
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quasi-biblical, offering, instead of God’s divinely parted waters, a sheer 
mountain of water, likely akin to what the people bordering the Indian 
Ocean saw coming at them during the tsunami of 2004, or the one in 
Japan in 2011. One looks at the ever rising waters in this painting, and 
one sees more than flood: the sinuous flow is outright vertical, reaches 
into and alters both the land and the sky, yoking everything into its 
fiery arabesque.

The human figure in “The Scream” is the most denuded figure in all of 
Munch; he never again painted a human being this stripped and generic, 
where even the markers of gender are gone. The wavering figure stares out 
at us with its immense hollowed eyes and with its hands covering its ears. 
What is it seeing and hearing? The evident psychological reading is: the 
distress, the tempest, the scream, are all inside, are the affective miasma 
that can no longer be kept in tow and must now out, as the subject vom-
its its anguish. But a glance at the paroxystic setting of the piece—the 
charged vertical waters, the blood-red sky, the swirling lines of a natural 
setting gone berserk—tells us, just as the hands over the ears tell us, that 
the scream is (also) outside, environmental, coming from the upended 
material world itself. Food for thought here: we cannot know whether the 
scream is inside or outside. Arguably this constitutes the painting’s true 
horror: inside and outside are in dreadful collusion. Nothing can be kept 
“in” or “out.”

“Keeping” is a cultural myth, derived from fond notions of stability 
that make sense, when things seem to stand still, to those who are well. 
Pain, fever, sickness and terror initiate us routinely into the maelstrom 
Munch has painted, even if we do not care to see our entry in such garish 
terms. Even drunkenness and orgasm move in this direction. In sickness, 
in old age, the body’s circuits and channels play us false: obstructions can 
block pathways, fluids move where they shouldn’t, the entire hydraulic, 
plumbing and electrical arrangements go amok, the thermostat is off, the 
organs mutiny, viruses and bacteria invade, the immune system fails. This 
central drama of the human subject under siege, attacked from within 
and without, characterizes our somatic fate. I’d like to cap this line of 
thinking by referencing one more astonishing feature of this painting: 
Munch himself scribbled, on the back of one of the four versions he did, 
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“Could only have been painted by a madman.”7 With this announce-
ment, we see the conjunction of soma and psyche. The artist tells us that 
his apocalyptic view of the human condition—one of takeover and cap-
sizing—is inseparable from a mental state he himself regards as “insane.” 
I’m reminded of R.D. Laing’s thesis that sanity itself mandates our being 
blinded to our actual arrangements. Edvard Munch ascribed the driving 
vision of this terrifying painting to his unbalanced mental state, telling us 
that he must, indeed, have fallen out of the world, to be able to see it in 
these awful terms. Was he right? And, if so, what is in this, for us, the 
(putatively) sane?

One reply is: you don’t need to be crazy to get Munch. Let me rephrase 
this: it has been pointed out that something as innocuous as a blood- 
pressure reading by a doctor generates an unwelcome sense of mortality 
and malaise in the mind of many patients. And of course it goes up from 
there, when the serious ailments and tests arrive. What Munch termed 
“anxiety” and “scream” are felt, at lower intensity (thankfully), by all of us 
as we ponder the vulnerabilities of our mental and physical condition. 
The sheer discipline that keeps most of us cogent and rational may well 
be a thin membrane, underneath which something more roiling and tur-
bulent resides. It does not take much, to see it, hear it, spring it loose, 
trigger it into action. The appearance of normalcy that we take for 
granted—after all, I never see people shrieking and collapsing on the 
streets of the city where I live—may well be exposed as a beautiful cha-
rade when major trouble comes. Doctors and therapists have always 
known this. At some hard-to-accept level, the “scream” is but one catas-
trophe away.

The last Munch painting I want to discuss, “Melancholy,” is less known 
than the others mentioned, but is arguably among the most poignant 
works he ever did (Fig. 2.5).

7 Not surprisingly, there are some modern scholars, such as Patricia Berman (in Edvard Munch: The 
Modern Life of the Soul [ed. Kynaston McShine, New  York: Museum of Modern Art, 2006], 
pp. 35–51), who are deeply suspicious of Munch’s grandiose pronouncements about madness and 
the like; they contend that he was a canny figure bent on producing and managing his image, and 
that we need to be alert to the posturing and stratagems associated with his persona. I find this 
position intelligent but wrong-headed; it seems to me that its distrust of the artist—turning him 
into something of a performance artist—yields dubious results while locking us out of what is 
epochal in his work.
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The title is one Munch had used earlier, to depict his friend Jappe 
Nilsson in a state of jealousy, but this version depicts Laura Munch, the 
painter’s younger sister, who had been “strange” from childhood on—in 
adolescence she was said to have a “schizoaffective illness”—and who 
ended up having intermittent hospitalizations for mental illness during 
her entire life. This portrait of a young woman “inside” on a frigid but 
sunny day, hunched over in her chair, done in 1899, has a haunting 
power. Munch, with all the sympathy and love he can muster, cannot 
find his way into Laura’s mind. What he can do, however, is to represent 
her imprisonment in multiple fashion: she sits dead still; her eyes seem 
vacant and inner directed; the reflection of the wall repeats her incarcera-
tion; the vivid coloration of the tablecloth (compared by some critics to 

Fig. 2.5 Munch, “Melancholy: Laura” [painting]
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raw meat) contrasts gruesomely with the deadness of the captive. The 
entire painting is a symphony of lostness, entrapment, hopelessness.

Munch also did other studies of Laura, but I feel that this one stands 
as a kind of warning: this is what I could be. Or, later in life, this is what 
I might have become. Those angels of “disease, insanity and death” that 
“attended his cradle” obviously attended hers as well, but there is nothing 
angelic in what they wrought. Laura is a quantum step beyond the horde 
of zombies in “Anxiety,” for she participates in no promenades, has no 
like-minded (like-afflicted) peers; Laura is perhaps the truest and saddest 
expression of what it can mean to inhabit the Munch-world, for she has 
no defenses, and is hence utterly undone.

What defenses did Edvard have? Why did he not become his mother 
or Sophie who each died of their tuberculosis? Or Laura who was institu-
tionalized for madness? The answer to that question is close to hand, for 
it governs the logic of this entire essay: he has his art. He acquired the 
unique, peculiar mastery that art alone confers: to represent, via painting, 
what otherwise might have killed him. He is scarcely our only mad 
painter—Van Gogh comes obviously to mind, but one can go back to 
Dürer’s “Melancholia” and Hogarth’s “Rake’s Progress” for earlier depic-
tions of mania, and a number of modern figures also fit the bill, such as 
the Japanese artist Yayoi Kusama, who takes up residence in a psychiatric 
ward when she is not painting—but he occupies a special place in this list 
of the damned, because so many of his paintings lay the very groundwork 
for such outcomes. Lionel Trilling wrote, years ago, a brilliant essay on 
“Art and Neurosis,” in which he argued that the sheer amount of disci-
pline and control that are indispensable to the making of art are signs of 
sanity, no matter what the artist’s vision might be.8 When Edvard Munch 
elects to do “Anxiety” in painting, then in lithograph, then in wood cut, 
he is not merely furthering his exploration of the topic, he is also further-
ing his mastery of it, his artisanal capacity to give it expression.

Munch knew himself to be sick. Perhaps we all are. But he knew that his 
somatic vulnerability and psychic distress would serve his art. And he has 
to have known that the art would, in turn, serve him, save him. There is 
nothing easy here. I suspect that large numbers of my university students 

8 Lionel Trilling, The Liberal Imagination (New York: Doubleday, 1953), pp. 155–175.
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have an inner conviction they could become the great American artist or 
novelist for tomorrow, but few if any of them will have the talent or—espe-
cially—put in the hard labor required to make this happen. Munch did. 
And, given what we know about him, what his paintings tell us about him, 
we have to realize that his efforts were enormous. He, more than most, 
knew the imperious power of mania. One of his intriguing later paintings 
is titled “Galloping Horse,” and it shows a huge horse rampaging directly 
towards us, the viewers, and we have to look carefully to see that this horse 
is pulling a wagon with a driver, both almost in miniature, given the sheer 
energy and scale and foreshortening of the animal rushing towards us. (So 
many of his paintings rush headlong at us: look again at “Anxiety” and 
“The Scream.”) But, in this instance, it is hard not to think mythically, not 
to see in this horse the raw power of the animal (in nature, in us) vs. the 
puny scale of human reason that is supposed to be in charge.

That galloping horse never quite disappears from Munch’s life and 
work, even though the motif itself does not return. I want to back up that 
claim in a circuitous fashion. Munch coined an odd phrase for the way he 
treated his finished paintings: “Hestekur” or the “Horse Cure.” He was 
referring to his strange habit of abusing his work: he not only walked 
among his paintings, but he manhandled them, kicked at them when 
angry, tossed them about, spilled on them, punched them, and above all 
left them outside, exposed, in the elements, shat upon by birds, tossed into 
trees. Visitors would ask in disbelief, why? And he would answer: it is good 
for them; they improve with age, they weather with the elements. It is well 
known that Munch disliked varnish, glossy finishes and gold frames; he 
thought they suffocated his work. It is also well known that Munch was 
quasi anal-retentive when it came to his paintings; he found it hard to be 
separated from them and frequently begged his patrons to lend back to 
him works they had earlier bought. Further, he, who never married, who 
thought himself unfit for siring children, called his paintings his children. 
And in shockingly many of the photographs we have of Munch, we will 
see his paintings, his children, in the background. They are his family.

Why do I tell this story? I want to make the point that Munch’s art was 
his creation, his progeny, his grounding, his outlet for love, his sanity, his 
lifeline (in every sense of the term). Is it too much to claim that these 
paintings can also be that for us? Our Hestekur? These extremist works 
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testify to fates that could be ours, and they broadcast the lineaments of a 
Power System that is entirely inhospitable to human comfort and well- 
being. The world unveiled in “Anxiety,” “Jealousy,” “The Scream” and 
“Melancholy” is not one that any of us could fashion into a home or place 
of safety. The creature who lives there is without shelter, without blinders, 
without any of the essential protections and fictions that make life possi-
ble. We depend on the belief that we have will power. We believe that our 
own anxiety can be understood by a licensed specialist, and that a regime 
of therapy and/or pills will help us find our way. We feel that our imagina-
tion enhances our world, gives vibrancy and point to our existence, deep-
ens our feelings, and hence the toxic, corrosive portrait of “looking” that 
we find in “Jealousy” is unpalatable, to say the least. We also tend to believe 
that things stay inside their defining contours, that the surfaces we encoun-
ter every minute of life remain what they are, retain their shape, so that 
nothing ever jumps out of its definitional skin; “The Scream” brings us 
news of a regime where that belief is scuttled, where—as in Picasso’s 
“Guernica”—shapes tumble, metamorphosis rules, nothing remains itself, 
except perhaps the “great unending scream” that convulses nature. We 
subscribe, finally, to a measure of freedom and self- determination. We can 
exit at least some of the prison houses we are thrust in: doctors can aid us 
in ministering to our bodies and minds; rationality assists us in managing 
our libidinal and other unwanted wants; education teaches us to see 
through some of the fog of convention, propaganda and the sad historical 
record so that progress might actually be achievable. Laura Munch of 
“Melancholy” has no such maneuvering room or agency. She is stuck for 
good, with a sentence of life imprisonment: imprisoned in her own life.

Munch as psychotherapist? No, he has no diploma, no office hours, no 
pills to dispense and not really any wisdom as such to impart. But his 
paintings are his gift to us. Their dark picture of our arrangements does 
not lessen us; it lessons us. These pieces perform something of the role that 
the Greeks found in tragedy, and which they called catharsis, by which 
they meant: the spectator experiences something purgative and life- 
enhancing, even through the pain and waste of these grim stories. Munch’s 
works are rough going. They remove a good bit of the scaffolding and 
supports that make life bearable. They remove the varnish, polish and 
gold frames from the picture we have of our situation. They expose us to 
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the elements, to the forces that inhabit bodies, earth, sea and sky. They 
bid us to make knowledge of their tidings. They are a kind of Hestekur.

There is no magic formula for the psychotherapist in putting the 
Hestekur into practice, in deriving a measurable benefit from the study 
of Edvard Munch. But a case can be made that these paintings—“Anxiety,” 
“Jealousy,” “The Scream” and “Melancholy”—add something unique to 
our “database” in understanding the workings of the human mind under 
stress, as well as in widening our own optic about the relation between 
subject and world. The startling economy of Munch’s paintings brings to 
visibility certain lines of force that can be found nowhere else: not in 
photographs or in even the most sophisticated modern imaging. Munch 
instructs us about the company we keep, and the setting where we live: 
his vision of each of these arrangements differs radically from the views 
put forth by traditional daytime logic, because he not only honors the 
affective and libidinal forces that course through us—that can sometimes 
erupt and destroy us—but proffers a new kind of map, a cartography if 
you will, of our psychic whereabouts and behavior. He may never find his 
way into the medical books as such, but he can contribute something 
unique to the entire psychotherapy project.

References

Berman, P. (2006). In K. McShine (Ed.), Edvard Munch: The Modern Life of the 
Soul (pp. 35–51). New York: Museum of Modern Art.

Eggum, A. (1984). Edvard Munch: Paintings, Sketches, and Studies (p.  81). 
New York: Clarkson N. Potter.

Meyer, M. (1985). Strindberg: A Biography (pp. 288–289). New York: Random 
House.

Prideaux, S. (2005). Behind the Scream (pp.  245–246). New Haven: Yale 
University Press.

Söderström, G. (1990). Strindberg och Bildkonsten (p. 304). Stockholm: Forum.
Trilling, L. (1953). The Liberal Imagination (pp.  155–175). New  York: 

Doubleday.
Wilson, E. (1965). Philoctetes. In  The Wound and the Bow. Seven Studies in 

Literature. New York: Oxford University Press.

 A. Weinstein



43© The Author(s) 2018
B. Kirkcaldy (ed.), Psychotherapy, Literature and the Visual and Performing Arts, Palgrave 
Studies in Creativity and Culture, https://doi.org/10.1007/978-3-319-75423-9_3

3
Langerian Mindfulness and Its 

Psychotherapeutic Implications: 
Recomposing/Decomposing Mindlessly 

Constructed Life Stories

Sayyed Mohsen Fatemi and Ellen J. Langer

 Personal Motivation for Interest in the Arts 
and Psychotherapy

Besides our scholarly and academic interest in writing this chapter, we 
also have in mind our personal experiences and engagement in living 
through art. Understanding the exquisite power of aesthetics may reveal 
the transformative role of art in giving rise to mindfulness. Artistic works, 
albeit in different manifestations, may point to the lively presence as the 
essential component of mindfulness.

Through painting and poetry, we have lived through art and have 
understood its ontologically solid power in developing radical transfor-
mation of consciousness. They both can revitalize people’s liveliness and 
help them be in touch with their lived experiences more mindfully.

A wide variety of psychotherapeutic techniques and conceptualiza-
tions have addressed clients’ problem situations, with each prescribing or 
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recommending sundry ways of helping the clients to manage or solve 
their so-called problem situations, including depression and anxiety.

Among the widely used techniques and perspectives, one may see the 
word “mindfulness” in plenty of psychotherapeutic contexts (see, for 
instance, Langer (1975, 2005, 2009), Fatemi (2016a, b, c), Hayes et al. 
(2004), Kabat-Zinn (2003,  2005), Linehan et  al. (2002), Segal et  al. 
(2002)).

On the other hand, narrative therapy posits that people are embedded 
within their stories and stories they tell themselves will have an impact on 
their responses. Stories, in this sense, are created and creational as they 
construct realities for clients (Lieblich et al. 1998).

White and Epston (1990) and White (2007) have argued that in helping 
the clients, psychotherapists need to help them understand that their prob-
lems should not be confused with their identity: the problems need to be 
separated from people. This externalization would help the clients explore 
the possibility of being in charge for revisiting or recreating their stories.

Both narrative therapy and mindfulness-based psychotherapies have in 
common a view that language can create realities. Understanding a client’s 
world requires understanding his/her use of language. A world shaped by 
negative language including self-doubts, despondency, despair, insecu-
rity, anxiety and negativity would espouse a negative world view followed 
by negative behaviors and feelings.

In different forms of mindfulness, including mediation-based mind-
fulness and Langerian critical mindfulness, the goal is to develop an inten-
tional, flexible, open and presence-oriented attention that can act 
proactively.

Meditation-based mindfulness, which is mainly characterized through 
the works of Jon Kabat-Zinn and is also associated with mindfulness- 
based stress reduction (MBSR), would highlight the role of meditation in 
achieving mindfulness.

Langerian mindfulness, rooted in terms of empirically validated exper-
iments, argues that mindfulness can also be obtainable through non- 
meditation- based components (see Langer 1989, 2000, 2005, 2009).

Perspective is of great significance in understanding Langerian mindful-
ness as it may be the underlying element of one’s indulgence in a repeti-
tive course of living interwoven with helplessness, anxiety, fear, isolation 
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and negativity. A change of perspective, however, can create a new course 
of action where responsibility, responsiveness, proactivity, choice and 
empowerment can give rise to a novel mode of being.

The proactive nature of mindfulness may begin with reexamining the 
mind-sets. Plenty of empirically based experiments indicate that when 
placed in a state of mindlessness, people lose their creativity and agency 
and merely succumb to a passive mode of reactivity (see Langer 1989, 
2000, 2005, 2009). Mindfulness enhancement would help people notice 
their power of creativity, their choices in making a decision, their efficacy 
in dealing with challenges and their novelty in improving their perfor-
mance (see Fatemi et al. (2016).

In other words, mindlessness would deprive people of questioning the 
dominant discourses of their lives whether these discourses have been 
brought to them through their upbringing, schooling, culture, environ-
ment or even therapeutic discourses. So people can be mindlessly follow-
ing the patterns of stories created for them by others without realizing 
their own power to change the story.

The problem with dominantly established mindlessness is that it does 
not allow people to see anything except the direction given to them: once 
you get yourself locked into some information, you may not be able to 
see anything else except the given information.

Clients can be subjugated to dominant therapeutic discourses too. 
Once they are labelled as depressed, for example, they would move in line 
with that dominant discourse: they keep themselves distant from people; 
they listen to sad music, and people around them see them as depressed 
too and act towards them accordingly.

Narrative therapy challenges the domineering psychotherapeutic dis-
courses and questions their universality.

In doing so, narrative therapy may be well-embedded within Langerian 
doctrine of mindfulness where mindfulness requires understanding the 
specific contexts of the action, behaviors, feelings and stories of a client.

The contextual understanding of clients would require an in-depth 
exploration of their uniqueness. To examine the context would also take 
place through the rigorous and mindful understanding of the client’s lan-
guage: what is it that clients tell themselves and others, what is maximized or 
minimized in their stories, how does their language contribute to their 
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empowerment or disempowerment, how is their language influenced by a 
macro language coming from their culture, upbringing, education, political 
and economic system? What is the language that they have been using or what 
language have they been subscribed to use?

Labels bring mindlessness (see Langer 2009). Clients can be mind-
lessly subjected to a passive mode of living through complying with labels 
attributed to them either in macro or micro levels. From a Langerian 
perspective, dominant therapeutic discourses can also impose mindless-
ness through creating a reference point where client’s context is marginal-
ized and his/her voice is lost.

Language plays a pivotal role in creating mindfulness (see Fatemi 
2018). Language is not just an instrument or a device to make transac-
tions: it entails a mode of being. When mindless, people are incarcerated 
within a language that seems to be unchangeable and unavoidable. For 
people with depression, this language produces sadness, fear, anxiety and 
helplessness (Davidson 2000). This language unfolds itself in the para-
mount emotions of people with depression. The use of a counterproduc-
tive language epitomized in the barrage of negative emotions would 
impede the process of deconstructing the language from the user of the 
language: the person strongly identifies himself/herself with the language, 
and he/she cannot disengage himself/herself from the emotions gener-
ated by the underlying negative emotions.

Langerian mindfulness starts off with helping the clients notice per-
spectives that may not be available in the repertoire of the person with 
depression. The client is encouraged to explore possibilities of alternative 
modes of perspectives. When depressed or stressed, people experience 
negative interpretation bias: they see more negative aspects than any posi-
tive sides. This may lead to their acting from a single perspective that does 
not allow them to see any other modes of possibilities except what they 
are enmeshed in.

Langerian mindfulness commencement point lies in delineating the 
relationship between one’s perspective and one’s mode of existence. 
Mindlessly lived stories do not leave any room for attention to variability. 
Helping clients understand how perspectives can be limited and limiting 
would allow them to see the implications of their phenomenologically 
lived stories.
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Stories entail a what and a how. In discussing the what of stories, clients 
examine the events, their sequential order and their syntagmatic analysis and 
focus on what is it that has occurred, namely, the content of their stories.

In focusing on how stories are told, clients are encouraged to fathom 
the discourse of their stories: how the stories are told, their modes of dis-
play and their modes of presentation are pronounced here.

In understanding the differences, clients learn to see the discourse of 
their own stories (how they are told) and its implications. Stories’ dis-
course can be limiting, oppressive and paralyzing. Langerian mindfulness 
would help clients realize how the content and the discourse of their 
stories can mindlessly impede the process of looking into the unnoticed 
features of their stories. When fraught with depression, anxiety, fear and 
doubts, clients may neglect the realm of alternative possibilities that may 
be available to them. Mindlessness would circumscribe the horizon of 
possibilities by narrowing down the agency behind people’s stories.

Langerian mindfulness would help clients understand the process of 
separating themselves from the dominant discourse of their stories. This 
separation is facilitated through an increase of mindfulness where the cli-
ent is encouraged to see the difference between what he/she is experienc-
ing as a problem and his/her power of making a choice to act differently 
towards the problem.

Clients’ perceptual, cognitive, behavioral and emotional experiences 
learned from the past may limit, distort and constrict their phenomeno-
logical access to the present moment. Therefore, they may be emotionally 
or cognitively blocked to see any other alternative way of looking at the 
story that they have lived through.

Hence the mindfulness we are discussing brings a shift of attention 
where clients can get out of their socially and culturally constructed world 
and look for modes that may have been easily unnoticed.

When people are mindlessly drowned into accepting the unchange-
ability of their stories, they abide by the frequently repeated discourse of 
the same stories.

Practicing mindfulness allows people to realize that anxiety and depres-
sion can be choices one may accept. Deep down the foundational prereq-
uisites of the mindful management of depression and anxiety, there lies 
the power of choices.
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One way to facilitate the shift of attention for exploring the possibility 
of multifarious layers and features in a story can transpire through read-
ing and examining stories. Stories can provide a rich platform through 
which one may come to realize the changeability of one’s story. Art, in its 
broadest sense, can also provide a significant medium where the observer 
may become mindful of the constructional nature of his/her mode of liv-
ing through the power of words, images and discourse (see Langer 2009).

In line with the value of understanding the textual and subtextual con-
figuration of stories, Langerian mindfulness highlights the vitality of the 
deconstruction of stories. When people fail to express their lived story or 
they are prevented from expressing their story or they are surrounded by 
people who insist on adopting a pretentious stance instead of relating and 
connecting to their story, stories appear to operate in a wide variety of 
infiltrating and indirect contexts: Unexpressed stories do not cease to 
operate; they appear in different levels of one’s intrapersonal and inter-
personal relationships.

Langerian mindfulness underlines the role of nonjudgmental, open 
and flexible listening of therapists in helping clients to freely and com-
fortably express their lived stories. This is also associated with the thera-
pists’ attunement and intersubjectivity and mindful presence where they 
help the clients experience a sense of empathy, support and flexibility in 
their therapeutic relationships.

Along with the experiential presence in the therapeutic relationships, 
clients are encouraged to step outside the experience and observe their 
lived stories. This often happens through a combination of open ques-
tions where the clients are invited to examine and realize how their stories 
can be deconstructed into elements and features. Through this mindful 
deconstruction and decomposition, clients are encouraged to describe the 
experience and see how that description may have an impact on their 
feelings and behaviors. The bottom line here is to help clients understand 
the externalization of the problem: they are not the problem; the problem 
is separate from them. Through an increase of mindfulness, clients learn 
to see how mindlessness may have contributed to their identifying them-
selves with the problem. This may also take place through the therapists’ 
explication of the role of internal vs. external attribution. An in-depth 
understanding of the role of attribution would help clients realize how 
their mind-sets may impose a relationship where change is not possible.
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Mindfulness help clients to break themselves free from the problem 
and realize their own power of control, sensibility, choice and power in 
creating a new meaning, a new story for themselves. This may happen 
through a work of art or paying attention to a story, parables, metaphors 
and poems where the act of noticing can turn out to be an art where the 
observer makes a discernment of his/her novelty in paying attention to 
multiple potential layers of a story.

Mindlessness paralyzes people’s power of searching for otherwise in 
their stories (Fatemi 2018). Mindlessness imposes a tunnel vision where 
the person is placed only in a circumscribing mode where possibilities are 
denied. This denial would maximize the negativity, weak point and prob-
lems in the person’s life while ignoring, marginalizing and neglecting his/
her strengths. Langerian mindfulness would facilitate the process of find-
ing the dominant stories and their discourses and their power to dictate 
the impossibility of change, the certainty of the person’s identification 
with the problem situations.

The dialectical journey of noticing new aspects of one’s life along with 
attention to variability would provide the clients to see how their stories 
can be changeable: There are dimensions, features and aspects in the story 
that may not have been taken into consideration due to the heavy deluge 
of negatively induced mindlessness.

When depressed, people may be mindlessly and automatically embed-
ded within the negative repertoire of their recollection, associations, etc. 
Langerian mindfulness would help clients examine the bright side of their 
life without denying the dark side. So for a depressed person, the ques-
tions would be: Are there times in your life where you have not experienced 
what you are experiencing now? What does that suggest? If you have not been 
always at the mercy of what you are now, does that not suggest that the experi-
ence is not equated with you: you are not what you experience? The goal is to 
help clients understand how mindlessness would lead people to equate 
themselves with their mind-sets and thus lose their power of choices.

Through helping the clients explore novel aspects of their situation, we 
would invite clients to extend their quest, in their own stories, for locat-
ing positive sides. Deconstructing the dominant negative stories, their 
negative predilections and their effects would help clients understand 
that they can re-author their own story through implementing mindful 
creativity in constructing a new horizon of possibility.
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Helping the clients in action to see the differences between mindless-
ness and mindfulness and their praxis in giving rise to different modes of 
realities would serve as a preamble in illustrating the relationship between 
one’s story and one’s perspective.

Language  can give rise to Langerian mindfulness. This mindfulness 
would help clients to be vigilant of the language that they can mindfully 
use and its perlocutionary impacts. Language may imprison or emanci-
pate people as it can revitalize or paralyze people’s power of choices.

A phenomenologically based experiential openness towards art and its 
manifestations or a practical connectedness to stories may help people 
observe the subtle and rigorous impact of language in creating, shaping, 
transforming and recreating realities.

A discovery of one’s voice, its power and its impact unfolds itself in the 
process of a mindful therapeutic conversation.

The medium for leading the attention towards the process may vary 
from a focus to traditionally articulated stories in the collective conscious-
ness where attention towards different layers would espouse finding 
something fresh in the context of those stories or it can be exemplified in 
accessing or activating different works of art. The latter may also open up 
the interactive process of the “I” as the agent and “I” as the actor in the 
dialectically opulent rich relationships of emergent mindfulness.

With an abundantly experiential exposure to a mindful examination of 
one’s agency, the power of choices may transpire in the diachronic and 
synchronic observation of one’s own narratives. The generative sagacity of 
the process may contribute to the power to recompose one’s narrative 
with composure and equanimity.

 Implications and Guidelines for Mental Health 
Professionals

Understanding the theoretical and practical implementations of Langerian 
mindfulness would help psychotherapists to develop a more creative, car-
ing, open and meaningful relationship with their clients.
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Applying Langerian mindfulness may facilitate the process of under-
standing the relationship between performative “I” and the reflective and 
reflexive “I” in the context of art and psychotherapy.

Psychotherapists are invited to apply such mindfulness in helping cli-
ents to freely and comfortably express their lived experiences and 
stories.

Through increasing the power of mindful expressiveness, clients may 
learn to distinguish between the dominant story of their life and the often 
ignored discursive layers of their narratives.

Voice is an essential component of implementing Langerian mindful-
ness. Therapists need to help clients look for “missing voices” in their 
story and to search for the unexpressed voices or the ones that have been 
lost in the dominant discourses of oppressive and disempowering 
narratives.

A change in language may lead to an existential transformation. 
Through a recondite implementation of Langerian mindfulness, clini-
cians need to help clients experience the infinite power of language in 
creating and constructing novel realities. This may entail an ontologically 
mindful leap beyond the borders of ordinary discourse where significa-
tion of signifiers and signified may have been mindlessly established. 
Visual arts, poetry, films, stories and visualization can be creatively 
explored in the context of Langerian mindfulness to put this goal into 
effect.
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 Introduction

For more than a century now, films have played a crucial role in shaping the 
social, political and cultural psyche of our world. And, through film, much 
can be learnt about cultural norms and cultural differences, increasing our 
understanding and awareness of cultural influences, cultural sensitivities 
and commonalities. Films not only are a source of endless entertainment 
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but have a potential educational and therapeutic impact as well. Most 
importantly films which depict personal and family dynamics, social norms 
and mental illness can shape the public’s attitudes to mental illness.

It is important to note that cinematic portrayals of mental disorders often 
reinforces stereotypes and may not have a positive effect on destigmatizing 
mental illness. But when films portray mental illness in a humane and empa-
thetic manner, they can help to foster better understanding of many condi-
tions and disorders, including dementia, depression, bipolar disorders and 
so on. Teaching with film can also be incorporated into medical studies to 
create a positive impact on medical students and other health professionals.

Our chapter discusses this important role that films have played and 
continue to play in society as a whole and also particularly in relation to 
the field of psychiatry with a specific focus on how they portray mental 
illness and therapy and shape our perception of these issues. We begin by 
outlining how each one of us got personally interested in the field of films 
as arts in relation to the field of psychiatry.

 GK

As a child, I have grown up in a family that used to immerse itself in 
movie watching every weekend or when a new blockbuster hit nearby 
cinema theatres. Films have always lured me as a person, due to the dra-
matization of various issues, from their storylines, the characters playing 
these issues and the overall centre stage that they enjoyed through such 
portrayals. The very experience of getting immersed along with my family 
in these portrayals was such a pleasure that I forgot much of the dismays 
of life growing up. I saw first-hand how this entire experience of getting 
ready to go movie watching, watching the movie and then having endless 
discussions on them consumed so much of our time. In this process, I 
also realized how some characters caught my attention more than the 
others, and these portrayals lingered in my mind for longer periods than 
I would have expected them to. Many such characters, I soon realized, 
were mirroring what I was actually seeing in real life around me on a day- 
to- day basis. They were depicting real-life relationships between parents, 
relationships between parents, spouses and siblings. They depicted social 
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issues such as love marriages or love relationships between the rich and 
the poor and questioned the social mores that surrounded these issues in 
the Indian society. They seemed to give voice to those who didn’t have 
any! Amidst all these melodramatic portrayals, I noticed that by investing 
all that time and energy in watching these films and then discussing them 
afterwards, my attitudes towards these social issues were getting subtly 
affected. This was also, not surprisingly, true for those who I watched 
these films with, my family.

This childhood experience gave birth to an interesting curiosity in me 
regarding how films and film characters do what they do. With this curi-
ous mind and wanting to care for others, I landed in the discipline of 
health care and then, later, psychiatry. Taking up psychiatry increased my 
curiosity about human suffering and how we could help those who are 
suffering. One way that I could see was to interview these individuals and 
allow them to open a window for me into their suffering. However under-
standably this was not always feasible. This is where the artistic portrayals 
of mentally ill and their struggles in films came in handy for me, and I 
started to see films more for education than for entertainment.

 AV

My interest in arts, film and music dates back to my earlier professional 
training. I trained as a musician and obtained academic degrees in the 
disciplines of organ and harpsichord. In my training and teaching, I imple-
ment films and arts as a medium. I have written on Italian films and how 
they portray mental illness and their potential in increasing stigma, on the 
one hand, but if used vigilantly, such medium can help illustrate psycho-
pathology and offer guidelines for the management of mental illness.

 DB

As a practising psychiatrist, I have always been intrigued and amazed by 
the way mentally ill characters have been portrayed in films. Coming 
from a country that views cinema as a major source of entertainment, no 
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doubt, I have always had interest in cinema. Having had my early train-
ing in medicine in the East, India, and then psychiatric training in the 
West, the UK, I have also been curious about how culture impacts on 
mental illness and its presentation to mental health professionals. This 
also meant an interest in how mental illness was represented in films 
which I believe form a significant part of a culture. Films can give us an 
in-depth insight into the sociocultural mores of a society and how that 
society deals with various issues. Hence they can be used as an important 
learning tool for anthropological studies. Through my first in-depth work 
on Hindi cinema, Mad Tales from Bollywood: Portrayal of Mental Illness in 
Conventional Hindi Cinema, I looked at how we as mental health profes-
sionals could read a film in order to understand how culture, mental ill-
ness and cinema impact on each other. Having taken a sabbatical to allow 
me to delve into this project, I could have the leisure of time on my side, 
in which I realized how films not only are an art form that reflect what 
happens in the society they are set in but also act as an art form to which 
the society reacts in a variety of ways.

 Films and Society

Films are not only a powerful tool for providing entertainment but also 
effective means of transmission of important sociocultural and political 
messages. A film in its entirety delivers both verbal and visual messages 
contemporaneously often reinforced with congruous background music. 
This marriage of the visuo-verbal messages is quite a strong medium in 
which one can expect learning to happen. Films can also provide a win-
dow into the unique experiences of individuals that they portray in their 
storylines. One can look at films as an integral part of any culture since 
they often portray important sociocultural issues and in this process 
reflect the prevailing sociocultural mores from the societies in which they 
are produced. The relationship between films and society is thus often 
bidirectional. Films portray various social issues and in this process may 
impact on these issues or the way they are perceived or dealt by the view-
ers and the larger society. The 1970s film, One Flew Over the Cuckoo’s Nest 
is a classic example of a film that portrayed the condition of psychiatric 
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institutions in the early twentieth-century society. It not only gave a face 
to the general view that the society held towards psychiatry as a discipline 
of medicine but also affected this view. This was around a time when the 
recovery movement in psychiatry began through the civil rights and dis-
abilities movements (Davidson et al. 2010).

Along with portraying issues, films can be a powerful messenger and 
shape the perceptions of the audience on a range of subjects (Pautz 2015). 
Pautz (2015) used two films Argo and Zero Dark Thirty as case studies to 
see how they affect the opinion of viewers about government and found 
about a quarter of viewers’ opinions about government were positively 
affected after watching these two films. Kalra (2013) used the movie club 
approach to see how film viewing impacted on the attitudes of psychiatry 
trainees towards male homosexuality and found a positive change that 
sustained over a period of one year.

Although most of us watch films for entertainment, part of the process 
also involves contemplation or reinforcing of the issues that are portrayed 
on screen (Lehman and Luhr 2003). The differences in our perceptions of 
these issues in films, as what Lehman and Luhr (2003) argue, are key to 
the assumptions that underlie such perceptions. To highlight this, the 
authors use a scene from Dragon: The Bruce Lee Story (1992), where Bruce 
Lee (Jason Scott Lee) is watching Breakfast at Tiffany’s (1961) in a theatre 
with his girlfriend. A particular scene from the Breakfast at Tiffany’s is per-
ceived differently by Bruce Lee to other audience members. This scene 
uses the character of an Asian man, Mr. Yunioshi, to bring in a comic feel, 
showing him banging his head on a lamp, jumping up and stumbling into 
things in his apartment. While the scene does evoke a comic relief for the 
entire audience, Bruce Lee feels the opposite to the point that he leaves the 
theatre getting upset. Thus a single and a simple scene leads to different 
reactions in the audience. It is then easy to understand why and how por-
trayal of complex societal issues such as infidelity,  extramarital affairs, 
extremist ideologies or homosexuality lead to multiple reactions in not 
only the audience members who watch the film but also those who do not. 
A classic example of this can be found in the reactions to the portrayal of 
female homosexuality in the 1996 film Fire by Indo- Canadian filmmaker 
Deepa Mehta, which was the first mainstream Hindi film to touch upon 
this issue. While a section of the Indian society praised the film for the way 
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it handled a sensitive issue in Indian society, the remaining section rejected 
the theme claiming it was against the existing cultural mores. It is easy to 
see how this could happen, given that we ourselves may feel quite differ-
ently about different themes in different films.

It is also important to understand that it is not just about the reactions 
that films or film scenes evoke in us as viewers but also about how they 
shape our ideas or opinions about various issues. Bollywood films, for 
instance, have a high influence on shaping social attitudes in not only the 
Indian subcontinent but also different parts of the world among the 
Indian diaspora (Akthar 2005). Films are often a source of connection for 
people with their culture, ancestral history and ideology. It is likely that 
an Australian Aboriginal person living in the present could become more 
aware of the past Aboriginal history by watching films like Rabbit-Proof 
Fence (2002). In a similar vein, an Indian migrant may feel (re)connected 
to the Indian culture by watching a film that portrays celebrations like 
festivals or weddings (e.g., Vivah, 2006, English translation: Marriage) or 
films with themes of migration and Indian diaspora (e.g., Aa Ab Laut 
Chalen, 1999, English translation: Come, Let Us Return Now; Dilwale 
Dulhania Le Jayenge, 1995, English translation: The Big-Hearted Will 
Take Away the Bride).

 Films and Psychiatry

Psychiatry has long been a favoured discipline for many filmmakers, who 
have used various mental illnesses or mentally ill characters as the main 
theme of their films’ storylines. One can find an endless list of films that 
portray issues ranging from schizophrenia, bipolar disorder to substance 
use disorders, grief and suicide. While the use of psychiatric themes in 
films has successfully evoked curiosity and interest in the viewers, it is 
also known to influence broader public attitudes to mental illness 
(McDonald and Walter 2009). It has been stated that the film One Flew 
Over the Cuckoo’s Nest (1975) can be a keystone of a future archaeological 
reconstruction project to understand a twentieth-century psychiatric 
institution (Collins 2017). This observation by Collins clearly under-
scores the impact that this film from the 1970s has made on the history 
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of psychiatry. Watching films can also have an impact on viewers’ atti-
tudes towards less-discussed social issues such as medical ethics (Alexander 
et  al. 2005), grief (Furst 2007), homosexuality (Mazur and Emmer- 
Sommer 2002) and transgenderism (Kalra 2015). However, this may not 
be as simplistic as viewers watching a film with a psychiatric theme and 
taking in all that is seen. It is complicated by the fact that most cinematic 
portrayals of mental illness are complex, often negative and influenced by 
general social stereotypes about mental illness (Bhugra 2005). Often the 
way mental illness is represented in these films can be an important deter-
minant of how the viewers will receive and perceive those with mental 
illness. The film director’s notions of mental illness and mentally ill are 
likely influenced by the sociocultural milieu in which the director lives or 
has grown up. This will affect how the director then handles these issues 
in his/her work. Unfortunately, in this process, the director loses control 
over how these issues will be perceived by those who watch this work. 
Much of this will be, as discussed below, affected by the viewers’ own life 
story and cognitive capacity.

Most films deal with the following themes in psychiatry: mental illness 
and the mentally ill, the power differentials in the profession of psychiatry 
and boundary violations in psychotherapeutic relationships.

Readers can easily find a list of films on mental illness from various 
sources (Kalra 2011; Wedding and Niemiec 2014). What is interesting 
about these films is that most of them tend to sway towards using psy-
chotic spectrum disorders in their storylines, mainly because directors 
can play with such themes in a multitude of ways often to their own 
advantage, including (but not limited) to create suspense (e.g., Shutter 
Island, 2001) and comic stances (e.g., One Flew Over the Cuckoo’s Nest, 
1975), and evoke empathy or simply as a narrative of the mentally ill 
portraying their experiences with their illnesses (e.g., The Snake Pit, 1948; 
A Beautiful Mind, 2001). Possibly using psychotic spectrum disorders 
provides the filmmakers with the ‘other-ness’ to their stories that other 
psychiatric disorders may not be able to provide. This ‘other-ness’ is the 
lesser known of psychiatric illnesses, is usually more stigmatized and is 
feared by the viewers. It is also within such films that filmmakers bring in 
the angle of treatment or therapy in mental illness. This could be subtly 
portrayed as with the side effects of antipsychotic medications in A 
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Beautiful Mind (2001) or more deeply dealt with such as in Side Effects 
(2013). Again the viewer has to be quite astute in order to understand 
these portrayals before accepting them in entirety. While the former deals 
with actual side effects of antipsychotic medications and how this impacts 
on individual functioning, the latter film goes beyond what could be 
expected and uses a range of thrilling and dramatic side effects to portray 
collateral damage done by psychotropic medications.

Out of all the films till date, One Flew Over the Cuckoo’s Nest (1975) is 
probably the most relevant to the history of psychiatry as a discipline. It 
came at a time when psychiatry saw the deinstitutionalization movement 
as a result of the failure of ‘moral therapy’ model from the 1800s, inhu-
man conditions in regimented asylums and discovery of psychotropic 
medications in the 1950s. This film gave an insight into the often repres-
sive and overcrowded conditions of psychiatric hospitals and the power 
differences between patients and psychiatric professionals. This was also 
the time when the current recovery movement in psychiatry was at its 
nascent stage and people with long-term mental illnesses were beginning 
to write about their experiences of coping with their symptoms, getting 
better and gaining an identity despite their mental illness. The outcome 
of this was a reconsideration of the notion of outcome and expertise in 
psychiatry as we see it today. The protagonist in this film, Randle 
McMurphy (Jack Nicholson), feigns mental illness in order to escape 
prison sentence. Although he gets sent to the mental hospital, he soon 
realizes the similarities of mental health system to the prison system. As 
much as this film highlighted power differentials, it also brought to the 
fore discussions about some basic ethical principles in health care, such as 
autonomy, beneficence and non-maleficence.

Many subsequent films have continued to play with another similar 
related theme, for example, Dressed to Kill (1980). A thriller by genre, this 
film follows the story of Liz Blake (Nancy Allen), who is the only witness 
to  Kate’s murder, and raises some serious boundary violation themes. 
Dr. Robert Elliott (Michael Caine) is the psychiatrist for both the murdered 
victim (Kate) and the witness (Liz), and a prevalent theme in his consults 
with both these women is that of sexual boundary violation with them. 
Although at first it appears that the theme is just about sexual boundary 
violations in psychiatric consultation, it soon becomes clear (as the suspense 
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becomes clearer) that it is related to psychopathology in the consulting 
 psychiatrist. Dr. Robert is portrayed as a transgender patient with possible 
underlying dissociative identity disorder. Going by the clusters described by 
Schoener and Gonsiorek (1989), Dr. Robert appears to most aptly fall in 
the cluster of psychotic personality or sociopathic/narcissistic character dis-
order. The exact prevalence of such boundary violations is difficult to know 
due to under-reporting but is generally considered to be somewhere between 
2% and 6% in psychiatry (Gartrell et al. 1986; Quadrio 1996). Although 
the boundary violation portrayals in Dressed to Kill (1980) appear being 
initiated by the two female clients, the motives behind these are not dis-
cussed in any detail and are best left to the imagination of the viewer. The 
gendered dyads that are used in this film to represent these violations are 
reflective of what studies show about them: majority of such violations hav-
ing occurred between male psychiatrists and female patients (Gartrell et al. 
1986). Looking at the rarity of such violations and the associated themes 
that the filmmakers tend to throw in their film storylines, one can only 
imagine what the lone viewer watching such films thinks about psychiatry 
or psychiatrists.

To add to the above list of psychiatric themes in films, Bhugra and 
Kalra (2015) note that one could look at film storylines through a psy-
choanalytic lens. In their chapter on psychoanalysis in Bollywood cin-
ema, Bhugra and Kalra (2015) note that psychoanalysis and cinema have 
evolved in parallel and that the former has influenced the latter in a sig-
nificant manner (Bergstrom 1999). They discuss a few Hindi films that 
portray the Indian notions and perceptions of Oedipal complex (for 
details, see Bhugra and Kalra 2015). Again from the perspective of the 
director, this may not have been the initial goal (when making the film), 
but as Bhugra and Kalra (2015) stress, this could interestingly and defi-
nitely be an angle to watch films from.

 Therapy in Films

As observed earlier in this chapter, films with psychiatric themes of men-
tal illness and the mentally ill may also touch upon treatment issues, 
which may include both psychopharmacological and psychotherapeutic 
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interventions. Interestingly but not surprisingly, these portrayals may 
be weaved together with the other two themes, power differentials and 
boundary violations, making an easy recipe for a film that will main-
tain curiosity in the viewers. In the era when psychiatry as a discipline 
did not have many medications to choose from its repertoire, a lot of 
treatment involved using existing medications in higher doses to the 
point that they made patients appear like zombies. One Flew Over the 
Cuckoo’s Nest (1975), while using some mentally ill patients in the asy-
lum to create a comic stance (such as patients maintaining odd pos-
tures and staring through the windows), also showed many of them 
being given medications in an asylum ritualistic way, patients queuing 
up daily for their medications at the same time. The focus is not so 
much on the reasons for them being administered these pills or their 
side effects. This becomes clear when Mr. McMurphy asks the reason 
why he was being given the pills and is told by the nurse that they will 
help him feel better. Similarly, one can only see patients with medica-
tion side effects in the background in several scenes with the foreground 
being occupied with another issue that is given a higher importance. 
An example of this is the first time that Nurse Ratched conducts a 
group session with the ward patients. While the entire focus is on issues 
related to Mr. Harding that she discusses from the last meeting with a 
possible intention (in the film plot) to introduce these to the viewers 
and also to Mr. McMurphy, one can see a patient sitting in the back-
ground almost blankly staring through the window while his left hand 
shows what one could interpret as severe tardive dyskinesia. The film 
also subtly touches upon other issues in psychiatric treatment such as 
enforced medication in an asylum setting, patient choices, autonomy, 
non-adherence (e.g., when Mr. McMurphy ‘cheeks’ his medications 
and later on shows them to Mr. Harding), medication sharing between 
patients and so on.

The most striking impact of One Flew Over the Cuckoo’s Nest appears 
on the use of ECT as a treatment modality, where it is used as a means 
of controlling the uncontrolled Mr. McMurphy. Obviously this por-
trayal of ECT is nowhere close to the advances that it has seen over the 
last four decades. However, unfortunately such inaccurate portrayals of 
ECT continue in both Hollywood and Bollywood films (Sharma and 
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Malik 2013). Andrade et al. (2010) reviewed depiction of ECT in Hindi 
cinema from 1967 to 2008 and found 13 Hindi films with referrals or 
depictions of ECT, almost all of which were inaccurate and overly dra-
matized. Interestingly, both in Hollywood (McDonald and Walter 2009) 
as well as in Bollywood films (Andrade et al. 2010), ECT administration 
has been used as a punitive measure for questionable clinical indications. 
This possibly reflects the wider public attitude (Teh et  al. 2007; 
McFarquhar and Thompson 2008; Chakrabarti et al. 2010) in the soci-
eties that these films come from, both the West (Hollywood) and the 
East (Bollywood).

In the same scene of Nurse Ratched’s group session in One Flew Over 
the Cuckoo’s Nest (1975) discussed earlier, although at first sight it appears 
a general discussion of Mr. Harding’s suspicions on his wife, it soon 
appears to spiral down in a chaotic disarray where each of the patients 
involved start yelling at the other. While it appears that the intention of 
the director would have been to portray a common group discussion ses-
sion in a mental health ward, it alludes more to a group psychotherapy 
type setting. What gives it more of a comical stance for both the viewer 
of the film and Mr. McMurphy is the way the session is started off by 
Nurse Ratched but left to spiral down in its own predictable way without 
any intervention by anyone including herself or other team members. 
She is thus rendered a mere passive spectator to the entire session similar 
to Mr. McMurphy and the film viewers.

Within the area of psychotherapy, Bhugra and Kalra (2015) discuss a 
few realms of psychotherapeutic relationships including transference, 
countertransference and boundary issues in Hindi films and point out 
how these interesting snippets are used as a dramatic device within a 
clinical context in film storylines. Such snippets not only generate an ele-
ment of curiosity and interest in the viewer but also provide a common 
strand through the story and help move the story from the start to the 
climax which seems to hold some sort of a resolution of the issue at hand. 
The use of such psychotherapeutic elements is not infrequent in 
Hollywood cinema as discussed earlier and has been a favourite there too.

In common parlance, we as viewers go to see films for various reasons. 
It could be for sheer entertainment, for pleasure or for merely killing 
time. What is likely to happen in these cinema viewings is a subtle 
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 process of adult learning as described by Kolb (Kolb 1984). Kolb’s ‘expe-
riential learning model’ is one of the best-known models of adult learn-
ing that describes adult learning as happening in four stages, beginning 
with ‘concrete  experience’ and passing through ‘reflective observation’, 
‘abstract conceptualization’ and ‘active experimentation’, after which the 
cycle is often repeated. The viewer watching a film probably participates 
quite ‘concretely’ in the entire experience of on-screen portrayal of issues 
and characters. Given the wide gamut of issues that are part of the story-
lines of scores of such films, it is highly likely that many such portrayals 
may be actual representations of life experiences of viewers themselves. 
It is then inevitable for the viewer to see his/her own reflection in these 
portrayals and hence identify with the characters in the storylines, the 
so- called heroes and villains. This identification and possible introjec-
tion is also likely to impact on viewer’s cognitive processing of the issues 
that on-screen characters are dealing with. It is thus likely to lead to a 
conceptual analysis of the experience, wherein the viewer analyses how 
the on- screen character dealt with an issue in focus in order to get a 
particular set of consequences. This reflection and analysis may then 
allow the viewer to apply this in real-life situation outside of the cine-
matic theatre, resulting in either the same (as the on-screen) or an 
entirely different set of consequences.

It is thus easy to draw parallels between this process of film viewing 
and the process of psychotherapy. Prior to going to see a film, the viewer 
has to plan and (possibly) purchase tickets. During the screening, there 
is always an introductory segment of the film, where the viewer is intro-
duced to the theme of the film and the characters who will be playing 
this theme. Various complexities treading these themes and characters 
are then portrayed in a way that is best suited to the needs of the film’s 
director, most crucial of which is entertainment since that is most likely 
the basic aim of the director. However, there is no control over how these 
themes are taken in by the viewers, who are likely to perceive and 
 interpret them based on their own life stories and cognitive processing 
abilities. Nevertheless, within this theatrical setting, adult learning can 
and does happen as discussed in the earlier section. This learning can 
pave way for therapeutic outcomes where viewers can look at the on-
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screen characters, relate to them and how they deal with their issues and 
apply it in their own lives. Films can thus be used in therapeutic sessions 
to catalyse the process of understanding one’s problems, finding hope, 
and sometimes to come to reality with one’s repressed emotions (Hesley 
and Hesley 1998). Hesley and Hesley (2001) also argue that this can 
enhance traditional therapy outcomes, although they also caution read-
ers to be sensitive and make informed use of this modality. The primary 
author (GK) of this chapter has similarly and successfully used films in a 
therapeutic context in both his routine work such as with clients present-
ing with simple adjustment disorders (e.g., portrayal of resilience in The 
Diving Bell and the Butterfly, 2007) and also in his work with sexual 
minorities, especially with individuals presenting with gender-related 
concerns. One example of such use by him has been the film Ma Vie En 
Rose (English translation: My Life in Pink, 1997), which follows the 
family of Ludovic, who is biologically born as a boy but feels like a girl. 
As much as the film portrays the trials and tribulations of the family, it 
also shows how they come to terms with the reality of their child, provid-
ing food for thought to many such parents who struggle with gender 
issues in their own children.

 Guidelines for Health Practitioners

It is thus clear that psychiatry has been the girlfriend of filmmakers since 
the start of cinematic era and that this status quo will be maintained into 
the future. This fact is important for mental health-care providers to 
know for the simple reason that films will continue to reflect societal 
attitudes and also shape them. Hence it is relevant for them to know 
whether these films portray mental health issues positively or negatively, 
as either of these will likely impact help-seeking attitudes of individuals 
struggling with mental illness. Pathways into mental health care are seem-
ingly open to influence from films as well. Consider, for example, an 
on-screen portrayal of a character with possible mental illness who is 
shown to visit informal or traditional sources of care such as shamans or 
even exorcists and demonologists (e.g., in Insidious, 2010) versus another 
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who visits an on-screen psychiatrist (e.g., A Beautiful Mind, 2001). The 
outcome in each of these cases is highly likely to influence the pathway 
that the viewer will take into mental health care if required. Other factors 
that will influence this decision include the type of portrayal, attitude of 
characters towards mental illness and help seeking from a mental health 
professional, severity of the mental illness, use of fear or comic elements 
in this portrayal, professionalism of the on-screen mental health profes-
sional and lastly sociocultural factors in which the viewer experiences this 
portrayal.

Being aware of myths and misconceptions that films promulgate is 
also helpful to mental health professionals as it would inform their clini-
cal practice and mental health advocacy efforts. Films such as Peacock 
(2010) and Split (2016) portray mentally ill individuals as being inher-
ently violent and base their storylines on thrilling dramatics rather than 
on evidence. But again the use of violence in cinema has been an integral 
ingredient since its inception and is less likely to completely disappear 
from the basket of themes for filmmakers. Health-care professionals need 
to be mindful of violence in any film character versus violence in a men-
tally ill character as the latter is likely to strengthen negative stereotypes 
of mentally ill individuals. Alternately, any normalization of help-seeking 
process in mentally ill by filmmakers is bound to be positive both for the 
viewer and also for the profession of psychiatry, presenting them in a 
positive light.

For mental health professionals, engaging and collaborating with film-
makers to influence their understandings and hence how they handle 
mentally ill characters in their work could be the first step in helping film 
portrayals become positive. A successful example of this initiative is that 
of Broadcast Thought, a group of three psychiatrists—Eric Bender, 
Praveen Kambam and Vasilis Pozios—who provide expert consultation 
to the entertainment industry regarding portrayals of mental health–
related issues (http://www.broadcastthought.com/what-is-broadcast-
thought/). Some authors have also suggested interdisciplinary training 
collaborations between psychiatry residency and journalism training 
 programmes to enhance positive representations and destigmatize psy-
chiatry in the wider media (Campbell et al. 2009).
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They [artists] learn in suffering what they teach in song. An artist survives, 
describes and transforms psychological pain into an experience with more uni-
versal meaning so that his or her own journey becomes one that others thus, 
better protected, can take. (Jamison 1993)

Over the last decade there has been an array of publications directed at 
gathering insights from health professionals who have themselves experi-
enced serious illness whether physical or psychological (e.g. Kirkcaldy 
2013). Sparked by an anonymous letter in The Psychologist (Dec. 2015), a 
psychological health practitioner reported experiencing sudden intense 
emotions coupled with intense fear and hopelessness as a young man and 
feelings of shame and terror and self-harming. Later he had been cau-
tioned that speaking openly about his borderline personality disorder 
(BPD) would imply ‘a career death’. He felt that there is a dire need to 
break down the barriers between us (normal professionals) and them (ill 
patients) which have led to increased compassion he has experienced in 
his work. Another revelation followed by the former British Psychological 
Society President J. Hughes (2016) exclaiming that he had been drawn 
towards clinical psychology in part because of early experiences of panic 
attack and post-traumatic stress. Moreover, five years after graduation and 
qualifying as a clinical psychology practitioner, he suffered from ‘debili-
tating bouts of depression’ and a diagnosis of bipolar disorder. He too felt 
encouraged to speak openly about psychological distress to attenuate the 
associated stigmatisation, and underlined the value of empathy with cli-
ents when we ourselves are wounded by psychological health problems.

 Personal Motivation in Writing This Chapter

Why did we decide to write this chapter? My decision (BK) to write this 
chapter was after a career stretching 40 years, almost half of which was 
spent in clinical research and the latter half in clinical practice focussing 
on anxiety and depressive disorders. It may be that my decision to enter 
the helping professions, and further an insatiable appetite to author scien-
tific publications, including book chapters and edited/authored books, 
arose out of a deep-seated ‘demand’ on myself to gain an increased insight 
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into my own cultural and family heritage conflicts which seemed associ-
ated with my subsequent chronic desire to meet the expectations of others 
and gain the approval of others. We are born into a family structure cou-
pled with idiosyncratic dynamics, and this appears the singular universe 
of discourse for a young child. When we approach early adulthood and 
leave the nuclear family, the exposure to others leads us to question the 
legitimacy and value of our family of origin’s belief systems and values. 
Looking back, I am certain that my family was dysfunctional—a mother 
(exposed to the traumatic effects of war) who was anxious and possibly 
depressive, and a father whom, in hindsight I describe as ‘infantile, hys-
terical and personality disordered with an almost obsessive religious 
mania’, and yet both parents loving in their own way. Family discord was 
felt daily, and my own problems, which included a speech impediment 
and social anxiety, an intense fear of death, and an introverted and com-
pulsive neurotic tendency, seemed overlooked by my parents and teach-
ers. Recalling my publications and clinical experience, I have learned 
much about life and relationships and, more especially, the value of the 
arts and literature in coping with the daily hassles of life and the more 
traumatic events that we are confronted with, including serious illnesses of 
close family members, death of parents and extended family members, 
tension and disruption of communication among siblings and so on. In 
my attempts to resolve these problems (and those of my clients), I felt an 
increasingly sceptical attitude towards the more conservative, rigid medical 
models of psychological disorders (Kirkcaldy 2013 Kirkcaldy and Siefen 
2011) and, more recently, a strong inclination towards the creative arts.

One of the co-authors (AH) constructed a Wounded Healer Program 
to challenge mental health stigma and to encourage care seeking for psy-
chological problems. The Wounded Healer (TWH) has been described as 
an innovative method of pedagogy that blends the performing arts with 
psychiatry and it also utilises the power of storytelling. Through the vehi-
cle of TWH, AH shares his remarkable recovery journey from having 
been an impoverished and homeless ‘service user’ to receiving the 2013 
Royal College of Psychiatrists Foundation Doctor of the Year Award, 
which marks the highest level of achievement in psychiatry in the UK.

TWH pays tribute to Knight’s Move Thinking. Knight’s Move Thinking 
in psychiatry is a thought disorder characterised by discourse that consists 
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of a sequence of unrelated or remotely related ideas. However, Nancy 
Andreasen argues that Knight’s Move Thinking in the context of creativ-
ity is not a hallmark of mental illness but rather can be used synony-
mously with lateral thinking (Andreason 1979).

AH invites audiences to ‘our world of metaphor, intrigue, fantasy and 
deceit’ (i.e. the mind of a medic with manic-depressive illness) by provid-
ing them with an insight into the subjective experience of Knight’s Move 
Thinking in the context of an artistic temperament. He then re-enacts 
scenes from films (i.e. Pulp Fiction, The Message, The Dark Knight, The Last 
of the Mohicans and Blade Runner) and recites passages from polymaths 
(Gerard de Nerval) and stanzas from romantic poets (Edgar Allen Poe).

AH has been fortunate enough to deliver TWH to over 50,000 people 
in 12 countries in five continents worldwide. TWH has also been inte-
grated into the medical school curriculum of four UK universities. 
Documentary makers from the London College of Communication at 
the University of the Arts in London also successfully secured funding 
from the Institute of Inner Vision to commission the production of the 
Wounded Healer film which is being submitted to film festivals world-
wide. Preliminary unpublished research has revealed that the Wounded 
Healer film is associated with immediate reductions in stigma variables.

 Background

Application forms for medical school invariably contain a ‘white space’ 
for prospective students to enter a personal statement about why they 
want to study medicine. A motif or recurrent theme of these statements, 
no doubt, is that prospective students want to ‘help people’ (whether 
applicants genuinely want to ‘help people’ or not is certainly disputable. 
Raymond Tallis, in the preface of his magnum opus Hippocratic Oaths: 
Medicine and Its Discontents, argues that ‘there are those who use the 
moral high ground as a platform for self-advancement’) (Tallis 2003).

Those who experience disease, inherited or acquired, are often in dis-
tress, and as healthcare professionals we are in the unique position to 
alleviate patients of their suffering with our knowledge, experience, 
expertise and empathy. There is a disparity of esteem, however, in the 
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policy and provision of mental and physical healthcare, and this not only 
influences the allocation of resources but also impacts perceptions of ill-
ness and disease (https://www.theguardian.com/society/2013/oct/23/
mental-health-bed-cuts-ashamed-nhs). People—healthcare professionals 
and the ‘layman’—perceive that mental health conditions are not ‘real 
diseases’ (Smith 2002) and as such those who experience them are not 
really suffering. Take, for instance, what the twentieth-century multi- 
award- winning American novelist and essayist William Styron had to say 
in his poignant autobiographical narrative Darkness Visible about his 
first-hand experience with depressive illness:

When I was first aware that I had been laid low by the disease, I felt the need, 
among other things, to register a strong protest against the word “depression”. 
Depression, most people know, used to be termed “melancholia,” a word 
which… crops up more than once in Chaucer, who in his usage seemed to be 
aware of its pathological nuances. “Melancholia” would still appear to be a far 
more apt and evocative word for the blacker forms of the disorder, but it was 
usurped by a noun with blank tonality and lacking any magisterial presence, 
used indifferently to describe an economic decline or a rut in the ground, a true 
wimp of a word for such a major illness. … Told that someone has evolved a 
storm – a veritable howling tempest in the brain, which is indeed what clinical 
depression resembles like nothing else – even the uniformed layman might dis-
play sympathy rather than the standard reaction that “depression” evokes some-
thing akin to “So what” or “You’ll pull out of it” or “We all have had bad 
days”. (Styron 2004)

In this compelling excerpt, Styron movingly and evocatively describes, 
through the medium and the power of the written word, the flaws of 
reductionism by intimating that the term ‘depression’ can deprive peo-
ple who experience this condition the validation that they warrant from 
genuine suffering. Styron’s authoritative account commands the atten-
tion of all those who stake a claim in wanting to better understand the 
subjective experience of depressive illness by providing a precious quali-
tative insight into this condition. Succinctly put, those who experience 
mental illness suffer in the same way (if not more since they must fight 
a crippling battle on two fronts: dealing with the debilitating symptoms 
of the mental illness itself and enduring the egregious effects of stigma 
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and discrimination that invariably ensue) as those who experience 
 physical illness do and as such are just as deserving of the empathy we 
unreservedly give to the latter (https://www.time-to-change.org.uk/
blog/trishas-story).

We, the authors, argue that working in mental health provides people 
with the opportunity to help those who are in distress and to alleviate them 
of their suffering. In a vivacious interview with the President of the World 
Psychiatric Association, the ever-effervescent Dinesh Bhugra discusses and 
describes why he decided to become a psychiatrist. Bhugra emphatically 
exclaims that an orthopaedic surgeon would preoccupy himself or herself 
with mending broken bones, which never appealed to him (in fact he stated 
this preoccupation was rather dull). But as a psychiatrist you heal broken 
minds and broken hearts, and there is no other medical specialty that could 
be more thrilling, rewarding and challenging than that (Hankir 2014).

But how do we help and serve the most vulnerable people in our soci-
ety, namely, those who are under psychological distress? In a scintillating 
interview article for The Lancet Psychiatry with mental health systems 
expert Graham Thornicroft, he authoritatively asserts that the design, 
development and delivery of mental health services should be service 
user/consumer led (Langford and Thornicroft 2014). Indeed, Patrick 
Corrigan, an authority on mental health stigma, conducted a systematic 
review and meta-analysis of 13 randomised controlled trials on challeng-
ing public stigma and revealed that social contact with someone who has 
first-hand experience of mental illness is the most effective way of reduc-
ing public stigma (Corrigan et al. 2012). In other words, it’s the people 
who have experienced psychological distress who have the power to reduce the 
stigma associated with it. Corrigan issues a clarion call to psychiatrists aloft 
in their ivory towers proclaiming that consumers are ‘experts by experi-
ence’ and as such they should operate at the vanguard of any campaign to 
challenge mental health stigma and that psychiatrists need to take a back 
seat. This, of course, is a bitter pill to swallow for some psychiatrists who 
enjoy the prestige and authority that their profession confers upon them, 
and to relinquish that power requires humility, a virtue that mental 
healthcare professionals tend to lack according to service users.

People with mental illness are suffering and are among the most vul-
nerable in our societies. If you genuinely want to be of service to human-
kind and humanity, choose a career in psychiatry or mental healthcare 
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(Hankir and Zaman 2015). If you sincerely desire to help those who are 
under psychological distress, you must recognise and respect that service 
users/consumers/patients/experts by experience can play a critical role in 
the design, development and delivery of mental healthcare services. To 
guide our approach to the policy and provision of mental healthcare, we 
must show humility and earnestness and turn to the patients for advice 
on how best to assess, treat and support them.

 The Stigma Attached to Mental Illness

People under psychological distress fear being labelled as ‘mad’ or being 
viewed as a person who has ‘lost his or her mind’. As such, they may 
mount a fierce resistance against receiving a diagnosis of mental illness. 
Diagnoses such as schizophrenia and bipolar affective disorder are loaded 
with psychopathological connotations which can have far-reaching effects 
(i.e. it is an established fact that employers are far less likely to recruit 
someone with a history of mental illness. Moreover, landlords often deny 
tenancy to a person who suffers from psychopathology. Homelessness 
and unemployment have both been identified as social determinants for 
physical and mental ill health) (Corrigan et al. 2003).

Terms such as ‘auditory hallucinations’ exude stigmatising nuances. 
Eleanor Longden, an academic affiliated with the Psychosis Research 
Unit at Manchester University, the UK, has first-hand experience of psy-
chosis. She eventually graduated top of the country in psychology for 
both her bachelor’s and master’s degrees, and this remarkable achieve-
ment should contribute to debunking the myth that people who experi-
ence an ‘enduring’ mental illness will never recover or succeed in life. Her 
TED talk, ‘Learning from the Voices in My Head’, is consciousness rais-
ing. She dissects and dismantles psychiatric constructs with her eloquence 
and erudition. Moreover, she is reluctant to use stigmatising terms such 
as ‘auditory hallucinations’ and prefers ‘hearing voices’ since the latter is 
more descriptive and less likely to be construed as pejorative. Eleanor 
vociferously argues that if an individual is (1) not under distress, (2) has 
insight and (3) is not experiencing any impairment in functioning other 
than hearing voices, he should not be perceived as pathological or prob-
lematic (Longden 2013).
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In a recent study, Ellison et al. (2015) explored the effect of renaming 
mental disorders in order to reduce iatrogenic stigmatisation: bipolar dis-
order was perceived with less fear and social distance than the term ‘manic 
depression’, in much the same way that integration disorder (rather than 
‘schizophrenia’) was associated with a pronounced endorsement of a bio-
psychosocial cause coupled with a reduction in dangerousness.

As enumerated above, people experiencing mental illness often lack 
insight and are in denial. It should come as no surprise then that psychia-
trists encounter resistance when they want to initiate a patient on psychotro-
pic medication. The patient might perceive adhering to such treatment as 
conceding that they are ‘mad’ or that they have ‘lost their mind’. Psychotropic 
medication also has adverse side effects such as weight gain, hyper-prolacti-
naemia, troublesome extrapyramidal side effects, sedation and fatal agranu-
locytosis to name but a few. People on psychotropic medication do not 
necessarily respond well to treatment and can remain symptomatic (Cuijpers 
et al. 2014). There is a culture of prescribing pills to treat mental illness 
which is discussed and described below in the following section.

Kinderman (2017) purports, ‘Mental health problems are fundamen-
tally social and psychosocial issues … replace diagnosis with straightfor-
ward descriptions of our problems, radically reduce use of medication, 
and use it pragmatically rather than presenting it as a cure…instead, we 
need to understand how each of us has learned to make sense of the 
world, and tailor help to our unique and complex needs.’

 Overprescribing of Psychotropic Drugs to Treat 
Psychological Problems

The prescribing of mind-altering chemicals is both widespread practice 
(one in five adults in the USA is now taking at least one psychotropic 
medication) and big business (Americans spent more than $34 billion on 
drugs for their mental health issues in 2010 alone) (http://www.apa.org/
monitor/2012/06/prescribing.aspx).

However, although psychopharmacology has been hailed as ‘one of the 
success stories of modern psychiatry’ (Datta 2009), the American 
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Psychological Association and other reputable organisations have 
expressed deep concerns that many people with mental health issues are 
being inappropriately prescribed psychotropic drugs. Indeed, according 
to a study conducted by the Centers for Disease Control and Prevention 
(CDC), patients often receive psychotropic medications without ever 
being evaluated by a mental health professional (http://www.apa.org/
monitor/2012/06/prescribing.aspx).

There are multiple theories that have been postulated that attempt to 
fathom and explain the culture of prescribing psychiatric drugs. Helman 
proposed that the use of psychotropic drugs is ‘embedded in a matrix of 
social values and expectations’ (Helman 2001). Kirkcaldy and colleagues 
conjecture that ‘[i]n many Western industrialised societies, “chemical 
coping” (Pellegrino 1976) and chemical comforters—including tobacco, 
alcohol, vitamins, marijuana and psychotropic drugs—are consumed to 
enhance one’s emotional state and social relationships and, as such, form 
a method for dealing with the vicissitudes of daily living’ (Kirkcaldy 
et al. 2011).

The anti-psychiatry movement and other organisations and individu-
als have not been reticent about their sentiments towards pharmacother-
apy. ‘Psychiatric drugs do more harm than good,’ proclaimed Peter 
Gøtzsche, professor and director of The Nordic Cochrane Centre in 
Denmark. In a British Medical Journal debate, Gøtzsche attempts to sub-
stantiate his controversial claim by reporting that ‘more than half a mil-
lion people over the age of 65 die because of the use of psychiatric drugs every 
year in the western world’ (Gøtzsche et al. 2015).

Gøtzsche is not alone when it comes to being sceptical about the ‘pop-
ping of pills’ as the most appropriate treatment option for people with 
mental health problems. After reviewing the published literature, the 
National Health Service in England adopted cognitive behavioural ther-
apy as a first-line treatment for mild and moderate depression because the 
risk-benefit ratio is, to quote, ‘poor’ for antidepressants (http://www.apa.
org/monitor/2012/06/prescribing.aspx).

It was perhaps timely, then, that the President of the World Psychiatric 
Association Professor Dinesh Bhugra and colleagues collectively issued 
the clarion call that ‘[t]he mental health of the nation was unlikely to 
be improved by treatment with psychotropic medication alone’ after 
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conducting a large-scale (n = 25,522) national study on psychiatric 
morbidity in Great Britain (Brugha et al. 2004).

US-based psychiatrist Vivek Datta passionately states in his article 
entitled ‘Neurohawks fight back’ (also, to their credit, published in the 
British Journal of Psychiatry) that ‘research on psychopharmacology is 
extremely expensive and may be occurring at the cost of social, epidemio-
logical and psychological research for which it is increasingly difficult to 
secure funding… such research has created evidenced-based interven-
tions for mental illness. For example, the finding that high expressed 
emotion in families is associated with greater relapse in schizophrenia led 
to the development of family intervention (Kuipers et al. 2002)’ (Datta 
2009).

Lest there be any ambiguity about our position, we, the authors, would 
like to make it explicitly clear that we do not advocate a ‘dichotomous’ 
approach to treating and managing mental illness (indeed, we are ardent 
supporters of a ‘personalised’ approach to mental healthcare). We are 
merely stating that ‘one size does not fit all’. There is evidence in favour 
of both pharmacotherapy and psychosocial interventions in the treat-
ment of mental illness, and what works for one condition might not 
necessarily work for another. Indeed, most often the best evidence points 
to the combining of medications with psychosocial interventions.

In a recent study, Cuijpers and co-workers reported that ‘[t]he differ-
ences in effects between psychotherapy and antidepressant medication 
were small to non-existent for major depression, panic disorder and 
Seasonal Affective Disorder. We also found evidence that  pharmacotherapy 
was significantly more efficacious in dysthymia, and that psychotherapy 
was significantly more efficacious in Obsessive Compulsive Disorder’ 
(Cuijpers et al. 2014).

The advancement in neuroimaging techniques has contributed to the 
‘biologisation’ of psychiatry and possibly has fostered a disproportionate 
amount of attention and resource allocation to psychotropic medication 
for research on the treatment of mental illnesses. Indeed, there has been 
significant decline to non-existent provision of arts and dramatherapy in 
mental health units across the UK. We argue that arts-based therapies can 
act in synergy with psychiatric medications and should, at the very least, 
be held with higher regard than it currently is. The performing arts, under 
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which dramatherapy falls under, possesses an extraordinary power. The 
following section provides a brief overview of dramatherapy and closely 
aligned narrative and expressive writing as adjuncts to effective therapeu-
tic change.

 A Brief Overview of Dramatherapy

In the aftermath of September 11th, I witnessed the enormous benefits of these 
modalities [creative arts therapies] in helping people to express their emotions 
and have seen Capitol Hill exhibits illustrating the meaningful gains through 
artistic process. (Hillary Rodham Clinton) (http://www.nadta.org/what-is-
drama-therapy.html)

Before we offer a contemporary definition of dramatherapy, we will go 
further back in time to antiquity to trace the origin of this ‘artform’. 
Drama (‘action’) and therapy (‘service, healing’) are both words of Greek 
etymology. It should come as no surprise, then, that descriptions of 
drama and its power to heal are replete in Greek mythology.

Considered as a genre of poetry in general, the dramatic mode has 
been contrasted with the epic and the lyrical modes ever since Aristotle’s 
Poetics (c. 335 BCE)—the earliest work of dramatic theory (Destrée 
2016).

 Definition of Dramatherapy

The North American Drama Therapy Association (NADTA) was incor-
porated in 1979 to establish and uphold rigorous standards of professional 
competence for drama therapists. NADTA defines dramatherapy as:

the systematic and intentional use of drama/theatre processes and products to 
achieve the therapeutic goals of symptom relief, emotional and physical integra-
tion, and personal growth. Drama therapy is an active, experiential approach 
that facilitates the client’s ability to tell his/her story, solve problems, set goals, 
express feelings appropriately, achieve catharsis, extend the depth and breadth of 
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inner experience, improve interpersonal skills and relationships, and strengthen 
the ability to perform personal life roles while increasing flexibility between 
roles…. Participants can expand their repertoire of dramatic roles to find that 
their own life roles have been strengthened. (http://www.nadta.org/what-is-
drama-therapy.html)

The two masks associated with drama are symbols of the ancient Greek 
muses, Thalia and Melpomene. Thalia was the muse of comedy (the laugh-
ing face), whilst Melpomene was the muse of tragedy (the weeping face).

Participants benefiting from dramatherapy span the life spectrum. 
Client populations may include persons recovering from addiction, dys-
functional families, developmentally disabled persons, abuse survivors, 
prison inmates, homeless persons, people with AIDS, older adults, at-risk 
youth and the general public (http://www.nadta.org/what-is-drama-ther-
apy/faq.html).

 Research on Dramatherapy

A review of the relationship between art and healing (Stuckey and Nobel 
2010) suggests a belief that ‘creative expression can make a powerful con-
tribution to the healing process has been embraced in many different 
cultures. Throughout recorded history, people used pictures, stories, 
chants as healing rituals … much philosophical and anecdotal discussion 
about the benefits of arts and healing, but less empirical research’. They 
go on to review the field and conclude ‘despite methodological and other 
limitations, the studies … appear to indicate that creative engagement 
can decrease anxiety, stress and mood disturbances … does not contradict 
the medical view in bringing emotional, somatic, artistic and spiritual 
dimensions to learning. Rather it complements the biomedical view by 
focusing on not only sickness and symptoms themselves but the holistic 
nature of the person’ (p. 263).

Sajnani (2014) in an interview of theatre and trauma claimed ‘tremen-
dous pressure to redefine what we do in the language of dominant para-
digms: instead of building creativity and spontaneity, we are engaged in 
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resilience enhancement; instead of physicality, we are doing stress man-
agement; instead of dramatic enactment, we are employing imaginal 
exposure; instead of embodied, exuberant play, we are improving attach-
ment; instead of witnessing and re-storying we are applying cognitive 
restructuring’.

There are several areas in which dramatherapy has proven particularly 
useful. For example, in the treatment of domestic violence. Jennifer Kirk 
(2015) implemented a multimodal model of dramatherapy which com-
bined drama with art, movement and music. This approach to the arts 
therapies is also known as an ‘integrated arts approach’ involving two or 
more expressive therapies to cultivate awareness, emotional growth and 
improved relationship to self and other (Kirk 2015). The results revealed 
significant positive changes in a subset of CORE system scores: for these 
women, dramatherapy was more effective in reducing psychological dis-
tress than key worker sessions.

Kipper and Ritchie (2003) conducted a meta-analysis of 25 experi-
mental design studies examining the effectiveness of ‘psychodrama’ tech-
niques and concluded, ‘Observers of psychodrama have been torn 
between the favourable clinical impression of the method … and the 
absence of empirical validation for its multifarious interventions.’ Overall, 
there was a large effect size improvement of the same or better order of 
magnitude to group psychotherapy. They tried to identify which specific 
facets of therapy (‘role reversal, doubling, and role playing enactment, 
singularly or together’) could add to the therapeutic endeavour.

Daykin et al. (2008) offered a systematic review of research findings in 
the decade 1994–2004 on the impact of performing arts on health among 
adolescents (focusing on drama intervention and performance), for 
example, obesity, coronary heart disease and sexual health. They searched 
through 17 electronic databases filtering 3670 articles, of which 104 met 
the criteria. The strongest finding was the influence of drama on peer 
interaction and social skills. Favourable changes in behaviour among at- 
risk adolescents and enhancement of social skills, for example, self- 
confidence and cooperation, improved sexual knowledge and shifts in 
attitudes associated with availability and access to contraception and 
increased resistance to drug usage.
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Dramatherapy focuses on the importance of contact and connection, 
and is less based on cognitive ability, making it particularly appropriate 
for the dementia sufferer. Mechaeil and colleagues conducted a small- 
scale, quantitative study to explore the effects of dramatherapy on older 
people suffering from dementia. Positive therapeutic effects were first 
observed in the evaluations examining the pre- to post-therapy differ-
ences. Dramatherapy influence was greatest on levels of attention and 
engagement. Additionally, it was more pronounced in the last stage of 
therapy, comprising sessions 9–13. A similar pattern was evident on all 
other factors, in which scores on the final stages of therapy reflected better 
performance in individuals assigned to dramatherapy. However, the study 
did reveal that for the factors of happiness and social contact, the sus-
tained effects were in favour of the control group (Mechaeil et al. 2010).

Overall, as Blank (2010) argued, dramatherapy is often a chance to 
change one’s life narrative using diverse modalities such as visual arts, 
music, poetry and dance and movement. It employs techniques encom-
passing improvisation, storytelling, theatre games and enactment. ‘It pro-
vides a context for participants to tell their stories, set goals, solve 
problems, express feelings, or achieve catharsis.’

Feldman et  al. (2010) commented, ‘[S]ocial-emotional education, 
spearheaded by Daniel Goleman (1995) have been instrumental in 
increasing awareness of the important link between social emotional 
functioning and academic achievement … social-emotional education 
seems to share quite a few goals with drama therapy, such as building 
 self- awareness, developing social awareness, and relationship skills, 
improving self-management, fostering responsible decision-making 
skills, developing the capacity for empathy and effecting behaviour 
changes’ (p. 286).

Some would argue that there lacks a sound theoretical underpinning 
for dramatherapy, and Frydman (2016) commented, ‘[S]cope of drama 
therapy stands to benefit from a continued and critical dialogue with 
neuroscientific subfields (cognitive affective, developmental, behavioural, 
neuropsychological, etc) … provides a structural basis for the link 
between drama therapy and neuropsychology, by enlisting role theory 
and executive functioning as cooperative and interchangeable frame-
works’ (p. 41).
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 Therapeutic Effect of Writing

Furnham (2013) in a short article examined whether ‘scribbling may be 
better than therapy’ and claimed, ‘This is much more than simply trying 
to write pretty sentences. It is about singling out experiences, events and 
people that contributed to one’s life. Seeing cause and effect, understand-
ing psychological processes can significantly increase self-understanding. 
Suddenly things become apparent: patterns observed, explanations obvi-
ous. Writing is also often redemptive. And it helps because nearly always 
it involves some commitment to change.’

Perhaps one of the key figures in inaugurating therapeutic writing was 
the Jungian psychotherapist Ira Progroff, who used writing exercises to 
enable individuals to facilitate self-growth and development. He sug-
gested that it increased awareness on diverse aspects of life, promoted 
connection with the person’s real self, and aided in the development of a 
more meaningful self (cf. www.intensivejournal.org).

Almost a decade earlier, George Kelly (1955) had introduced the con-
cept of a self-disclosure technique, ‘self-characterisation’, which entailed 
writing a character sketch of oneself in the third person as if representing 
the principal character in a theatre play, and as if he is actually experienc-
ing some form of stress in his current life phase. It was underlined that 
they should write as if it had been written by a sympathetic and 
 compassionate friend. Kelly was focused on taking an ‘inner outlook’ that 
basically was an attempt to capture the language and meaning (con-
structs) that an individual uses—a non-invasive approach—and thus 
took a view opposed to the prevalent scientific methodology and diag-
nostic terminology which remain so pervasive today.

In the article ‘Key themes in the study of therapeutic uses of storytell-
ing’, Ingemark (2013) suggests that ‘[t]he most basic proposition—
ground zero, so to speak—is that the verbalisation of experience is in 
itself therapeutic’. And then goes on to cite some of the pioneer work of 
expressive writing by James Pennebaker: 

[A]ct of disclosing trauma is seen to have beneficial effects, in the form of 
both health benefits and peace of mind. Inhibiting memories and thoughts 
of the trauma requires a mental effort that affects the body as well, and 
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disclosing them releases this tension, resulting in greater health: blood pres-
sure and heart rate drops, and immune function is improved (Pennebaker 
1997, pp.  30–56). Writing also imposes structure on our thoughts and 
experiences … elaborating on the same event repeatedly contributes to the 
organisation of the experience into a coherent narrative; the writing focuses 
on the most salient features of the trauma, which are crystallised and con-
templated in the narrative.

In a book entitled The Therapeutic Potential of Creative Writing, Gillian 
Bolton (2013) asserts, ‘[W]riting is different from thinking or talking … 
act of writing creates and object to which the writer can relate tangibly, 
visually and aurally. The writing is seen, it can be heard, it can be touched 
on the page – framed, filed with care, screwed up in a ball, or burnt. And 
this tangibility lasts over time, to be re-experienced in different frames of 
mind, different stages of life’ (pp. 213–214).

Michael White (2005) in his innovative model of narrative therapy 
asserted that the person is not the problem; rather the ‘problem is the 
problem itself ’ and proposed the concept of ‘externalising the problem’, 
as the most effective way of dealing with the problem leading us to learn 
to re-author the problem. This involves generating stories and metaphors 
to perceive from a different perspective. In this way more value is placed 
on the personal history (underlining personal resources, strength and 
social networks) rather than the therapist. He would focus on cues coun-
tering the deficit-oriented (‘problem-saturated’) stories, oppressive stories 
that dominate our lives. The aim would be to generate liberating stories, 
offering space and novel avenues for ‘alternative stories’.

In a tribute to White’s contribution, van Wyk (2017) summarised,

The narrative therapist would regard psychiatric illnesses as problems out-
side individuals, who have to learn to cope with these problems and create 
alternative landscapes of action in which they can function against the 
problem, not as part of the problem. Unlike the medical psychiatrist, the 
narrative therapist would take the stance of a nonexpert, in a not- knowing 
fashion, so that the client is the expert and not the therapist (Anderson 
and Goolishian 1992; Semmler and Williams 2000). … approach would 
aim at deconstructing the limiting boundaries enforced by definitions of 
psychiatric illnesses, building a rich description that functions against the 
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general notions of diagnosed psychiatric illnesses. The re-construction 
defeats problem-saturated stories that entrap individuals, re-storying them 
into alternative richer stories. (White 1989)

Anderson (personal communication 2015) does not identify her work 
as narrative therapy, but her approach as collaborative dialogue, focussing 
on a specific kind of relationship and conversation that invites possibili-
ties for newness in meaning and understanding. The distinction is the 
focus on therapist and client as conversational partners who are in a more 
rather than less equitable relationship. Together, they jointly create the 
imagined destination and the paths to reach it. The journey is filled with 
uncertainty and unpredictability; however, once the destination is reached, 
it is one with relevance and usefulness for the client because of their par-
ticipation in creating it. In other words, it is not a therapist led process. 
With regard to listening, it is not listening in the usual sense as it is referred 
to in psychological literature but a responsive listening in which profes-
sional responses—for example, questions and comments—are informed 
by a client’s story and maintaining coherence with the client’s story. It is a 
listening to try and understand as best as one can, a client’s reality, what a 
client wants the professional to understand. Therefore, understanding 
from a client’s sense-making map/logic rather than from a professional.

These ideas challenge the professional model, an issue addressed by 
Mattingly (1998) underlining that ‘[n]arrative studies of patient-doctor 
communication have addressed power through examination of a 
 subordinate (patient) voice which is in contest with a prevailing and pow-
erful medical voice. Analysis of interchanges between doctors and their 
patients often show patient narratives as neglected or re-organised 
through the doctor’s “medicalising” discussion … (doctor talk) … gains 
its perlocutionary power precisely through a set of discursive moves which 
suppress personal narrative, such as adoption of the passive voice and 
consequent elimination of agency’ (p. 12).

Consistent with these ideas, Anderson and Goolishian (2002) sug-
gest abandoning paradigmatic models that evaluate a client’s experi-
ence compared to a concept of normality, rather familiarising ourselves 
with the ‘expertise report’ of the afflicted individual to gain an ‘insight’ 
into the client’s perception (‘listening’ as opposed to ‘diagnostic for-
mulation’), that is, client’s hypotheses as opposed to ‘professional 
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hypotheses’. Hence the role of collaborative therapist (‘not-knowing 
and client-as-expert’), with ‘therapist’s expertise is in creating a space 
for and facilitating a process for collaborative relationships and dia-
logical conversations’. The generative process is more like a process of 
‘transformation’ rather than ‘change’, ‘call(ing) our attention to and 
not lose sight that the client has a wealth of expertise on his or her own 
life’, and further ‘caution us to not value, privilege and worship the 
expertise of the therapist as a better knower of the client’s life and how 
it should be lived than the client does’.

 Practical Tips for Mental Health Practitioners

• Mental health practitioners must take the time to listen to their 
patients with empathy, earnestness and humility and explore the suf-
fering behind a symptom.

• Narratives from people who have first-hand experience of psychologi-
cal distress offer precious qualitative insights into these conditions. 
Reading these narratives may increase empathy towards people with 
mental health problems.

• Getting to apply expressive writing techniques—‘Making room for 
and giving the client the choice to tell their story in their manner and 
at their pace … (and) being genuinely interested and curious about the 
client’s story’ (Anderson 2009, 2015).

• Use techniques offered by Pennebaker of getting clients to write for 
four consecutive days, for a fixed period of 15 minutes about the prob-
lem that brought them into therapy.

• Wherever and whenever possible, service providers must work in part-
nership with service users to formulate a management plan that is 
‘patient centred’ and ‘evidence based’.

• Healthcare professionals are a common source of stigma reported by 
people with mental illness. Mental health stigma is like mental illness 
in the sense that those who suffer from these ‘conditions’ often lack 
insight and are in denial. Healthcare professionals must be honest with 
themselves and question if they are a possible source of stigma, and if 
so challenge it.
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• Social contact with people with mental health problems is the most 
effective way of reducing stigma.

• Mental health practitioners must be careful when communicating 
with patients and refrain from using terms that patients may construe 
as stigmatising, that is, ‘schizophrenic’, ‘bipolar’, ‘auditory hallucina-
tions’. Whenever and wherever possible use descriptive language 
instead, that is, ‘hearing voices’ , ‘oscillations in mood’.

• Health professionals should advocate a personalised approach to 
healthcare. ‘One size does not fit all’.

• Drugs can have troublesome adverse effects, and patients often resist 
being started on medication for their mental health.

• Psychotropic medication is overprescribed in the management of men-
tal health problems. Mental health practitioners with prescribing pow-
ers should consider all treatment options available before initiating a 
patient on medication.

• Dramatherapy, which falls under the remit of art therapy, has been 
defined as the systematic and intentional use of drama/theatre processes 
and products to achieve the therapeutic goals of symptom relief, emotional 
and physical integration, and personal growth.

• A growing body of evidence is lending support to the use of drama-
therapy as an adjunct for treating mental health problems such as 
dementia. Mental health providers should discuss these treatment 
options with their patients and educate them about their potential 
merits and drawbacks.

• Mental health practitioners should offer support and advice to people 
who must make the difficult decision between concealment and dis-
closure about their mental illness.

• Service users have also been described as ‘experts by experience’, and 
there are case studies of people who have first-hand experience of psy-
chological distress who have been energised to campaign against the 
stigma attached to mental health problems.

Acknowledgement Thanks go to the personal communication and comments 
from Harlene Anderson.
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Theater and Psychology: A Symbiotic 

Relationship

Jeff Zinn

 Personal Interest in Theater and Psychology

There seems to be a real affinity between the worlds of psychology and the 
theater. Each uses the other as a lens through which to better understand 
its own core concerns. Jargon from each realm is borrowed by the other 
and freely used to explain core principles. Actors delve deep into the psy-
chological history of a character to discern motivations. Psychologists 
speak in terms of roles adopted and employed. Role-playing is a common 
therapeutic device. While I had, as a young actor and director, routinely 
explored the psychology of characters in plays and employed the com-
mon vocabulary noted above, it was not until I went looking for clues to 
a character in an Ionesco play I was directing that I found myself intensely 
engaged in a new line of inquiry, one that led directly to people like Irvin 
Yalom, Sheldon Solomon, and, above all, Ernest Becker. When I thought 
I might begin to write about the new connections I was making between 
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my own field—the theater—and the unfamiliar universe of psychological 
theory, I briefly considered going back to school to get a second degree. 
How, I wondered, could I write intelligently about something I knew 
relatively so little about? In the end, I decided not to go down that par-
ticular academic wormhole and instead settled for a more informal, if not 
less rigorous, course of self-study.

One of the major figures I encountered along the way was sociologist 
Ervin Goffman. In his exhaustive study of everyday human interaction, 
The Presentation of Self in Everyday Life, Goffman (1959) leaned heavily 
on the metaphor of performance. In the preface he states, “[T]he per-
spective employed in this report is that of the theatrical performance; the 
principles derived are dramaturgical ones.” He goes on to speak of the 
individual “sustaining his performance” and maintaining “belief in the 
part one is playing.” He makes careful distinctions between persons who 
genuinely believe in their performances and those who “put on a show” 
for reasons both cynical and altruistic. The overriding message of 
Goffman’s work is that the ordinary transactions that dominate everyday 
life are freighted with psychological significance. We care about what 
other people think of us.

This insight became a key element in my own attempt to arrive at a 
workable toolbox of techniques for directors, playwrights, and actors 
whose job it is to create, interpret, and/or reveal character in an accurate 
and truthful way. In my book, The Existential Actor: Life and Death, 
Onstage and Off, I named that element transaction, and it functions in a 
way that supports, and is supported by, three other essential elements: 
action, shape, and surrender.

I arrived at these four elements after a process of exploring the path of 
my theatrical forebears who all struggled with unraveling just what it is 
we do as actors and what it is we are doing when we do it well. Some of 
the early attempts at this—and when I say early I mean starting 4000 or 
so years ago—resulted in huge compendiums of “how-to’s” such as that 
produced by the Egyptians and Indians to codify their theatrical religious 
rituals. Two thousand four hundred years ago, Aristotle set down his 
Poetics, which outlined more than a dozen essential elements whose purest 
execution might result in great drama. He was trying to figure out what 
had worked so well in the tragedies of Aristophanes, Socrates, and 
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Euripides, whose great works were already hundreds of years old and 
holding up very well, thank you. He distilled that dozen to six even more 
essential: plot, character, action, song, theme, and spectacle. Right there 
in second position—character—we find Aristotle, perhaps for the very 
first time, joining the worlds of theater and psychology. His protégé, 
Theophrastus, homed in on that element and teased out over 30 essential 
types (now referred to as “stock characters”). Much later, in France and 
Italy just following the Middle Ages, character/shape was still front and 
center in the theater in the form of commedia dell’arte’s dozen or so 
archetypes. In fact, it would not be until Shakespeare arrived (at least 
according to Harold Bloom) that “the human”—that is, a rendering of 
complex characters that transcended archetypal shapes such as the captain, 
the lover, the professor, and so on—was born in dramatic literature.

Once dramatists began creating complex characters—Shakespeare, 
yes, but not again really until Strindberg, Ibsen, and Chekhov—the 
search for truth and authenticity in character led theater practitioners in 
all realms digging through the trunks of the then nascent field of psy-
chology for ideas, theories, and techniques. Even Aristotle relied upon 
the psychological theory of his day. The humours provided straightfor-
ward psychological underpinnings for various characters who were vari-
ously sanguine, choleric, melancholic, or phlegmatic. But a theory that 
simplistic would not be sufficient to handle the inner workings of a 
Hedda Gabler.

The theorists of the new modern theatrical age realized that the old 
shape dominated approach to portraying character, where actors were not 
called upon to do more than present an external form (buttressed by a 
singular “psychological” adjective such as “choleric”) and declaim their 
lines, would no longer do. Techniques were needed to call forth authentic 
human emotion on stage. Of course, in life such emotions are triggered 
freely in response to events and experience. But how to harness it in order 
to bring it forth on cue, under artificial circumstances? That’s when we 
start looking over the shoulders of the psychologists to see what they are 
up to and if there are any useful tips and tricks we might steal.

Around 1800 a theory of brain structure, first called organology and 
later phrenology, was developed by the German physician Franz Joseph 
Gall and became a cultural phenomenon. We can guess that actors of the 
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time were gossiping about it in the dressing rooms. Gall argued that the 
brain is divided into a large number of functional organs, each responsi-
ble for particular human mental abilities and dispositions: hope, love, 
spirituality, greed, language, the ability to detect the size, form, and color 
of objects, and so on. Almost 100 years later Stanislavski would incorpo-
rate into his system the “affective memory” experiments of French psy-
chologist Théodule-Armand Ribot. Rebranding it emotional memory, 
Stanislavski hoped to offer a scientific basis for unlocking the secrets of 
releasing authentic emotion onstage. Ribot found that stimulating the 
brain in specific places had the effect of triggering memories and eliciting 
emotions. Stanislavski seized on this promising experiment and surmised 
that if one could consciously “go into” the brain with directed thought, it 
might be possible to tease out those “emotional memories” and trigger 
authentic emotion on demand. To do so he devised “sense memory” and 
“affective memory” exercises. This capacity to both experience and release 
authentic emotion is what I have labeled surrender.

Armed now with centuries worth of tried-and-true shapes, and new 
scientific techniques for unlocking emotion, and in the context of a cul-
ture newly infatuated with “scientific” approaches and systems, the the-
ater world exploded with techniques and approaches laden with jargon 
and comprised of multiple technical elements. Stella Adler famously vis-
ited Stanislavski in Moscow and came away with a hand-drawn chart 
detailing over 50 distinct elements.

My own personal journey as a theater maker—first as an actor and 
later as director—led me to the conclusion that 50 distinct elements were 
too many to carry around in one’s head as one navigated the moment-to- 
moment experience of actually playing a part onstage or in front of a 
lens. Consider everything the actor has to carry around in his head as he 
steps out onto the stage: he’s waiting for his cue, the precise moment 
when he is to take that step pegged to a specific line or a subtle shift in 
lights, to music, or to a sound effect. Memorized lines must now be spo-
ken in a particular way, conveying meaning and character. Weeks of 
rehearsal have imbued those lines with subtext, the meaning under the 
meaning. There is blocking, furniture to navigate around and onto. Then 
there are other actors with whom the actor interacts. What are those 
relationships?
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All of this is within the world of the play, but underneath it, or perhaps 
just outside of it, is a relentless stream of information from the real world: 
“I’m in a theater. There’s an audience. Who’s in the audience? Why didn’t 
my scene partner say that line right? Oh no, she skipped a page. No she 
didn’t. I don’t feel good; I think I might be coming down with some-
thing. Focus. What’s my intention in the scene? Get back in the play. 
Remember to breathe…” and so on.

Somehow we do manage to absorb it all and still perform. The human 
capacity to hold vast quantities of information in memory and put that 
knowledge and insight to work on the fly is more than impressive. To put 
it into perspective, scientists in the field of artificial intelligence have 
found it enormously difficult to write code that would allow a robot to 
enter a room and improvise a route around unknown obstacles. After 
some of those experiments, they concluded, “Our systems are pathetic 
compared to biological systems” (Selman et al. 1996). Yet the actor lives 
with the gnawing feeling that she is not quite getting it, that perfection 
lies somewhere just beyond what she is achieving. We strive to live in the 
moment and to become the character. Then, when our own consciousness 
asserts itself in the scene (as it must, since we are not robots), we feel that 
we have failed.

James Rhodes (2013) describes similar challenges he faces as a concert 
pianist:

Playing 120,000 notes from memory in the right order with the right 
fingers, the right sound, the right pedaling while chatting about the com-
posers and pieces and knowing there are critics, recording devices, my 
mum, the ghosts of the past, all there watching and perhaps most crush-
ingly, the realization that I will never, ever give the perfect recital. It can 
only ever, with luck, hard work and a hefty dose of self-forgiveness, be 
‘good enough’.

How might we go about formulating a technique for doing “it” better? 
The impulse to organize experience is utterly human—the world is too 
big, too chaotic for us to take in all at once. We look for patterns and for 
systems that will allow us to make sense of it all. We look for a way to 
manage the terror that comes from overload.
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In Consilience: The Unity of Knowledge, Edmund O. Wilson (1999) 
talks about the importance of reduction to the scientific process: “… the 
breaking apart of nature into its natural constituents… reductionism is 
the primary and essential activity of science. It is the search strategy 
employed to find points of entry into otherwise impenetrably complex 
systems.” Should we use a reductionist approach to understanding some-
thing as complex as the theater? “Complexity is what interests scientists 
in the end, not simplicity. Reductionism is the way to understand it.” The 
same can be said for artists. The artist’s technique is the pathway toward 
that complexity. What then are the techniques that work? How can we 
successfully manage all the nuts and bolts of such a technique and some-
how deliver a performance that is effective, truthful, moving, and even 
transcendent?

Starting with the Greeks we see a succession of systems whose one 
unifying feature might be an acceptance that the actor’s task is too large, 
too complex to take in all at once. Some reduction is needed to focus the 
mind. If you are standing in the wings mentally bombarded with all the 
lines, cues, blocking, meanings, relationships, and so on, and with the 
added burden of self-doubt that comes from caring what others think—
your parents, the director, your peers—the response might well be total 
paralysis. A good strategy might be to identify a few key elements that 
can serve as focal points, centers of attention, guideposts.

As Stanislavski formulated his system, he was clearly influenced by an 
awareness of contemporaneous psychological theory and practice. Indeed, 
Freud’s theory, which emphasized the importance of the unconscious 
mind, was well established in the cultural zeitgeist by the time Stanislavski 
began formulating his own system. The 50 distinct elements of the 
Stanislavski system are neatly divided, with half of them labeled 
“Complete Internal/Inner Feeling” and the other half labeled “Complete 
External.” The “Internal” side of the chart includes elements such as 
imagination, emotional memory, feeling of truth, and fluid exchange of emo-
tion, as distinct from more shape-oriented elements on the right side of 
the chart, such as external tempo and rhythm, placement of voice, diction, 
and rules of speaking.

When the Stanislavski system migrated to America in the 1930s, it 
found a receptive audience in young firebrands like Harold Clurman, 
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Robert Lewis, Sanford Meisner, Elia Kazan, and Lee Strasberg—all 
members of the Group Theatre—who were already impatient with the 
calcified theatrical conventions of declamation and representation that 
were still the norm, and ready for a more realistic approach. But as they 
incorporated Stanislavski into their own theater labs, classes, and work-
shops, there was a natural impulse to simplify (as per E.O.  Wilson 
above) and focus on what they intuited might be the most essential ele-
ments to carry onstage. Bobby Lewis decided that intention—a sense of 
a clear object or goal in a given scene—was the most important and 
useful element. Meisner seized on Stanislavski’s “exchange of senti-
ments” to build an entire technique and school (the Neighborhood 
Playhouse) around careful connection and listening via his “repetition 
exercise.” Most famously, Lee Strasberg built his Actors Studio curricu-
lum upon the foundation of “emotional memory” employing “sense 
memory,” and many other exercises, to help actors get to the root of 
feeling and expressing truthful emotion.

As late as the 1970s, when I made my way to New York City after 
college and started taking acting classes, the ethos of the Group Theater 
espoused by Strasberg and Meisner was still dominant. There were cer-
tainly other emergent strains, in some cases influenced by non-Western 
theatrical practices and philosophies less driven by realism and an insis-
tence on “psychological truth.” Notably, theorists and practitioners such 
as Peter Brook, Robert Wilson, Elizabeth LeCompte, Mary Overlie, and 
Richard Foreman were all forming companies and producing more 
experimental work that played in opposition to the forms that domi-
nated, and still dominate, most work seen onstage and on screens of all 
sizes. These “downtown” artists—they tended to perform in lofts, 
churches, and other converted spaces below 14th Street—injected 
energy and excitement into the theater scene, but to my eye, there was a 
disconnect between the non-naturalistic, shape-driven approaches of the 
downtown artists and the naturalistic, “psychological” approach of the 
Actors Studio and Meisner-influenced mainstream. I wondered if there 
might be a way to unite the two worlds in a new paradigm that would 
somehow infuse the most extreme, non-naturalistic shapes with a sense 
of emotional truth.
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My journey as a scholar/practitioner eventually led me to the burgeoning 
field of terror management theory advanced by social psychologists Sheldon 
Solomon, Jeff Greenberg, and Tom Pyszczynski. Their experiments had 
been heavily influenced by Ernest Becker, whose main thesis, extolled in 
works such as The Birth of Meaning and The Denial of Death, was that 
human identity (character or shape) was built in response to the anxiety 
brought on by mortality salience—death awareness. This notion, that our 
culturally determined shapes provide a psychological buffer to protect us 
from the Kierkegaardian paralysis that might arise from death awareness, 
suggested to me a theoretical framework that might serve in the creation 
and interpretation of characters in the theater and other media.

One of the things that make us human is that we know we are alive. We 
are absolutely conscious of the fact that we exist. This awareness is literally 
awesome, exhilarating, and potentially joyous. But as Adam and Eve 
learned the hard way, knowledge is a bitter fruit. Cast out of Eden, their 
initial euphoria and sense of themselves as godlike creations of God are 
replaced by the understanding that they are nothing more than animals 
or, as Solomon and colleagues have put it, “…breathing, defecating, uri-
nating, vomiting, expectorating, perspiring, menstruating, ejaculating, 
exfoliating, postnasal dripping, pieces of meat, no more significant or 
enduring than cockroaches or cucumbers” (Solomon et al. 2003).

It was Kierkegaard who used the Eden myth to capture this tension in 
our natures. He observed that if we were either completely of the spirit or 
completely animal, we might live in blissful innocence. But because we 
are aware of our dual status as “godlike” creatures, we experience both joy 
and dread. The word Kierkegaard used was angst, usually translated as 
“anxiety,” but a more complete definition includes feelings of both anxi-
ety and exaltation. Simply being alive and fully feeling that aliveness can 
induce feelings of ecstasy, but as the temporary nature of our existence 
becomes salient, a sense of dread creeps in behind the exaltation.

Exactly when does the awful knowledge of our mortality assert itself? 
It is there in the cry of the baby—feed me, hold me, love me, or I’ll die. 
Then, if we are lucky and have someone who will feed us, hold us, love 
us, and protect us from whatever is awful, we are able to live awhile in the 
safe cocoon of young childhood. Eventually, though, we start asking and 
we are told: “Yes, things die. People die. Parents die. YOU will die, but 
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not for a long, long time.” Except that it is a lie. The hard truth about 
death is that it really can and does come at any time. So we lie. We lie to 
our children as we teach our children not to lie.

That we will not die is the vital lie that all cultures construct for them-
selves. It is at the center of huge edifices of belief and worldview that we 
inherit and in which we participate all our lives. These belief systems help 
us feel that we are not so vulnerable, not quite so mortal. They help us 
feel that we are at least symbolically, if not literally, immortal. We con-
struct these lies because the angst named by Kierkegaard is too intense for 
us to carry around in every moment.

No matter how well constructed the lies, there are times when the full 
awareness of our impossible status as mortal gods comes crashing down 
upon us. This awareness may intrude at times that are unexpected and 
unwelcome. There are also times when we deliberately seek it out. What 
does this have to do with the theater? Plenty. We go to the theater, we go 
to the movies, we read novels and watch TV, and we tell stories and lis-
ten to stories because we are, all of us, insatiably curious about us. We 
want to understand why we do what we do. We identify with characters. 
They are like us and they are not like us. They get into jams and they get 
out of jams.

When we go to the theater, we prefer the stakes onstage to be life and 
death even when the circumstances appear to be relatively low key. Why? 
Because if they are not, we lose interest. We turn away. Our own lives 
mostly lack drama, which is to say that the life-and-death struggle lurk-
ing in the background has been put safely out of view. Theater is most 
effective when it brings back into view that which we have conveniently 
blocked out: the inevitability of death. The theater is a place where we 
can temporarily break through the buffers and engage these hardest of 
truths head-on.

In the real world, death awareness can elicit a kind of stage fright. 
What if you believed—not just intellectually but viscerally—that just 
outside your door the chances were even that an anvil would drop from 
the sky, or a sniper would fire at you from a hidden vantage point, a car 
would run you down, a passing meteor would veer off course and smash 
into the earth, annihilating not just you but all of life? The result would 
be paralysis. Catatonia and agoraphobia are only the most extreme forms 
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of stage fright, a sense of being frozen in the wings that sometimes  renders 
us unable to step out onto the stages of our lives. Events like 9/11 and the 
Boston Marathon bombings remind us that these fears are real and only 
reinforce how vulnerable we are.

The solution, according to Ernest Becker and others, is to wrap our-
selves in layers of psychological armor. Culture provides that armor: a 
ready-made framework, a worldview complete with rules for how to 
walk, talk, dress, and behave. Biological factors are determinative, of 
course, and none of us chooses our parents or the complicated stew of 
genes and chromosomes that shape us. But once we have drawn the lot-
tery ticket that is handed out at birth, culture takes over with that “set of 
beliefs about the nature of reality people share in groups.” It is culture 
that reduces anxiety associated with the awareness of death by accom-
plishing two important functions: First, it lends meaning by providing us 
with answers to universal cosmological questions about the nature of 
life—answers that reassure us that the world we live in is a stable, orderly, 
meaningful place. Second, it allows us to feel that we ourselves are valu-
able people who play significant roles in that universe.

We can imagine how these culturally devised solutions might have 
begun: Casting ourselves back in time to the earliest moments of self- 
aware humanity, we can picture our ancestors tenuously perched in a 
rugged and inhospitable environment, gazing at the stars and confront-
ing the mysteries of their universe. It must have been discombobulating 
to exist in a harsh terrain confronted by the fact of a natural world capa-
ble of dispensing incredible bounty but also utter devastation and sudden 
death. They must have wondered:

 Where do we come from?
 What are we supposed to do while we are here?
 Where do we go after we die?

Today we may congratulate ourselves for knowing so much more than 
they did, for having so many answers whose truths would have been 
inconceivable to their primitive brains. Yet the answers to those basic 
questions allowed our forebears to feel that the universe was an orderly 
place with rules for living. Observing those rules conferred meaning and 
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acceptance. The questions still resonate because the answers devised by 
cultures are, even today, works in progress. Contemporary philosophers 
and psychologists still grapple with them. Martin Heidegger (2014) 
famously rephrased the first question as “Why are there beings at all 
instead of just nothing?” (p. 1).

We do not come up with answers to the three questions on our own. 
In fact, we do not really come up with anything on our own. We know 
that infants are aware of others even before they are aware of themselves 
(Rochat 2003). The construction of the human self is something that 
happens from the outside in. We only know what we know about our-
selves because of what we receive from the outside world. This simple 
idea of validation from others will take on huge importance when we 
start to explore transaction.

 The Three Questions

Every culture answers the first question, “where do we come from?” in its 
own way. “In the beginning God created the heavens and the earth.…” A 
quick Google of creation myths, however, returns a long list of fabulous 
tales from the Babylonian to the Yoruba:

• The Boshongo, a Bantu tribe, believe that “in the beginning, Bumba 
was all alone in the water. Then he got sick and vomited the sun, 
moon, stars and land….”

• The Yokut believe that life on earth began with a great flood, “…then 
out of the sky one day glided an enormous eagle with a black crow 
riding upon its back, searching for a place to light….”

• Greek myth begins with Chaos ruled by the goddess Eurynome. She 
mates with the wind to produce Earth and sky who themselves mate 
to create a race of Titans led by Cronus. Cronus devours his young to 
escape the prediction that he will be overthrown and replaced by a son, 
but the infant Zeus survives to fulfill the prophecy.

You and I may find these stories amusing. But who’s to say that one 
worldview—ours—is true and the others false? Does it even matter? 
Sheldon Solomon answers:
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Culture really has nothing to do with the truth. If anything, its function is 
to obscure the horrifying possibility that we live in a random and indeter-
minate universe in which the only certain outcome is death and destruc-
tion. (Lecture)

The answers to the second question, “What do we do while we are 
here?” are too numerous to be contained in a simple story told by the fire 
or in the opening chapter of a Bible. Those answers require libraries, 
museums, and educational, legal, and political institutions. They reside 
in endless catalogs of science, art, and law. Each culture generates its own 
versions of these things and communicates them to its members in a mil-
lion ways: parent to child, peer to peer, through educational systems, and 
through the media. Thousands of years before the birth of Christ, oral 
histories handed down through generations of lyric poets found their way 
into some of the first written narratives of Western culture. The Iliad and 
the Odyssey spelled out intricate codes of conduct, ways of being in the 
world. Buried inside those fabulous tales was almost everything one 
might need to know about how to behave in the realms of love, war, 
property, marriage, friendship, loyalty, and generosity, how to grieve 
death properly, and what constitutes heroism.

Within each culture exist subcultures that include separate religions, 
nations, political parties, “isms,” sports teams, and professions, each with 
their own rules and regulations, jargon, dress, and codes of behavior. All 
of them provide the individual with a blueprint for answering question 
number two: the question of what we are to do while we are here and 
even how we are to do it. Adherence to the code of any culture or subcul-
ture helps define success and failure and provides an essential sense of 
self-worth. These culturally determined codes of behavior, which include 
how we dress, how we dance, the languages we speak, the dialects and 
regional accents within those languages, are what go into the broad cat-
egory I call shape.

The third question, “What happens to us after we die?” goes to the 
very heart of this business of immortality. By and large, society confers 
either literal or symbolic immortality upon those members who conform 
to and abide by the roles and rules of those cultures. Literal immortality 
is promised by various religions, with different versions of life after death. 
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We may be tempted to relegate this notion of literal immortality to prim-
itive and/or prehistoric cultures until we consider that 74% of all 
Americans believe in an afterlife.

Literal belief in life after death requires “faith.” Symbolic immortality, 
however, is available to all and can be acquired through the works we do, 
especially creative works, which remain after we are gone. Builders of pyra-
mids, bridges, and skyscrapers derive satisfaction in knowing that their 
works will outlive them. Shakespeare, Leonardo, and Picasso are artists 
whose work, most would argue, will live forever. It is not only the pharaohs, 
architects, and master builders, however, who participate in symbolic 
immortality. Bricklayers, iron workers, carpenters, computer programmers, 
and anyone who fashions something out of nothing can derive a sense of 
satisfaction from the knowledge that their labors will outlive them. Consider 
the medieval church builders who did not finish their work in their life-
time. Symbolic immortality, a culturally devised solution to the certainty of 
our own death, is available—and essential—to us all.

 Heroism

In a very real way, all of us are actors—and heroes. Everyone is playing the 
leading role in the story of his or her own life, the heroic narrative in 
which each of us is the protagonist. The classical hero goes into battle, 
faces death, and survives. Compared with the exploits of, say, Achilles, 
simply surviving our day-to-day existence might seem an egregious lower-
ing of the heroism bar. Henry David Thoreau (2005) wrote, “Most men 
lead lives of quiet desperation,” which does not sound especially heroic. 
But all of us, even in our quietest shapes, are living heroically, or trying to. 
We must. Every day we get out of bed and we act. I do not mean that we 
put on a show or pretend anything. I mean that we take action. We do. 
According to Jean-Paul Sartre (1946), we only exist through what we do. 
He said, “There is no reality except in action. Man is nothing but the sum 
of his actions…. There is no love apart from the deeds of love; there is no 
genius other than that which is expressed in works of art.” The idea is 
ancient. Karma is the Sanskrit word for action. You are what you do. You 
become what you do. You are who you are because of what you have done.
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Another great modern philosopher, Louis C.K., has a great riff on action 
as character. In one of his bits, he talks about how when he is flying first 
class and a soldier comes onto the plane he imagines himself giving up his 
seat, but he never does. That does not prevent him from luxuriating, briefly, 
in the warm feeling of what a great guy he is for just having the thought. 
By poking fun at himself in this way, Louis reminds us that we are what we 
do, and if we don’t do anything, we are basically just jerks. Descartes had a 
different view: “I think therefore I am,” which makes us wonder if Descartes 
is the guy who manages to continue to believe what a great guy he is just 
for thinking that he might give up his first-class seat for a soldier. I’m defi-
nitely on the side of “I act therefore I am.” I vote for karma.

To act—and I mean this in every sense of the word—is to be heroic. 
When you thrust yourself into the open and take a stand, when you allow 
yourself to stick out, when you proclaim to the world that you have 
something to say and you are going to say it, you make yourself some-
thing of a target. You invite people to take shots at you—and they will. 
That is heroism. That is individuation.

The very powerful and necessary urge to individuate is something we 
all share, but we also have the equally powerful urge to disappear into the 
crowd, to merge. If individuation lifts us up and makes us stick out from 
the masses, there is also a kind of gravity that pulls us down and makes us 
want to merge. We merge with mommy. We merge with our friends and 
our peers, our families, our lovers. We merge, daily, with our coworkers, 
our sports teams, our political parties—all those isms—that define us and 
give us shape. This is the erotic urge. To individuate and to merge—these 
are the twin ontological motives (cf. Becker 1973), which is a fancy way of 
saying that no matter what you are doing, you are always in the process 
of doing one or the other.

Culture responds to the unknowable mysteries of existence by answer-
ing the three basic questions and passing those answers along to us. Those 
answers provide the blueprint—the shape—of the heroic narrative. The 
creation and subsequent lifelong maintenance of this project of self- 
invented identity is, in theatrical terms, the central action of every human 
being. The accomplishment of that action provides us with a sense of our-
selves as heroic figures, as symbolically immortal. Conversely, failing to 
accomplish that action threatens a loss of self-esteem and a symbolic death.
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We shield ourselves from the truth of existence so that we may act—
so that we may move forward with agency and without paralysis. All of 
us throughout our lives cling to our heroic narratives, whether modest 
or grandiose. We drive cars, live in houses, go shopping, and educate 
our children. It is right and fitting that we do so. The paradox of psycho-
logical health is that to function with any equilibrium at all, we must 
engage in a vital lie. We must deny the fact of death in our everyday 
existence. Ironically, mental health means shutting out the truth. Mental 
health means narrowing down our capacity for feeling everything. 
Mental health requires us not to surrender to the awful truth of our 
cosmic insignificance.

The artist, however, must surrender. To be creative the artist must have 
the capacity to strip away his or her psychological armor. The actor, in par-
ticular, must be able to take on the shape of whatever character she is por-
traying, complete with all the death-denying armor that character carries 
around. The most interesting characters, the most challenging, the ones we 
most want to play, and the ones we most want to watch are those who come 
to a moment in the narrative when the vital lie is pierced. In that moment 
the actor must have the capacity to strip away her own armor so as to con-
vey the experience truthfully. The actor who can do no more than suggest 
the shape of that moment and merely present a simulacrum of that experi-
ence is, to use a piece of theatrical jargon, just indicating the emotion.

This may explain why the need for art and artists runs so deep and why 
art is found in every culture. Art offers opportunities for stripping away 
culturally constructed veneers in a relatively safe environment. The function 
of the artist is to stay available, stand ready to remove the armor, stay exposed, 
and surrender to the mortal truth of existence. Removing the armor and 
standing exposed is itself an act of heroism. Surrender represents the possibil-
ity of unleashing an explosion of creativity and emotion in a splitting of the 
creative atom when we crack through the shell of our culturally constructed 
armor and when the buffering shape of things gives way to the truth of our 
existence. Acknowledging these human dynamics and embedding them in 
our work as artists are the beginning of raising the stakes. When we find the 
courage to individuate, to stand boldly on the stage and ask that we be 
watched, when we have the heroism to act, what we create will have the 
potential to carry within it a sense of the largeness of life and death.
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 Guidelines for Mental Health Professionals

In our never-ending quest to interpret and portray complex characters, 
we theater practitioners will surely continue to freely borrow from the 
world of psychological theory. If I were to offer any guidance to mental 
health professionals who feel the need to borrow from the collection of 
techniques developed over time by our side of the equation, I would 
respectfully submit the following:

• Psychological armor (shape) is there for a reason. Maybe it is OK to 
acknowledge that the protective identities we choose may be, as Ernest 
Becker says, “vital lies,” but the key word in that construction is “vital.”

• Talk (therapy?) is cheap. Action is everything. Do something!
• Be present in the transaction. Audiences know when actors are phon-

ing it in. So do clients.
• We all need to allow ourselves to surrender once in a while, to let go 

and release the emotions that we are experiencing.
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 Personal Motivation and Passion 
Toward Dance and Psychotherapy

We have been dancing since we were young girls: classical ballet, competi-
tive ballroom, Argentine tango, Cuban salsa, swing, and ecstatic dance. As 
dancers and healthcare professionals, we find that the dance of human 
relationship is not merely a metaphor but an opportunity for embodied 
practice. Our meditation practice has deepened our capacity to speak the 
language of the body’s signals and improved the ability to attune to the 
movements of our partners. Likewise, years of training as dancers have 
enhanced our mindfulness practice and therapy skills. This lived experience 
forms the basis of our ongoing inquiry into the relationship between 
mindfulness, movement, and psychological well-being. Hence the fusion 
of our passion for dancing and movement with our professional focus on 
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mindfulness and attentiveness can best be formulated in Rumi’s astute 
observation that “[i]n order to understand the dance one must be still. And 
in order to truly understand stillness one must dance” (Rumi).

It is tempting to conceive of mindfulness as a practice that takes 
place in the mind, but mindfulness is both a state of mind and an 
embodied way of being in the world. Though much of the literature 
focuses on the “mental” dimensions of mindfulness training, prelimi-
nary research evidence offers insight into the benefits of mindful move-
ment as informal mindfulness practice. Below, we seek to explore these 
benefits with particular attention to the physiological and interper-
sonal dimensions of mindfulness that are enhanced by mindful move-
ment. Research from multiple social science disciplines is beginning to 
show that dance training, for example, holds the potential to encour-
age prosocial behavior and improve emotional coherence. In a way 
that physical exercise alone does not, dance offers the opportunity to 
experience the embodied harmony of physical and emotional expres-
sion. We offer this exploration of mindful movement within the con-
text of an intervention for patients/clients to increase mental well-being 
and social connectedness, and as a tool for therapists to develop skills 
essential to psychotherapy, including somatic awareness, empathy, and 
presence.

 Defining Mindfulness

We begin our exploration of mindful movement and its clinical applica-
tions by offering an operational definition of mindfulness. Mindfulness is 
a “consciousness discipline,” a way of training the mind and body to be 
fully present with life. It involves bringing our full awareness to the pres-
ent moment, and not just awareness of mental experiences but also train-
ing the mind to be fully present of somatic experiences. In his short story 
collection, Dubliners, James Joyce says of one character, “Mr. Duffy lived 
a short distance from his body” (Joyce 1914). Indeed, it is quite possible 
and common in the midst of our modern lives to be so absorbed in the 
life of the mind that one loses touch with the body, its signals, and its 
wisdom. Although often associated with mental training, mindfulness is 
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much more than a mental exercise. Awareness of the body and somatic 
practices to help train this awareness have always been at the heart of 
mindfulness. In fact, the Buddha is quoted as stating that all of his teach-
ings could be found in this “fathom long body” (Rohitassa Sutta, 
T. Bhikkhu Trans., 2013).

Although mindfulness is trained through formal meditation practices, 
it is a way of being, a way of living. As the poet David Whyte puts it, 
“The template of natural exchange is the breath, the autonomic giving 
and receiving that forms the basis and the measure of life itself. We are 
rested when we are a living exchange between what lies inside and what 
lies outside” (Whyte 2015, p. 181). This capacity to be fully alive and 
fully awake is at the heart of being human—and at the heart of working 
in a healing profession. A mindful clinician is one who is committed to 
listening deeply to her client, as well as to the embodied wisdom that 
arises when she senses what is beyond the words by listening in ways that 
transcend what ears alone can hear.

As we deepen our understanding of mindfulness and our ability to 
bring mindfulness into psychotherapy, it is imperative that we include an 
embodied lens as well as a mental one. Also important is exploring 
somatic practices that will help deepen our mindfulness of the body.

 Three Core Elements of Mindfulness

In the model of mindfulness offered by Shapiro and Carlson (2009), 
mindfulness comprises three core elements: intention, attention, and 
attitude. Intention involves knowing why we are doing what we are 
doing: our ultimate aim, our vision, our aspiration. Attention involves 
attending fully to the present moment and to both our inner and outer 
experiences. Attitude, or how we pay attention, enables us to stay open, 
kind, and curious. These three elements are not separate—they are 
interwoven, each informing and feeding back into the others. 
Mindfulness is meeting all of our experience with wisdom and compassion. 
We commit to opening rather than closing, being rather than changing, 
engaging rather than rehearsing.
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 Intention

The first core component of mindfulness is intention. Intention is simply 
knowing why we are doing what we are doing. When we have discerned 
our intentions and are able to connect with them, our intentions help 
motivate us, reminding us of what is truly important. Discerning our 
intention involves inquiring into our deepest hopes, desires, and aspira-
tions, listening deeply for the answers, and allowing them to arise organi-
cally. This deep listening, with trust in the process and the timing, allows 
one’s truth to emerge at its own pace. Mindful attention to our own 
intentions helps us begin to bring unconscious values to awareness and 
decide whether those values are really the ones we want to pursue.

Intention, in the context of mindfulness, is not the same as (and does 
not include) striving or grasping for certain outcomes for our patients or 
ourselves. Those who have practiced a form of mindful movement such as 
yoga might recognize intention as the conversation between the ideal that 
any one pose represents and the embodiment of that pose in one’s unique 
body. As Jack Kornfield puts it, “Intention is a direction not a destination” 
(personal communication 2012). We step readily in the direction our 
intention points, but we step lightly, with open eyes, ears, and heart as well 
as the consciousness that life has its own say in the matter (whatever the 
matter may be) and that there is much we have yet to learn.

 Attention

The second fundamental component of mindfulness is attention. 
Remember, mindfulness is about seeing clearly, and if we want to see clearly, 
we must be able to pay attention to what is here, now, in this present 
moment. Paying attention involves observing and experiencing our 
moment-to-moment experience. And yet, this is not so easy. Recent 
research demonstrates that our mind wanders approximately 47% of the 
time (Killingsworth and Gilbert 2010). The human mind is often referred 
to as a “monkey mind,” swinging from thought to thought as a monkey 
swings from limb to limb. Mindfulness is a tool that helps us tame and 
train our mind so that our attention becomes stable and focused. In formal 
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mediation practice, the breath is often treated as the anchor of our atten-
tion; we train our attention by returning the mind’s focus to the breath 
each time it wanders off. This practice already suggests the intimate con-
nection between mind and body that is at the heart of mindfulness. 
However, other forms of mindfulness practice take the body directly as an 
anchor for attention, such as walking meditation in which one trains the 
mind to observe the movement of walking in exquisite detail.

Whatever the focus of our attention, what is essential is that the mind 
remains in a state of “relaxed alertness.” Often, as we try to pay attention, 
our attention becomes tense and contracted. This is because we mistak-
enly think we have to be stressed or vigilant to focus our attention in a 
rigorous way. However, the meditation traditions teach us of a different 
kind of attention, one that involves clarity and precision without stress or 
vigilance (Wallace and Bodhi 2006). Mindful attention is also deep and 
penetrating; as Bhikkhu Bodhi notes, “[W]hereas a mind without mind-
fulness ‘floats’ on the surface of its object the way a gourd floats on water, 
mindfulness sinks into its object the way a stone placed on the surface of 
water sinks to the bottom” (Wallace and Bodhi 2006, p. 7).

 Attitude

Attitude, the third core component of mindfulness, comes into play once 
we have learned to intentionally pay attention in the present moment. 
When we do so, we may notice something: our mind is constantly judg-
ing. The attitude with which we pay attention is essential to mindfulness. 
For example, attention can have a cold, critical quality, or an openhearted, 
compassionate quality. In fact, the Japanese symbol for mindfulness com-
bines the symbol for presence with a symbol that can mean mind, spirit, 
or heart depending on the context—in other words, the familiar concept 
of mindfulness could also be translated heartfulness. To be mindful is also 
to have presence of heart.

The transformation from mindless to mindful is catalyzed by the love-
light we shine on the dark corners of our inner world. If we want the bud 
to open, to smell, taste, live the benefits of mindful practice, the light of 
our own mind must be like the soft warmth of the sun. The invitation of 
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mindfulness is not simply to pay attention, but to attend with kindness. 
This quality of kind attention is what brings out the best of our humanity 
and enhances our clinical work.

Attending without bringing the attitudinal qualities of curiosity, open-
ness, acceptance, and love (COAL; Siegel 2007) into the practice may 
result in an attention that is condemning or shaming of inner (or outer) 
experience—our own or our client’s. This may well have consequences 
contrary to the intentions of the practice; for example, we may end up 
cultivating patterns of criticism and striving instead of equanimity and 
acceptance.

These attitudes of mindfulness do not alter our experience, but simply 
contain it. For example, if while we are practicing mindfulness impa-
tience arises, we note the impatience and see if we can bring an energy of 
acceptance and kindness to the impatience. We do not try to substitute 
these qualities for the impatience, or use them to make the impatience 
disappear. The attitudes are not an attempt to make things be a certain 
way, but an attempt to relate to whatever is in a certain way. By intention-
ally bringing the attitudes of COAL to our awareness of our own experi-
ence, we relinquish the habit of striving for pleasant experiences, or of 
pushing aversive experiences away. Instead, we attend to whatever is here. 
Doing so within a context of curiosity, openness, acceptance, and love 
not only makes it much easier to stay present, it can also transform our 
capacity to foster well-being in those who seek our clinical care.

 Cultivating Mindfulness

What we practice becomes stronger (Shapiro 2017). When we practice 
mindfulness, we strengthen our capacity to be present moment by 
moment in a curious, accepting, and loving way. Mindful practice can be 
categorized into formal and informal practice; each kind of practice sup-
ports the other. The formal practice will support the ability to practice 
mindfulness in day-to-day life, and informal practice is meant to general-
ize to everyday life what is learned during the formal practice.

Formal practices, like sitting meditation, are geared toward cultivat-
ing mindfulness skills in focused and systematic ways. These can involve 
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relatively brief daily meditation woven into one’s day, or intensive days- 
or weeks-long retreats involving many hours of formal sitting and walk-
ing meditation based on centuries-old traditions. Informal practice 
involves intentionally bringing an open, accepting, and discerning atten-
tion to whatever we are engaged in—for example, reading, eating, danc-
ing, or practicing therapy.

Both formal and informal practices have a role to play in clinical work. 
Below, we review research investigating how dance and other forms of 
movement when treated as informal mindfulness practice can enhance 
our somatic awareness, visceral awareness, and emotional coherence, in 
turn supporting our efficacy as clinicians. In addition to the role that 
mindful movement can play as a specific intervention, it is worth con-
sidering that all therapy and clinical work can be approached as infor-
mal mindfulness practice. Setting the intention at the beginning of each 
therapy session, each group, each clinical training or supervision to 
“intentionally pay attention with kindness, discernment, openness and 
acceptance” is a powerful and effective practice that can transform the 
clinical experience.

 Dance as Informal Practice

Informal mindfulness practice offers one way to bring mindfulness into 
our day-to-day activities. Intentionally choosing activities that can culti-
vate mindfulness through our bodies in addition to our minds can be 
especially fruitful. Dance can be an informal mindfulness practice and 
offers a way to access our felt sense of equanimity, interconnectedness, 
heartfulness, and presence through the body. As Rumi says, “You dance 
inside my chest where no-one sees you, but sometimes I do, and that 
sight becomes this art” (Barks 1995).

Another benefit of choosing dance as an informal mindfulness practice 
is that it can explicitly help cultivate interpersonal mindfulness, as in 
partner dancing. Mindfulness is often narrowly conceived of as a purely 
intrapersonal practice. And yet, our interconnectedness as living beings is 
a central tenet of the wisdom traditions that inform mindfulness prac-
tice. Through the systematic cultivation of compassion, sympathetic joy, 
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loving kindness, and acceptance, we come to understand that our sense 
of a separate self is an illusion that perpetuates unnecessary suffering. As 
Bien (2006) writes, “One great paradox of the spiritual life is rooted in 
the notion of nonself or interbeing: If you set out to heal the world, you will 
lose yourself. If you set out to heal yourself, you heal the world. The best way 
to take care of yourself is to cultivate…a calm, spacious, accepting, open 
awareness of what is happening in the impermanent, ever-changing 
world inside and outside our skin. By taking care of yourself in this way, 
you are at the same time of the most help to others” (p. 31).

Finding informal practices that help cultivate mindfulness within 
interpersonal relationships is important, especially for clinicians. The 
journey of becoming a mindful clinician is a rewarding one, but it is also 
of little use if we do not learn how to integrate the awareness and insights 
from our intrapersonal practice back into our work with clients. As 
Sharon Salzberg says, “The path may lead to many powerful and sublime 
experiences, but the path begins here with our daily interactions with 
each other” (Salzberg 1995, p. 171). Mindful movement such as dance 
not only enhances our awareness of what is happening in our own skin, 
but it enhances our awareness of energetic exchange between bodies in 
space and other forms of nonverbal communication, thus supporting our 
capacity as therapists to listen with our whole bodies to what is commu-
nicated by our clients.

Though psychological research on this topic is limited, research from 
multiple social science disciplines indicates that dance training holds the 
potential to encourage prosocial behavior and improve emotional coher-
ence. Dance as a mindfulness practice offers the opportunity to experi-
ence the embodied harmony of physical and emotional expression.

 Summary of Dance Research

In a study that investigated synchrony and cooperation in groups, behav-
ioral scientists at Stanford found that “acting in synchrony with others 
can increase cooperation by strengthening social attachment among 
group members” (Wiltermuth and Heath 2009, p. 1). As Wiltermuth 
and Heath (2009) point out, synchronized movements including dance, 

 S. de Sousa and S. Shapiro



 121

chanting, singing, and marching are ancient cultural rituals that may 
have served an evolutionary function by promoting prosocial behavior. 
In experiments that required groups of three members to engage in vary-
ing degrees of synchronous and asynchronous behavior, Wiltermuth and 
Heath (2009) found that participants in the synchronous conditions felt 
more connected to their other group members, exhibited greater coop-
eration, and were more willing to engage in potentially costly social inter-
action for the collective benefit of the group (Wiltermuth and Heath 
2009). Remarkably, participants in this study were merely asked to walk, 
march, or clap in synch, rather than more complex movements required 
by yoga or dance, and yet even these simple activities enhanced prosocial 
behavior.

In a novel mindfulness-based intervention aimed to enhance relation-
ship quality for well-functioning, non-distressed couples, Carson, Carson, 
Gil, and Baucom (2004) adapted the yoga component of Mindfulness 
Based Stress Reduction (MBSR) to a partner format. Though the effects of 
this aspect of the intervention were not evaluated independent of the inter-
vention’s other components (meditation, mindful touch, and other mind-
fulness skills training), a study by Carmody and Baer (2008) found that 
the yoga component of MBSR was associated with more changes in mea-
sures of mindfulness and well-being than body scanning or sitting medi-
tation, providing support for the hypothesis that partner yoga may offer 
similar benefits to couples. For those who may not be willing to engage in 
a practice such as partner yoga or other practices with obvious nonsecular 
roots, dance may offer a rewarding and more accessible alternative.

Dance may, in fact, offer something more than partner yoga does to 
couples and individuals who engage in group dance classes and dance 
events. Haidt et al. (2008) propose that the highest levels of individual 
well-being require occasional opportunities to transcend the self and 
merge with a larger social organism. According to the hive hypothesis 
proposed by Haidt et al. (2008), the self—particularly the modern Western 
self plagued by isolating tendencies and the pressures of capitalism—poses 
an obstacle to the fullest realization of human happiness. In the language 
of mindfulness, clinging to our concept of a distinct and separate self 
obscures our access to the deeper fulfillment available through realizing 
the fundamental interconnectedness of all life. As mentioned above, the 
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loss of self through group rituals involving dance, music, and other forms 
of synchronized movement is an ancient and perhaps evolutionarily 
advantageous facet of collective human experience. Durkheim (1915) 
described this phenomenon as “collective effervescence” and “considered 
the intense passion and joy generated by these periodic events to be essen-
tial in the long-term maintenance of a cohesive group” (Haidt et al. 2008, 
p. 140).

We know from positive psychology that positive emotions such as joy, 
connection, awe, and a sense of purpose are both indicators and causes of 
well-being (Shapiro and Carlson 2009). The benefits of collective effer-
vescence may accrue to the individual directly through the cultivation of 
these states, or indirectly through the “social capital” and sense of belong-
ing that engagement in collective action generates (Haidt et al. 2008). 
One implication among others of the hive hypothesis is that in the con-
text of dance, synchronized styles of dance should offer greater benefits 
than freestyle dancing in which individuals move according to their own 
desires. However, the study by Wiltermuth and Heath (2009) found that 
large motor movements were not superior to singing alone and other 
subtler forms of synchronization in facilitating increased cooperation.

Furthermore, the merging of the self with a larger social organism is not 
the only mechanism by which dancers experience a transcendent state. As 
Tessa Cook, a former dancer with Nederlands Dans Theater, so eloquently 
expressed, “Through dancing I have experienced how fantastic it is to give. 
You are full of love and then you are given something, music, dance, and 
you are able to give that to other people. In dance you can express all your 
emotions. When I danced, I felt always relieved. I never needed to express 
myself with words” (Tessa Cook; Aalten 2004, p. 273). In an article exam-
ining embodied experiences in ballet, anthropologist Anna Aalten studied 
the practices, training methods, and life stories of a group of professional 
ballet dancers. Though in the corps de ballet, perfect synchronization is in 
fact a physical and aesthetic ideal, ballet is not generally conceived of as a 
group activity. Rather, the training and daily striving for perfection of a 
ballet dancer is more often compared to a lone runner racing against her 
own best time. And yet, her observations led Aalten to conclude that “even 
ballet with its technical rules and regulations… offers women the possibil-
ity to exceed the discontinuity of body, mind and emotions…In ballet 
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women learn to control their bodies, but they also experience, even for a 
moment, the synchronizing of physicality, willpower and emotionality” 
(Aalten 2004, p. 274). This is what several dancers in Aalten’s (2004) study 
referred to as when “it all comes together.” Dance, as a mindfulness prac-
tice, offers us the opportunity to bridge our inner and outer worlds, to 
experience and embody the felt sense of interconnection between mind 
and body, self and other that enhances well- being and our capacity to 
facilitate transformation and healing in others.

 Dance as Therapy

While dance has much to offer both practitioners and clients as an infor-
mal practice to cultivate mindful awareness of the body and mind, there 
is also evidence to suggest that it can be an effective therapeutic interven-
tion for specific psychological disorders. Such potential can come from 
the evolution of somatic education and somatic therapy (Eddy 2009). As 
Eddy (2009) notes, “The goal of the somatic movement professional is to 
heighten both sensory and motor awareness to facilitate a student-client’s 
own self-organization, self-healing, or self-knowing” (p. 8). Among the 
pioneers in somatic therapies are the founders of the Feldenkrais Method 
and Rolfing, both alternative therapies that leverage the mind-body con-
nection to facilitate healing. Though these approaches are not what is 
meant when we speak of dance as a therapeutic intervention, it is the 
intersection and cross-pollination of thought between somatic healers, 
dancers, and the world of psychotherapy that gave rise to various body- 
oriented psychotherapy modalities, including dance movement therapy 
(DMT) (Eddy 2009, p. 24; Röhricht 2009).

DMT was first founded in the 1950s by dancer and choreographer 
Marian Chase. By the 1970s, Chase and others had founded the American 
Dance Therapy Association (ADTA), and today DMT is regarded as an 
effective evidence-based intervention for the treatment of anxiety, depres-
sion, eating disorders, somatoform disorders, and chronic pain (Koch 
et  al. 2014). In practice, DMT encompasses multiple dance styles and 
disciplines; it is not itself a unique “dance” or “technique” to be learned, 
but rather a process “viewing the human body as the vessel or container, 
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and rhythmic movement as the medium, [wherein] the receptor systems—
kinesthetic, proprioceptive, vestibular, auditory, visual—can be systemati-
cally manipulated for therapeutic ends” (Berrol 1992). As such, DMT 
practitioners work within a variety of dance styles, including modern 
dance, ballroom dance, social dances, and improv. Whereas in talk ther-
apy, the client’s verbal and nonverbal communications are interpreted by 
the therapist in an effort to offer insight into the client’s behavioral and 
cognitive patterns, DMT takes movement as the source of such insight.

 Mindful Dance

Though DMT could perhaps be described as a form of “mindful move-
ment,” in practice mindfulness is not an explicit component of 
DMT.  Likewise, “dance” has not often been incorporated into 
mindfulness- based interventions as a form of mindful movement. And 
yet, research exploring the benefits of such practices can help us under-
stand what the union of mindfulness and dance can offer as a therapeutic 
intervention. In a study evaluating the effects of movement-based courses 
on self-regulatory self-efficacy, mood, stress, and sleep quality in college 
students, Caldwell et al. (2010) found that movement classes produced 
significant increases in mindfulness as measured by scores on the Five 
Facet Mindfulness Questionnaire (FFMQ). Moreover, changes in mind-
fulness were associated with improved mood, lower perceived stress, and 
better sleep quality (Caldwell et al. 2010). The movement-based courses 
included in the study (GYROKINESIS, Taiji Quan, Pilates) each offered 
an explicit component of mind-body awareness training, though the 
mechanisms of action by which these courses increased mindful aware-
ness were not explored in greater depth. Nonetheless, these findings pro-
vide support for mindful movement as a possible intervention for a range 
of psychological disorders and as a form of self-care for practitioners.

Approaching dance as an informal mindfulness practice may signifi-
cantly enhance the benefits of dance interventions, because mindfulness 
offers a kind, open, accepting attitude. The effects of dance on psycho-
logical well-being may be limited or confounded by the negative internal 
and external pressures that dancers can face at all levels. Rather than 
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enhancing mind-body awareness, dance training can just as easily widen 
the gap between mind and body through the objectification of the danc-
er’s body as a “tool” for achieving a certain set of aesthetic and artistic 
ideals. In the pursuit of aesthetic ideals often at odds with the body’s 
natural structure and range of motion, dancers can develop harsher rather 
than kinder relationships to their own bodies. As neuroplasticity and 
mindfulness teach us, what we practice grows stronger (Shapiro 2017). 
Practicing dance does not promise to enhance psychological well-being if 
it reinforces rather than diminishes engrained habits of self-judgment, 
anxiety, perfectionism, and striving.

One innovative RCT sought to compare the effects of Argentine tango 
and mindfulness meditation to determine whether dance training could 
be as effective as mindfulness training in the treatment of depression 
(Pinniger et al. 2012). Participants were assigned to one of three groups: 
tango, mindfulness, and a wait-list control group. After six weeks of 
training, both the tango and mindfulness groups reported significant 
reductions in self-reported depression. However, the tango group also 
reported significant reductions in stress when compared to the other two 
groups. As Pinniger and colleagues (2012) note, “This suggests that 
dynamic physical activities may be more effective in reducing psychologi-
cal stress than static activities such as mindfulness meditation” (p.  6). 
Another surprising result from the study found that the tango group 
reported greater increases in mindfulness than either the mindfulness or 
control group, suggesting that it may not be necessary for mindfulness 
meditation to be an explicit component of a movement practice for it to 
confer some of the same benefits.

A study by Sze et al. (2010) further explored the different effects of 
mindfulness meditation and dance, comparing experienced meditators to 
experienced dancers on measures of coherence between emotional experi-
ence and physiology. Sze et al. (2010) found that meditators exhibited 
greater levels of self-reported visceral awareness and higher levels of 
 coherence between subjective emotional experience and heart period. 
Dancers displayed higher levels of coherence than did control group par-
ticipants, and results for the control group were consistent with the 
assumption that a certain amount of coherence is built-in (Sze et  al. 
2010). The implication is that our inherent levels of emotional coherence 
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may be improved by training such as dance, which tends to improve 
somatic awareness (muscle, tension, balance, posture), but are more likely 
to be maximized by training that also includes meditation’s focus on vis-
ceral awareness (breath, heartbeat). The benefits of such training offer 
fertile ground for future research.

The role of emotional response coherence in human relationships is the 
focus of a growing body of work demonstrating that “greater coherence is 
associated with increased positive affect and well-being” (Sze et al. 2010, 
p.  811). Mauss and colleagues (2011) argue that effects of emotional 
coherence on psychological well-being are mediated by social connected-
ness, a hypothesis supported by the results of a prospective longitudinal 
study evaluating 135 participants over a period of six months.

 Benefits of Mindful Dance for Clinicians

We know that when therapists practice mindfulness it can improve 
patient outcomes and enhance practitioner effectiveness (Grepmair et al. 
2007). Mindful movement may offer similar benefits beyond self-care 
that extend to patient outcomes insofar as such practices enhance quali-
ties that are essential to effective therapy. Though this emerging field of 
research offers much territory yet to be explored, it suggests that move-
ment training specifically designed to enhance both visceral and somatic 
awareness may not only increase positive affect, but may also improve the 
accuracy with which internal emotional states are communicated to oth-
ers. This is especially important for those in the helping professions.

The client-therapist relationship is often described as a dance. It is an 
apt metaphor in that it captures the organic, unpredictable, fluid, and 
interdependent nature of the therapeutic relationship. As dancers must, 
both therapist and client are compelled to be equal partners in building 
the trust, intimacy, and connection that foster healing and create the art 
of a life well lived. It is the coming together with each other, but also with 
ourselves, that mindful movement offers, an opportunity to merge our 
inner and outer worlds—nurture the container and its contents—to 
achieve the integration that underlies an authentic and fulfilling life.
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 Future Directions and Conclusion

Expanding our understanding of mindfulness to include somatic as well 
as mental processes is essential. As we’ve discussed, one possible area of 
future exploration is to study informal practices of mindful movement. 
We offered dance as one such practice and reviewed the pioneering 
research suggesting its potential benefits for both patients and clinicians. 
There are a number of important future directions and research paths 
that merit attention in this new area.

It will be helpful to explore ways of integrating dance into already exist-
ing mindfulness-based intervention programs. It will also be helpful to 
develop dance-based therapies that integrate mindfulness. Future research 
could also investigate the impact of mindfulness and dance- based therapy 
on both patients and clinicians. Of particular interest is the extent to which 
mindfulness and dance can be used to help health professionals develop 
core clinical skills, and the impact on clinical outcomes. Also important is 
research investigating the mechanisms through which these effects occur.

Mindfulness-informed dance therapy has not been tested empirically. 
Studies that investigate the outcomes associated with mindful dance and 
other mindful movement in the therapeutic setting are needed.

Further research also needs to focus on the impact of mindful move-
ment and mindful dance on self-care for healthcare professionals. We 
know that self-care is critical for health professionals, both in terms of 
protecting practitioners’ own health and well-being and for optimizing 
outcomes for patients. Accordingly, it is important to attend specifically 
to this dimension of clinician well-being.

The potential applications of mindful movement and dance for clini-
cians and patients are far-reaching. We are hopeful that continued 
research and exploration in this area will bring greater awareness of the 
richness and dimensionality of mindfulness as an embodied practice.
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8
Benefits of Theatrical Improvisation 
in the Training of Psychotherapists

Daniel J. Wiener

 Introduction

Theater improvisation (“improv”) is a method of stage acting character-
ized by spontaneous invention and distinguished by the minimal use of 
prearranged structures such as scripts, plots or props. As performed, 
improv has both an individual component (spontaneity) and, equally 
important, a relational one (cooperative engagement with others). As 
expressed by Knoblauch (2001), improvisation can be defined as “an 
unpremeditated spontaneous activity emerging within an interactive 
context” (p. 786). According to Lowe, “Improv[isation] is a relationship. 
It is a relationship with oneself and with others” (Lowe 2000, p.  38). 
Viola Spolin, an early originator of improv games who employed them 
therapeutically, stated: “improv[isation] is not an exchange of informa-
tion between players; it is communion” (Spolin 1963, p. 45).
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Improv has, over the past 40 years, acquired visibility in popular 
Western culture primarily as a form of entertainment, a descendent of the 
commedia dell’arte that flourished in sixteenth-century Italy. From a still 
broader perspective, improv can be classified as a specific branch of non- 
scripted theater that has its roots in pre-literate oral storytelling traditions 
(Fox 1994).

Improv should be distinguished from clinical role playing, which “refers 
to [goal-directed] behavior expressed as a result of a conscious decision on 
the part of the player or at the request of others” (Kipper 1986). McReynolds 
and DeVoge (1977) delineate a hybrid practice, “improvisational role play-
ing,” which they describe as “a subclass of role playing in which the subject, 
given that he accepts the circumstances with which a role-play opens, 
makes up his behavior as he goes along – he is thus simply himself dealing 
with a somewhat novel problem situation” (p. 224). While clinical role 
playing may involve a degree of improvisational performance, both its 
explicit pre-assignment of client and therapist roles and its implicit rules to 
practice realistic, purposive and ethically conforming conduct constrain its 
practitioners from partaking fully in the far-less-bounded spontaneous and 
playful spirit characteristic of improv.

 My Personal and Professional Journey 
into Improv

My use of improv in therapy developed out of a hobby—stage- improvising 
with other actors who were also drawn to the “risky fun” of public perfor-
mance without preparation for what was going to happen next. I also 
enjoyed the opportunity to explore playing characters very different from 
my usual social persona, including uninhibited, colorful, even antisocial 
ones who could then have all kinds of (mis)adventures on stage without 
any real-life consequences. The cardinal rule of improv is to “accept all 
offers,” which means that the actors co-create a stage reality by an ever- 
shifting, moment-to-moment consensus instead of struggling to control or 
explain what is to happen next. The result of following this rule is a coop-
erative flow that brings the actors emotionally closer to one another as they 
launch (at times) into absurd, fantastic and vivid onstage adventures.
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After about a year of stage-improvising, I noticed that some improvis-
ers, who were performing capably most of the time with their stage part-
ners, became strangely “de-skilled” when they were paired with certain 
other stage partners. The parallel with the functioning of certain couples 
I was treating clinically was striking. That is, for these couples, each indi-
vidual partner presented to me as socially considerate, respectful and 
attentive. However, when interacting in my presence with their life part-
ners, each exhibited competitive, dismissive, even hurtful behavior 
toward the partner. It then dawned on me that good improvising has a lot 
in common with good relationship functioning: both require cooperation, 
support, attending closely to one’s partner and making the partner look 
good. Following this epiphany, I began to use certain improv exercises 
that I had adapted from stage performance to assess relationship function-
ing in my clinical practice, first with couples, then with families and later 
with groups. Regularly, I would find a correspondence between their dif-
ficulties in improvising together and their problems in social relating. 
Soon after, I began also to utilize improv exercises as interventions to teach 
clients how better to connect and cooperate with others.

 Core Rules of Improv

As noted above, the cardinal rule of improv is to “accept all offers” (some-
times phrased as “Yes And”), meaning that everything proposed or 
implied to one player by another is to be taken as valid and contributing 
directly to the stage reality being co-created in that moment. In what fol-
lows, a person who is on stage and takes on dramatic character is termed 
a “player.”

If Player A holds out her hand toward Player B, saying, “Here are your 
keys,” Player B must accept the stage reality that (a) there are keys that 
Player A is holding out and (b) that he is being offered the return of these 
keys, implying that Player A’s character believes them to belong to his 
character. By miming the taking of keys from Player A’s character, Player 
B is fulfilling the “Yes” part of the rule, agreement with that reality; he 
then must fulfill the “And” part, perhaps by saying in a grateful manner, 
“Thanks, Sally, I’m always forgetting things lately,” indicating that he 
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knows her and recognizes that he is often forgetful. This addition by 
Player B provides an offer for Player A to accept; in this way the scene 
evolves through its co-creation by both players. If, instead, Player B were 
to say, “What keys? That’s a matchbox,” he would be violating the “Yes” 
part (which is termed “blocking”) by negating the stage reality of the 
keys, while if he merely took the keys without saying or doing anything 
additional, he would be failing the “And” part of the rule by giving noth-
ing to Player A upon which to develop the scene further (for a fuller 
explanation, see Wiener 1994, pp. 59–63).

An additional rule is that you are to attend closely to everything, both 
internal and external: to your stage partners; to objects and place features 
introduced in the scene; and to details of your own character as it is being 
developed in the unfolding scene (so that you are fully aware of and 
responsive to all offers). Aligning with this rule sharpens the here-and- 
now focus on the present moment. Gale (2004) refers to this rule as 
“contextual amplification.” A third rule is to build and maintain trust 
among players by validating one another on multiple levels. Halpern 
et al. (1994, p. 37) state: “Support and trust go hand in hand for per-
formers; they must trust that their fellow performers will support them. 
The only star in improv is the ensemble itself; if everyone is doing his job 
well, then no one should stand out. The best way for an improviser to look 
good is by making his fellow players look good [original emphasis].”

While successful improvising builds upon skills that most adult per-
sons have acquired effortlessly, it should not be thought that “we are all 
born improvisers.” “Improvisational enactment, where players ‘make it 
up’ as they go along, is far from an artless, random, or haphazard activity. 
To improvise well, players must be fully attentive and responsive to cues 
on multiple levels both from their stage partners and from their own 
impulses, all while remaining oriented to those time, place, and plot ele-
ments already introduced in the scene. Perhaps hardest of all, players 
need to overcome the deeply ingrained habits of trying to control and 
anticipate where the scene is going” (Wiener 1999, p. 52).

Since 1985, I have applied, modified and developed a variety of improv 
exercises that I use in (a) conducting psychoeducational workshops on 
relationship; (b) clinical practice (primarily with couples, but also with 
groups and families); (c) demonstrations of applied improv to audiences 
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of mental health professionals and (d) the training of psychotherapists. I 
have named this application “Rehearsals for Growth,” or RfG (Wiener 
1994). RfG training for therapists, described further below, also includes 
distinctive techniques and procedures which I have devised for incorpo-
rating improv enactments effectively into relationship therapy.

 Life, Improv and Psychotherapy: Perspectives

A broad explanatory paradigm, dramaturgy, surfaced in academic sociol-
ogy in the 1950s. Dramaturgy is constructed around the fundamental 
principle that “the meaning of people’s doings is to be found in the man-
ner in which they express themselves in interaction with similarly expres-
sive others” (Brissett and Edgley 1990, p. 3). In one extreme version, all 
social behavior can be understood as theatrical performance; persons are 
always “on stage” and selectively display only part of themselves to others 
(Goffman 1959). In numerous ways, “theater is lifelike and life is theater- 
like” (Wiener 1994, p. 3).

Most psychotherapists are familiar with either or both psychoanalytic 
and behaviorist paradigms and are comfortable with using reductive anal-
ysis to “explain” intrapsychic or interpersonal phenomena. By contrast, a 
consequence for psychotherapists adopting a dramaturgical perspective is 
that it is unhelpful to attempt any such analysis; what is meaningful is 
only that which is experienced in the present moment. Analogously, 
improvised activities are meaningful in the moment of their  (co)creation.

 Uses/Benefits of Improv

 1. Improv Trains Clients in Life Skills

A major goal of psychotherapists using improv is to enhance their clients’ 
life skills via theatrical training to improve their performance. 
“Performance,” it should be noted, has the dual connotations of “produc-
tive action” and “artistic display of oneself ”; improvement in both aspects 
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benefits clients. Improv training as a subset of theatrical training is par-
ticularly challenging, though it offers numerous practical benefits. Among 
these is putting our conceptual “truths” to the test of experience. Jean 
Escow, a noted acting teacher, pointed out that “[t]ruth can be discovered 
or predicted; discovery comes through improvisation… There lies the 
great value of improv[isation]; to expose the fact that we often predict 
actions that we never take. We tell ourselves things that we would, but 
never do.”

A comprehensive listing of skills, the attainment of which improv 
training is believed to be helpful for, would be quite lengthy. The specific 
life skills most often cited as enhanced by improv are developing active 
listening skills, promoting interpersonal trust, accessing and restoring 
playfulness (especially to adults), opening to creativity, experiencing and 
acting on spontaneity, reducing the fear of making mistakes, gaining 
more nuanced perspectives on one’s habitual choices, unmasking one’s 
subconscious judgments of self and others, learning to laugh at oneself 
and gaining confidence in one’s own resiliency in the face of the unex-
pected. To these, Gale (2002) adds the following benefits: better accom-
modating and adjusting to the fluidity of rules and roles of daily living; 
assisting in experiencing the boundaries of familiar behaviors as one prac-
tices novel behaviors; assisting in learning that one’s identity beliefs are 
not intractable scripts, but composed in social performances; engaging in 
problem-solving experiences which help practice one’s culture’s taken- 
for- granted rules and testing their boundaries.

In order to teach clients life skills through improv, therapists must 
themselves be able to improvise, both to function as effective instructors 
and to serve as authentic role models.

 2. Improv Benefits the Personal Lives of Therapists

If clients benefit from performing improv techniques in their therapy, it 
follows that therapists obtain these same benefits when they train in and 
practice improv, though the context of their own learning is different. 
Improv taught to clients in therapy is “packaged” at the initiative of the 
therapist, who is somewhat aware from an external perspective of some of 
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the clients’ deficits in life functioning. Consequently, a therapist can 
make connections between a client’s improv skills and his/her life func-
tions during therapy. Also, the therapist can effectively monitor the 
immediate impact of improv training on clients during sessions, pace the 
introduction of new challenges and supportively provide the client with 
encouragement to face these challenges. The therapist who learns improv 
outside of the client role needs to be more self-directed, though clinical 
improv training programs can lessen the differences between the contexts 
of learning in therapy sessions and learning through improv classes.

 3. Improv Techniques Serve as Clinically Useful Tools 
in Therapy

As described above, the practice of improv is guided by certain rules/
principles. “In improvisational theater, these practices were developed 
to help actors shift from an individualistic (and sometimes competitive) 
perspective on performance and success, to collaborative performances 
based on trust, acceptance and the shared accomplishment of meaning” 
(Gale 2004, p. 2). When improv is practiced in accordance with these 
rules, the resulting performances conform with good interpersonal 
functioning (Wiener 1994). Consequently, the offering of improv exer-
cises to clients in therapy serves as an assessment tool, a situational test 
of clients’ ability to interact according to these rules. While there is 
some benefit in conducting assessments of individual functioning (see 
Wiener 1999), the most useful applications of improv tasks to clinical 
assessment are to relationships, as the interaction of the improvisers 
then becomes the focus of observation.

Beyond its uses in assessment, improv tasks can be employed as training 
methods that teach clients those specific individual and interpersonal skills 
which prior assessment has identified as deficient. When conducting rela-
tionship therapy (with families and couples), such improv enactments serve 
as interventions directed at improving the relationship itself (Wiener 1994).

While there has been widespread anecdotal evidence for the effective-
ness of improv training in improving mental health, only recently has 
there also been published empirical evidence. In a recently published 
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study (Kreuger et al. 2017), four 2-hour sessions of group improv train-
ing over an eight-week period were used to treat 31 outpatient psychiatric 
patients presenting with symptoms of anxiety, depression and low self- 
esteem. Significant improvement was found for all three, with medium 
effect sizes for anxiety and depression.

 4. Improv Training Enhances Therapist Effectiveness

A considerable number of clinicians, representing both a diversity of the-
oretical orientations and writing over a 50-year span, have advocated 
therapists taking an improvisational approach in conducting therapy to 
obtain, among many others, the following benefits: self-playfulness as an 
example to clients (Winnicott 1971); flexibility, activeness and directness 
(Knoblauch 2001; Satir 1967); spontaneity (Moreno 1987); moment-to- 
moment creative engagement with clients (Ringstrom 2011; Kindler and 
Gray 2010); generating excitement (Pagano 2012); modeling risk-taking 
to potentiate client growth (Wiener 1994). However, far fewer have pro-
posed specific methods during the training and supervision of therapists 
by which these benefits may be attained.

 The RfG Training Program for Therapists

 Development of RfG Training

While I offered sporadic one-day demonstration and practice workshops 
in RfG starting in 1991, by 1999 I had begun a Certificate Program to 
train practitioners to offer RfG to clients. The program consisted of 60 
hours of direct instruction, assigned readings and demonstrated skill in 
conducting therapy sessions using RfG. Since 2013, these 60 hours of 
direct instruction have been divided into four levels of 15 hours each 
(Wiener 2017b). Trainees in the current RfG Certificate training begin 
with experiencing improv enactments in the role of client/participant, 
progress to taking the role of therapist/director offering to others, move 
on by learning to process client enactments verbally immediately after-
ward and culminate in offering case material from their practices for 
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consultation (such cases are simulated in role plays by the training 
group). Trainees also review videotapes of their performances from 
workshops and study a training video of a simulated couples therapy 
case (Wiener 2010).

As of mid-2017, 47 therapists have completed this training and 
approximately another 300 have experienced partial training in RfG or 
are in process of completing their RfG training. Perhaps another 2000 
have gained exposure to RfG through my demonstrations or brief work-
shops ranging from three hours to two days’ duration at about 200 pro-
fessional conferences and mental health agencies over the past 27 years.

Beginning in 2014, I developed an advanced training for a few RfG 
Certified Practitioners wishing to offer RfG training; to date there are 
four RfG Certified Trainers who have qualified to lead RfG training 
workshops independently.

 Description of RfG Training

All RfG exercises are enactments that have both structured and improvi-
sational components. The structure (or premise), offered by the therapist 
before the enactment begins, orients the clients to some activity, location, 
character, relationship, attitude and/or outcome. (For example, when 
working with a couple, the therapist says: “The two of you are to have a 
Tug of War with this imaginary rope. One of you will be the winner and 
the contest will last no more than thirty seconds. When I give the signal, 
pick up the rope lying on the floor between you and begin. Remember to 
make the rope look real during your contest. OK…begin!”) The impro-
visational component is manifested by the choices the clients make dur-
ing the enactment, reflected in their ongoing bodily, emotional and 
verbal interaction.

Note that the RfG therapist is not her/himself improvising when 
offering structures or when providing a context for the clients to impro-
vise within the premises and rules set forth. The skills needed to func-
tion effectively as an RfG therapist include choosing an RfG exercise 
that is appropriate to and timely for the clinical context of the moment; 
being encouraging, though not pushy, in inviting clients to stretch their 
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comfort level to undertake some unfamiliar task; skillfully directing the 
Post- Enactment Processing (when clients reflect on their very recent 
experience with the enactment, possibly generalizing these experiences 
to their real- life ones); and (at a more advanced level) devising a “Proxy 
Scenes,” which are distinctive enactments fashioned to address an iden-
tified impasse in the client’s individual or relationship functioning 
(Wiener 2016a).

RfG is, to my knowledge, unique among psychotherapy approaches as 
the only comprehensive method providing training for therapists who 
offer in-session improv to therapy clients. While most of my subsequent 
professional publications have presented advances in RfG clinical tech-
nique, I have also recently written two e-books that specifically address 
the training of therapists in the use of RfG: The RfG Practitioner’s Manual 
(Wiener 2017c) and the Handbook for RfG Trainers (Wiener 2016b).

Despite improv’s utility in both conducting therapy and enhancing 
the therapist’s effective use of self, there has been relatively little improv 
training available for practitioners. It is surprising that improv training 
is uncommon in drama therapy, the intentional use of drama and/or 
theater processes to achieve therapeutic goals. Drama therapy emerged 
in the 1970s as one of the creative arts therapies; nearly all of its pro-
fessional members have theatrical training and stage experience. 
Historically, improv was the main therapeutic intervention employed 
with psychiatric patients by Vladimir Iljine in the early 1900s (Jones 
2007); it has remained one of the essential strands woven into the tap-
estry of drama therapy (Tucker-Bye 1999). Four of drama therapy’s 
main current approaches—RfG, classified as a drama therapy of rela-
tionships; Insight Improvisation (Gluck 2007); Emunah’s Integrative 
Five-Stage Model (Emunah 2009); and Developmental Transformations 
(Johnson 2009)—all utilize improv as core practices. Yet, formal 
training in improv is not a prominent feature of drama therapy educa-
tion (only one of the five degree-granting, accredited drama therapy 
training programs in North America presently offers a course on 
improvisation). Rather, several of the approaches in drama therapy 
adapt improvisational techniques as means to therapeutic ends, build-
ing upon students’ prior stage experience with improv.
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 Evaluation of RfG Training

From the onset of my offering RfG trainings to therapists, the ongoing 
evaluation of RfG training’s effectiveness has been shaped by two quite 
different perspectives. One of these is a more cognitive, “objective” per-
spective in which trainee skills can be evaluated by trainers during obser-
vation of them directing others to improvise. Acquisition of a skill is 
rated by the correspondence between their observable behaviors and 
explicit criteria deemed to represent competent practice. For example, 
when directing clients to improvise during the tug-of-war exercise 
described above, did the trainee: (a) Give the players accurate and com-
plete instructions? [Yes.] (b) Ask for questions? [No.] (c) Coach the cli-
ents if they departed from these instructions during the enactment? 
[Unknown, until we witness the way they performed the enactment.] 
While the abovementioned Clinical Skills cannot be performed compe-
tently by a therapist inexperienced personally in improv performance, 
they do not ordinarily involve the exercise of a therapist’s own improv 
skills during their conduct of therapy sessions.

The other perspective on evaluating therapists is more impressionis-
tic and “subjective,” having as its focus a cluster of attitudinal and 
expressive qualities.

These qualities include risk-taking, therapeutic presence, playfulness, 
flexibility/adaptability, heightened empathy for clients and greater self- 
disclosure in sessions, mindfulness (immediacy/present-centered aware-
ness), spontaneity, therapeutic charisma and greater confidence in 
trusting one’s intuition. While evidence for these qualities is sporadically 
observable, either singly or as a cluster, it has not been found to be par-
ticularly useful to provide trainer ratings of these qualities, though growth 
in Improvising Skills and growth in these attitudinal/expressive qualities 
appear positively correlated.

 Acquisition of Improvising Skills

Beginning in 2013, the RfG Certificate Program has conducted ratings 
by trainers of the proficiency of trainees as they progress through the 
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Intermediate and Advanced Program Levels (resulting in either one or 
two ratings per trainee for those who went on to complete the program). 
As noted above, these ratings are divided into two subgroups: Improvising 
Skills and RfG Clinical Skills.

The Improvising Skills are ones deemed foundational to successful 
improv stage performance; a handful of trainees entered the program 
already possessing sufficient training and practice in these skills, which 
include accepting offers, attending fully to others during enactments, 
physicalizing objects and space, appropriately displaying broad emotional 
range, inventive storytelling, using status maneuvers intentionally, stay-
ing in character, and playful flexibility. Other RfG trainees become famil-
iar with and develop some familiarity with these skills through 
participation in improv games during the Basic and Beginning Levels, 
though (as noted earlier) they are strongly encouraged to acquire broader 
improv experience outside of RfG trainings.

 Acquisition of RfG Clinical Skills

The following RfG Clinical Skills, taught, demonstrated and practiced 
during training at all levels, are ones deemed “foundational” to the prac-
tice of RfG therapy: giving instructions to basic RfG techniques; offering 
corrective feedback to, during or after, basic RfG techniques; inducing 
clients to attempt techniques; integrating RfG with one’s own specified 
therapeutic approach. Limited training is offered in the following (more 
advanced) RfG Clinical Skills which are deemed “nonessential/advanced,” 
though desirable: providing a rationale for productive use of a technique 
in a clinical or psychoeducational setting; usefully modifying a technique 
to accommodate to present clinical circumstances; integrating outcome(s) 
of a technique with a clinical/teaching intervention immediately follow-
ing enactment; creating a sequence of techniques which accomplish a 
larger clinical or psychoeducational objective; and creating novel scenar-
ios (Proxy Scenes) to meet a clinical objective.

Excluding data from trainees who had not (yet) completed the 
Intermediate Level, inspection of trainer ratings from 2013 to 2016 that 
were done from Beginner through completion of Advanced Levels 
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showed collective improvement in demonstrated proficiency in 
Improvising Skills (almost all rated as “competent”) as they progressed 
through the Certificate Program. By contrast, ratings of about one-third 
of trainees “leveled off” in “foundational” RfG Clinical Skills during their 
progress through the program, only attaining (by the date of their last 
level achieved) “Approaching Competence.” Ratings of the “nonessential/
advanced” RfG Clinical Skills showed only about one-quarter of trainees 
attaining ratings of “competent.”

 Discussion

My repeated experience in teaching RfG over the past 19 years has been 
that many trainees, particularly those who had not performed any stage 
improv themselves, have difficulty applying RfG in their practices follow-
ing their training. While stage improv classes and/or performance are not 
mandated for certification, from the onset of RfG training they have 
been strongly recommended for practitioners wishing to apply RfG most 
effectively (Wiener 1994). Also, when therapists practice in a professional 
environment that offers no support for these newly learned skills (as is 
generally the case in all agencies at which these therapists work), there are 
subjective norms in force there that nullify the retention of new skills. 
Only during those intervals when I had organized monthly meetings for 
groups of RfG trainees to socialize, play improv games with one another 
and present cases for peer consultation, was the enthusiasm and use of 
RfG in their practices maintained.

While I have not maintained these monthly meetings in my own train-
ings, Lisa Kays, a social worker and RfG Certified Practitioner, has been 
offering an “Improv for Therapists” group for the past two years in 
Washington, DC, to expand the effective use of self of therapists. Recently, 
she added a weekly improv-informed clinical consultation group to pro-
mote long-term sustained learning for therapists interested in exploring 
improv as a tool for self-exploration, consultation and self-care in greater 
depth. This group combines improv exercises, group processing, outside 
study and reflection, and participant-led exercises. Anecdotally, she 
reports seeing greater use of improv by her group’s members (Kays 2017).
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 Indicants of Personal and Professional Growth

In addition to trainers’ ratings of skills, trainees provided written answers 
to twelve open-ended questions within a month of their completion of 
each of the four levels. These questions differed slightly at each level, with 
those at the first two levels eliciting reactions to, and what was learned 
from, the experience of improvising, while those at the third and fourth 
levels emphasize challenges to applying RfG Clinical Skills in practice. In 
the questionnaires given to trainees at all levels are questions which invite 
reflection on how RfG practice impacts personal growth, changes in ther-
apeutic practice and the trajectory of the trainee’s professional life. Thirty- 
eight trainees’ answers to these reflective questions contain frequent 
references to their growth in: therapeutic presence, lessened concern over 
making mistakes, increased energy for playful interaction, both with cli-
ents and social friends; willingness to set aside their “professional mask” 
and encounter clients more authentically; and greater confidence in 
allowing intuitive choices.

 Literature Review of the Uses and Benefits 
of Improv Training for Psychotherapists

In her dissertation research, Pishney (2010) created a demonstration video-
tape of a training workshop in stage improv containing two improv warm-
ups, three different improv exercises and five improvised scenes based on 
the same scenario, enacted by different actors. This videotape offered view-
ers a window into improvisational performance but was not itself designed 
as a training video for therapists. This videotape was viewed by five licensed 
mental health clinicians who were then interviewed about the impact of 
their viewing experience upon (1) their own listening and creative engage-
ment skills and (2) their interest in applying those demonstrated improv 
techniques to their own clinical practices. All five reported that they saw the 
relevance of improv training to developing clinical skills in active listening, 
enhancing therapeutic presence and activating therapists’ creativity. Four of 
the five reported that they could envisage themselves using some of the 
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demonstrated techniques in their own clinical practices. All five also com-
mented spontaneously on how challenging and even anxiety-provoking 
they supposed improv performance to be and how improv practice would 
be necessary to lessen or overcome such anxiety.

Pishney’s study, which was limited to interviewing a very small num-
ber of subjects on their opinions concerning how they might feel when 
improvising and what value they saw in improv training for themselves, 
produced no data on how therapists respond to actual improv training. A 
far more useful study was conducted by Romanelli et al. (2017). In the 
pilot study of an experiment conducted over a three-year period using 41 
subjects with a median of six years’ clinical experience, these authors 
examined the effects of actual improv skills training on both therapists’ 
perceptions of therapy and their subsequent clinical practices.

Improv skills were taught to these subjects in a semester-long specialty 
course at a university graduate social work school in Israel. A maximum 
of 16 students were enrolled per class; the same three-hour-per-week class 
was offered to different students during three consecutive semesters. 
Course pedagogy was organized around the principles of experiential 
learning theory (Kolb 2015), implemented as a sequence of (1) direct 
experience of improv exercises; (2) reflective observation of these experi-
ences; (3) abstract conceptualization, relating their improv experiences to 
other therapeutic and theatrical concepts; and (4) active experimentation 
with improv techniques in their clinical practices. Instruction in each 
class was organized around one of nine different improv skills (Romanelli 
et al. 2017, Table 1, p. 13).

Individual interviews lasting between one and two-and-a-half hours 
were conducted with 17 of the 41 participating students, diverse in their 
theoretical orientations, in two domains: (1) significant moments in the 
training and reflections on their concurrent internal process and (2) expe-
riences following the course. Inquiry in this latter domain explored 
(a)  which specific tools and skills learned in the course they had been 
using, (b) changes noticed in their perceptions of clinical encounters and 
(c) changes noticed in their perceptions of their own clinical interventions. 
A qualitative analysis that related to improvisation and spontaneity, and 
which focused on shared terms, concepts and descriptions generated 
by the interviews, produced the following changes in self of therapist, 
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followed in parentheses by the number out of the 17 who reported hav-
ing such experiences: increased intuitional thinking (9), improved sense 
of spontaneity/flexibility (7), increased play/playfulness (16), improved 
awareness of emotions (15), increased relaxation and congruence/self- 
validation (10), less fear of making mistakes (9), increased self-confidence 
in the therapist role (8), heightened sense of “presence” (awareness of the 
here and now) as the therapist (11), and new, enlarged perspectives on 
therapy and on the role of therapist (13). The following changes in thera-
peutic action were reported: became more animated, direct and daring 
(14); increased self-disclosure (16); and applied improv techniques 
learned during the course in session (10). “Overall, therapists experienced 
enhanced levels of presence, self-validation, increased animation and 
playfulness, as well as bringing more of themselves to the clinical 
 encounter” (Romanelli et al. 2017, p. 18). These authors emphasize the 
correspondence between these reported effects and several dimensions of 
the construct “Therapeutic Presence,” “the process of bringing oneself 
completely to the encounter with the client on the emotional, physical, 
cognitive and spiritual levels” (Geller and Greenberg 2012, p. 4).

 Comparisons of (a) RfG and (b) Romanelli et al. 
Improv Training on Therapists

To my knowledge, these two programs are the only ones to have been 
designed to provide improv training for therapists. The main differ-
ences between these training programs are that (a) is a 60-hour ongo-
ing program that offers therapists training in how to use client-enacted 
improv techniques in session, while (b) was a 48-hour pilot program 
offering therapists personal experiences of improv without any train-
ing in, or even encouragement to, apply improv to client enactment 
(Romanelli 2017). What is striking, however, are the similarities in 
self-reported benefits between these two programs: heightened thera-
peutic presence, lessened concern for making mistakes, increased play-
fulness, greater willingness to take risks and greater confidence in 
trusting one’s intuition.
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 Conclusion: Practical Guidelines 
for the Effective Use of Improv in Therapy

As noted above, therapists need to have firsthand experience with improv 
prior to offering improv to clients successfully. Beyond that, you as the 
therapist will improve your chances of facilitating a worthwhile outcome 
for your clients by attending to the following, somewhat overlapping, 
guidelines:

 1. Check your own readiness and willingness to have a novel adventure before 
proposing improv enactments to your clients. If you’re not “up for an 
adventure,” your energy will signal to clients that what follows is 
unlikely to be transformative.

 2. Prior to commencing improv enactments, briefly turn your attention 
inward to bring into awareness any judgments and expectations you may 
have regarding clients’ performances. Being thus aware may not signifi-
cantly alter your attitude, but facilitates greater openness to seeing 
what clients actually do in the enactment (and challenges confirma-
tion bias).

 3. Accept all offers of client performances in the enactment. By aligning with 
the fundamental rule of improv you set aside subjective standards by 
which you might judge clients, both for their adherence to your 
instructions and for the quality of their performances.

 4. Display yourself as a generous audience. Our clients are not performing 
for our entertainment; indeed, from their perspective, they are taking 
the risk that their current, palpable discomfort at doing unfamiliar, 
possibly embarrassing activities will pay off in some far-from- 
guaranteed improvement in their lives. Demonstrating our admira-
tion for their taking these risks conveys the message that they are 
courageous and determined to improve.

 5. Remain open to learning from WHATEVER happens. Improv enact-
ments are open-ended experiments from which valuable lessons can 
be learned by clients, therapists and witnesses (other family or group 
members). Improv training teaches us to embrace the unexpected and 
to treat “mistakes” as gifts.
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“Competence that loses a sense of its roots in the playful spirit becomes 
ensconced in rigid forms of professionalism” (Nachmanovitch 1990, 
p. 67). In my 45-year professional experience as a practitioner and 30 
years as a supervisor, I have seen that therapists who become settled in 
their practice routines and disinterested in the challenge of further growth 
are at considerable risk of burnout. While certainly not the exclusive way 
to staying “fresh,” improv is an enlivening practice that confers benefits 
not only for the conduct of therapy but for therapists’ well-being.
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and took the initiative to run psychotherapy groups together, which was 
practical and enjoyable.

This chapter describes our experiences developing a contemplative art pro-
gram for our adolescent patients and their families. With limited resources 
and a challenging population, we found the time and energy to create a 
program that was well-received by patients and renewed our own energy for 
clinical work. This chapter may encourage other therapists who would like 
to create their own programs. There were many ups and downs and we 
appreciated any information that would help navigate the obstacles in front 
of us. Moreover, this chapter may offer hope in normalizing the frustrations 
and highlight the many benefits of stretching into new territory.

One of us (KS) had since left academic and hospital institutional work to 
build a group private practice in clinical psychology in Ottawa, Canada, spe-
cializing in mindfulness- and compassion-based interventions for well-being 
and growth. In between rowing competitions, leading mindfulness retreats 
and courses, and her own art making, she continues to invite patients to find 
creative ways to perceive and respond to their experience and themselves.

The other, CK, began cartooning shortly after the initial run of 
Contemplative Arts for the Reduction of Stress (CAReS). Not coinci-
dentally, teaching her own patients how to turn down the volume on 
their inner critic led to her not worrying so much about what colleagues 
or patients would think about her creative work. Cartooning and writ-
ing soon became the preferred way to meditate. Her work now focuses 
on the importance of design and knowledge translation in the creation 
of patient programming and online psycho-educational content. It is 
no accident that her early work in the development of CAReS resulted 
in recognizing the importance of the accessibility of materials and 
information used in psycho-educational programs.

 Developing and Implementing 
a Contemplative Arts Regimen

Teenagers are a tough audience partly because they are smart enough to 
be sceptical of the advice given by adults. Therapists, in particular, must 
deliver on promises as nonsense is quickly detected and dismissed. If you 
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do not have anything worthwhile to offer, you may not get a second 
chance to re-engage a teenager. This is especially true if it was not their 
idea to attend therapy in the first place.

This chapter recounts the experiences of the authors developing a con-
templative art program for teens referred for psychological services within 
the Musculoskeletal Unit of the Alberta Children’s Hospital in Calgary, 
Canada. A major part of the clinical work involved teaching mindfulness- 
based stress reduction (MBSR) to adolescents and pre-teens with a vari-
ety of chronic health conditions. Most of these teens had spent some time 
visiting various clinics in the paediatric hospital, for diagnosis and treat-
ment of their health conditions. They had physical challenges that ranged 
from chronic pain, surgeries for scoliosis or amputation, to multi- systemic 
disease, juvenile rheumatoid arthritis, lupus, autoimmune disorders, and 
burn injuries, and in their contacts with the hospital had frequent uncom-
fortable tests, infusion treatments, and painful or scary procedures to 
endure. The majority also had a mental health diagnosis, behavioural 
concerns, and learning disabilities. They and their families were often 
reluctant to attend another appointment that may be of limited benefit. 
Moreover, psychological services were regarded with suspicion.

Our intention in this chapter is to describe not only the program of 
Contemplative Arts for the Reduction of Stress (CAReS) itself but the pro-
cess of developing it as colleagues and friends. Therapists face many chal-
lenges when working in a healthcare setting. There is often no time or 
institutional support to take risks to design creative new ways of engaging 
clients or to subvert the dominant paradigm of therapist as expert and 
patient as passive recipient of treatment. Therapists may receive criticism 
when taking risks for clinical innovation in a traditional hospital environ-
ment. By describing the ups and downs of our clinical and program 
development experiences, we hope that more therapists will be  encouraged 
to consider taking creative risks and entertain the possibility that those 
risks are worth the rewards. Keeping patients, administrators, and your-
self happy in a stressful and fast-paced traditional hospital environment 
is a tall order. Finding the courage to infuse your clinical and program 
development work with your own creativity can breathe new life into 
your clinical practice and engage patients in ways that traditional clinical 
services may not.

 The Development of a Contemplative Art Program… 
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 Setting the Stage

Research on the benefits of mindfulness has exploded in the past twenty 
years and has moved into the mainstream as an evidenced-based practice 
in healthcare. Mindfulness has been used in a variety of patient popula-
tions and has shown to be helpful in ameliorating chronic pain, depres-
sion, anxiety, insomnia, and many more mental and behavioural health 
concerns (Labelle et al. 2014; Garland et al. 2014; Turner et al. 2015).

It was with this burgeoning literature in mind that it was decided to 
run MBSR classes for adolescent patients and their parents. At the time, 
this involved treating patients from a variety of clinics within 
Musculoskeletal Services at the Alberta Children’s Hospital. Referral to 
the psychologists on the team usually meant that the children and/or 
their families were likely struggling to manage their symptoms, function 
well in school, or cope with anxiety or depression.

MBSR was an attractive option for the health needs of our patient 
population for a number of reasons. The group format allowed us to sup-
port as many children and families as possible. MBSR was an interven-
tion focused on helping people accept and relate in a more skilful way to 
the reality of an unwelcome life circumstance. Most of the children who 
came were living with conditions that were unlikely to significantly 
change. These children and their families were in the position of needing 
to embrace the reality of living with pain, bodily transformation, or 
chronic illness; mindfulness as a practice to enhance their psychological 
resources for facing health-related stress and emotional challenges was 
well-suited to help them manage their lives in the long term. MBSR was 
also an intervention that was beginning to show benefit for many of the 
concerns common in this patient population, at least for adults. Thus 
there was an eagerness to explore how the practice might be adapted for 
children, adolescents, and families dealing with health-related stressors.

Mental health professionals have become increasingly aware of the 
research by Pennebaker (1997) on the importance of developing a differ-
ent kind of relationship with life challenges through personal expression. 
Pennebaker’s research had focused on expressive writing, using a system-
atic protocol that required patients to express their “deepest thoughts and 
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feelings about what bothered them most”. His research had shown that 
systematic expressive writing interventions led to significant changes in 
patients’ immune functioning, and also significantly reduced their fre-
quency of use of medical services (Pennebaker et al. 2003; Pennebaker 
and Seagal 1999). Consequently there appeared a need to integrate 
MBSR and Pennebaker’s Expressive Writing to design a health interven-
tion that might benefit shared patient populations.

By implementing and researching a mindfulness-based expressive arts 
curriculum with a paediatric population, it was possible to explore the 
value of primarily non-verbal, image-based forms of cognitive processing 
for the restructuring of the emotional experience of pain and illness. In 
looking to the research literature, focus was on studies that used non- 
verbal disclosure interventions that were variants on Pennebaker’s written 
disclosure intervention. These studies used both free drawing and drawing 
that required the formation of images within a structure. Structured non- 
verbal disclosure interventions have demonstrated better results than those 
unstructured non-verbal interventions using free creative expression with 
no implied structuring. For example, in a study of the soothing effects of 
non-verbal artistic expression on anxiety, Curry and Kasser (2005) evalu-
ated three colouring conditions (free-form, mandala-drawing, or plaid- 
form). Significant decreases in anxiety were noted in participants in the 
mandala- and plaid-form conditions. Henderson et al. (2007) tested the 
psychological and physical health benefits of mandala-drawing (drawing 
within the form of a circle) within a trauma population. This study found 
that individuals assigned to an experimental mandala-creation condition 
reported greater decreases in symptoms of trauma at the one-month fol-
low- up than did those assigned to a free drawing control condition.

In planning CAReS, it was apparent that the methodology of previous 
research on the health effects of non-verbal disclosure had not fully 
answered the question of whether verbal processing was the essential ele-
ment for cognitive restructuring of thoughts and emotions connected to 
traumatic experiences. That is, if cognitive restructuring was the curative 
factor in written disclosure interventions leading to health effects, then to 
definitively identify written/verbal language processing as the best mode 
for cognitive restructuring of experience one must remove the possibility 
of a confound in the form of opportunity to contain and restructure 
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previously overwhelming or chaotic emotional experience. It seemed like 
there was a good theoretical and empirical rationale to pursue develop-
ment of an expressive arts’ curriculum for paediatric patients that empha-
size embodied or non-verbal forms of processing experience.

We cultivated our clinical skills by offering a pilot MBSR curriculum 
adapted for the needs of paediatric patients and their families and incor-
porating other well-researched and established protocols, such as the 
Pennebaker disclosure paradigm. In November 2006 a grant was formu-
lated titled Project HeART (for Health and Art): Health Effects of 
Written versus Artistic Emotional Expression in a Paediatric 
Population—A New Application of the Pennebaker Disclosure Paradigm 
and received funding from the research institute at the Alberta Children’s 
Hospital to cover some expenses for art materials and research-related 
instruments. To develop protocols, MBSR curriculum materials and 
Pennebaker expressive writing protocols were implemented (from the 
University of Texas at Austin Behavioural Medicine Service and from 
MBSR curriculum materials developed at the University of Massachusetts 
Centre for Mindfulness in Medicine, Healthcare, and Society), and our 
own mindfulness training and experience. By the spring of 2007, it was 
announced that the clinic would be offering an MBSR group, and there 
was no trouble recruiting patients and several of the eight-week groups 
were easily filled. The future of these MBSR groups looked bright.

It had been noticed that parents appreciated the MBSR protocol, but 
the teens had complaints. Some teens reported that they found tradi-
tional sitting meditation boring. Others questioned the relevance of the 
practice to the immediacy of their pain and suffering. Ultimately, close to 
50% dropout rate suggested that the program was not working either to 
engage or to reduce suffering for these patients.

It was noted that other successful groups were being launched and 
running successfully at that time. The same patients who had dropped 
out of the MBSR program were faithfully attending cognitive behaviour 
therapy for insomnia groups and/or a chronic pain self-management 
groups run by the same therapists. The feedback from these groups was 
that the course content may not have been exciting, but it was helpful 
and relevant.
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After the initial pilot run of the MBSR protocol, some time was taken 
to more fully develop a protocol that integrated expressive arts and mind-
fulness, while recognizing that in order to keep momentum going insti-
tutionally and with patients for mindfulness-based interventions, it was 
necessary to speed up the integration of the arts’ component.

As the ideas were structured for a mindfulness-based expressive arts cur-
riculum modelled on MBSR, the program manager was asked for support 
of this research, program development, and for clinical sponsorship of a 
mindfulness-based expressive arts program for children served through 
the clinics of which both authors were a part. This was endorsed but there 
was no program-based funding for supplies other than the financial 
resources provided through the initial Project HeART grant. A materials’ 
list was constructed, and the purchases approved, and then support was 
provided for the initial run of CAReS despite some opposition from the 
professional leadership. Although there was some political posturing 
about offering the program through our unit rather than under the aus-
pices of the psychology professional group, the protection of initial efforts 
and the encouragement from the administrative lead, as well as having a 
faculty physician stakeholder signed on as a research project co-sponsor, 
were essential to pilot project success.

Immediately after ending the more traditional MBSR course offerings, 
the expressive arts’ group skills were tested by offering one-day art work-
shops. While offering the workshops, a pilot CAReS curriculum was 
developed and a brochure outlining the full or half-day workshops that 
would run over the course of the summer: the series included contempla-
tive drawing, painting, knitting, photography, sculpture, masks and 
mandalas, and writing.

 The CAReS Program

Most artists at some time or another have had the experience of complete 
focus while making their art—losing all sense of time and becoming 
completely immersed in the moment and the experience of the paint-
brush on the canvas or the feel of clay squishing between fingers.
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This approach to contemplative art focused on learning how to carry 
over the skill of staying present without judgement into everyday life, as 
a strategy for coping with pain and stress, in addition to being an effective 
approach to art making.

The CAReS program was launched with a rough outline for each class. 
Deliberately experimental, each class was refined as experience was gath-
ered from the previous workshop. The intention was each individual 
workshop should focus on a different medium to appeal to the various 
interests of the teens. Each workshop was self-contained and the teens 
could sign up for one or all of them. Fortunately, there was access to an 
art studio in the hospital; the days of the workshops were dependent on 
the availability of the studio room. Once there were dates in hand, a bro-
chure was designed with brief workshop descriptions and dates. Focus 
was primarily on creative processes as it was intended to specify the cur-
riculum as observed in our lived experience and gathering observations 
from the participants.

Once the CAReS brochures were distributed throughout various clin-
ics, there was immediate interest. There was some administrative support 
and an auxiliary assistant who fielded phone calls and kept registration 
lists for the groups. Logistically, it was extra work planning for all the art 
supplies required compared to traditional psycho-educational groups. 
Storage of all of the materials was a concrete issue: leaving materials in a 
communal art closet would mean that they could disappear. Storing 
materials in our tiny offices was not an option, and transport was some-
times on borrowed ER supplies carts. Nurses and other staff were great 
cheerleaders; for example, when an order of plaster for making masks was 
delayed in the mail, the Emergency Room team and the Amputation 
clinic team donated plaster bandages that worked beautifully for patient 
creations. Despite “hiccups”, it was important to use high-quality 
 materials that would be used in a more advanced art class by serious art-
ists. Art programs for children often use low-grade markers, crayons, and 
paints. It was felt necessary that children appreciate the sensory differ-
ences in how true artist’s materials performed and felt and not be limited 
in their self-expression by low-quality materials. It was assumed that it 
gave the teens a sense that healthcare workers took their experience in this 
program, and their art making ambitions, seriously.
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In the section that follows, a brief description of the workshops is 
provided:

Workshop 1: Discovering Your Artistic Roots
This workshop focused on developing basic drawing skills. Although 
most schools have art classes for their students, rarely are children taught 
how to draw. This often results in the belief that one is either born with a 
talent for drawing—or not. Very few people are aware that drawing is like 
any other skill that can be learned. One would not expect to sit down at 
the piano and be able to play. Only a few of us might one day become a 
concert pianist, but most of us could become reasonably competent with 
practice and some instruction.

This workshop began with a brief introduction to mindfulness medita-
tion and a guided breathing meditation. Then the patients were taught 
how to work with the mind and wandering attention, and how to re- 
focus mindfully on the physical experience of making art while 
drawing.

In the drawing workshop, it was intended to offer an experience that 
could challenge the children and teens’ perceptions of their own artistic 
ability, reformulate pre-existing stories about themselves as artists or non- 
artists, and increase self-efficacy with basic drawing. We not only offered 
the participants basic sensory and perception exercises for drawing, using 
exercises similar to the work of Edwards (2012), but also invited inquiries 
about how to stay present and let go of inner criticism while drawing.

Workshop 2: Strengthening Your Backbone
In this workshop, sculpture was offered as a medium for exploring self- 
trust and standing firm in relationship to others, an experience intended 
to counter the passive role in which paediatric patients are often placed 
when receiving treatment in a paediatric hospital. Emphasis was on 
developing a strong, unconditionally friendly, relationship to all aspects 
of ourselves, and on maintaining integrity while relating to and advocat-
ing for oneself with others.

After a short mindfulness of breath practice, discussion progressed into 
how one’s self expectations can interfere with our ability to see what is 
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actually present. Change begins with seeing things as they are. Whether 
it is clay, ourselves, or another person, open awareness is required, of 
darkness and light, of strengths and limitations. Only with full accep-
tance and contact with our experience as it is can we respond creatively, 
in a way that allows our highest potential to emerge.

Selected activities in this workshop included:

• Mindfulness of clay. This was a guided meditation where participants 
were invited to explore the sensory qualities of clay. All five senses were 
explored: squishing clay between the fingers, stretching, smelling, lis-
tening to the sounds it made, feeling its weight, even throwing it on 
the ground and listening to the thud that it made. This meditation 
served a dual purpose of softening the clay for later sculpture 
practice.

• Making armatures. A good sculpture has a strong foundation, just as 
our breath could serve as an anchor for awareness. Wire armatures 
were created to serve as the skeleton for the participants’ clay sculp-
tures. Although clay was used that could be fired in a kiln, the pieces 
were left in the air to dry and left unpainted for this workshop.

Workshop 3: Trusting Your Gut
Patients’ experiences in paediatric hospitals are often very disembodying. 
The goal was that participants bring mindful awareness and friendliness 
to their embodied experiences while at the paediatric hospital. This work-
shop was intended to help paediatric patients to listen to their bodies and 
themselves. Often individuals don’t listen to their inner voice and get into 
situations that are unhealthy, or just unpleasant. Learning to trust one’s 
gut instincts and live by one’s own values is an important skill when 
chronically ill. The Trusting Your Gut workshops focused on this theme 
while developing skill using colour in art through painting and pastels.

Participants were introduced to the practice of mindfulness of emotion 
in the body. The session oriented patients to the value of emotions for 
giving us feedback about our deepest needs in our life situations. For 
example, just as hunger triggers a desire to eat and thirst tells us we need 
to drink, fear tells us we require safety and anger ”activates” a call to set 
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some boundaries. When individuals try to fight, push away, or even get 
swept away by their feelings, they create personal suffering on top of the 
pain of life and being in a paediatric hospital.

Selected activities:

• Focusing practice. This was drawn from the work of Gendlin (1982), 
who taught patients to observe the “felt sense” of a situation with curi-
osity and acceptance. Listening to one’s body helps us bring awareness 
to our needs in a particular situation. Participants were guided through 
a series of focusing exercises to learn how to listen to the wisdom of 
their own bodies and intuition about a situation.

• Body scan. This was a lying down meditation practice drawn from tra-
ditional mindfulness practice and the MBSR curriculum.

• Dream painting. Participants were asked to paint a dream of their 
choice. Instructions included guidance on how to paint the “mood” of 
the dream setting and to explore all of the sensory aspects of the dream, 
as well as all of the characters in a dream as aspects of oneself and one’s 
experience.

• “MRI of emotions” in the body. This very popular exercise involved ask-
ing participants to lie down on a piece of paper while their body was 
traced by a helper—very similar to full body paintings that are made 
in kindergarten classes. However, instead of painting a self-portrait, 
participants were instructed to paint the emotions they experienced in 
the body, using colours and intensity to represent the body sensations 
and emotions they observed in their experiences in the focusing and 
body scan exercises.

Workshop 4: Opening Your Heart
Developing loving-kindness and compassion for ourselves and for others 
(especially when one is ill) is a key component of living a happy and full 
life and for resourcing oneself in times of pain and suffering, such as 
times of treatment in a paediatric hospital. Discussions in the Opening 
Your Heart workshop focused on the themes of developing attitudes of 
forgiveness, compassion, generosity, and gratitude towards ourselves and 
others, and how these attitudes heal us inside and out even when we 
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cannot change our pain or our external circumstances. Participants were 
guided in the practice of writing their own creative phrases to use in the 
loving-kindness and compassion meditations, which they later learned 
to repeat using the soothing repetitive rhythm of contemplative knitting 
using simple knitting hoops rather than knitting needles.

Selected activities:

• Developing personal phrases of loving-kindness and compassion medita-
tions. Participants completed exercises developing their own unique 
loving-kindness phrases and then were invited to apply these phrases 
in loving-kindness and compassion meditations for themselves and for 
others.

• Knitting with hoops and needles. Some of the time was spent with actu-
ally teaching a few of the participants how to make yarn balls and how 
to knit. This is an exercise requiring focus, patience, self-forgiveness, 
and unconditional friendliness. Everyone had the option of knitting 
with traditional knitting needles or a knitting loom that is easier for 
beginners. Once everyone was familiar with basic stitches, progression 
went onto simple projects while integrating their special loving- 
kindness and compassion phrases for themselves and others, with the 
rhythm of every each stitch.

Workshop 5: Finding Your Voice
Mindful speech is clear, kind, truthful, and timely. As a paediatric patient, 
learning to speak up for yourself and express yourself with integrity in all 
of the challenging situations you encounter is essential to living a healthy 
and productive life. Assertive communication skills are particularly 
important for individuals with individual differences such as scoliosis or 
amputation, or for those with “hidden” disabilities such as chronic pain, 
or autoimmune disease in order to have others understand and appropri-
ately respond to their needs. This workshop intended to invite partici-
pants to practice how to ignore their “inner critic” or the rules and 
expectations of others that do not meet their needs, and to express them-
selves in a clear, strong voice. Mindful writing was applied as one of the 
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tools for this session; many of the mindful writing exercises were taken 
from the work of Goldberg (2016) and Schneider (2003).

Selected activities:

• Writing exercise using the prompt: “In the backyard…”. Each participant 
was given the first three words of a sentence to start their writing. They 
were instructed to keep writing until the bell was rung. No pauses and 
no crossing out. Write whatever popped into their mind even if they 
thought it was silly.

• Writing exercise using the prompt: New word a minute. In this exercise, 
the facilitator rings a bell every minute. Each person in the writing 
circle takes a turn suggesting a word to the group. Each group member 
must incorporate that word into the piece they are writing.

Workshop 6: Clear Sight
This workshop emphasized creative perception and learning to see and 
respond to life in playful and novel ways. Contemplative photography was 
used to play with seeing people and situations in new and unconven-
tional ways. An important component of being able to see the world 
clearly involves letting go of habitual ways of seeing and responding. 
Exercises in this workshop intended to invite practice in develop skills in 
seeing in new ways, testing assumptions, and responding to what is seen 
with non-judgement and with acceptance.

Selected activities:

• Participants were offered instruction in contemplative photography, 
including Miksang photography (Karr and Wood 2011). Participants 
seemed to particularly delight in being “the one who sees” rather than 
being “seen” as patients, hospital staff, and others in the hospital. 
Turning the lens back on the hospital seemed to bring immense delight 
and empowerment to many of the participants.

• Working with colour. Participants were invited to pick one colour to 
photograph during their walks. Whenever they encountered that 
colour, without thinking too much about the composition of the pho-
tograph, they could take a picture.
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• Working with pattern. On their next photo walk, participants were 
asked to find instances of repetition in the environment. Examples 
include photos of rows of bike racks, street lamps in a row, and so on.

• Working with light. Participants were invited to explore their environ-
ment looking not so much at things, but at space and the play of light 
in space.

Workshop 7: Masks and Mandalas
When you are coping with a chronic illness, it is easy to lose connection 
to one’s life passion and purpose, and to the larger patterns of being 
human in a technological healthcare environment. This workshop 
focused on connecting to common humanity and one’s deepest self 
throughout the depersonalizing experience of being a patient in a paedi-
atric hospital. These topics were explored through the creation of masks 
and mandalas.

Selected exercises:

• Discussion of how masks and mandalas are two ancient ways that peo-
ple explored the archetypal parts of their individual human experi-
ences of suffering. They were a way to express and understand the 
universal or common humanity and meaning in their struggles and a 
pathway to finding healing and wholeness.

• Coloured sticky notes mandalas. Participants were invited to do quick 
mandalas on sticky notes. This helped to make the initial mandala 
practice feel less daunting and allowed participants the opportunity to 
do portable mini-art projects, bringing awareness and creativity even 
to tiny moments of our daily experience.

• Painted mandalas. More time was spent on a larger, richer mandala 
that was painted on a larger piece of paper. Suggestions for the content 
of the mandala included focusing on a dream, personal hopes for the 
future, or the most difficult parts of their suffering as a patient in a 
paediatric hospital.

• Plaster face masks. We all face the world and can also choose what kind 
of face we want to express to the world. Masks were created using 
plaster casts of the participants’ faces. This involved some trust and 
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comfort with others touching your face. This was an optional activity 
for those who were willing to try. Once the mask was dry, participants 
were asked to paint a mask that expressed some powerful aspect of 
themselves that they could call on when they had to deal with over-
whelming experiences. One of the beautiful aspects of this practice 
was the opportunity to explore the boundaries of inner and outer. For 
example, some participants left the exterior plain, but painted the 
interior with rich colour; other participants explored adding whole 
new characters and aspects to the exterior of their mask, beginning to 
sense some of the fluidity and creativity that is possible as one chooses 
who one wishes to be in the world.

 Challenges and Lessons Learned

The various media and practices in each workshop had their strengths 
and different wisdom lessons to teach. Contemplative art in general 
invites participants to let go of habitual internal stories and patterns of 
reacting, to focus awareness on the present-moment embodied experi-
ence of art making. In our practice of teaching, several observations were 
documented of the benefits of contemplative art:

• Cultivating focus and patience with oneself and one’s experience.
• Developing equanimity through attending to five senses experience.
• Activation of felt experience in the body in a structured and systematic 

way through physical contact with arts’ materials, rather than through 
the abstract, verbal forms of processing experience typically involved 
in the negative self-referential narratives typically associated with emo-
tional reactivity to pain and suffering.

• Developing courage and overcoming experiential avoidance of nox-
ious or painful physical or emotional stimuli related to the process of 
illness and pain.

• Developing opportunities for novel, more workable narratives and 
experimentation with new ways to relate to self, illness, and the experi-
ence of being a paediatric patient in treatment, through experimenta-
tion and play with different arts modalities.
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• Developing new perspectives, and opening up to fresh ways of perceiv-
ing and expressing the experience of pain and illness.

• Increasing a sense of common humanity through the process of art 
making in a group, in a way that minimized individual differences in 
age, language development, or emotional maturity. Beginning to con-
nect to the threads of common humanity in one’s experience of illness, 
bodily changes, and pain in a creative and loving way through play 
with art.

• Connecting to other paediatric patients in a more active and creative 
role in the hospital environment than that which is typically offered to 
patients.

• Opening to a sense of pleasure and mastery through creation of a tan-
gible individual creation; this process may have served as a protection 
against depression and stress related to pain and illness.

• Empowerment in contacting and expressing one’s experience of pain 
and illness even though it may be counter to the institutional narrative 
of a paediatric hospital or one’s parents and peers. Patients loved 
becoming actors in the hospital, and indeed seemed their liveliest and 
childlike when they could express their unique (and often fiery) per-
spectives on their experience rather than being forced into an institu-
tional narrative of passive victim of or noble warrior against disease 
and illness.

• Building new and more empowering associations to the hospital envi-
ronment, which is often associated with silencing, passivity, pain, and 
fear for many paediatric patients.

The initial run of the program was well-received by patients, parents, 
and (most) colleagues. There were a number of children who asked their 
parents to change their summer vacation plans so they would not over-
look the upcoming workshops. Parents wrote letters to the clinic’s man-
agers requesting further support of the program and future workshops for 
their children. The buzz created by the program led to more internal 
support for the program. One important lesson learned was that support 
is easier to obtain in an institution after a demonstration project had been 
completed—not before. This is particularly true for new programming 
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that might be difficult for those without an art background to envision or 
conceptualize. It is important to start small and see where it takes one.

The program would not have happened without finding initial champi-
ons to support and protect our work in the beginning. Building momen-
tum after the initial run required more voices and more supporters joining 
in the chorus. It was evident that working as mental health professionals 
one must not be reticent about sharing the experiences learned during the 
development of the program. Similarly, participants were encouraged to 
talk about what they were learning with their doctors and nurses. The 
patients’ excitement and enthusiasm was contagious—and had the added 
benefit of bringing aboard more supporters and champions.

It was evident that the best work was done while we were playing, having 
fun, and trusting personal instincts. We were asking our patients to create 
without letting their inner critic shut them down before they started mak-
ing marks on the page. Most were surprised at the work they were capable 
of when they were kind to themselves instead of self-critical. Similarly, we 
needed to be free enough to experiment and make mistakes. There is no 
way to do something new without going down a few blind alleys.

It was not just our inner critics that had to be contended with, but some 
of the colleagues too! Many expressed concern that this program was not 
yet empirically validated. Some were concerned with the time and resources 
that the program appeared to require. In all cases, it was crucial to maintain 
patience while assertively standing ground, reminding colleagues that cog-
nitive therapy and MBSR were once experimental and that other clinical 
work was not suffering as a result of the CAReS program.

In fact, the opposite was true. The CAReS program served to be invig-
orating and this enthusiasm was perceived by patients even in the more 
traditional group therapy programs. As clinicians there was energy at our 
disposal to run the program in our free time for adults enabling these 
ideas to be tested in a different patient population. Each time the pro-
gram was executed, the exercises were refined and feedback offered infor-
mation about what worked and what did not.

Even after leaving Alberta Children’s Hospital, we continued to run 
CAReS, in part, or in its entirety in different contexts. In both of our 
professional lives, the development of this program has been a seminal 
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experience. Since that time, we have gone on to new projects and pro-
grams, learning not to inhibit a good idea for fear of failure.

 Implications and Guidelines for Mental Health 
Professionals

Designing new programs from scratch is difficult. Clinicians are likely to 
encounter numerous obstacles, ranging from limited budgets and free 
time, space constraints, fear of failure, and critical colleagues. Do it 
anyway!

Whatever the risks, the rewards are the creation of new approaches 
that may alleviate the suffering of your patients. If you say to yourself, 
“Who am I to create this?” it is imperative that you counter that thought 
with “If I don’t, who will?” Graduate school is necessarily rigorous and we 
are taught to defend our positions with evidence. Unfortunately, aca-
demic education provides less training in how to push the boundaries of 
our interventions and our professions into entirely new territories.

In the development of CAReS, we approached work the same way one 
would approach a blank canvas. By trusting personal training and clinical 
instincts, we approved a new way of teaching mindfulness to emerge for 
patients, believing strongly in encouraging colleagues to take risks in 
their work in order to foster a community of creativity and collaboration. 
We were fortunate to have had mentors who encouraged us in the past 
and a few trusted colleagues to bounce ideas off of throughout the pro-
cess of the program development.

While we could consult with colleagues outside our institution, we 
soon learned the importance of finding individuals within the institution 
who understand one’s vision just well enough to lend the support needed 
to get started. Knowing stakeholders and finding champions are impor-
tant to the success of any program within an organization. Whether it is 
a parent, a foundation, a research colleague, administrative manager, 
director, or an executive sponsor, having the support of the operational 
side of the organization can protect your newborn project in its early 
stages.
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Finally, we have mentioned difficulties with colleagues—without 
wanting to dwell there. However, any new program is going to have its 
naysayers. Whether the opposition is due to differences in theoretical 
orientation, professional envy, and fear of change or lack of vision, it is 
important that you apply mindfulness and compassion to the experience 
of program development, and sometimes fierce compassion for yourself 
and others. The experience of nurturing CAReS into existence helped us 
learn to politely but firmly stand ground and to put patient persistent 
effort into something few people other than the two of us understood 
before it existed. This is an excellent mindfulness practice in and of itself. 
Learning to respond skilfully and spaciously to all forms of resistance to 
the process of change is the ultimate destination of most meditation prac-
tices, and if you are up for that challenge, starting a new program that 
will shake things up clinically or organizationally is certain to give you 
many opportunities for the practice of mindfulness and compassion. As 
with any change, a community and friendship are extremely helpful 
resources; this is where having a sympathetic colleague, having a variety 
of advocates, and having a supportive tribe for ideas and accountability 
can be extremely valuable.

A healthy professional life requires many of the same things as a healthy 
personal life: freedom to grow, creativity, community, friends, and the 
spaciousness of mind to accept that you will make errors along the way. 
Infusing work with new ideas, nourishing your heart by working in a way 
that is in alignment with personal values, and generously allowing your-
self the opportunity to experiment with innovative ways of thinking and 
working will take you places you never envisaged. Most importantly, it is 
the only way that new advances in mental health are possible.
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Psychological Oddities Among 

Performing Artists
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 Introduction

This chapter discusses the manifest psychopathology of some musical per-
forming artists. We argue that some persons explore their disorder through 
creative work and performance, obtaining appreciation, and sometimes 
validation, of their different experience. We follow film director and mae-
stro of the trash-aesthetic John Waters’ view that “[m]y idea of an interest-
ing person is someone who is quite proud of their seemingly abnormal 
life and turns their disadvantage into a career” (pp. 98; Waters 2005).

V. Egan (*) 
Centre for Forensic and Family Psychology, University of Nottingham, 
Nottingham, UK
e-mail: vincent.egan@nottingham.ac.uk 

A. Beech 
School of Psychology, University of Birmingham, Birmingham, UK

L. Burrow

http://crossmark.crossref.org/dialog/?doi=10.1007/978-3-319-75423-9_10&domain=pdf
mailto:vincent.egan@nottingham.ac.uk


174 

It is fair to say that mental illness has driven a number of cult artists’ 
creativity. Further, this creative career has been constructive for model-
ling a means of therapeutic expression in persons who in other contexts 
may have been isolated and more dysfunctional due to their mental dis-
order (or at least their conceptual oddity). We discuss these ideas with 
reference to individuals with well-documented mental illness who some-
times thrived, but other times decompensated due to their inherent vul-
nerabilities in stressful conditions. Personal vulnerabilities, coupled with 
the snares and entanglements of their creative lifestyles (such as substance 
abuse and professional stress), often led to very difficult times for many 
artists (e.g., GG Allin, Syd Barrett, Lou Reed, Townes Van Zandt, and 
Brian Wilson). Hence, the chapter discusses these issues with reference to 
some of these aforementioned artists.

The chapter also develops ideas about bipolar disorder and schizotypy 
as a creative trigger for work that may take an artist in a number of direc-
tions, potentially taking them away from the finite career that normally 
accompanies a “pop” or “rock” artist into new creative directions. 
Examples of such persons include Don Van Vliet (Captain Beefheart) 
and Daevid Allan; who would have thought that the former’s half- century 
old free jazz, delta blues, and surrealistic beat poetry would still excite and 
challenge as much as Picasso’s “Les Demoiselles d’Avignon”; or the latter’s 
jazz, folk, progressive/punk rock explorations of a whimsical mythos rep-
resenting the lysergic high point of European hippiedom would appeal? 
We conclude by noting that the creative environment can be a therapeu-
tic milieu for some individuals, with autobiographical observations from 
a performing popular musician with a psychotherapeutic background.

 The Context

The incidence of mental disorder in creative artists and entertainers 
outstrips that observed in the general population; for example, 10.3% 
of entertainers and performers experience a major depressive episode 
annually (Woodward et al. 2017). Biographical information examined 
by Ludwig (1995) found that mania, psychosis, and psychiatric hospi-
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talisations were most common in poets (of whom 20% committed 
suicide). Compared to other professions, artists display two to three 
times the general rate of psychosis, suicide attempts, mood disorders, 
and substance abuse, and six to seven times the general rate of psychi-
atric sectioning.

The most creative popular musicians produce a lot of diversely styled 
work which remains influential and inspirational, irrespective of objec-
tive commercial impact; Brian Eno, creative polymath and quality name- 
dropper, observed, “I was talking to Lou Reed the other day, and he said 
that the first Velvet Underground record sold only 30,000 copies in its 
first five years. Yet, that was an enormously important record for so many 
people. I think everyone who bought one of those 30,000 copies started 
a band! So I console myself in thinking that some things generate their 
rewards in second-hand ways” (McKenna 1982). The fluent generation 
of original, possibly groundbreaking ideas, and the energy to pursue and 
express them, is a quality not all people have. Biographies of creative art-
ists clearly indicate that bipolar conditions can be helpful to the creative 
process (Johnson et al. 2012), and that the creative industries have more 
bipolar individuals, as well as a higher-than-expected proportion of per-
sons who are (healthy) siblings of individuals with schizophrenia (Kyaga 
et al. 2011).

Sometimes an individual’s mental disorder is known in advance, other 
times it is recognised in hindsight. So it is often no surprise when the 
disorder becomes manifest. The noted relationship between mental disor-
der and creativity is well-trodden and reflects the capacity to make unex-
pected associations, florid and manic energy, and narcissistic self-belief. 
These qualities are potentially adaptive for performing musicians, an 
industry that appears to contain considerable proportions of creative psy-
chopaths, extroverts, and exhibitionists. Some of these persons are genu-
inely original and insightful; others are song-and-dance entertainers, who 
are vessels for writers and (sometimes) Svengali-like managers who may 
even reflect particular types of personality-based psychopathology 
(Hoskyns 2012; Napier-Bell 2001). This chapter explores the therapeutic 
value that a creative outlet in popular music performance may provide an 
artist vulnerable to mental disorder.
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 Examples of Psychological Oddity in Musicians

There are many well-known examples of psychological oddity in per-
forming musicians. To see Brian Wilson perform is to feel the contrast 
between the waves of love and acceptance he receives and the discomfort 
he has for his role despite the adulation. The purity and precision of 
Wilson’s work are at variance with the conventionally dressed, strangely 
interacting singer-songwriter himself. Author of many timeless Beach 
Boys hits with warm, intricate melodies, Brian Wilson graduated from 
writing (often with singer Mike Love) anodyne songs about surfing, cars, 
and girls to Smile, the album he described as “a teenage symphony to 
God”, which took 38 years before it was finally finished and released.

Wilson’s history is well documented by both biographers and himself 
(Wilson and Greenman 2016). Physically and emotionally abused by his 
father, who seemed to delight in belittling him, Brian was uneasy in him-
self and less conventionally handsome than his younger brother Dennis. 
Brian famously wrote songs on a piano at home with his feet in a box of 
sand to get the feeling of the beach without having to expose his then 200 
lb frame to ridicule on the Californian seashore. It is also of note that 
unlike his brother Dennis (drummer in the Beach Boys, and the band’s 
pinup), Brian could not surf, and at some points in his life, he was actu-
ally afraid of water.

Formally diagnosed as a schizoaffective with mild manic depression, 
Wilson still experiences auditory hallucinations; these present in the clas-
sical form of disembodied threatening voices. According to Brian, he 
began having hallucinations in 1965, shortly after starting the heavy use 
of psychedelic drugs (mostly LSD), coupled with amphetamines and 
cannabis. LSD did not help his mental state, but extended his creative 
vision. An early version of “I Know There’s an Answer” (entitled “Hang 
On to Your Ego”), a song to be found on Pet Sounds, specifically touches 
upon losing one’s identity when under the influence of LSD:

They trip through the day and waste all their thoughts at night…hang on to 
your ego, hang on but I know you’re gonna lose that fight.
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These lyrics were subsequently changed to fit more into the mood of the 
whole recording, which is generally seen as a concept album dealing with 
love and loss. This LSD-influenced work is widely regarded as his master-
piece (and is often regarded as one of the greatest popular albums of all 
time). This record, coupled with fragments of the then uncompleted 
album Smile initially due to be released in 1967 (e.g., the tracks “Surf ’s 
Up”, “Cabinessence”, and “Heroes and Villains”), beguiles, charms, and 
remains widely popular despite 50 years since its release.

Still playing live, Brian Wilson needs to take medication to keep his 
mental state steady, and has a group of first-rate musicians to take up the 
majority of the music and vocals (Lamont 2016). He tours with his favou-
rite chair in the wings, should he need to sit down. In fact, he often seems 
to be a member of his own tribute band. He sometimes does not appear 
to be playing his keyboard and has an air of confusion and bewilderment 
at what is going on around him. His voice, 50 years on, is not what it was, 
with years of heavy smoking taking its toll, and he now no longer has the 
pure falsetto that was one of the key ingredients of the original Beach Boys 
sound. Live, he sometimes sings in a different key, and has been known to 
wander off mid performance. But the acceptance and validation that his 
nightly appreciation provides clearly makes his performance rewarding to 
him, and seeing a concert by him remains a touching spectacle and 
reminder of the humanity and potential of persons who live with mental 
illness. Arguably, Brian Wilson’s working day leads up to the 90 minutes 
of onstage therapy that enables him to get through to the next day, and to 
internalise the love and acceptance of audience when he is not touring.

Not everybody can put themselves on the line like this in the public 
arena. Artists can be deeply self-critical, and this, with a vulnerability to 
depression, has killed many musical performers. Having to face the vicissi-
tudes of an area of the entertainment industry that typically involves careers 
with a brief burst of popularity (and all that involves), followed, if they are 
lucky, by a long-tailed tapering-off audience with hopefully enough fans to 
sustain their career when their appeal becomes more selective, makes for a 
precarious life course in even moderately known musical performers.

Syd Barrett, the original creative genius and founder of the early Pink 
Floyd, of productivity generated a huge interest in the minds of many music 
fans until the time of his death in 2006. This burst was brief: he found 
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it  difficult to deal with fame at many levels, and his use of drugs (specifically 
psychedelics like LSD) destabilised an already fragile mind (Willis 2002). 
Some have suggested he actually suffered from autistic spectrum disorder, as 
Asperger’s syndrome is now known (Campanella 2015). Barrett was unable 
to perform or write a great deal of music for his band, Pink Floyd, after their 
first album Piper at the Gates of Dawn (the title of a chapter from The Wind 
in the Willows). After this he managed to produce only one song on Pink 
Floyd’s second album (A Saucerful of Secrets), but with a great deal of help 
and patience from Roger Waters (Pink Floyd’s bass player, and main com-
poser after Barrett had left the band) and David Gilmour (his replacement 
in the Floyd line-up). Barrett produced a couple of critically received solo 
albums, The Madcap Laughs and Barrett, in the late 1960s (Parker 2001).

As for his support mechanism, some individuals thought they were 
helping him by giving him drugs (such as further doses of LSD), though 
these had an even greater detrimental effect upon his mental health. 
Hence, after a few disastrous solo concerts, Barrett stopped performing 
or writing completely. He spent the rest of life in Cambridge mainly liv-
ing with his mother, with his psychosis mostly under control. He led a 
very quiet life, but could often be seen cycling around the town, though 
unconfirmed anecdotes abounded of unusual behaviours, such as paint-
ing his mother’s kitchen green—including the contents of her fridge. 
Barrett’s later artistic impulses were broadly directed towards painting. 
Here, he would spend weeks on a project, would finish it, photograph it, 
then burn it.

Another artist who has struggled with mental health problems was the 
American country singer-songwriter Townes Van Zandt (Kruth 2008). 
Much of Van Zandt’s life was spent touring, often living in cheap motel 
rooms and backwoods cabins. In the 1970s, he lived in a shack with no 
electricity. He suffered from drug addiction, alcoholism, bipolar disorder, 
and depression. Doctors’ notes reported: “He admits to hearing voices, 
mostly musical voices”. When he was young, the now discredited insulin 
shock therapy erased much of his long-term memory. Van Zandt was 
addicted to heroin and alcohol throughout his adult life. Despite all of 
this he wrote critically acclaimed songs, including “Pancho and Lefty” 
and “If I Needed You”.
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Van Zandt’s life is broadly mirrored in the 2009 film Crazy Heart (star-
ring Jeff Bridges). At times Van Zandt would become drunk on stage and 
forget the lyrics to his songs. At one point, his heroin addiction was so 
intense that he offered the publishing rights to all of the songs on each of 
his first four albums for $20. At various points, his friends saw him shoot 
up not just heroin, but also cocaine, vodka, and a mixture of rum and 
Coke. His battles with addiction led him to be admitted to rehab almost 
a dozen times throughout the 1970s and 1980s. Medical records from his 
time in recovery centres show that he believed his drinking had become a 
problem around 1973, and by 1982 he was drinking a pint of vodka 
daily. His attempt at detoxification from alcoholism, plus injuries from a 
fall, and cardiac arrhythmia led to his death at the age of 52.

 One could go on: Vincent Crane, keyboard player with early progres-
sive rock group Atomic Rooster, was another casualty. He lived with 
bipolar disorder for a number of years and, unhappy with his music and 
values remaining in the 1960s despite now living in 1989, took 400 aspi-
rin and killed himself. These biographical details repeatedly illustrate 
sadly common patterns and personal tragedies. What is the evidence 
from the bigger picture?

 Mortality Crises in Professional Musicians

The very lifestyle of popular musicians may affect mortality. Kenny and 
Asher (2016) reviewed the death records of 13,195 popular musicians 
and compared them with age-matched deaths in the US population gen-
erally. Popular musicians had shorter lives than the general population 
and were more likely to die violently (suicide, by being killed, a violent 
accident, or substance overdoses) or, perhaps unsurprisingly, from liver 
disease associated with hedonic excess, dying at about twice the rate of 
the general population. The disproportionate mortality was greatest for 
the youngest artists (those under 25), and subsequently reduced progres-
sively, suggesting perhaps some adaptation of behaviour to lifestyle with 
experience, although there remains  a myth around that the number 
of musicians who died at the age of 27 is significant (see Table 10.1 for a 
list of the most popular of these).
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Of significance to this chapter, suicide and liver-related disease were 
the most common for country, metal, and rock musicians; excess homi-
cides were observed in 6 of the 14 genres sampled, with this being most 
common for hip-hop and rap musicians. Accidental death was not 
uncommon. Mortality remained a concern long after fame may have 
passed (Bellis et al. 2007).

These commonplace findings do not tell us about the non-fatal risk 
trajectories that may lead to a crisis in the individual, although a combi-
nation of temperament and a risky environmental opportunity may well 
be a final triggering point. Commons et  al. (2014) found that public 
downfall crises in famous celebrities had particular antecedents: “atypical 
early environments, such as abandonment and trauma, over-indulgent or 
absent wealthy parents, or an early career; and adult environment condi-
tions, such as colluding social groups and entourages” (ibid., pp. 100). 
The artists involved had damaging extramarital relationships, had alcohol 
and/or drug addictions, and, perhaps because of this, became bankrupt; 
the authors found a correlation of 0.75 (p < 0.001) between the number 
of risk factors present and the severity of the downfall of the performer.

 Personality in Performing Musicians

These patterns of death tell us something about more common aspects of 
the lifestyles of popular musicians; as a group they live more riskily, 
hedonically, and have more emotional instability. Studies of the personal-
ity disposition of ordinary, non-professional rock musicians find they are 

Table 10.1 The 27 Club (in chronological order)

Robert Johnson Poisoned
Brian Jones Drowned
Alan “Blind Owl” Wilson Drug overdose
Jimi Hendrix Asphyxiation
Janis Joplin Drug overdose
Jim Morrison Heart failure
Ron McKernan (Pigpen) Gastrointestinal haemorrhage
Kurt Cobain Suicide
Kristen Pfaff Drug overdose
Amy Winehouse Alcohol poisoning
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more neurotic, more open to experience, and lower in agreeableness and 
conscientiousness (but average in levels of extraversion) compared to the 
general population (Gillespie and Myors 2000). The combination of 
openness, low agreeableness, low conscientiousness, and high neuroti-
cism is a classically artistic sensibility, and harnessed within the context of 
intelligence and possibly the loosened associations of a vulnerability to 
mental illness (or psychotomimetic effects brought on by drug use), it is 
easy to see where the creativity of some artists may come from, and 
indeed, where creativity may be lacking, as when “a band becomes a 
brand” (i.e., where the imagery and reputation of a group or artist super-
sedes the music they make). Butkovic and Rancic Dopudj (2017) found 
the personality profile of classical and heavy metal musicians was simi-
lar.  Hans Eysenck (1995) was interested in genius and creativity and 
argued that the basis for potential in creativity, and for psychopathologi-
cal deviation, was psychopathology in the absence of psychosis.

There is much speculation about the personalities or personality devia-
tions of public figures, and professionally, it is not recommended that one 
make spot diagnoses about individuals (even if sorely tempted) without 
thorough clinical review. Prior to exploring phenomenological aspects of 
performing in the popular medium, we shall review the academic litera-
ture to define what is known about music and performance’s therapeutic 
role generally.

 Music Therapy and Performing Music 
as Therapy

Whether it is persons passively enjoying, moving to, or making, the 
immediacy of music makes it an art form appreciated by persons who 
may otherwise affect less sensibilities for the arts. The social, expressive, 
dynamic, creative, and reflective nature of music also influences its effect. 
Music therapists use music to help facilitate change in individuals, and 
there is evidence for its effectiveness. Offenders as a group have a com-
mon incidence of personality disorder, but even in this cohort music 
therapy appears effective; a meta-analysis of the effect of music therapy 
on offenders integrated five studies (n = 409; predominantly male) and 
found music therapy was effective for promoting offenders’ self-esteem 
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and social functioning (effect sizes = 0.55 and 0.35, respectively). Regular 
music therapy also helped individuals to manage their feelings of anxiety 
and depression, particularly if they had higher numbers of sessions (Chen 
et al. 2016). Persons who make music often find its production therapeu-
tic and find creative blockage as traumatic as they find their creative flow 
therapeutic (Csikszentmihalyi 1996; MacDonald et al. 2006).

Performance may also be therapeutic in itself; a creative individual, 
caught up in expressing their art, energised by the need to entertain an 
audience, makes exaggerated gestures to what could be an audience of 
100,000 (or, equally challenging, keep conviction and confidence when 
playing to an audience that can be counted on two hands). They have to 
find a place within themselves able to overcome inherent introversion, 
anxiety, or lack of fluency. This may be effected by using alcohol or stimu-
lants, both positively and negatively; Prince’s protean musical and cre-
ative fluency was potentially hindered in his early career due to stage 
fright, which he overcame by using amphetamines; decades of dancing in 
high-heeled boots eventually damaged his heel tendons, though he had to 
keep dancing for his audience; he became addicted to prescription opi-
ates, and it was these he eventually overdosed on, the overdose being 
thought accidental. What does the performer say to this?

 The Phenomenology of Performing 
and Creativity in Popular Artists: A Perspective 
by Laurence Burrow (“Monty Oxymoron” 
of “The Damned”)

It is creative apperception more than anything else that makes the individual 
feel that life is worth living. Contrasted with this is a relationship to external 
reality which is one of compliance, the world and its details being recognised 
but only as something to be fitted in with or demanding adaption.

D.W. Winnicott, “Creativity and Its Origins” (1971, 1974; p. 76)

The start of my career in the world of rock music performance is rather 
atypical: I came into that lifestyle rather later than most, being in my 30s, 
having already trained and worked as a psychiatric nurse, studied a BA in 
Related Arts, and finally Art Psychotherapy at Goldsmiths College, 
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London. Becoming a professional musician was an unfulfilled (and I 
thought up to then unfulfillable) dream until I joined the legendary garage-
psychedelia-punk band, “The Damned” (https://en.wikipedia.org/wiki/
The_Damned_(band); http://www.officialdamned.com/) as keyboard 
player in 1996. I believe that without that convoluted journey and its expe-
riences, my ability to cope with and work within that lifestyle would have 
been doomed to failure. While my relationship to music and ability to play 
were well established, the ability to be confident, to relate to others and 
communicate with them, to be self-organised, and to both endure and 
enjoy such a lifestyle with a degree of common sense and independence—
all these would have been sadly lacking. These things were hard won dur-
ing my years of nurse training: I’m still proud to be a psychiatric nurse and 
am grateful to the profession for the skills it gave me. Had I been “thrown” 
into the rock-stardom as a young man I would without doubt have been 
added to the list of “Rock and Roll casualties” referred to above!

Some of the characteristics referred to I can relate to while others 
remain alien to me and in many ways I agree with our guitarist Captain 
Sensible when he describes me as “a very unlikely rock star”. In particular 
“narcissistic self-belief ” has been lacking: by contrast I have had to “prove 
myself ” over and over. I would say then that my later psychological devel-
opment conforms to Adler’s “inferiority complex”: I have had to develop 
my musical performance in order to compensate for a general “lack” in 
terms of social integration. (I can say that it gives me some satisfaction at 
times to remember the awkward shy person I once was in the moments 
of triumph and joy that are now accessible to me.)

However, I also recognise in myself pathology related to my early 
development. As a child I was quite happy to be absorbed in my own 
fantasy world. I was prone to emotional instability, but being creative 
with toys, imagery, and sounds kept me happy most of the time. The dif-
ficulty came with the need to try and share that inner world with other 
children: I found it hard to understand them (and no doubt vice versa!). 
I hated structured games such as “Simon Says”, preferring to create my 
own. If I wasn’t to play on my own all the time I’d have to find another 
“Weird kid” or two to play games such as “What do you want to be killed 
by”, enacted in the playground with great enthusiasm while the others 
played football. Winnicott suggests that imaginative play is in fact an indi-
cation of health: not being able to play is a far more serious problem.
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My mother suffered badly from post-natal depression and I think the 
need to “self-mother” accounts to some extent for my self-absorption. 
Imagination and play filled in the “gaps” in my nurturing experience: the 
times when my mother was absent or “dead” to me. I think I was lucky 
though, as such experience can lead to frank psychosis in some people: 
“When the mothering one is absent, preoccupied, or overwhelmed by her 
own emotional state of being and unable to provide what the baby needs 
for its own development at the stage of absolute dependence, the baby is 
catapulted into a state of unthinkable anxiety” (Wetzler 2010, p. 178). 
This anxiety, Winnicott believed, was the basis for schizophrenia, a condi-
tion that ultimately seems to shut down creativity, imprisoning the per-
son in a world of hallucination, obsessive delusions, and social isolation.

However, there are degrees of madness and creativity! A touch of madness 
(as opposed to full-blown psychosis) can be used and worked with. 
Childhood play is thus therapeutic; indeed, Winnicott considered it the 
very basis for all artistic cultural phenomena (which would presumably 
include rock music). Indeed the pathology of the inherently playful but 
obliquely wise “mad rock star” can be contrasted with the opposite problem 
of excessive “normalcy”: “there are others who are so firmly anchored in 
objectively perceived reality that they are ill in the opposite direction of 
being out of touch with the subjective world” (Winnicott 1971, p. 78 in 
Caldwell and Joyce 2011). Society may encourage excessive passivity in 
order for the population to be dependent on consumerism, and so this 
pathology is very prevalent: hence Winnicott’s observation that “[c]ompli-
ance carries with it a sense of futility for the individual and is associated with 
the idea that nothing matters and that life is not worth living” (ibid., p. 76.), 
or, more succinctly, “It is a shame if we are only sane”. However, the imagi-
nation and indeed the antics of the rock musician can and are marketed and 
sold to “the bored and miserable people everywhere” (Zappa 1978). So to 
some extent people have been able to live out vicarious fantasies of rebellion 
and excess though such musicians “by proxy”, as well as have their imagina-
tions enriched by their creative output. Today this may be changing.

Creativity fills the gap between the subjective world and the demands 
of life: music sonically enriches this transitional inter-world. (Sadly, I 
found that all too often the music that excited me seemed to my contem-
poraries ugly, overwhelming, weird, or downright ridiculous!) To me, 
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Daevid Allen of “Gong” and Captain Beefheart were able to lace their 
diverse and sometimes challenging, sometimes tuneful music with surreal 
imagery, and make unusual and apparently incongruous imagery acces-
sible (to those who had the imagination (taste?) to appreciate it).

If however an artist is too subjectively determined, then the illusions 
will either be lost on everyone, or if they are forced to incorporate them, 
they will resemble the uncritically accepted ravings of a dictator or the 
psychotic delusions of the leader of a religious cult. In those cases the 
“creativity” loses its bridge-like quality and becomes a destructive imposi-
tion on the minds of others. Winnicott suggests that the healthy indi-
vidual has a foot both in the subjective hallucinatory inner world and the 
ability to perceive and deal creatively with outer reality, the demands of 
society and practical living.

I believe that creative musicians are attempting “self-care” or cure, and 
also reaching out for what Maslow called “Self-Actualisation” and 
Jungians, “Individuation”. To find out what one is really able to do and 
to find out what lies within and bring it out into the world for others to 
engage with (rather than to worship or slavishly follow). Part of this drive 
towards health in life includes the full integration of the mind and body 
(the “Psyche-Soma” as Winnicott referred to it). In this regard I have 
found the dance aspect of performance to be really important (the “florid 
and protean manic energy” referred to above!). I first discovered this 
when jumping off the sofa at the climax of a classical piece when I was a 
child. Such movements are rooted in early “bodily motility” and what 
Winnicott calls “the Spontaneous Gesture”. (Is that what is represented 
in that iconic image of Johnny Cash and those of numerous punk rock 
musicians over the years?)

Of course the mobilisation of such bodily activity, amplified music, 
and lighting displays all add to the intensity of the performed concert 
experience for both the performer and the audience. Even after 21 years, 
the emotional high induced by playing successfully “in Flow” in front of 
a large appreciative audience remains a state of joyous exuberance unlike 
any other I know. However, such experiences are in themselves addictive, 
and inevitably there can follow a collapse into exhaustion and melan-
choly when one is tired on tour. I think this partly explains the tendency 
to emotional instability, bipolar mood swings, and drug and alcohol 
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dependency among some musicians. Substances may be used to “get into 
the zone” in the first instance, and also to compensate for the anti-climax 
or boredom that can constitute much of life off stage (when Charlie 
Watts was asked to describe life with the Rolling Stones on their 30th 
anniversary, he said it had been “five years of work and twenty-five years 
of hanging around”). Indeed, if the onstage high is attempted as a perma-
nent state, that perhaps accounts for the tendency for some musicians to 
die young, sometimes violently.

In conclusion I can certainly admit to pathology being a part of my 
performances along with tension and release, omnipotent fantasy, sexual 
frustration and display, political anger, spiritual search, and altered states 
of consciousness: all these play a part. It seems to me significant that this 
chapter refers to artists “from the middle of the 1960s to the 1980s”: 
today’s musical celebrities seem altogether less colourful; as Frank Zappa 
said in “We’re Turning Again”, “No one can do it like you used to” (Zappa 
1985). Where are the Vivian Stanshalls, the David Bowies, and Frank 
Zappas of today? Maybe a touch of the old traditional madness and 
eccentricity might help after all!

 Conclusions

This chapter has, like the most interesting types of popular music, crossed 
many boundaries to create a synthesis which amuses, entertains, and per-
haps informs exploring psychological oddities in performing artists, and 
asked whether this activity has a therapeutic value. The objective popular-
ity and success for an artist working in a commercial forum is somewhat 
arbitrary, as their fortune and appeal may well depend on luck and seren-
dipitous events, as well as talent. Persons continue to perform and make 
music despite diminishing material returns, reflecting an inherent satis-
faction in the creative act, and validation by performing to even small 
audiences. It is often only after a number of years that some artists are 
truly recognised for their greatness (e.g., Nick Drake).

This phenomenon also affects female performers and artists of colour; 
Dory Previn had psychosis, while Sinead O’Connor still heroically strug-
gles to live with her own demons, and jazz composer Sun Ra came, 
depending on his mood, from Ancient Egypt, planet Venus, or 
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Birmingham, Alabama (Szwed 2000). One cannot cover all artists, styles, 
or examples, and more recent youthful artists are beyond the range of 
authors in their 50s. Schizotypy and bipolar disorder are differences that 
need not be pathological; in advantageous contexts and alongside other 
personal strengths, they may have some functional advantages (Mohr and 
Claridge 2015). Appreciation of unusual popular artists may be the musi-
cal form of enjoying “Outsider Art”, and for some more a reflection of 
the ongoing search for authenticity, which is rarely perceived to be in the 
mainstream of entertainment (though may move there if cultural com-
mentators approve a particular artist) (Hahl et al. 2017).

Mental disturbance rarely functions well under pressure, and creativity 
cannot be forced, but the cultural mainstream needs misfits and mavericks 
to drive innovation in industries based on creativity (Jones et  al. 2016). 
Professional and commercial pressures to conform to an increasingly struc-
tured artistic career and, indeed, the increasingly structured nature of mod-
ern life may reduce popular music being a feasible environment for an 
individual with psychological oddities to constructively express themselves 
and so receive validation of their difference; art colleges are less commonly 
the repositories of wayward imagination they once were. The creative pro-
cess is becoming closed to these individuals. This loss also reduces the sec-
ondary effect of unusual performing artists becoming public figures regarded 
with affection, acceptance, and credibility, as no longer is there an easy way 
for an audience to experience and empathise with mentally disordered per-
sons and other outsiders who are communicating via their creative work.

 Implications and Guidelines for Mental Health 
Professionals

• A client’s interest in music, art, and creativity, of whatever kind, pro-
vides an opening for the sensitive mental health professional to engage 
a client in therapeutic work. This work may well be one of the few 
ways in which the individual receives validation or finds a way to artic-
ulate feelings and can express their inner life.

• Hard-to-engage and taciturn young people sometimes engage in free-
style rapping, in which fluency, articulacy, and audacious use of lan-
guage (clever as well as graphic) become valued qualities; hard rock 
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may express the inner rage of the frustrated adolescent; sentimental 
ballads may allow a violent man to show sensitivity and softness he 
cannot otherwise allow himself.

• To recognise and be open to how a client uses music and art to regulate 
their feelings and express themselves is to have leverage in developing 
an individual’s willingness to reflect on their life.

• The ability to make music is widely valued, and the wide variety of 
sounds and techniques involved means that even persons with less skill 
can contribute, if such resources are available.

• Singing and music-making, like dancing and eating, are basic com-
munal human activities, and creating a sense of human relatedness in 
persons otherwise isolated by mental disorder is a way of enabling per-
sons to engage with others via a shared constructive activity.

• Mental health practitioners should be aware of the adversity in a popu-
lar public figure’s life and how they have articulated and lived with this 
as a means to enable and allow a client to discuss their own experi-
ences. The client may be able to discuss this public figure’s life and so 
derive insight into themselves.

• Hype, trying to maintain an “image” and popularity, the pressures of 
work on the road, the media, and the attractions of “excess” in the 
popular music lifestyle may account for the pathology found in many 
performing musicians in spite of the therapeutic benefits of the actual 
creative and expressive aspects of the work itself. Healthy self- regulation 
is to be encouraged, again perhaps using appropriate role models who 
have overcome adversity.

• These approaches can aid vulnerable and socially excluded persons to 
derive a sense of agency and worth they may not otherwise have, creat-
ing a virtuous spiral to their therapeutic trajectory.
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Soothing the Savage Breast: 

Therapeutic Applications of Music

Glenn D. Wilson

 Personal Background/Motivation for Writing 
This Chapter

I have had parallel careers in psychology and opera singing; hence it was 
almost inevitable that I should have developed an interest in applications 
of psychology to the performing arts, researching and writing about what 
the science of psychology has to offer the performer in dealing with their 
anxieties and optimising their communication skills. My book Psychology 
for Performing Artists (now in its second edition) has been widely used as 
an adjunct in acting and music schools. This chapter deals with the “flip 
side”, the way in which performing arts (music in particular) can be har-
nessed to assist in the treatment of mental and physical problems. I am 
also co-founder of a registered charity called Connaught Opera, which 

G. D. Wilson (*) 
Consultant Psychologist, London, UK

Note: This is a revised version of a lecture at the Museum of London on 4/10/11, delivered as 
part of a series on Psychology of Performing Arts by Dr Wilson in his capacity as Visiting Professor 
with Gresham College.
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provides free quality musical entertainment in care homes and heritage 
sites around the UK.

“Music has charms to soothe the savage breast To soften rocks, or bend a 
knotted oak.”

William Congreve (The Mourning Bride, 1697)

Music and Therapy

Music has been extolled for its healing powers since antiquity. Many cul-
tures have invested it with spiritual, even cosmological, significance. The 
Egyptians called it “the word of the Gods”, Greeks referred to “the music 
of the spheres” and the Chinese described it as “the celestial energies of 
perfect harmony”. Apollo was the Greek god of both music and healing 
(among other things), and his agent Orpheus used music therapeutically. 
Centuries later, music was used in the treatment of King Philip V of 
Spain, Ludwig II of Bavaria and George III of England (Biley 2000).

The connection between mood and the musical term “mode” is no acci-
dent. Music influences our emotions powerfully and has many medical 
applications (Aldridge 1993). It is said to calm people undergoing medical 
procedures, assist with pain management in dentistry and hospice care, bol-
ster the immune system, improve fluency in people with speech disorders, 
motivate people with motor disorders, revive pleasant memories and improve 
mood in the elderly and enhance the quality of life in general. It can put 
babies to sleep, increase productivity in factories and reduce vandalism at 
railway stations. But music may be used for ill as well as good. It can drive 
unwilling soldiers into battle, sell groceries at a supermarket that we do not 
really need, break down sexual inhibitions and provoke anti-police violence. 
Certain types of music possibly promote depression and even suicide.

When we describe music as “moving”, this may be literally true. Few 
people can listen to Cole Porter’s Anything Goes without their feet begin-
ning to tap a little, and clinically it has been found that some patients 
who are virtually paralysed can be prompted to walk by rhythmic music. 
Comedian Terry-Thomas reported that in the latter stages of Parkinson’s 
disease he could not walk through a door—however, he could dance 
through it. “Singing” approaches to the treatment of stammering no 
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doubt make use of a similar mechanism, pacing the production of speech 
by a musical mechanism.

The motivational effect of music arises from the pacing (entrainment) 
of physiological rhythms, such as heart rate, blood pressure, respiration, 
brain waves and the muscle activity involved in the walking gait. The 
experience of the mother’s heartbeat in utero may be prototypic of adult 
rhythms; those around 72 bpm are soothing, while those that accelerate 
beyond 80 bpm tend to be arousing. Slow, regular rhythms (especially in 
a major key) are relaxing, while jerky, irregular ones are exciting. Soft 
music is more relaxing than loud, dissonant music. Repetitive rhythms 
may resonate in the brain so as to create trance-like conditions, with 
effects varying from dissociation to loss of control and convulsions. 
According to the cultural context, these may be variously interpreted as 
hysteria, fanaticism, possession or religious ecstasy.

Spectrographic analyses of music patterns across cultures reveal similar 
patterns in tone and tempo for lullabies, war songs, mourning songs, love 
songs and joyful music. Joyful music tends to be upbeat and energetic, 
with rising melodic phrases, while sad music features minor keys and 
descending phrases. Dissonance is recognised in all societies, and babies 
as young as four months react negatively to it. Such cross-cultural unifor-
mities suggest that the effects of music are partly innate (Wilson 2002).

Music also influences non-humans. Dogs in an animal shelter have been 
shown to be soothed by classical music (more time spent quiet and resting), 
whereas heavy metal leads to more time barking (Wells et al. 2002). Other 
studies have found that milk yields in dairy cows may be increased with 
slow (as compared with fast) tempo music and that injured rats exposed to 
stress-inducing rock music are slower to heal (North and Hargreaves 2009).

Brain scan studies confirm that when people experience “chills” (“fris-
sons”) through listening to their favourite musical selections, dopamine 
is released in the mesolimbic reward system (Salimpoor et al. 2011), sug-
gesting a highly positive experience. Activation of these same reward sys-
tems appears to be diminished in people suffering from depression 
(Osuch et al. 2009).

Music may be useful in pain control in palliative care, dentistry and 
surgery (Good et al. 2002; Curtis 2011). However, the benefit is most 
reliably observed in self-report and is not always matched by reductions 
in levels of self-administered medication. Where benefits are observed, 
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these may be due to various possible processes, including distraction, 
relaxation, a feeling of control or secretion of dopamine/endorphins.

The impact of mood-enhancing and stress-reducing music on stress 
hormones and the immune system has been documented. Reduction in 
cortisol, increased DHEA, improved coherence in the autonomic ner-
vous system and potentiation of secretory immunoglobulin have been 
observed in both healthy subjects and individuals with clinical conditions 
such as anxiety, depression, panic, arrhythmias, diabetes and chronic 
fatigue (McCraty 1999).

Classical music has been shown to affect several cardiovascular vari-
ables which enable it to be harnessed for the benefit of patients (Bernardi 
et  al. 2009). Vocal and orchestral crescendos increase blood pressure, 
while slower passages decrease it. This applies equally to musicians and 
nonmusicians. Reviewing the effects of music on cardiovascular health, 
Trappe et  al. (2010) concluded that relaxing music lowered anxiety in 
preoperative settings on various physiological indicators and was a useful 
alternative to midazolam for premedication. Following open heart sur-
gery, patients benefited from listening to classical and meditational music, 
whereas heavy metal and techno music were not only ineffective but 
potentially dangerous.

The emotional impact of music is just as important as its tempo and 
volume. Researchers at the University of Maryland Medical Center stud-
ied the effects of music on the circulation of the blood, an index linked 
to cardiovascular risk. They had volunteers select musical pieces that 
made them feel personally joyful, as well as others that made them anx-
ious, and compared arterial blood flow while they listened to these two 
types. Circulation improved by 26% with joyful music but fell 6% with 
anxious music (Miller et al. 2008). In another study, neurological patients 
with visual neglect showed enhanced visual awareness when tasks were 
performed with preferred (pleasant) music than with either non-preferred 
music or silence (Soto et al. 2009).

Why do people like sad music? This has often been regarded as a 
conundrum. One possible explanation is that it offers a kind of empa-
thy—the reassurance that others understand what they are suffering. 
Much of the music of Tchaikovsky, for example, expresses his own nega-
tive feelings in such a way that others can share in them. Music therapists 
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and those that perform for hospital audiences know that it is simple- 
minded to suppose that depressed or terminally ill people need to be 
“jollied up” by music. Validation of their mood may be more 
appropriate.

Huron (2011) theorises that sorrowful music releases the hormone 
prolactin, which is associated mainly with motherhood but also giving 
feelings of consolation. Since with sad music the grief is recognised corti-
cally as not real, a “safe distance” is provided, and the build-up of prolac-
tin produces feelings of pleasure. Huron suggests that nostalgic music 
may be connected with secretion of the bonding hormone oxytocin.

Music is an important component of what is called reminiscence ther-
apy for older people—that is, restimulating happy memories from the 
past and creating a sense of familiarity and security. Similar connections 
may account for instances of people being revived from long-term coma 
with music of deeply personal significance. There is some evidence that 
coma patients are more readily contacted by music than by speech 
(Aldridge et al. 1990).

Using fMRI scans, Petr Janata (2009) at the University of California – 
Davis, has identified an area in the dorsomedial prefrontal cortex 
(DMPC) that connects familiar music, memory for salient life events and 
emotions like joy and sadness. The music seems to serve as a soundtrack 
for a movie that is played in the head, recalling past episodes that arouse 
strong feelings. Since this nostalgia hub is one of the last areas of the brain 
to atrophy in dementia, this might account for the fact that patients with 
Alzheimer’s continue to respond to music well into their illness.

The Mozart effect, as first described in the 1990s, was an enhanced 
performance on spatial reasoning tasks after listening to Mozart’s music 
(particularly K. 448, Sonata for Two Pianos in D major, a fast tempo, 
highly structured piece of music). This has not been consistently repli-
cated, but a more robust finding is that K. 448 reduces the frequency of 
epileptic seizures in susceptible children (after listening for 8 minutes 
before bedtime). The effect seems to last for at least six months (Lin et al. 
2011). This effect may not be unique to Mozart, however; a piece of 
music found to have a similar effect is Acroyali/Standing in Motion, by 
Greek-American composer Yanni. This has similar energy, tempo, conso-
nance, structure and predictability to K. 448.

 Soothing the Savage Breast: Therapeutic Applications of Music 



196 

A study by Husain et al. (2002) sheds light on how the Mozart effect, 
when observed, might work. They generated a faster-than-normal version 
of K. 448 (+35%) and a slower-than-normal one (half speed). They also 
had both these (fast and slow) versions transposed into a minor key. 
Cognitive performance was best after the faster/major mode version. 
Apparently, the speed altered feelings of arousal, while the mode affected 
mood (more negative with the minor). The authors concluded that cog-
nitive performance was maximised when the music made people feel 
aroused and positive.

Music therapy is fast developing as a specialist profession. Those 
trained in the Nordoff and Robbins (1977) tradition favour one-on-one 
work, mainly with disabled or disturbed children. Treatment is geared to 
the needs of the individual but often takes the form of some kind of 
improvised dialogue using instrumental or vocal sound rather than words 
(cf., the famous Duelling Banjos scene in the film Deliverance in which an 
adventurer from the city makes contact with a potentially hostile hillbilly 
in the backwoods). Again, the theory is that the musical channel of com-
munication may be open where speech is perfunctory or absent. Evidence 
for its value depends mostly on case reports, but there are impressive 
studies using video analysis to reveal improvement over time in indices 
such as vocalisation, looking behaviour, imitation and initiation of ideas 
(Bunt 1997). At the very least, there is the satisfaction of expressing emo-
tions, exercising skills and cooperating with other people.

Vibroacoustic therapy refers to the idea that musical vibrations can be 
delivered direct to the body as well as through hearing. Various devices 
have been developed for this purpose, including mats, chairs and baths. 
With one such “music bath”, sufferers of conditions such as cerebral palsy, 
arthritis, asthma, back pain or circulatory problems lie in a bed of speak-
ers enveloped by soothing sound and vibrations. This is said to produce 
deep relaxation and has found wider applications, such as post-sport 
relaxation for skiers and runners and stress reduction for business execu-
tives (Wigram et al. 1995). A patent bath that combines sound and vibra-
tion delivered through water (as well as light patterns) has also been 
developed. While usually enjoyed by clients, scientific validation of these 
procedures is so far rather scanty (Kvam 1997).

 G. D. Wilson



 197

Because of the practical difficulties in conducting research in real clini-
cal settings, many reports on the benefits of music therapy consist of 
uncontrolled case studies. Others apply so-called qualitative research 
methods which fall short of the usual standards of scientific methodology 
and data analysis. Frequently, they suffer from the problem that the per-
son delivering the therapy is also the one evaluating it, which obviously 
opens itself to bias (Aigen 2008).

The gold standards for evaluating a treatment are the randomised con-
trolled trial (RCT) and meta-analysis. These are geared primarily to drug 
treatments and are not easily applied to humanistic therapies because of 
variations in client types, details of procedure and lack of agreement con-
cerning precise outcome. Nevertheless, some consistent findings have 
emerged (Edwards 2005). Meta-analysis of music in medical treatment 
shows that effect sizes are greater for women (.90) than for men (.57). 
They are also greater for children and adolescents (.95) than adults (.87), 
while infants show the lowest effect sizes (.48).

In a meta-analysis of the use of music interventions to alleviate symp-
toms and treatment side effects in cancer patients, Bradt et  al. (2011) 
confirmed beneficial effects on anxiety, blood pressure, pain, mood and 
quality of life. However, they were not able to detect any improvement 
with respect to fatigue or physical status, and conclusions were tentative 
because many of the trials were at risk of bias. No significant difference 
was observed between interventions delivered by trained music therapists 
and listening to pre-recorded music supervised by medical staff. However, 
live music performances in hospices may benefit from the added personal 
touch of the performer (Lindsay 1991).

Even when a study appears to be randomly controlled, it may be dif-
ficult to know whether the control is appropriate. For example, Hanser 
and Thompson (1994) divided older adults diagnosed with depression 
into three groups. One was given a home-based programme of music- 
listening stress reduction guided by weekly visits from a music therapist. 
The second group followed a self-administered programme backed up by 
a weekly phone call from the therapist. The third group was a wait-list 
control. Both music groups showed improvement in self-esteem and 
mood compared with controls. This was taken as support for musical 
interventions for homebound elders, and indeed it might be, except that 
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we do not know to what extent the feeling that help was being given was 
the agent of therapy rather than any specific musical content.

A better example of a controlled study showing a therapeutic effect of 
music is that of Sarkamo et  al. (2008) with patients in early stages of 
stroke recovery. Those who listened daily to self-selected music showed 
greater improvement than those listening to audio books or not listening 
to anything. Improvements in verbal memory, focussed attention, confu-
sion and mood were all greater in the music listening group than either 
of the two controls. The authors concluded that music should be offered 
to stroke patients in addition to other forms of active therapy.

The benefits of music are not just in the listening. Interactive perfor-
mance has additional benefits. Singing, for example, has been shown to 
result in respiratory and cardiovascular enhancement similar to that pro-
vided by aerobic exercise and has been specifically recommended in 
patients suffering from chronic obstructive pulmonary disease (Bonhila 
et  al. 2009). Improvements in neurological functioning have been 
observed along with strengthening of the immune system (Beck et  al. 
2000), and benefits have been found with respect to mood, self-concept 
and social communication (Welch 2007).

Music preferences are also a source of social bonding. In community 
singing groups, choirs and amateur musical productions, close relation-
ships are formed among the performers. Musical taste is a marker of atti-
tudes and values, and we are attracted to other people who share our 
values (Boer et al. 2011). This is why items about musical preferences are 
contained in standard partner compatibility questionnaires, such as the 
Compatibility Quotient of Wilson and Cousins (2005).

We have noted that rock music might be detrimental to cardiovascular 
patients. Could it also be responsible for increased violence and the 
breakdown of moral restraint in society? Research addressing this issue 
suggests that the hostile and destructive themes of rock lyrics are gener-
ally inclined to reflect social mores rather than precede them (Wilson 
2002). A prime function of pop music is to crystallise teenage rebellion 
against the parental generation, so it is important to a young person that 
parents react against their choice of music. Pop stars throughout history 
have outraged public decency in their time but usually seem like panto-
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mime villains in retrospect (e.g., Elvis Presley’s hip gyrations no longer 
come across as dangerously seditious).

In 1985, British rock band Judas Priest was put on trial in Reno, 
Nevada, accused of inducing a suicide pact between two unstable, drug- 
using young men. Although they were (no doubt rightly) acquitted, there 
are studies showing a relationship between interest in heavy metal rock, 
rap and suicide. However, the thoughts of self-harm seem to precede the 
interest in rock, so it is likely that the connection between suicide and 
rock music is mediated by family background and self-esteem (North and 
Hargreaves 2009).

Sociologists Stack and Gundlach (1992) reported a correlation between 
the amount of airtime devoted to country music and suicide rates across 
49 metropolitan areas in the US. This effect was independent of divorce, 
poverty, gun availability and geographical “Southernness”, thus increas-
ing the possibility of a causal connection. The authors concluded that the 
recurrent themes of country music, which stress problems such as alcohol 
abuse and marital strife, may promote suicide by nurturing a pre-existing 
self-destructive mood.

While it is understandable that people averse to country music might 
be driven to suicide by excessive exposure to it, it is more surprising that 
those who choose to listen to it (and hence presumably enjoy it) are 
sometimes prompted to end their life. Perhaps, after all, we are safest to 
adopt the position of Jimmy Durante, who once said: “I hate music – 
especially when it’s played”. He lived to a ripe old age.

 Implications for Health Professionals

Despite these caveats, music is generally beneficial in medical contexts. 
(1) It can directly enhance mood, bolster immunity, energise people, 
revive pleasant memories or distract from unpleasant realities. (2) It can 
contribute to health and well-being by offering an alternative, non-verbal 
channel of communication. Since verbal skills are mostly used to assess 
mental competence (e.g., in assigning children to special homes for the 
learning disabled or older people to care homes and geriatric wards), 
there is a danger that people who are musically competent are submerged 
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in what, for them, is an impoverished or alien environment. (3) More 
specifically, Oliver Sacks (2008) has reported that observing advanced 
dementia patients who display vacant stupor, apparent mindlessness and 
frequently extreme agitation, nevertheless, may benefit from music 
because musical sensitivity, -perception, -emotion and -memory may 
prevail even after other forms of memory have disappeared (p. 337). In 
these days of relentless dumbing down, this is a problem we perhaps 
ought to be concerned about.
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Therapeutic Applications of Drama 
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Abusers
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The aim of art is to represent not the outward appearance of things,  
but their inward significance.  

Aristotle

 Personal Motivation for Involvement 
in the Arts and Psychotherapy

The first author has studied classical music and was a member of choirs 
for many years. Throughout his undergraduate years, he has participated 
in university drama groups, believing in the significant therapeutic effect 
of art, especially in the view of an existential psychotherapy. The relieving 
role of dramatic art was emphasized even from the origins of ancient 
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Greek drama. The second author has an interest in cultural psychology 
and trends in art, music, myths and other popular expressions by  different 
cultural groups. Another deep-seated motive arises from our research and 
work regarding the psychotherapeutic process among immigrants, as cul-
tural differences and group dynamics have been a central passion in our 
research endeavors over the last decade.

 Introduction

The psychotherapeutic process of substance abuse treatment requires 
restoring the ability of the addict to function without drugs. This process 
is not limited to abstinence from drug abuse, but also affects the longer- 
term changes of personality, attitudes, behavior and affect, and the acquisi-
tion of a smooth adjustment capacity and integration into the wider 
society. The field of psychology offers many forms of therapy to aid in 
substance abuse treatment, spanning from psychodynamic theories to cog-
nitive, behavioral and motivational therapies (Galanter and Kleber 2008).

Research over the past decades has demonstrated that art therapy is 
effective in working with and freely expressing uncomfortable experi-
ences through the use of images (Skeffington and Browne 2014). Art 
therapy can provide a safe space for drug abusers who have lost the ability 
to verbalize their conscious and unconscious problems because of their 
trauma history (Hongo et al. 2015).

This chapter will explore theoretical and applied strategies within the 
Drug Dependence Unit 18 ANO at the Attica State Psychiatric Hospital 
in an attempt to connect psychological models of drug treatment with art 
therapy, and especially drama therapy.

 Drug Dependence, Abstinence, Art in Therapy 
of Drug Abuse

Drug dependence creates a marginal state with negative consequences for 
the individual, his/her family and the wider social community. It brings 
an alteration in the subject’s relationship with others, a change in his/her 
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conscious situations and a disturbance in the living conditions of the 
body and the world (Laurent 2012). In addition to personal difficulties, 
individuals who abuse substances experience an array of problems, such 
as a weakness in coping with their responsibilities (e.g. as a worker, parent 
or friend). Furthermore, they may find themselves encountering many 
legal and financial problems or may place themselves in physically dan-
gerous situations due to loss of control (e.g. driving) and so on. In addi-
tion to cognitive, emotional and behavioral dysfunction, substance abuse 
dependence affects the biological system and the body of the individual.

Longitudinal studies indicate that mortality among young substance 
abusers is 28 times higher than that among other members of the popula-
tion belonging to the same age group (Angel and Angel 2003) as a result 
of overdose, accidents and illness. Furthermore, substance-abusing indi-
viduals are at a significant risk of co-occurring mental health disorders 
(e.g. people with dual diagnosis). It is reported that by 2020, mental and 
substance use disorders will surpass all physical diseases as a major cause 
of disability worldwide (SAMHSA 2015).

Certain studies regarding the development of addictive behavior and 
the experience of using psychoactive substances refer to the genes of anti-
social personality, particularly high novelty seeking that influences the ini-
tiation of substance use (Cloninger 2008). However, substance use and 
abuse tend to be associated with adolescence and young adult years 
(Antoniou and Dalla 2011; Arnett 2005; Dalla et  al. 2009), at which 
time individuals are encountering the fundamental changes of pubertal 
and cognitive development, identity and affiliative transitions and 
achievement transitions that may engender risks or benefits to health and 
well-being (Schulenberg et al. 1997).

Bronfenbrenner (2005) offers a bio-ecological framework of human 
development that involves nested, interconnected systems to represent 
the structure of the social and psychological context of the developing 
individual, which have important implications on different trajectories of 
change over time. Using the ecological model we can consider substance 
abuse as occurring within the context of relationships in settings such as 
family, school, neighborhood, workplace and the larger cultural context 
which includes sociopolitical factors, belief systems, customs, lifestyles, 
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opportunity structures, hazards and life-course options that are embed-
ded in each of these broader systems (Bronfenbrenner 2005).

Many authors relate drug abuse during adolescence to contemporary 
culture, which promotes isolation anxiety, depression and narcissism and 
may lead to the use of heroin, cocaine and other substances (Lewis et al. 
2001). In “Three Observation on the Theme of Toxicomanias”, Éric 
Laurent (2012) referred to a current form of civilization which is compat-
ible with chaos, disorganization, confusion and uncertainty, leading the 
subject to feel a traumatic helplessness or powerlessness to assimilate into 
the world. The relationship that each subject establishes with drugs rep-
resents a method of moving away from the unpleasant reality and from 
the distress of helplessness.

The contribution of the treatment process can be helpful in assisting 
the individual in refraining from substance misuse and learning to live 
without drugs. It is a pathway of change, through which people achieve 
not only permanent abstinence from drug use but also longer-term 
changes in personality, attitudes, behavior and affect, improve their health 
and wellness, live a self-directed life and strive to reach their full potential 
(SAMHSA 2011) and integration into the wider society. The field of 
psychology offers many forms of therapy to aid in substance abuse treat-
ment, spanning from psychodynamic theories to cognitive, behavioral 
and motivational therapies (Galanter and Kleber 2008).

With its roots in the bio-ecological framework (Bronfenbrenner 2005) 
and the field of psychological theories, the dependence public treatment 
unit in Attica State Psychiatric Hospital of Athens offers long-term inpa-
tient and outpatient treatment services for adults and adolescents, for 
immigrants and refugees, for women and mothers, and for family mem-
bers of drug abusers. The therapeutic program can be paralleled with 
phases of development into a mature identity (Matsa 2008). The pro-
gram is divided into three stages of treatment: (a) motivation and prepara-
tion for admission (2–3 months), (b) recovery and psychological treatment 
(6–7 months) and (c) psychosocial reintegration (10–12 months). Drug 
abusers receive intensive individual and group psychoeducational pro-
grams together with other rehabilitative treatments. In conjunction with 
other forms of treatment, the use of art in group therapy interventions is 
designed to complement all phases of development.
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 Art Therapy

Art has long been viewed as therapeutic. Aristotle (1995), in chapter six 
of the Poetics (1449b24–28), referred to an essential feature of tragedy, as 
a “mimesis of an action which is elevated, complete, and of magnitude; 
in language embellished by distinct forms in its sections; employing the 
mode of enactment, not narrative; and through pity and fear accomplish-
ing the catharsis of such emotions”. In book eight chapter five of the 
Politics, Aristotle (1932) discusses the merits of music in the education of 
the youth and the catharsis as a result of music (1341b39–1342a16) 
which is common with catharsis as a result of tragedy. The use of music 
in both song and dance to reduce distress in many cultures and historical 
periods is demonstrated by Egyptian medical papyri, the Bible and other 
religious texts, Greek medicine, mythology, magic and tribal medicine 
(Bunt 1997).

The psychological application of art was described by Freud (1989) in 
his work “Bildende Kunst und Literatur”. He argued that arts have a 
cathartic effect by allowing both the creators and the audience to dis-
charge unconscious wishes and relief from tension (De Petrillo and 
Winner 2005). According to Freud, unconscious mental processes, such 
as displacement and symbolization that operate in the neuroses, dreams 
and the creation of works of art, function in similar ways and constitute 
“primary process” thinking, while mental functioning influenced by con-
siderations of external reality belongs to “secondary process” thinking 
(Edwards 2004). Jung (1997) frequently used drawing, painting and 
music as part of the patient’s analysis. He was interested in art as an arche-
typal material, because it is imbued with aspects of all societies.

Since 1969, the American Art Therapy Association has acknowledged 
that art therapy is an integrative mental health profession that helps 
“individuals, families, and communities through active art-making, cre-
ative process, applied psychological theory, and human experience within 
a psychotherapeutic relationship” (American Art Therapy Association 
2017). Art therapy is not concerned with developing artistic skills, 
although they may be a by-product of the therapeutic process. Through 
reflecting on the art products and processes, people who experience 
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 illness, trauma or challenges in living, or those who seek personal devel-
opment, can increase levels of awareness of the self and others; cope more 
effectively with symptoms, stress and traumatic experiences; enhance 
cognitive abilities; and enjoy the life-affirming pleasures of creating art 
(from the AATA website 2017).

Art therapy has also been successfully employed in substance abuse 
treatment since the early 1950s (Schmanke 2017). The main assump-
tions underlying art therapy in drug addiction are that it allows the indi-
vidual to explore connections between thought, behavior and emotions 
in a nonverbal, imaginative and creative manner (Holt and Kaiser 2009; 
Mahony 1999; Matto et al. 2003; Matsa 2008; Schmanke 2017). Holt 
and Kaiser (2009) utilize art therapy for the initial stages of substance 
abuse treatment to facilitate client identification of ambivalence and 
eventual acceptance of the lifestyle changes necessary for recovery. 
Mahony (1999) referred to the educative, healing and psychotherapeutic 
benefits of art therapy, while Matto et al. (2003) discussed the integration 
of art therapy for the treatment of substance abuse as a way from reflec-
tion into a state of action and change. Aiding the expression of repressed 
emotions, exploring grief, containment of shame and anger, enabling 
feelings of control through distancing and identifying positive change 
and growth are some of the issues successfully addressed by art therapy 
(Slayton et al. 2010; Waller and Mahony 1999).

 Art Therapy in 18 ANO Dependence Public 
Treatment Unit

Art therapy at 18 ANO offers group therapy to drug abusers primarily 
through nonverbal means using art forms such as drama, music, theater 
dance/movement, drawing, creative writing and so on, within the con-
text of group psychotherapy during all stages of treatment. Art group 
therapy helps people who use drugs to gain access to deficient or dis-
turbed unconscious mental processes and express them through art. By 
activating the process of symbolization and imaginary and by placing 
new meanings onto objects and concepts, individuals can conceptualize 
and construct their lives on a new basis.
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Matsa (2008) took up the concept of sublimation used by Freud, by 
which art transforms destructive drives, trauma and mourning in a cre-
ative subliminal form. Furthermore, it represents a means of promoting 
social awareness and inclusion into the broader society. As such, art ther-
apy can also be a culturally relevant therapeutic approach to working 
with immigrants and refugees. Despite evidence of the benefits of art 
therapy, literature on its use with immigrants and refugees is limited 
among children and adolescents with emotional and behavioral problems 
(Linesch and Carnay 2005; Rousseau et al. 2005; Slayton et al. 2010).

Drama therapy as an intentional use of metaphor and the dynamics of 
the theater and play (Krasanakis 2017) to achieve the therapeutic goals is 
considered an active process that facilitates change, emotional and physi-
cal integration, and personal growth (Malchiodi 2005). As a means of 
therapeutic change, drama therapy applies methods such as storytelling, 
imagination, role-play, dramatic, symbolic and projective play, improvi-
sation and embodied expression through sound and movement in a safe 
place (Johnson 2009; Listiakova 2015). The model of drama therapy in 
18 ANO is therapeutic and sociocultural in its approach. For the socio-
cultural model of drama therapy, it is important not only to reflect on 
personal experiences of drug abuse, raising awareness and hope, but also 
to support the attempts being made by problem drug users to regain their 
social role and to positively integrate into society more broadly.

 Immigrant and Refugee: Drug Abuser  
in 18 ANO

Greece, like many other Western and Southern European countries, has 
received a flow of immigrants in the last three decades, who have entered the 
country legally or illegally. Major population inflows toward Greece include 
Albanian immigrants, who constitute 56% of the total foreigners in the 
country. Since 2003, the influx of Asian (Pakistani, Bangladeshi, etc.) and 
African immigrants has sharply increased. It is estimated that the total num-
ber of Pakistani immigrants in Greece ranges from 40,000 to 60,000 (Yousef 
2013). About 11,076, immigrants are from Bangladesh, with an average age 
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of 31.5 years. The immigrants from sub- Saharan countries (Nigeria, 
Tanzania, etc.) constitute approximately 2% of foreigners, although there 
are no entirely reliable data sources regarding their exact number.

Latest studies on substance abuse have shown an increase in the num-
ber of immigrant users admitted for treatment in our Unit. Developing 
an effective drug abuse treatment model for immigrants is needed in 
order to understand the processes of immigration, which include (a) pro-
found losses (known landscape and history, native language, unques-
tioned values and social customs, friends and family, etc.); (b) acculturation 
as changes in identification patterns in firsthand contact with the host 
culture which include beliefs, emotions, attitudes and behavior (Sam 
2006); and (c) acculturative stress when acculturation experiences cause 
problems for acculturating individuals or conflict between acculturating 
groups (Berry and Ataca 2007). Research indicates the coexistence of 
stressors that increase vulnerability of immigrants for solving problems 
producing negative adaptation outcomes that may affect drug abuse 
among immigrants (Dalla et al. 2009).

Acculturation psychology includes many different risk factors that 
may affect drug abuse among immigrants: previous immigration trau-
matic experience, loss of extended family and kinship networks especially 
for unaccompanied children and adolescents, temporary loss of relation-
ships and contact with family, concern from family members, stress from 
navigating between home and mainstream cultures, different rates of 
acculturation in the family (parents-child conflicts), perceived discrimi-
nation and marginalization, inaccessible health care, language barriers, 
undocumented alien status with fear of deportation and without access to 
social resources and so on (Antoniou and Dalla 2011; Dalla et al. 2009.).

 The Drama Therapy Program 
Among Immigrant Drug Abusers

The drama therapy program among immigrant drug abusers in 18 ANO 
is part of a treatment program that includes long-term individual and 
group therapy together with other rehabilitative treatment, creating a 
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link between the bio-ecological framework and acculturation literature. 
The goal of the drama therapy program is to support maintaining absti-
nence from substance abuse by the sharing of personal stories, in order to 
construct meaning and to investigate identity, to work with losses and to 
bridge the gap between two realities, the experience of one’s country of 
origin through memory and imagination and the actual experience of the 
host country. Creating a holding space (Winnicott 1971), drama therapy 
allows immigrants to travel in history by bringing past experiences into 
the here and now, as a holder of memory and history (Gadamer 2011, in 
Dieterich-Hartwell and Koch 2017).

Drama therapy among immigrants as an integral part of the treat-
ment process develops gradually over a period of two years, after absti-
nence from drugs. Immigrants are required to attend drama therapy, one 
hour per week. All participants are male aged between 22 and 64 years. 
The group consists of 12 male adults coming from Albania, Pakistan, 
Bangladesh, Tanzania and Nigeria. The main language used during 
drama therapy is Greek, which itself represents the host country. 
However, participants are encouraged to use their native language, and 
the group follows through translation made by team members or the 
translator. Negotiating between different languages plays an important 
role in the drama therapy process.

 Main Topics, Immigration, Identity Issues, New 
Society, Everyday Life

The drama therapy program is organized on the development of an 
understanding of the concept of “home” within the context of immi-
grants (Papadopoulos 2002). This includes “the wide spectrum of 
 meanings….from a physical and geographical community, to a psycho-
logical locus of relatedness and communion; from a seat of origins, to the 
ultimate goal, the place of rest, beyond conflict” (Papadopoulos 1987, 
p. 7, in Papadopoulos 2002). It is “both the perceived locus of origin as 
well as the desired destination, the goal, the end, the telos” (Papadopoulos 
1987, p. 8, in Papadopoulos 2002). Freud (1925) connected the concept 
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of home with the word “heimlich” (oikeios, oikos in Greek), which refers 
to familiarity, to everybody “belonging to the house or the family” 
(p.  222), “intimate, friendly, comfortable, the enjoyment of content, 
arousing a sense of agreeable and restfulness as in one with the four walls 
of his house” (p. 222). There is no doubt that the unfamiliar, uncanny is 
related to “what is frightening” (p. 219), something in which one does 
not recognize himself/herself, and as such it has elements that cause fear 
and insecurity.

The first topics of drama therapy are presented in an open-ended man-
ner, in order to get to know each other and to create the “home” as it is 
now. The participants draw their journey from different countries, during 
adolescence, some of them under 18 years, an illegal journey, without 
legal permission and without required documents. Al. from Pakistan left 
his country after his father and one brother died. In his country, it is usu-
ally the eldest son who has the obligation expected to emigrate and sup-
port the family. After less than three years of living in Turkey, he came to 
Greece by boat, spending much time on the streets in his new country 
and also spending time in squats where he found friends who used drugs. 
According to B. from Albania, after disruption of communism in his 
country, it was common for young males to make the decision to leave 
and go to Greece, sometimes even without their parents’ permission. K. 
from Nigeria described the experienced traumatic events in his country, 
the murder of his father and mother, the terror he felt himself and his 
brothers who were left behind. Some of the participants have experienced 
multiple migrations—South Africa, Turkey and so on.

Despite the variance in migration and traumatic experiences, many 
commonalities exist among immigrant and refugee drug abusers. Many 
have left their country at the time of adolescence, aged between 15 and 
17 years, experiencing trauma and the loss of their homeland, family and 
friends. Most have little or no formal education. All had the desire for a 
better life, but for many years they were living in segregated neighbor-
hoods where drug taking is an important feature. The immigrants incor-
porated the feeling of an “unhomely” (Freud 1925: p. 219), an alien and 
an illegal, moving through places of separateness, loneliness, strangeness 
and unbelonging. Drug abuse helped them to structure the anger of an 
“unhomely” and to develop an adversarial identity toward the society 
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(both to the past and to their host country) that rejected their aspirations 
and goals. It was an attempt to establish the link between the past self of 
belonging and the new self of not belonging.

A further group of stories reflects back on the self (Sedikides et  al. 
2015), expressing pleasure and sadness by remembering loved ones, fam-
ily members and friends. O. from Tanzania thought about his grand-
mother’s town, where all of the family had gathered to celebrate when he 
was a child. He missed the closeness that they had in the past. S. expressed 
memories from Bangladesh which included his friends and engagement 
in traditional games in the town each afternoon. One participant wrote 
the following about his country, Tanzania: “The Masai giraffe, it is the 
symbol of my country”. We were informed that the Masai giraffe relates 
to being vulnerable to extinction when living outside protected areas. 
Another man from Bangladesh reported feeling guilty because he had left 
his homeland after his daughter’ birth, stating that every day he thinks a 
lot about his daughter and his wife.

The nostalgia of immigrants (nostos, return; and algos, pain) involves 
a complex interaction between the past memories, the present life and 
projection of the future. P. from Africa referred to the art medium of 
African immigrants in Greece, including different festivals, music, the-
ater and traditional cuisine as celebrations of solidarity and resistance to 
social exclusion and racism. He spoke of different African communities 
in Greece that recreate past spaces of collective memories of homeland. 
They celebrate holidays, speak in their native language and conduct their 
religious rituals. This restorative nostalgia (Sedikides et al. 2015) supports 
the continuity of identity.

Akhtar (1999) used the term emotional refueling as the intrapsychic 
connection of immigrants and refugees to their motherland. The extra-
mural refueling includes undertaking trips back to the homeland or mak-
ing calls to relatives left behind. The intramural refueling refers to support 
offered by the larger network of a homoethnic community. Apart from the 
collective nostalgia, immigrants also embrace their personal memories of 
homeland to project their future. Sh. from Pakistan describes how the 
marriage of young people is arranged by parents and family members. 
His parents had put pressure on him to marry soon, which he welcomed, 
hoping to visit his home country to find a girl to marry.
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Other stories emerged in terms of the expression of emotions, either 
directly or indirectly, regarding the tension of belonging to a minority 
group in the host society and the perception of being treated unfairly 
by the Greek government, for example, by the refusal of permanent 
papers for residing in Greece. J. from Nigeria lived on the streets for 
many years and was often picked up by the police. He still has no legal 
papers, which makes him very sad. Z. from Bangladesh reports the 
impressions of a performance organized by 18 ANO and his participa-
tion in it, stating that when traveling by bus people do not sit next to 
him (due to his color), while participation in the group elicited feelings 
of warmth and love.

Other participants referred to the difficulty of finding a job, to the fact 
that they often work without social security or have problems receiving 
payment. Group drama therapy not only represents a safe space for immi-
grants recovering from drug addiction but also represents an important 
process in terms of learning about trust and reliable relationships. In par-
ticular, the drama therapy approach toward the “home”, the past, the 
present and the future helps immigrants to develop a continuity of iden-
tity between their homeland and their new country.

 Conclusions: Guidelines for Mental Health 
Professionals

In this chapter we argue that art in the treatment process of substance 
abuse can provide a helpful space where individuals can gain access to 
strong feelings that are evoked in a nonconventional manner. Art therapy 
has also been shown to provide immigrants with a nonconventional cul-
tural space where they can express their feelings about their past, their 
homeland, their present life and their future aspirations. From this view-
point, we describe the application of drama therapy in the rehabilitation 
of immigrants from substance abuse. The “home” approach (past, now 
and future) offers them the experience of emotional refueling and the con-
tainment of new aspects of the host country. Mental health professionals 
should be aware of alternatives to solely psychotropic interventions, and 
as such drama therapy represents an adjunct to medication. Moreover, as 
witnessed, the medium of drama and arts may facilitate effective coping 
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techniques for potentially anxiety-arousing situations or indeed traumatic 
events experienced. Finally, such therapy modalities offer opportunities 
for promoting social skills and emotional regulation.
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Emotional Intelligence, Personality 
Disorders and the Performing Arts

Adrian Furnham

 Introduction

This chapter addresses the aptitude and temperament of the performing 
artist. It is divided into two sections. In the first section the concept of 
emotional intelligence, which replaced older ideas of interpersonal and 
social skills, is discussed. The ideas that all performing artists need exem-
plary emotional awareness and management in their craft are considered. 
The second section deals with the relationship between the subclinical 
personality disorders—in particular histrionic, narcissistic and schizo-
typal disorders—and success, particularly in acting. The idea is that, at 
the subclinical level, it may even be advantageous to have these disorders. 
The chapter also concentrates on how emotional awareness is taught in 
the performing arts.

A personal statement: Unlike most of my peers, I am an arts, not a sci-
ence, graduate. I notice many differences between us, particularly in our 
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out-of-work activities and interests. I have always been interested in the 
theatre and go almost weekly in London. I play bridge with a professional 
actor and have many performing arts friends, including singers and musi-
cians. I have long been interested in what factors lead them to being suc-
cessful and unsuccessful. This interest fits well my interest in management 
derailment and failure.

 Emotional Intelligence

Despite its popularity, and the fact that most people claim to have heard 
of it, very few can accurately define emotional intelligence (EI). Sceptics 
claim that “charm and influence” became “social and interpersonal skills”, 
which have become “emotional intelligence”. Social skills used to be 
defined in terms of sensitivity and flexibility: how sensitive a person is to 
social cues and how flexible they are in their responses to those accurately 
observed aspects of behaviour. Socially skilled individuals were seen as 
happier and healthier and generally more successful at work and in rela-
tionships. Furthermore, it was argued that social skills could be taught 
(Furnham 2008).

However, the new term and concept EI “chimed with the zeitgeist” 
and became very popular. It has spawned a huge industry, particularly 
with those interested in success at work (Goleman 1996). Many books 
make dramatic claims: for instance, that cognitive ability or traditional 
academic intelligence contributes only about 20% to general life success 
(academic, personal and work), while the remaining 80% is directly 
attributable to EI. By and large, there is little good empirical evidence to 
support these wild claims.

EI can be discussed in terms of four parts: self and other emotional 
awareness and management. Thus it is partly defined as whether people 
are emotionally self-aware. First, can they recognize and understand their 
emotional reaction to persons and places, particularly where the emo-
tions are powerful and unusual? Second, are they able to accurately “read” 
the emotions of other people? Do they “pick up” on what others are say-
ing non-verbally, ensuring they are highly perceptive?
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Third, is the individual able to manage their emotions? This is particu-
larly important in social contexts where they need to be able to appropri-
ately regulate their emotional responses to others. Finally, there is the 
issue of the management of the emotions of others. Are they able, when 
and where appropriate, to change the emotional state in others? Can they 
calm down frightened or angry people? Are they able to give people con-
fidence in situations which acquire this?

The emotionally intelligent person is aware of, sensitive to and percep-
tive around their own and others’ emotions. They are in short both emo-
tionally literate and behaviourally flexible. They know how to 
manage—change, moderate, control—their own and others’ emotions. 
They know what to do when they or others are “down”, frightened or 
aggressive. Being aware without being able to manage emotions is insuf-
ficient. It is obvious why this is so important in the performing arts.

Goleman’s popular book told a simple and interesting story about EI 
that helped explain its appeal. Technical training in the essential job 
knowledge of any career is easy compared to teaching IQ skills. As an 
adult it is comparatively more straightforward to teach a person the tech-
nical aspects of the job than the “soft” skills. The idea is that there is a 
critical period to acquire the basis of EI, which is probably during early 
to late adolescence. The young person, often a male, may experience 
social anxiety, discomfort and rejection while attempting to interact with 
and influence others (specifically those they are attracted to, which is 
most often people of the opposite sex).

Hence they may over time find solace in computers and other activities 
with a high skills/low contact basis. Thus, in early adulthood, they appear 
to be technically competent in certain areas (IT, engineering) but still 
rather undeveloped in people skills and more specifically emotional 
awareness and regulation. They may even be “phobic” about emotional 
issues and resistant to (social skills) training. It is also assumed that peo-
ple are less able to pick up EI “skills” as well as less willing to undertake. 
To acquire technical skills often requires considerable dedication, so 
opportunities to acquire social skills (EQ) are, therefore, reduced. Then 
the low EQ person chooses technology rather than people for fun, com-
fort and a source of ideas because they do not understand emotions.
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Some adults often tend to be rigid, with poor self-control and poor 
social skills, and are weak at building bonds. Understanding and using 
emotions/feelings are at the heart of business and indeed being human. 
Often business people prefer to talk about emotional competencies 
(rather than traits or abilities) which are essentially learned capabilities. 
Emotional competencies include emotional self-awareness, emotional self- 
regulation, social-emotional awareness, regulating emotions in others, under-
standing emotions and so on. If one is to include older related concepts, 
like social skills or interpersonal competencies, it is possible to find litera-
ture dating back 30 years showing these skills predict occupational effec-
tiveness and success. Further, there is convincing empirical literature that 
suggests these skills can be improved and learnt.

There a number of academic quarrels and issues in the EI literature. 
The two major issues lie in the components of EI and how to measure it. 
A major difficulty with the measurement of ability EI is that emotional 
experiences are inherently subjective and, consequently, lack the objectiv-
ity required to make them amenable to robust, valid and reliable maxi-
mum performance measurement. There is no simple way of applying 
truly veridical criteria in the objective scoring of items relating to the 
intrapersonal component of ability EI (e.g. “I am aware of my emotions 
as I experience them”) simply because the application of such scoring 
procedures would require direct access to privileged information, such as 
inner feelings and private cognitions, that is available only to the indi-
vidual who is being assessed

Another central unresolved question is, what are the facets or compo-
nents or EI? Thus early models distinguished between the perception, 
appraisal and expression of emotion in self and others, the use of emotion 
to facilitate thinking and the use of emotional knowledge to understand 
and analyse emotions as well as the reflective regulation of emotions to 
promote growth. Some writers talk of emotional literacy (which involves 
the knowledge and understanding of one’s own emotions and how they 
function), emotional fitness (which involves trustworthiness and emo-
tional hardiness and flexibility), emotional depth (which involves emo-
tional growth and intensity) and emotional alchemy (which involves using 
emotions to discover creative opportunities.
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Others “divide up” EI into factors like self-awareness, self-regulation, 
self-motivation, empathy and social skills. One more popular conception 
has 15 components (Table 13.1).

These fifteen scales can be combined into four different related but 
independent factors labelled well-being, self-control skills, emotional skills 
and social skills.

It seems completely self-evident that actors have to be high on 
EI. Indeed their very job depends on emotional signalling through ges-
ture and movement. They need both emotional awareness and manage-
ment particularly of their own but also others’ emotions.

Table 13.1 Common facets in salient models of EI

Facets
High scorers perceive themselves as being or 
having

Adaptability Flexible and willing to adapt to new 
conditions

Assertiveness Forthright, frank and willing to stand up for 
their rights

Emotion expression Capable of communicating their feelings to 
others

Emotion management (others) Capable of influencing other people’s feelings
Emotion perception (self and 

others)
Clear about their own and other people’s 

feelings
Emotion regulation Capable of controlling their emotions
Impulsiveness (low) Reflective and less likely to give into their 

urges
Relationship skills Capable of having fulfilling personal 

relationships
Self-esteem Successful and self-confident
Self-motivation Driven and unlikely to give up in the face of 

adversity
Social competence Accomplished networkers with excellent social 

skills
Stress management Capable of withstanding pressure and 

regulating stress
Trait empathy Capable to taking someone else’s perspective
Trait happiness Cheerful and satisfied with their lives
Trait optimism Confident and likely to “look on the bright 

side” of life
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 Creativity and Mental Illness

Some actors have been accused of “dramatic theatricality” in the sense 
that they are either attention seeking or else have poor emotional self- 
control or management. This leads on to the question of the mental 
health of actors. There is an extensive and highly debated literature of the 
relationship between “creativity and madness” which is highly debated 
(Dietrich 2014; Wills 2003).

For instance, Dietrich (2014) asks, essentially, what the evidence is 
that so many creative geniuses are, or were, anguished, tormented or psy-
chologically ill. It seems to be commonly held that there is a strong rela-
tionship between mental illness of some kind and creativity. It is as if the 
latter is a by-product of the former. Not that all mentally ill people are 
creative but, rather that, with people who are gifted, it is their “distress” 
which somehow brings out the genius.

Most people can name mad geniuses from a whole range of the cre-
ative arts, such as artists and poets, musicians and authors. This is also 
true of rock stars and fashion designers, though it is not always clear 
whether they are really “mentally unwell” or simply attention seeking.

This is usually restricted to the arts and not the sciences. Scientific 
geniuses are more likely to be thought of as cold and geeky rather than 
“mad”. Einstein and other famous physicists may have looked a little 
odd, but there is much less evidence of serious acute or chronic mental 
illness. Scientific geniuses are sometimes portrayed as sad and bad but not 
that often mad.

Dietrich (2014) is particularly scathing of the study of creativity, which 
has always been handicapped not so much by a lack of definition but 
rather a way to measure it accurately. He notes that the field is “beset with 
nebulous concepts, combustible propositions and myopic theorizing”.

He argues that the data suggest the opposite; that is, the relationship 
between mental illness and creativity is strongly negative rather than pos-
itive. He notes, as do so many psychologists, including Nobel Prize win-
ners, “Our mind comes with a whole stack of cognitive biases preloaded 
and preinstalled.” He offers four reasons to explain, in part, the miscon-
ception about the link between creativity and mental illness.
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First is the base-rate fallacy, which means we ignore generic, baseline, 
population data. There is much evidence that a very large number of cre-
ative people have had no pathological symptoms. While there may be 
evidence that some geniuses are disturbed, that number is very, very small.

Second is the availability heuristic, which means that because it is easy 
to imagine or bring to mind some current, high-profile, “mad genius” 
character, we completely overestimate how many of these people there 
are.

Third is the illusory correlation problem, which makes people think 
that things are related causally when they seem to occur together at some 
point in time. That is, if some geniuses seem to have mental illness prob-
lems, it is the latter that somehow caused the former.

Fourth is the all-powerful confirmation bias, which is the tendency to 
confirm our prejudices by virtue of a very selective memory and interpre-
tation of possibly complex and ambiguous information.

In short, there are good reasons to explain why these misconceptions 
are so widely held.

In fact there are psychologists who believe the precise opposite: that 
creativity is particularly associated with mental health rather than illness. 
Not so much the tortured genius as the joy of creativity that comes with 
adjustment and health.

 Psychological Characteristics of the Acting 
Profession

There is now an extensive and growing literature on the “dark side” of 
behaviour at work (Furnham 2015). It is concerned mainly with the par-
adoxical finding that many business leaders appear to have subclinical 
personality disorders (hysteria, narcissism, psychopathy, schizotypy) that 
help them emerge as leaders but ultimately lead to their derailment.

We now consider whether the same is true of actors, namely, whether 
certain specific personality disorders might not actually benefit actors

Acting has unique and unusual requirements. First, the median 
earnings in the profession are low, and there is financial instability and 
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many actors have to take second jobs. Second, acting involves choosing 
social situations that many people find anxiety provoking, that is, in 
front of a large group of people who critique their performance or in 
the highly pressurized environment of a film set or stage. Third, there 
is a lack of objective standards in assessing performance, resulting in 
even accomplished performers finding themselves at the receiving end 
of acute or chronic negative appraisal. Many actors say they cope by 
never reading reviews.

As well as the ability to memorize and recall vast amounts of text, 
research has identified three social cognitive components in which 
actors usually display expertise. First, they have an increased “theory of 
mind” (Goldstein et al. 2009). To repeatedly “become different char-
acters in different time periods and with different motives”, the actor 
must understand the intentions, motivations, emotions and beliefs of 
their characters and “really get under their skin”. Goldstein and Winner 
(2012) noted that this ability has to be present in actors from child-
hood, who more frequently engaged in “pretending” and role play 
than non-actors.

Second, actors usually show high levels of empathy, because to be 
able to display the emotions of their characters to audiences convinc-
ingly, actors must have the ability to feel the characters’ emotions 
themselves. Third, they need to possess an aptitude for emotional regu-
lation: to display mastery in monitoring their expressive and affective 
behaviour (see above).

Inevitably, acting with all its intense emotional experiences carries a 
considerable element of personal risk. Many actors, it seems, are more 
vulnerable to past traumatic experiences and potential PTSD-like symp-
toms (Thomson and Jaque 2012). Further, their increased empathic abil-
ity may put them at risk of emotional disorders (Nettle 2006). It has been 
suggested that proponents of “method acting” techniques (Stanislavsky 
1989) in particular can suffer from possession syndrome; their everyday 
lives are infected by the role they are engrossed in. Actors often report the 
experience a blurring of the lines between their own personality and their 
character’s. However, this effect is likely only temporary and for personal-
ity domains of great significance to their character (Hannah et al. 1994). 
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Thus it is not clear whether acting is seen to be an antecedent (cause) or 
consequence (effect) of one or other personality disorder.

A career in the profession appears to be dependent on performance in 
two different spheres. First is managing the challenges of the industry: the 
stress surrounding high rates of rejection, unemployment and the diffi-
culties that arise from the emotional nature of the work. Second is the task 
of the process of acting itself: the abilities and characteristics required to 
create and portray characters that an audience will believe and enjoy. 
Research has indicated that one important contributor to both these 
areas is the personality of the actor.

Kaun (1991) looked at the longevity of artists from architects to writ-
ers, composers to conductors, painters to photographers. He found writ-
ers die young. Writers, whose mean age of death was only 61.7 years, 
lived ten years less than most of the other groups. The explanation was 
look at hedonic calculus: the joy that jobs bring. People at work can derive 
pleasure (and pain) from both the product and the process: what they are 
trying to achieve (the painting, the opera, the score, the book, the perfor-
mance) and how they go about achieving it.

First, for novelists, as opposed to journalists or even poets, the 
product has often a (very) long time to completion. Not only is a writ-
er’s product a long time in production, there is also precious little 
feedback or reward along the way. Actors, artists, composers and 
sculptors have a much greater output and can often produce their 
work more quickly.

Second, writing is a painful, lonely process. It is often difficult, demand-
ing and unsatisfying. The writer needs stimulus to the imagination, inspi-
ration and excitement but is all too often confronted by the tyranny of 
the blank page or screen. Most musicians and actors rehearse with others. 
Dancers, singers and photographers shoot the breeze, practise and inter-
act with each other, sometimes out of necessity, sometimes choice. 
Portrait painters natter to, or seduce, their models.

Inevitably many writers take to drink and drugs to sharpen the dull 
flatness of the typical day. Alcohol can fuel the imagination and increase 
self-confidence. In the performing arts a person might use drink to “come 
down” but never use it to get the juices going.
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 The Personality Traits and Disorders 
of Professional Actors

Early studies suggested that actors were found to be exhibitionistic and 
narcissistic (Hayman 1973). Fisher and Fisher (1981) also found actors 
to possess impulsive, exhibitionistic and hysterical personalities. Yet 
Hammond and Edelmann (1991) showed actors to be extraverted, socia-
ble and highly sensitive to the feelings of others. Eysenck and Wilson 
(1991) established that actors scored higher on scales of extraversion, 
expressiveness, reflectiveness and aggression compared to other perform-
ing artists (Marchant-Haycox and Wilson 1992). More recently, Nettle 
(2006) found that actors scored high on scales of extraversion, agreeable-
ness and openness to experience and match the level of controls on neu-
roticism and conscientiousness.

More recently in a study of the psychotic traits in actors and comedi-
ans, Ando et al. (2014) revealed that, compared to the norms, actors were 
higher on unusual experiences, measuring magical thinking, belief in 
telepathy and other paranormal events, and tendency to experience per-
ceptual aberrations; cognitive disorganization, measuring distractibility 
and difficulty in focusing thoughts; and impulsive nonconformity, measur-
ing a tendency towards impulsive, antisocial behaviour, often suggesting 
a lack of mood-related self-control. However, there was no difference 
between actors and “normal” on introvertive anhedonia, measuring a 
reduced ability to feel social and physical pleasure, including an avoid-
ance of intimacy.

Few have addressed the question as to the relationship between the 
acting profession and the personality disorders. It is possible that indi-
viduals with borderline personality disorder are usually attracted to pro-
fessions that provide recognition (Furnham et al. 2014). Other artistic 
groups have shown a tendency towards emotional and relational instabil-
ity (Frantom and Sherman 1999), and intuitively, the increased feelings 
of intense emotion related to this trait could potentially be utilized by the 
actor in recreating emotional moments for stage or screen.

Histrionic personality disorder traits are probably most obviously 
related to the acting profession. A comparison of theatre actors and 
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 controls on a measure of histrionic PD found actors to score significantly 
higher (Cale and Lilienfield 2002). The trait is correlated with high extra-
version (Samuel and Widiger 2008). Histrionic individuals place impor-
tance on their own personal appearance and strive to give positive first 
impressions. These behaviours are clearly important for auditions, where 
an actor must impress in a limited amount of time. Particularly for indi-
viduals with histrionic tendencies, the vocational setting of acting can 
fulfil their drive for the dramatic.

Narcissists perform better in public settings than non-narcissists 
(Wallace and Baumeister 2002) and have strong initial likeability 
(Oltmanns et  al. 2004); thus casting directors and producers may be 
drawn to employing them. This increased self-confidence aids the indi-
vidual in dealing with the social situations and large audiences regularly 
encountered by the actor. Young and Pinsky (2006) recorded narcissistic 
traits in celebrity actors. This group was significantly more narcissistic 
than controls, although it is undetermined whether this is more related to 
their celebrity status or their identity as an actor. The corresponding 
dark-side trait of boldness is repeatedly implicated as being beneficial in 
occupational settings (Furnham 2010; Hogan 2007).

Cluster C (avoidant and dependent) personality disorder traits are 
rarely associated with success in any profession (Furnham et al. 2014). 
Avoidant PD individuals are socially inhibited and oversensitive to criti-
cism. Those with dependent traits fear rejection and are overly reliant on 
others for support. These are not beneficial traits in this most critical and 
exposed of professions. Obsessive-compulsive personality disorder is not 
associated with social and creative professions (Furnham 2008), and no 
links in the literature exist between actors and this disorder. However, the 
trait is associated with promotion at work in “traditional” jobs (Furnham 
et al. 2012), indicating benefit in some occupations.

Davison and Furnham (2017), in a rare study in this area, examined 
the personality disorder trait profiles of 214 professional actors, com-
pared to a general population sample. Both male and female actors scored 
significantly higher than non-actors on antisocial, narcissism, histrionic, 
borderline and obsessive-compulsive personality disorder scales of the 
Coolidge Axis-II Inventory (Coolidge 2001). Male actors scored 
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 significantly higher than the male comparison group on schizotypal, 
avoidant and dependent personality disorder scales.

They noted: “On the whole, the profile principally matches the 
dark- side trait profile of individuals attracted to enterprising/entrepre-
neurial jobs. The acting profession and entrepreneurship do have some 
similar features. The focus is on the self and building one’s own career 
rather than as an employee in an organization. Research on successful 
and unsuccessful entrepreneurs suggests that these traits at a very high 
level may be a contributing factor in the failure and derailment of 
aspiring entrepreneurs. The same curvilinear relationship with success 
may also exist in the acting profession. The individual may initially be 
drawn to the profession because of their PD trait profile yet ultimately 
fail because of it.”

 Conclusion

This chapter has considered whether people in the performing arts are 
more likely to be highly emotionally intelligent and have certain, possibly 
problematic, personality profiles. There are good theoretical reasons to 
believe that successful actors are highly emotionally sensitive and adapt-
able. However, there is also a scattered but growing literature on various 
personal problems associated with being in the arts. The literature paral-
lels that concerned with the dark side of leaders suggest that subclinical 
personality disorders are associated with leadership emergence, but also 
derailment.

However, it is not clear whether acting is seen to be an antecedent 
(cause) or consequence (effect) of one or other personality disorder. That 
is, are people with a particular personality profile attracted to the acting 
profession, or does the experience of being an actor lead to the develop-
ment of personality disorders?

Much research needs to be done in the area. Few, if any, studies have 
distinguished between types of actors: those who prefer television vs. the 
stage, comedy vs. tragedy, action vs. romance. There are also few, if any, 
longitudinal studies tracing actors over time.
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 Implications for Clinicians

There are many stereotypes about those in the performing arts and 
what traits are associated with success and failure. Are those who 
choose the performing arts more vulnerable to certain disorders than 
others? The answer would appear to be yes. There are few jobs that 
lead to so much rejection and require so much hard work and practice 
than that of actors, singers and musicians. They do therefore seem 
more prone to depression and anxiety than people in other profes-
sions. Further, the need for constant practising and line learning 
could lead to social isolation and not getting enough social contact 
and social support. Next, there is the possibility of obsessionality in 
people who often have to practise for 10,000 hours for every hour 
they perform. There are well-known issues of subclinical narcissism as 
well as self-handicapping when performers confronted with sudden 
fame feel as if they are imposters.

Finally, the emotional literacy and sensitivity of those in the performing 
arts could be seen to be a double-edged sword. It may help them in their 
job, which is often to portray and interpret powerful and subtle emotions, 
but they may also become hypersensitive to negative emotions in them-
selves and others. This perhaps accounts for the recent interest in the high 
incidence of mental illness of various groups in the performing arts.

On the other hand, the importance of emotional regulation could help 
actors become more psychologically resilient. Further they have to be 
very perceptive of their and others’ emotions which can make them very 
insightful and sensitive. In this sense many actors report doing what is 
now called mindfulness: the exploration, control and regulation of emo-
tions. In this sense acting can make an individual both fragile and strong. 
(The relationship between theatre and psychology has been explored in 
detail in the Chap. 6 by Zinn.)

Clinicians need to be aware of the many psychological and behavioural 
pressures on actors and be prepared to assist them to understand the 
power of emotions both to help portray characters and also to become 
more mindful of their own.
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DSM Labels Theme Familiar term
Behavioural 
tendencies

Borderline Inappropriate anger, 
unstable and intense 
relationships 
alternating between 
idealization and 
devaluation

Unstable 
Relationships

Flighty, inconsistent, 
forms intense 
albeit sudden 
enthusiasms and 
disenchantments 
for people or 
projects

Paranoid Distrustful and 
suspicious of others; 
motives are 
interpreted as 
malevolent

Argumentative Suspicious of others, 
sensitive to 
criticism, expects 
to be mistreated

Avoidant Social inhibition, 
feelings of 
inadequacy and 
hypersensitivity to 
criticism or rejection

Fear of failure Dread of being 
criticized or 
rejected, tends to 
be excessively 
cautious, unable to 
make decisions

Schizoid Emotional coldness 
and detachment 
from social 
relationships, 
indifferent to praise 
and criticism

Interpersonal 
Insensitivity

Aloof, cold, 
imperceptive, 
ignores social 
feedback

Passive- 
aggressive

Passive resistance to 
adequate social and 
occupational 
performance, 
irritated when asked 
to do something he/
she does not want to

Passive-aggressive Sociable but resists 
others through 
procrastination 
and stubbornness

Narcissistic Arrogant and haughty 
behaviours or 
attitudes, grandiose 
sense of self- 
importance and 
entitlement

Arrogance Self-absorbed, 
typically loyal only 
to himself/herself 
and his/her own 
best interests

 Appendix

Table A.1 The DSM IV

(continued)
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DSM Labels Theme Familiar term
Behavioural 
tendencies

Antisocial Disregard for the 
truth, impulsivity 
and failure to plan 
ahead; failure to 
conform with social 
norms

Untrustworthiness Impulsive, dishonest, 
selfish, motivated 
by pleasure, 
ignoring the rights 
of others

Histrionic Excessive emotionality 
and attention 
seeking, self- 
dramatizing, 
theatrical and 
exaggerated 
emotional expression

Attention seeking Motivated by a need 
for attention and a 
desire to be in the 
spotlight

Schizotypal Odd beliefs or magical 
thinking; behaviour 
or speech that is odd, 
eccentric or peculiar

No common sense Unusual or eccentric 
attitudes, exhibits 
poor judgement 
relative to 
education and 
intelligence

Obsessive- 
compulsive

Preoccupations with 
orderliness, rules, 
perfectionism and 
control, 
overconscientious 
and inflexible

Perfectionism Methodical, 
meticulous, 
attends so closely 
to details that he/
she may have 
trouble with 
priorities

Dependent Difficulty making 
everyday decisions 
without excessive 
advise and 
reassurance; 
difficulty expressing 
disagreement out of 
fear of loss of 
support or approval

Dependency Demand for 
constant 
reassurance, 
support and 
encouragement 
from others

Table A.1 (continued)
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